	Home Health Services F2F Encounter Guidance


This Resource has been designed to assist a clinician in documenting the Face-to-Face (F2F) encounter and in establishing the Medicare beneficiary’s eligibility and need for home health services. 
As described in 42 CFR 424.22, the F2F encounter must be related to the primary reason the patient requires home health services and must be performed no more than 90 days prior to the home health start of care date or within 30 days after the start of the home health care.
New in 2026, CMS finalized conforming regulations to allow physicians, in addition to NPs, CNSs, and PAs, to perform the face-to-face encounter regardless of whether they are the certifying practitioner or whether they cared for the patient in the acute or post-acute facility from which the patient was directly admitted to home health and who is different from the certifying practitioner. 
Patient Eligibility for Coverage of Home Health Services under Medicare
For a Medicare beneficiary to be eligible to receive Medicare home health services, the physician must certify that: 
1. The patient needs or needed: 
a. intermittent skilled nursing care; 
b. physical therapy; 
c. speech-language pathology services; or 
d. has a continuing need for occupational therapy, if the patient no longer needs any
     of the above therapies. 
2. The patient is or was confined to the home (i.e., homebound).
3. A patient plan of care for furnishing the services has been established by a physician 
    who is a Doctor of Medicine, osteopathy, or podiatric medicine, and who is has no  
    financial relationship with the Home Health Agency (HHA). (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.)
 4. The patient services will be or were furnished under the care of a physician who is a 
      Doctor of Medicine, osteopathy, or podiatric medicine.  
 5. A face-to-face encounter occurred no more than 90 days prior to or within 30 days after 
      the start of the home health care, was related to the primary reason the patient requires 
      home care. 


Confined to the Home” (Homebound) 
Documentation from the certifying physician/acute/post-acute care facility’s medical records serves as the basis upon which patient eligibility for the Medicare home health benefit is to be determined. Such documentation includes information that substantiates that the patient is confined to his/her home. In order to be considered “confined to the home” (i.e., homebound), 
the following two criteria must be met:
1. Criteria-One: The patient must either:
a) Because of illness or injury, need the aid of supportive devices such as crutches, canes, wheelchairs, and walkers; the use of special transportation; or the assistance of another person in order to leave their place of residence, OR 
b) Have a condition such that leaving his or her home is medically contraindicated. 
The patient must meet one of the Criteria One conditions listed above and also meet the two additional requirements defined in Criteria Two below to be considered homebound for purposes of eligibility for the Medicare home health benefit. 
2. Criteria-Two: 
a) There must exist a normal inability to leave home; and 
b) Leaving home must require a considerable and taxing effort. NOTE: The clinician needs to take into account the illness or injury for which the patient met criterion one and consider the illness or injury in the context of the patient’s overall condition. The clinician is not required to include standardized phrases reflecting the patient’s condition (e.g., repeating the words “taxing effort to leave the home”) in the patient’s chart, nor are such phrases sufficient, by themselves, to demonstrate that criterion two has been met. For example, longitudinal clinical information about the patient’s health status is typically needed to sufficiently demonstrate a normal inability to leave the home and that leaving home requires a considerable and taxing effort. Such clinical information about the patient’s overall health status may include, but is not limited to, such factors as the patient’s diagnosis, duration of the patient’s condition, clinical course (worsening or improvement), prognosis, nature and extent of functional limitations, other therapeutic interventions and results, etc.
If the patient does in fact leave the home, the patient may nevertheless be considered homebound if the absences from the home are infrequent or for periods of relatively short duration or are attributable to the need to receive health care treatment. Likewise, occasional absences from the home for non-medical purposes does not necessitate a finding that the patient is not homebound if the absences are undertaken on an infrequent basis or are of relatively short duration and do not indicate that the patient has the capacity to obtain the health care provided outside rather than in the home: e.g.; 
a) Occasional trip to the barber, 
b) Walk around the block or a drive,
 	c) Attendance at a family reunion, 
d) Funeral,
 	e) Graduation, or 
f) Other infrequent or unique event.

Telehealth
1. For home health providers, the Consoldiated Appropriateion Act 2026 extends provisions removing geographic requirements and expanding originating sites through December 31, 2027. This allows the required face-to-face visit (F2F) to be performed via telehealth. (An originating site is the location of an eligible Medicare beneficiary at the time the F2F was performed using a telecommunications system).










Supporting Documentation
Information from the HHA may be incorporated into the certifying physician’s and/or the acute/post-acute care facility’s medical record regarding the patient for whom the home health services are ordered/certified. When considering incorporation of information from the HHA the following are expected and required: 
• Information from the HHA must be corroborated by other medical record entries and align with the time-period in which services were rendered. 
• The certifying physician must review and sign off on anything incorporated into the patient’s medical record that is used to support the certification of patient eligibility (that is, agree with the material by signing and dating the entry).
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