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TWO THINGS YOU WILL LEARN: 
 Why is the F2F Form so important?  
 What must I do to be compliant with the F2F 

regulations? 



In order for a patient to GET  home health services, an 
MD must: 
 Actually see the patient (i.e., be FACE TO FACE) 
 Document that F2F encounter 
 Certify that the patient is homebound AND needs 

intermittent skilled services 
 

In order for VNA to get PAID for home health 
services, it must: 
 Obtain MD documentation that the F2F encounter with 

the patient occurred 
 Make sure the F2F is PROPERLY completed 
 Make sure that the PROVIDER (or designated staff) fills 

out the F2F  
 Make sure the F2F is LEGIBLY SIGNED AND DATED by 

an MD 
 
 
 



Although the regs covering the F2F are dense (see below), the rules for 
obtaining a properly completed one are not—and you MUST follow them!!  

 
 §424.22 Requirements for home health services. 
 Medicare Part A or Part B pays for home health services only if a physician certifies and recertifies the content specified in paragraphs (a)(1) and (b)(2) of this section, as appropriate.  
 (a) Certification—(1) Content of certification. As a condition for payment of home health services under Medicare Part A or Medicare Part B, a physician must certify as follows:  
 (i) The individual needs or needed intermittent skilled nursing care, or physical or speech therapy, or (for the period from July through November 30, 1981) occupational therapy. If a patient's underlying condition or complication requires a registered nurse to 

ensure that essential non-skilled care is achieving its purpose, and necessitates a registered nurse be involved in the development, management, and evaluation of a patient's care plan, the physician will include a brief narrative describing the clinical 
justification of this need. If the narrative is part of the certification or recertification form, then the narrative must be located immediately prior to the physician's signature. If the narrative exists as an addendum to the certification or recertification form, in 
addition to the physician's signature on the certification or recertification form, the physician must sign immediately following the narrative in the addendum. 

 (ii) Home health services were required because the individual was confined to the home except when receiving outpatient services.  
 (iii) A plan for furnishing the services has been established and is periodically reviewed by a physician who is a doctor of medicine, osteopathy, or podiatric medicine, and who is not precluded from performing this function under paragraph (d) of this section. 

(A doctor of podiatric medicine may perform only plan of treatment functions that are consistent with the functions he or she is authorized to perform under State law.) 
 (iv) The services were furnished while the individual was under the care of a physician who is a doctor of medicine, osteopathy, or podiatric medicine.1  
 1As a condition of Medicare Part A payment for home health services furnished before July 1981, the physician was also required to certify that the services were needed for a condition for which the individual had received inpatient hospital or SNF services. 
 (v) The physician responsible for performing the initial certification must document that the face-to-face patient encounter, which is related to the primary reason the patient requires home health services, has occurred no more than 90 days prior to the home 

health start of care date or within 30 days of the start of the home health care by including the date of the encounter, and including an explanation of why the clinical findings of such encounter support that the patient is homebound and in need of either 
intermittent skilled nursing services or therapy services as defined in §409.42(a) and (c) of this chapter, respectively. 

 (A) The face-to-face encounter must be performed by one of the following: 
 (1) The certifying physician himself or herself. 
 (2) A physician, with privileges, who cared for the patient in an acute or post-acute care facility from which the patient was directly admitted to home health. 
 (3) A nurse practitioner or a clinical nurse specialist (as those terms are defined in section 1861(aa)(5) of the Act) who is working in accordance with State law and in collaboration with the certifying physician or in collaboration with an acute or post-acute care 

physician with privileges who cared for the patient in the acute or post-acute care facility from which the patient was directly admitted to home health. 
 (4) A certified nurse midwife (as defined in section 1861(gg)of the Act) as authorized by State law, under the supervision of the certifying physician or under the supervision of an acute or post-acute care physician with privileges who cared for the patient in the 

acute or post-acute care facility from which the patient was directly admitted to home health. 
 (5) A physician assistant (as defined in section 1861(aa)(5) of the Act) under the supervision of the certifying physician or under the supervision of an acute or post-acute care physician with privileges who cared for the patient in the acute or post-acute care 

