
 

HOME HEALTH CARE SERVICES 

In This Packet 
1. Referral Checklist 
2. Fax cover sheet for your convenience 
3. MRCH Home Health Care Face to Face Encounter/Order 
4. Sample Face to Face Encounter/Order 
5. Request for Signature Authorization 

First Time Referrers Please Note 
If this is your first time referring a patient to MRCH Home Health Care, thank you 
for trusting us with your patient’s care. We are required to obtain signature 
authentication from each ordering provider before we can initiate care. Please 
sign and include the Request for Signature Authorization. You will only need to do 
this once, as we will keep it on file for future referrals. 

Contact Information 
Fax referrals to 707-826-8428. 

Questions? Call Intake at 707-826-8420. 



 

HOME HEALTH CARE SERVICES 

Referral Checklist 
To ensure prompt initiation of care, please include the following with your referral: 

☐ Completed MRCH Home Health Care Face-to-Face Encounter/Order 

☐ Face sheet/demographics 

☐ Insurance cards 

☐ Current medication list 

☐ H&P, operative report, progress note/visit summary, as applicable 

☐ Name of PECOS Home-Health-certified primary care provider signing the order that will be 
following the patient’s care while on Home Health services, or designate who is signing 

☐ If applicable: POLST/DPOA/Conservator documents 

☐ If applicable: Discharge summary, discharge medications, and instructions 

First Time Referrers 
If this is your first time referring a patient to MRCH Home Health Care, thank you for trusting us 
with your patient’s care. We are required to obtain signature authentication from each 
ordering provider before we can initiate care. This document is only required once and will be 
kept on file. Please sign and include the following document (last page of the referral packet): 

☐ Request for Signature Authentication 



GUIDANCE ON CHOOSING PDGM DIAGNOSES FOR HOME HEALTH REFERRALS 

Clear diagnoses help prevent delays, reduce follow-up calls, and allow patients to start home health 
services sooner. 

PDGM (Patient-Driven Groupings Model) is the method most insurers — including Medicare and 
Medicare-aligned plans — use to decide whether home health services are approved and paid.  

Approval is based on the first listed diagnosis explaining why skilled home health care is needed now.  
Before you submit the referral to Home Health, ask yourself:  

What active medical condition requires skilled nursing or therapy right now? That condition should be 
the primary diagnosis. Here’s a quick test: 

Choose one or more conditions that apply to your patient: 
▢ Post-surgical condition 
▢ Wound or infection 
▢ Neurologic condition (stroke, Parkinson’s, MS) 
▢ Cardiac, respiratory, endocrine, or GI/GU condition requiring skilled management 
▢ Diagnosis requires complex nursing (IV therapy, ostomy care, enteral nutrition, advanced devices) 

Use the selected condition as the primary diagnosis on the referral.  

If your patient’s diagnosis does not fall into one of these categories, it may be too general for insurer 
approval.  

The following ICD-10 codes do not support approval when used alone as the primary diagnosis: 
�� Symptom codes (R-codes) 
�� Aftercare or follow-up Z-codes 
�� History-only diagnoses 
�� Unspecified diagnoses (often ending in “.9”) 

These diagnoses do not identify the active condition being treated and are commonly returned for 
correction. 

INSTEAD OF… USE… 

WEAKNESS Stroke, neurologic disorder, post-hospital deconditioning 

DIFFICULTY WALKING Hip fracture, post-surgical status, Parkinson’s disease 

SHORTNESS OF BREATH CHF exacerbation, COPD, pneumonia 

REPEATED FALLS Neurologic, orthopedic, or medication-related condition 

If you’re unsure, two reliable options that usually work: 
• List the diagnosis treated during the most recent hospitalization, or 
• List the condition you would be most concerned about if skilled care were not provided 



 

Home Health 
Face to Face Encounter/Order 

HH.504 • Ver 3 • Rev 09/2024 
 

Patient Name: _________________________ DOB: _____________  
 

Date of Encounter with Patient:  
 

Please See 
My Attached 

 Discharge Summary  ED Notes 
 H&P  Progress Notes 

I certify that the above patient is under my care, and that I, the 
physician or NP/PA working with me, had a face to face encounter 
that meets the physician face to face encounter requirement. 

