
At Home Network, Inc.@
30600 Telegraph Rd., Suite 2226
Bingham Farms, MI48025

Toll Free: (888) 611-6633
Phone: 248-540-8980
Fax: 248-540-8982

Phvsician Certification of'Need and Orders for $orne tr{mlth Services

Patient Name:
f-a.t Hattre First Name

Date of Bidh:- Sex: F or M
Address for Care:

Ph:---- Alt Ph:
Caregiver Name:- Ph:

Physician Ordering Home Health Services:
:-l I

Doctor Name:

Phone:

NPI#:

Fax:_

Patient's Insurance:

lnsurance Number:

Primary Problem for Home Health Gare:

Additional diagnoses:

Services Ordered:
The following services are medically necessary within 48 hours:

_ _! rkillllf::llhv'i.'l Th."pi.t

ATTESTATION OF FACE TO FACE ENCOUNTER

Encounter Date:
My clinical findings support the need for home health services as follows:

r t that th ispat ient ishomeboundperCMSguide| inesdueto:

(include ohvsical conditions, mental impairments, physician-ordered restrictions)

I certify that this patient is under my care and that I had a face'to.face encounter Inat meets tne rnyslclan

requirements with this patient as noted above,

Signature of Physician: Signature Date:-

IF NO FACETO FACE ENCOUNTERWTHIN THE LAST 90 DAYS

Scheduled Encounter Date: Must be within 30 days of Start of Care
physician who will peform (or have NPP peform) the Face to Face encounter and oversee the Plan of Care:

Doctor Name:

4l20tl