facility from which the patient was directly admitted to home health. 
 (B) The documentation of the face-to-face patient encounter must be a separate and distinct section of, or an addendum to, the certification, and must be clearly titled and dated and the certification must be signed by the certifying physician. 
 (C) In cases where the face-to-face encounter is performed by a physician who cared for the patient in an acute or post-acute care facility or by a nonphysician practitioner in collaboration with or under the supervision of such an acute or post-acute care 

physician and that nonphysician practitioner is not directly communicating to the certifying physician the clinical findings (that is, the patient's homebound status and need for intermittent skilled nursing services or therapy services as defined in §409.42(a) and 
(c) of this chapter), the acute or post-acute care physician must communicate the clinical findings of that face-to-face encounter to the certifying physician. In all other cases where a nonphysician practitioner performs the face-to-face encounter, the nonphysician 
practitioner must communicate the clinical findings of that face-to-face patient encounter to the certifying physician. 

 (D) If a face-to-face patient encounter occurred within 90 days of the start of care but is not related to the primary reason the patient requires home health services, or the patient has not seen the certifying physician or allowed nonphysician practitioner within 
the 90 days prior to the start of the home health episode, the certifying physician or nonphysician practitioner must have a face to face encounter with the patient within 30 days of the start of the home health care. 

 (E) The face-to-face patient encounter may occur through telehealth, in compliance with Section 1834(m) of the Act and subject to the list of payable Medicare telehealth services established by the applicable physician fee schedule regulation. 
 (F) The physician responsible for certifying the patient for home care must document the face-to-face encounter on the certification itself, or as an addendum to the certification (as described in paragraph (a)(1)(v) of this section), that the condition for which the 

patient was being treated in the face-to-face patient encounter is related to the primary reason the patient requires home health services, and why the clinical findings of such encounter support that the patient is homebound and in need of either intermittent 
skilled nursing services or therapy services as defined in §409.42(a) and (c) respectively. The documentation must be clearly titled and dated and the documentation must be signed by the certifying physician. 

 (2) Timing and signature. The certification of need for home health services must be obtained at the time the plan of care is established or as soon thereafter as possible and must be signed and dated by the physician who establishes the plan. 
 (b) Recertification—(1) Timing and signature of recertification. Recertification is required at least every 60 days, preferably at the time the plan is reviewed, and must be signed and dated by the physician who reviews the plan of care. The recertification is 

required at least every 60 days when there is a—  
 (i) Beneficiary elected transfer; or 
 (ii) Discharge and return to the same HHA during the 60-day episode. 
 (2) Content and basis of recertification. The recertification statement must indicate the continuing need for services and estimate how much longer the services will be required. Need for occupational therapy may be the basis for continuing services that were 

initiated because the individual needed skilled nursing care or physical therapy or speech therapy. If a patient's underlying condition or complication requires a registered nurse to ensure that essential non-skilled care is achieving its purpose, and necessitates a 
registered nurse be involved in the development, management, and evaluation of a patient's care plan, the physician will include a brief narrative describing the clinical justification of this need. If the narrative is part of the certification or recertification form, 
then the narrative must be located immediately prior to the physician's signature. If the narrative exists as an addendum to the certification or recertification form, in addition to the physician's signature on the certification or recertification form, the physician 
must sign immediately following the narrative in the addendum. 

 (c) [Reserved] 
 (d) Limitation of the performance of physician certification and plan of care functions. The need for home health services to be provided by an HHA may not be certified or recertified, and a plan of care may not be established and reviewed, by any physician who 

has a financial relationship as defined in §411.354 of this chapter, with that HHA, unless the physician's relationship meets one of the exceptions in section 1877 of the Act, which sets forth general exceptions to the referral prohibition related to both 
ownership/investment and compensation; exceptions to the referral prohibition related to ownership or investment interests; and exceptions to the referral prohibition related to compensation arrangements. 

 (1) If a physician has a financial relationship as defined in §411.354 of this chapter, with an HHA, the physician may not certify or recertify need for home health services provided by that HHA, establish or review a plan of treatment for such services, or conduct 
the face-to-face encounter required under sections 1814(a)(2)(C) and 1835(a)(2)(A) of the Act unless the financial relationship meets one of the exceptions set forth in §411.355 through §411.357 of this chapter. 

