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Advocacy Tips

Scheduling a Meeting with Your Member of Congress (or their staff)

1. Call the office where you would like to meet: This contact information can be found on the 
website of your Senator or Representative. When you call, ask for the name of the scheduler 
and the person who handles health care issues, and tell them you would like to schedule a 
meeting.

2. Follow up on your request-be persistent: Call the office if no one has contacted you in a week. 
If it seems like it will be difficult to get a meeting with your member of Congress at this time, 
you could ask to meet with someone who works on health care issues. Try to be accommodat-
ing and understanding of the Congressional schedule which keeps Representatives and Senators 
in Washington, DC for many days throughout the year.

Get Ready for the Meeting with Your Member of Congress (or their staff)

1. Prepare for the meeting: You’re a home care or hospice expert so you are already prepared to 
talk about the industry. You do not need to be an expert, but you should be familiar with the 
basics of the issue you will be discussing. Be familiar with the key home care issues. However, 
if you don’t know something, it is perfectly ok to say, “I don’t know, but I can look into it.” It 
helps to become familiar with the member’s latest position or actions on the issue. 

2. Establish a principal spokesperson for the group: A main speaker for the group should be es-
tablished ahead of time. One person from the group should also take notes for future reference.

3. Managing the Meeting
 The basics:

 § Be polite, courteous, and on time;
 § Be personable;
 § State the purpose of your visit clearly;
 § Ask for their support.

 The specifics:
 § Don’t be disappointed in meeting with a staffer as opposed to a member of Congress. Staff-

ers are as important because they’ll be doing the legwork and research.  Treat the staff with 
respect, as equals, and with value.

 § You’ll be having several different types of meetings, some begin with staff, and some will 
give you the hallway treatment.  You have to be very flexible.  Some people come with a very 
rigid structure of what to say, but write things on a card in case you have to walk and talk.  
They might seem unengaged, so bounce back and forth from Senator/Representative to aide 
to keep both interested.

 § If you can come to the office ahead of time, it’s no problem to leave some material in 
advance (and then go to your other meeting), and then come back. Make sure you have a 
second copy of your material. Leaving it early gives them a chance to review.  

 § Begin and end with gratitude for their time and consideration. Something like, “I know 
you’re busy, but it’s great to get a minute of your time in considering our clients and our 
patients.”

 § Be respectful and polite! Try to engage in conversation and find out what they care about 
and believe in.  Plan out what you’re going to say! 

 § It’s not just what you have to say; it’s also how you say it.  You want to be a memorable 
meeting. Speak slowly, emphasizing the main points without going into excessive detail. 
Questions they ask will allow you to add more detail without overwhelming them with 
information all at once.
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 § If the Senator or Representative joins your meeting later, do not repeat what you’ve already 
said to the staffer, they will likely try to shut it down.  Say something like, “I spoke to your 
staff, we gave them a lot of information and they were very helpful, but I just want to em-
phasize one point.” 

 § If the Senator/Representative has already signed the bill, say “Thank you so much for sup-
porting this bill.  What can we do to help you get more of your colleagues to sign the bill as 
well?”  They will love to give you advice.  

 § Treat this as building a relationship!  Get them to feel really good about you! 
 § If you’re running late to a second appointment, have one person step out and call the other 

office to let them know so your meeting is not declined when you do arrive. 
 Do Not Forget:

 § Invite them on a home care visit. It is very helpful for Senators and Representatives to see 
first hand the great care being provided in the home and challenges faced.

4. Follow up: 
 § Make sure you know the name of the key staffer to follow-up with. Ask for their card so you 

can spell their name correctly and have their email address. 
 § Send the member/staffer a follow-up email thanking them for their time and consideration. 

Briefly restate the issues discussed and the way you would like to see them respond to the 
issue. Offer to be available to answer any additional questions. Attach digital copies of the 
legislation summaries in your follow-up email. These can be found under the “Policy and 
Advocacy” section at www.nahc.org. Be sure to reiterate the home care visit invite and offer 
to coordinate their visit. 

 § Visit the Legislative Action Center, click the “Add your voice” link on issues that interest 
you, fill out the information to send the drafted letter to your Congressional Delegation. Be 
sure to pass this link onto your colleagues so that they may submit a letter as well.  

 § Following your meeting, be sure to post about your experience and the issues you advocated 
for on social media. Building public awareness is a key to success.