The encounter with the patient was in whole or in part for the 
following medical condition(s), which is the primary reason for 
ordering home health care. 

Patient’s Medical Conditions 

PDGM Diagnosis (Required for 
Medicare Approval): Primary dx must 
be the active condition driving the 
need for skilled home health care. 
Medicare does not approve home 
health services when the primary dx 
is a symptom, aftercare, or history-
only code. 
 

 

* Pick at least one from EACH section below * 
Patient Is Homebound Due To (functional limitations, not dx): 
 Shortness of breath with exertion  Mobility 
 Energy conservation  Pain 
 Poor balance/fall risk  Infection risk 
 Unsteady or abnormal gait or poor balance 
 Use of assistive device to walk  Weakness/muscle weakness 
 Requires the assistance of another person to ambulate safely 
 Physician orders/restrictions 

 

Device/Person for Mobility: 
 Crutches  Cane  Wheelchair  Walker 
 Special transportation  Assistance of another person 
 Supervised ambulation  Bed bound  Fall risk 

 

Efforts Required to Leave Home 
 needs assistance to get in and out of auto 
 leaving home requires considerable and taxing effort 
 unsafe 
 psychiatric illness 
 bed bound/chair bound 
 weight bearing modification 
 unsafe on stairs/uneven surface 
 frequent falls/poor balance 
Physician Statement: I certify that this patient meets medical 
necessity and homebound criteria for skilled home healthcare and 
that the patient has a normal inability to leave home except for 
medical care and absence from the home requires considerable and 
taxing effort.

Clinical Findings: My clinical findings support the need for skilled 
home health care related to the primary diagnosis listed above. 
Services Ordered  
 Skilled Nursing 
 Physical Therapy 
 

 

Nursing Interventions 
 med reconciliation  oxygen use/safety  skin assessment 
 catheter care  wound care  trach care/education 
Other Nursing Interventions (optional): 

 

Physical/Rehab Therapy Needed 
 assess patient for safety/mobility  dysphagia 
 transition prior level of function  dysphasia 
 home adaptation/modification  unsafe on stairs or  
 fall prevention/CG teaching uneven surfaces 
 unsafe on stairs/uneven surfaces  safety eval and teaching 
 muscle strengthening/re-education 
Other Therapy Interventions (optional): 

 

Allergies/Medications  medication list included with referral 

 

Wound Care Instructions 

 

Additional Orders (including labs) 

 

Ordering Provider: _________________________________ Date: ________  

 

Ordering Provider Signature 



FAX 

HIPAA Note: The information contained in or attached to this e-mail message is privileged and 
confidential and is intended only for the use of the individual(s) designated above. If the reader 
of this message is not the intended recipient or the employee or agent responsible to deliver it 
to the intended recipient, you are hereby notified that any dissemination, distribution or 
copying of this communication is strictly prohibited. 

 

DATE:  

TO: Mad River Home Health Care Services 

FAX: 707-826-8428 

PAGES:  

 

FROM:     

ORGANIZATION:  

PHONE:  

FAX:  

 

 

 

 



 

HOME HEALTH CARE SERVICES 

Request For Signature Authentication 
 

 

Date: ___________________ 

 

Mad River Community Hospital Home Health Service uses a system of author 
identification and record maintenance that ensures the integrity of the 
authentication. 

 

Signature/Provider Type: 

 

 _______________________________________________________ 

 

Printed Name/Provider Type:  

 

________________________________________________________ 

 

If you use a signature stamp, please stamp below for our records, as well as 
signing above: 
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