 (2) A Nonphysician practitioner may not perform the face-to-face encounter required under sections 1814(a)(2)(C) and 1835(a)(2)(A) of the Act if such encounter would be prohibited under paragraph (d)(i) if the nonphysician practitioner were a physician.  
 [53 FR 6638, Mar. 2, 1988; 53 FR 12945, Apr. 20, 1988; 56 FR 8845, Mar. 1, 1991, as amended at 65 FR 41211, July 3, 2000; 66 FR 962, Jan. 4, 2001; 70 FR 70334, Nov. 21, 2005; 72 FR 51098, Sept. 5, 2007; 74 FR 58133, Nov. 10, 2009; 75 FR 70463, Nov. 17, 2010; 76 FR 9503, 

Feb. 18, 2011; 76 FR 68606, Nov. 4, 2011; 77 FR 67163, Nov. 8, 2012]  
 



DON’T  TOUCH THE F2F!!! 
 
 
 
 
 
 
 
 

 NO ONE EMPLOYED BY THE VNA IS 
PERMITTED TO FILL IT OUT!!!!  



This guidance is direct from CMS:  
 “HHAs are not allowed to alter the 
  F2F documentation in any way.” 

 HHAs may add: 
 The title “Face-to-Face Encounter” to a document if 

documentation that is received from an acute or post-acute 
setting is not titled as such (example: Discharge Summary) 

 Date the documentation is received from an acute or post-
acute setting if the F2F encounter received is signed but the 
signature is not dated 

 
 “It is unacceptable for the physician to verbally 

communicate the encounter to the HHA, where the 
HHA would then document the encounter as part 
of the certification for the physician to sign.”” 

 



Can we “assist” an MD to fill out a F2F form? 
 
Direct from the CMS Q&A: 
Question 18: Is it allowable for a HHA to provide a certifying 
physician and his or her office support staff, a completed “sample” 
face-to-face encounter documentation to use as a guide for how to 
complete actual face-to-face documentation? 
 …An HHA providing physicians with sample face-to-face 

documentation as a guide to what would be considered acceptable 
face-to-face documentation to assist them in preparing their 
particular face-to-face documentation for a patient, would be 
allowable. The HHA cannot provide the specific clinical details 
from the patient’s face-to-face encounter in a document, call it a 
“sample,” with the expectation, possibility, or probability that the 
physician would have all the information he or she would need to 
document the face-to-face for that particular individual and thus 
simply sign it as the official face-to-face documentation. 



Our own Jennifer Sharp got this 
answer when she called: 

“Jennifer, the regulations are very clear, 
as well as the Q&A document provided 
by CMS, with regard to what portions can 
be filled out by the HHA.  The HHA can 
supply the title F2F Encounter and/or the 
date the F2F was received by the HHA.  
That is all.  The F2F document should be 
filled out by the physician as he is 
certifying that he/she had a 1:1 encounter 
with the patient, what qualifies the 
patient as homebound and what 
medically necessary care is required for 
patient.”  



 The MD who performed the F2F encounter 
 The NPP who performed the F2F encounter—BUT 

the F2F form MUST be signed by the MD 
 The MD’s support staff 
 An individual designated by the MD (who is NOT 

a VNA employee) 
 The Discharge Summary is an acceptable F2F form, 

PROVIDED it has the appropriate content 
NEVER, NEVER, NEVER FILL OUT THE 

F2F!! 
 



STOP RIGHT THERE!!  
 The VNA is NOT one of those “other” agencies, and you will do it 

GREAT HARM by bending/breaking the F2F rules 
 The fines/penalties/exclusion from Medicare that may result from 

improper F2Fs FAR OUTWEIGHS any “good” you might think 
you are achieving by improperly completing an F2F   

 In fact, VNA would have to REFUND any payments it received—
and possibly pay fines and penalties on top of that—for services 
provided on the basis of YOUR bad F2F form  

 You WILL BE FIRED—and if a nurse, face loss of licensure—and 
may even be turned over to the FBI or Department of Justice for 
CRIMINAL PROSECUTION if you  knowingly alter, fill in or 
otherwise fraudulently fill out a F2F form 

 You would not fill out a physician order, would you?  Then 
DON’T fill out the MD’s F2F!!!!  