5. Follow-up in the district: If your initial meeting was in Washington, DC, then follow-up with 
a meeting or action in the Congressional district. This also gives an opportunity for more peo-
ple to get involved than just those who were able to travel all the way to DC.
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Proposed Clarifications to Medicare 
Home Health Payment Reform 

The Bipartisan Budget Act (BBA) of 2018 
(P.L. 115-123) made sweeping reforms to the 
Medicare home health benefit. Included in 
these reforms were a shift to a 30-day unit 
of service, authorization for the Secretary 
of HHS to make rate adjustments based 
on assumptions of provider behavioral 
changes rather than facts, and the ambitious 
implementation year of 2020 for these reforms. 
The BBA also attempted to remedy problems 
associated with the face-to-face/physician 
documentation and certification requirements 
but this change needs strengthening to ensure 
its intent is achieved. This series of proposals 
developed by the home health community 
would make much-needed modifications by 
clarifying a 30-day unit of payment rather than 
service, prevent prospective rate adjustments 
based on behavioral assumptions, allow more 
time for reforms to be implemented, require 
that the payment reforms be tested initially with a demonstration, and require that a home health 
agency’s records are considered alongside the physician record when determining claim status. 

Home Health Care Planning Improvement Act (S. 445 / H.R. 1825)

Nurse Practitioners (NPs) and Physician Assistants (PAs) are often the primary care practitioners 
for Medicare patients.  NPs and PAs are authorized to certify Medicare beneficiary eligibility for 
Medicare coverage of a number of health services, including the skilled nursing facility services and 
durable Medical equipment benefits. However, these highly skilled clinicians are not authorized 
to certify a patient’s eligibility for Medicare home health services even in states where they can 
fully order home health care. With the Medicare restriction, NPs and PAs must “hand-off” their 
patients to physicians in order to get the necessary Medicare certification. 
This legislation would:

 § Allow Non-Physician Practitioners to certify a patient’s eligibility for the Medicare home 
health benefit and authorize them to establish, sign and date the plan of care where permit-
ted under state law.

The Value of Home Care

Over 14 million Americans receive home care each year. Home health care brings proven cost sav-
ings to health care,  promotes better patient outcomes, provides access to the latest therapies and 
medical technology, and is the patient preferred setting for medical care. Congress should protect 
and expand access to home health care, eliminate barriers to its provision, and work to expand its 
use as an effective solution to rising health care costs.

Key Issues in Brief

PRIORITIES

Home Health:

1. Proposed Clarifications to Medicare 
Home Health Payment Reform

2. Home Health Care Planning 
Improvement Act (S. 445 / H.R. 1825)

3. The Value of Home Care

Hospice:

1. Cosponsor/Enact The Patient  
Choice and Quality Care Act  
(S. 1334 / H.R. 2797)

2. Preserve Access to and Ensure Safe 
Disposal of Opioids, Other Controlled 
Medications in Hospice Care

3. Monitor Hospital “Early Discharge” 
to Hospice Care
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Cosponsor/Enact The Patient Choice and Quality Care Act (S. 1334 / H.R. 2797)

Medicare patients with advanced illness need access to multi-disciplinary care and coordination, 
as well as appropriate support to develop advance care plans. Our nation must also work to ensure 
that advance directives, once executed, are honored.  The Patient Choice and Quality Care Act 
works to address these and other important advanced illness care needs.
The legislation would, among other things:

 § Create a Medicare advanced illness care and management model program to test the use of 
targeted advanced illness management and early use of palliative care;

 § Provide access to advance care planning support tools;
 § Promote the portability of advance directives; and
 § Facilitate the development and use of quality measures for advanced illness, palliative, and 

end-of-life care.

Preserve Access to and Ensure Safe Disposal of Opioids, Other Controlled Medications 
in Hospice Care

As states and federal legislators move to address the widespread opioid epidemic facing our nation, 
some actions are being taken that may inadvertently reduce access to medications necessary for the 
palliation and management of symptoms associated with terminal illness.  Additionally, prohibi-
tions against hospice destruction of medications that are no longer to be used by hospice patients 
result in medications being left in the home for potential misuse and diversion.
As part of any efforts to address the opioid crisis, Congress should:

 § Exempt hospice and palliative care patients from controlled substance prescribing limits;
 § Ensure that limitations on domestic production and/or importation of controlled substances 

do not create shortages that delay appropriate treatment or increase the cost of health care 
delivery; and 

 § Enact legislation (like H.R. 5041) that allows hospice providers to authorize appropriate 
staff to safely and appropriately destroy controlled medications in the home that are no 
longer of use to hospice patients.

