[HOSPICE LOGO]
MODEL PHYSICIAN FACE-TO-FACE and NARRATIVE FOR RECERTIFICATION 
OF TERMINAL ILLNESS FOR HOSPICE

Patient name and identification:  ___________________________________________


Certification period dates: ____/______/______ to _____/_____/______

Certification period number:  ________
________________________________________________________________________
Face-to-Face Encounter Attestation:   (required for 3rd or later benefit period)
I confirm that I conducted a face-to-face encounter with         [PATIENT]______________ on _____/______/_____ to gather clinical findings to determine continuing eligibility for hospice care.
________________________________     _________________________     __________

Certifying Hospice Physician Signature
         Hospice Physician Name—Printed           Date
________________________________________________________________________
Brief Narrative Statement:  (composed by certifying hospice physician)  This statement is a brief narrative explanation of the patient’s individual clinical circumstances that support a life expectancy of 6 months or less; for 3rd and later benefit periods, narrative must include clinical findings from face-to-face encounter that support life expectancy of 6 months or less.
____________________________     _________________________  ______________

Certifying Hospice Physician Signature                 Hospice Physician Name – Printed          Date