To qualify for Home Health services the 
patient MUST:  

Be Homebound; AND 
Need intermittent skilled nursing services, 

physical therapy or speech language pathology 
services 

 
These TWO requirements must be 
documented on the F2F in NARRATIVE 
FORM (i.e., no “check the box”) 
The Narrative must sufficiently 
EXPLAIN the patient’s condition, WHY 
the physician thinks the patient is 
homebound, and WHAT services are 
needed 
 
 



Homebound: 
Does NOT mean patient is confined to 
home.  As a matter of fact, the patient may 
leave for medical treatment, appointments, 
family functions, church and even to go to 
the barber-or the War Room! 
BUT……it must be a “considerable 
and taxing effort to leave home” 
(this is the KEY PHRASE of the 
Homebound rule) 
TIP:  We can NEVER ASSUME we 
know what a Doctor means…..WHY 
the patient is considered to be 
“homebound” must be clearly 
documented by the MD 

 



 The Narrative must EXPLAIN that the Patient: 
 Needs the aid of supportive devices such as crutches, 

canes, wheelchairs, and walkers; or needs special 
transportation; or needs the assistance of another 
person in order to leave their place of residence 

 Has a condition (an illness or injury) such that 
leaving the home is medically contraindicated 

 Has a normal inability to leave home 
 Faces a “considerable and taxing effort” to leave the 

home 



 The NARRATIVE (think a paragraph or two) must: 
 Include information about the injury/illness & the type of 

supportive device/assistance required 
 Explain in detail what about the patient’s current 

condition makes leaving home medically contraindicated 
 Detail exactly what about the requested services or 

illnesses qualify the patient as homebound 
 Offer clinical information (beyond a list of recent 

diagnoses, injury, or procedure) that is individual and 
specific to the patient, explaining why it is a considerable 
and taxing effort for the patient to leave his/her home 



The F2F must also include a narrative detailing the 
patient’s need for any/all skilled services requested 
(including PT/OT/SLP/MSW).  That narrative should: 
 Distinguish exactly what services are going to be 

provided by the skilled professional in the patient’s 
home 

 Explain why a skilled professional is required to 
provide the home health care services requested 

 Disclose clinical information beyond a list of recent 
diagnoses, injury, or procedure that is individual and 
specific to the patient 

 Clarify why the findings from this individual patient 
F2F encounter support the medical necessity of the 
services ordered 



Skilled nursing services must be reasonable and necessary 
for the treatment of the patient’s illness/injury.  SN 
services can be: 

 Teaching/training 
 Observe/assess 
 Complex care plan management 
 Administration of certain medications 
 Tube feedings 
 Wound care, catheters and ostomy care 
 Nasogastric and tracheostomy aspiration/care 
 Psychiatric evaluation and therapy 
 Rehabilitation nursing 



Perfect!  The patient is in an Assisted Living facility and there 
is a nurse on staff!  We can take all the Therapy only cases we 
want from this place!! 
 
IN A PERFECT WORLD…MAYBE……BUT IN REALITY….. 
 
Here is the downside to not having our own nurses on these 
types of cases.   

It will directly impact your outcomes….do you really want 
a nurse you have never met caring for a complicated 
wound on your patient? 
Also worth noting….SSA states that if a senior citizen can 
receive a healthcare service for free under Medicare, they 
can not be charged privately for that same service (unless its 
documented that they refuse the free service). 





If an F2F is not obtained on a Medicare patient, 
the VNA is unable to bill. “Not obtained” 
includes an F2F that is not properly completed  
No F2F, no bill.  That means NO part of an 
episode, including any recertification episodes, 
may be billed/reimbursed   
F2F is different than Orders not signed 
A write off of any episode now directly impacts 
a branch’s budget 
May impact your individual performance 



WE CANNOT PASS THE BUCK ON 
COMPLIANCE  
COMPLIANCE IS EVERYONE’S 
RESPONSIBILITY AND WE NEED TO 
WORK AS A TEAM 
WE NEED TO BE CONSTANTLY 
EDUCATING OUR STAFF, OUR 
PHYSICIANS, AND FACILITIES 
REGARDING THE F2F 
THE F2F IS NOT GOING AWAY—BUT THE 
VNA MIGHT IF YOU DON’T FOLLOW THE 
RULES!!!!!!!! 

 



 
 ANY AND EVERY TIME you have a F2F 

question, doubt, concern, problem, etc., ASK 
FOR HELP!!!! 

 The penalties for non-compliance are HUGE—
better to be right than wrong 

 Call Compliance (ext. 6914) or  
 Jennifer Sharp (ext. 7375) 
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