Monitor Hospital “Early Discharge” to Hospice Care

Under section 53109 of the Bipartisan Budget Act of 2018, Congress enacted a hospital “early 
discharge” to hospice policy that will go into effect on October 1, 2018.  This policy may cause 
hospitals to delay referral to hospice care or discourage referrals to hospice care altogether.   Any 
further delay in referral to hospice care for short-stay patients means that patients and their family 
members will not receive the full benefit that the hospice benefit has to offer. 
Congress Should:
Closely monitor the impact of the hospital “early discharge” to hospice care change to ensure that 
hospitals are honoring terminally ill patient’s choice of care location and addressing discharge plan-
ning requirements in a timely manner.    CMS should closely analyze hospital discharge data to 
ensure that hospitals are not changing their discharge practices in an effort to maximize Medicare 
payments. CMS should also fast-track development and public reporting of hospital transitions in 
care measures that support timely referral to hospice care.
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Background: 

The Bipartisan Budget Act (BBA) of 2018 (Public Law 115-123) contained significant reforms to 
the Medicare Home Health benefit and payment structure. Included in these reforms was a shift 
to a 30-day unit of service from the current 60-day model and authorization for the Secretary of 
Health and Human Services to make prospective and permanent adjustments to reimbursement 
rates based on assumptions of provider behavioral changes. These reforms are currently mandated 
to go in to effect in calendar year 2020. Additionally, the BBA attempted to address problems 
associated with the long standing face-to-face/physician documentation certification requirement, 
but likely will not have the impact intended.  

Issue/Concerns: 

 § As signed into law, BBA calls for a shift to a “30-day unit of service.” The intent behind this 
reform was to shift the 60-day payment episode to a 30-day payment episode while keeping 
a 60-day standard for service certification, patient assessment, and documentation. There 
is concern that CMS could interpret the “30-day unit of service” beyond payment and also 
apply the 30-day standard to service certification, patient assessment, and documentation 
requirements;

 § Allowing for prospective “behavioral” adjustments based on assumptions and predictions 
poses the threat of unintended consequences that may end up creating a non-budget neutral 
payment system;

 § By mandating a 2020 start date, providers and other stakeholders will not have the necessary 
time to evaluate, understand, or offer comment on the reformed payment system. Addition-
ally, CMS may not have the time needed to implement the reforms for a smooth transition;

 § With any large-scale reform, there is always the threat of unintended consequences. This 
situation is no different. In changes of this magnitude, a demonstration program would be 
useful to prevent confusion among CMS, MACs, and providers, as well as disruption to the 
delivery of high-quality care; and

 § While the correction to the face-to-face/physician documentation certification was well 
intended, it lacks the directive necessary for its full impact to be realized. As signed into the 
law, the provision essentially codifies CMS’s current practice of possessing the option to 
consider the home health agency record in determining claim status. 

This Proposal Would:

 § Clarify that the 30-day unit of service would apply to reimbursement alone and not affect 
service certification, patient assessment, or documentation;

 § Ensure that payment modifications would be based on objective evidence and data rather 
than preemptive assumptions and predictions;

 § Modify the start date for reforms to take place from 2020 to no earlier than 2020;
 § Require that the payment model be tested first under a demonstration. This would be im-

plemented prior to 2022; and
 § Make a directive that CMS also consider the home health agency record in conjunction with 

the physician record when determining claim status. This is optional under current law. 

Proposed Clarifications to Medicare  
Home Health Payment Reform
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Background:

Medicare law requires that a physician certify a patient’s eligibility for coverage of home health 
services. Many things have changed in health care since this Medicare provision was enacted in 
1965. Much of the primary care provided today comes from highly skilled non-physician practi-
tioners such as Nurse Practitioners, Physician Assistants, and Clinical Nurse Specialists. As a result, 
these professionals must “hand-off” their patients to a physician simply to comply with outdated 
Medicare certification requirements.

Issues/Concerns:

 § Current physician-focused certification requirements force patients to shift from their pri-
mary care practitioner to a physician who has not cared for the patient;

 § There is a risk that quality of care and program integrity is compromised when the patient 
is “handed-off” to a physician for the sole purpose of meeting Medicare certification 
requirements.

Benefits:

 § Permitting NPPs to certify Medicare eligibility enhances Medicare safeguards in the Home 
Health Benefit, as the certification is done by the practitioner that actually cares for the 
patient;

 § NPPs can improve the transitions of care of patients to community-based care, potentially 
resulting in a decrease in the length-of-stay at hospitals and skilled nursing facilities because 
it would no longer be necessary to insert a physician who has not cared for the patient into 
the process; and

 § Importantly, it should not increase Medicare home health spending as NPPs would just 
continue their care of patients and not require the substitution of a physician to complete 
the certification.

This legislation would:

 § Allow Non-Physician Providers to certify a patient’s eligibility for the Medicare Home 
Health Benefit;

 § Enable NPPs eligibility to certify the face-to-face encounter requirement.

Home Health Care Planning Improvement 
Act (S. 445 / H.R. 1825)
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Background:

Over 14 million Americans receive home-care services through  Medicare, Medicaid, VA, Tricare, 
commercial insurance, and private pay each year. These are people of all ages, infirmities, and disabil-
ities.  Nearly 2 million skilled nurses, therapists, social workers and home care aides travel over 7 bil-
lion miles each year caring for their patients in all kinds of home care settings. The services range from 
“high touch” personal care to “high tech” services using innovative technologies. All of this is done 
with high efficiencies, in a cost effective manner and with unrivaled quality. The value of home care 
is well established and continues to be demonstrated in care delivery innovations every day. Positive 
clinical outcomes in the care setting of the patient’s choice with cost savings routinely achieved  are 
the hallmarks of home care. 

The Value Proposition of Home Health Care

Home health care brings proven cost savings to health care:
 §  The Centers for Medicare and Medicaid Services (CMS) estimates that home health care in 

Medicare saves at least $378 million a year in just the nine states that are part of an innovative 
program, Home Health Value Based Purchasing (HHVBP), by reducing hospitalizations.  If 
HHVBP were expanded nationwide, Medicare savings from unnecessary hospitalizations would 
exceed $2 billion annually;

 §  The Cleveland Clinic determined that the use of home health services following inpatient care 
“decreased the hazard of follow-up hospital readmission and death,” and saved Medicare nearly 
$6500 per patient over the course of a year.

Home health promotes better patient outcomes:
 §  Institutional care presents risks of infections, care mix-ups, and adverse clinical outcomes. 

Medicare data clearly shows that the quality of care in home health services is at a high level 
and continues to achieve greater excellence every year. Importantly, the patient outcomes in 
home health are fully transparent and publicly available for all to review through the Medicare 
program, Home Health Compare.  

Home health provides access to the latest therapies and medical technology:
 §   Home health brings advanced medical therapies, technologies, and patient information into 

the home setting, at standards comparable to or better than in institutional settings. Electronic 
medical records, point of care planning, and integrated care team management are standard. 
Also, clinical technologies frequently available only on an inpatient basis such as remote patient 
monitoring, telehealth, infusion therapies, ventilator care, and many other clinical technologies 
are now readily accessible. Home health utilizes cutting edge health technologies to support care 
coordination and share information with physicians and non-physicians to deliver timely and 
informed medical care to patients.

Home is the preferred setting for medical care:
 § Numerous studies establish that 9 out of 10 people prefer home care over nursing home care. 

They prefer home care because of the freedom and independence of being able live at and re-
ceive care in their own homes, rather than having to be hospitalized or reside in an institutional 
setting. It is the only true patient-centered care setting. 

What Congress should do:

Congress must take all steps necessary to protect and expand access to home health care. Congress 
should also support actions that continue to fuel the continuing evolution of home health care in 
emerging innovative care models, eliminate antiquated barriers to effective home health care, and 
expand the use of home health care as an effective solution to rising health care costs, particularly for 
patients with chronic care needs and at the end of life.

The Value of Home Care
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Background:

To maximize quality of life and ensure that patients have a full understanding of their care options, 
Medicare beneficiaries with advanced illness need access to multi-disciplinary care  coordination 
and palliative care, as well as appropriate support to develop advance care plans.  Beyond care and 
assistance in development of advance directives, our nation must ensure that advance directives, 
once executed, are honored.  Finally, to improve quality of care for individuals with advanced 
illness, additional resources must be invested in the development of a more robust set of quality 
measures that are applicable to advanced illness, palliative, and end-of-life care.  

Issues/Concerns:

The nation’s growing elderly population has increasingly complex health care needs that place 
them at greater risk for difficult care transitions.  Further, fragmentation in our health care system 
frequently means that patients are not informed regarding the array of care choices that may be 
available to them and the respective consequences of each. It is frequently the case that even when 
patients have made deliberate decisions about their care preferences and committed those to 
written documents that their choices are not honored.

What Congress Should Do:

Congress should support, through cosponsorship, and encourage enactment of The Patient Choice 
and Quality Care Act (S. 1334/H.R. 2797), introduced in the Senate by Senators Mark Warner 
(D-VA) and Johnny Isakson (R-GA) and in the House by Representatives Earl Blumenauer  
(D-OR) and Phil Roe, M.D. (R-TN), which would do the following:

 § Create a Medicare advanced illness care and management model program under which an 
interdisciplinary team provides care coordination and palliative care services to test the use of 
targeted advanced illness management and early use of palliative care;

 § Facilitate the development and use of quality measures applicable to advanced illness, 
palliative, and end-of-life care;

 § Permit qualified clinical social workers to provide advance care planning services  
under Part B;

 § Provide access to advance care planning support tools;
 § Promote the portability of advance directives;
 § Require Medicare providers and entities to document plans made during a stay of care;
 § Promote public awareness and training to support advance care planning; and
 § Establish an Advisory Council to advise the Secretary on issues of advanced and  

terminal illness.

Cosponsor/Enact The Patient Choice and 
Quality Care Act (S. 1334 / H.R. 2797)
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Background:

Opioid abuse has reached epidemic proportions in many areas of the United States, prompting 
state legislatures and regulatory bodies to reexamine their rules governing prescribing and dispos-
al of controlled substances.  At the federal level, the Drug Enforcement Administration (DEA) 
has taken steps to reduce production limits for controlled medications.  Most recently, various 
committees of the U.S. Congress are developing legislative proposals to address the opioid crisis, 
including establishing prescribing limits for controlled substances and addressing hospice disposal 
of unused medications in patients’ homes.  

Issues/Concerns:

Prescribing of Controlled Substances – states are approaching revisions to prescribing rules in a 
variety of ways.  Most changes include limitations on the length of time for which a prescription 
may be written and also require that there be some type of “bona fide” relationship between the 
prescriber and the patient.  A “bona fide” relationship can include requirements that the prescriber 
conduct a complete history and physical prior to issuing the prescription.  While these limits are 
appropriate and advisable for acute and chronic pain, they may hamper the ability of hospice and 
palliative care practitioners to provide timely access to pain relieving medications for terminally 
ill individuals.  Sen. Rob Portman (R-OH) and others have introduced legislation (S. 2456) that 
establishes a 3-day limit on opioid prescriptions but provides an exemption for cancer treatment, 
palliative and hospice care.
Production Limits on Controlled Substances – In an effort to limit the availability of excess 
medications that could be diverted for inappropriate use, the DEA has reduced domestic pro-
duction quotas for 2018.  Hospice providers and hospitals are reporting intermittent shortages of 
medications, and hospice supply houses have cautioned hospices to anticipate future shortages of 
medications that are essential to effectively manage symptoms associated with terminal illness.  
Disposal of Unused Medications – Due to strict rules governing possession of controlled sub-
stances, the DEA does not permit a hospice provider to destroy medications in a patient’s residence 
if those medications will not be used by the hospice patient unless the state has enacted legislation 
that authorizes a hospice to do so.  As a result, hospice personnel must leave such substances in the 
home.  This increases the chances that such drugs may be misused or diverted. Rep. Tim Walberg 
(R-MI) and others have introduced legislation (H.R. 5041) that would authorize hospices to han-
dle medications in a patient’s home for the purposes of disposing of them.

What Congress Should Do:

While developing legislation to address the opioid crisis, Congress should take steps to:
 § Exempt hospice and palliative care patients from prescribing limits for controlled substances;
 § Ensure that efforts by the DEA and other federal agencies to limit domestic production 

and/or importation of controlled substances do not create shortages that delay appropriate 
treatment or increase the cost of health care delivery; and

 § Enact legislation (like H.R. 5041) that allows hospice providers to authorize appropriate 
staff to safely and appropriately destroy controlled medications that are no longer of use to 
hospice patients.

Preserve Access to and Ensure Safe 
Disposal of Opioids, Other Controlled 
Medications in Hospice Care
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Background:

As part of the Balanced Budget Act of 1997, Congress enacted legislation that reduces payments 
to acute care hospitals when patients are discharged to post-acute care following a shorter than 
average hospital stay.  In 2013, the Office of the Inspector General (OIG) recommended that 
this policy be extended to short hospital stays from which patients are discharged to hospice care.  
Under section 53109 of the Bipartisan Budget Act of 2018, Congress enacted a hospital “early 
discharge to hospice” policy that will go into effect on October 1, 2018.

Issues/Concerns:

While the “early discharge” provision does not reduce payments to hospice providers, there are 
widespread concerns, including those cited by the Centers for Medicare & Medicaid Services 
(CMS) as part of its response to the 2013 OIG Report, that this policy may cause hospitals to 
delay referral to hospice care or discourage referrals to hospice care altogether.  Research conducted 
for CMS following enactment of the post-acute transfer policy found that hospitals altered their 
behavior in response to the policy, which resulted in patients remaining in the hospital for longer 
periods prior to discharge to post-acute care and in reduced hospital referrals to post-acute care.  
According to the Medicare Payment Advisory Commission (MedPAC) the median length of stay 
on hospice care has remained at 17 or 18 days for many years and 25% of hospice patients die 
within 5 days of admission to hospice.  Any further delay in referral to hospice care for these short-
stay patients means that patients and their family members will not receive the full benefit that 
hospice has to offer. 

What Congress Should Do:

Congress and CMS must closely monitor the impact of the hospital “early discharge” to hospice 
care policy to ensure that hospitals are honoring terminally ill patient’s choice of care location and 
addressing discharge planning requirements in a timely manner.    CMS should closely analyze 
hospital discharge data to ensure that hospitals are not changing their discharge practices in an 
effort to maximize Medicare payments. CMS should also fast-track development and public re-
porting of hospital transitions in care measures that support timely referral to hospice care.

Monitor Hospital “Early Discharge” to 
Hospice Care
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While our principal hospice messages for visits to Capitol Hill in conjunction with the National 
Association for Home Care & Hospice’s (NAHC’s) March on Washington relate to:

 § Cosponsorship/enactment  of the Patient Choice and Quality Care Act  
(S. 1334/H.R. 2797);

 § Preserving  Access to and Ensuring  Safe Disposal of Opioids, Other Controlled 
Medications  in Hospice, and 

 § Monitoring hospital “early discharge” to hospice care
There are two additional hospice-related issues that you may want to raise during your discussions.  
Following are some talking points that address these important issues.  

Cosponsor and Enact the Palliative Care and Hospice Education and Training Act (S. 
693 / H.R. 1676)

The current system for creating hospice and palliative care physicians is expected to produce 
approximately 5,300 new certified physicians over the next 20 years, while the American Academy 
of Hospice and Palliative Medicine in 2010 estimated an existing need for 6,000 such professionals 
to serve existing needs. Further, there is a growing need for similarly-trained non-physician 
professionals, including palliative nurses.  The Palliative Care and Hospice Education and Training 
Act (PCHETA) was designed to begin to address this “needs” gap.  Previous iterations of this 
legislation enjoyed widespread Congressional and public support. 

This legislation would:
 § Amend the Public Health Service Act to increase the number of permanent faculty in 

palliative care at accredited allopathic and osteopathic medical schools, nursing schools, 
social work schools, and other programs (including physician assistant education programs);

 § Promote education and research in palliative care and hospice; and
 § Support the development of faculty careers in academic palliative medicine.

Ensure Access to Care for Rural Hospice Patients (S. 980 / H.R. 1828)

People in the final stages of life should have access to quality and compassionate hospice care 
and the services of their chosen care practitioner no matter where they live, but a technicality in 
current law forces patients at rural health clinics (RHCs) and federally qualified health centers 
(FQHCs) to give up treatment for their terminal condition by their primary care provider if 
they want hospice care. 
Currently, if a RHC or FQHC-employed physician or nurse practitioner serves as the primary care 
provider to a patient entering hospice and wants to bill for hospice attending physician services, 
he or she must do so separately to Part B.  Many center or clinic-employed care providers do not 
operate separate physician practices under which they would bill to Part B. This deters them from 
serving as the attending physician, and deprives the hospice patient of the continuity of care and 
comfort that they want and deserve. This may discourage patients from using hospice care.

This legislation would:
The Rural Access to Hospice Act corrects existing legislation by allowing rural health clinics and 
federally qualified health centers to bill Medicare for attending physician services. 

Additional Hospice Issues


