
VN HOME HEALTH CARE 
2528 Qume Dr. #7 San Jose, CA 95131  
Office 408-998-0550 Fax 408-998-8005 

Please note:  If your clinical note contains the following required information, please complete the 
Homebound Status and Professional Services you are ordering, sign, attach your note and fax back. 

PATIENT NAME: MEDICARE / MEDICAL #: SEX D.O.B.

ADDRESS: PHONE # 

REASON FOR HOMEBOUND STATUS: 

This patient is confined to home (Check box(s) if applicable, and provide relevant information): 

□ Due to illness or injury and needs an assistive device / special transportation / assist of another person

to leave home. Assistive device ______________________________________________________________

OR

□ Leaving home is contraindicated  due to the following Medical Condition _________________________

AND

Patient cannot leave home without considerable and taxing effort because:

_______________________________________________________________________________________ 

DIAGNOSES AND BRIEF DESCRIPTION describing patient’s condition that supports homebound status AND 
need for skilled service at the time of face-to-face visit.  

□ See attached Clinical Note

Diagnoses:
Clinical Findings:

QUALIFYING PROFESSIONAL HOME HEALTH SERVICES: 

□ NURSING □ PHYSICAL THERAPY □ SPEECH THERAPY

□ HOME HEALTH AIDE □ OCCUPATIONAL THERAPY □ MEDICAL SOCIAL WORKER

PHYSICIAN’S CERTIFICATION: I certify that: 
*This patient has been under my care and we have had a face to face encounter on this date ______________________.

*My clinical findings indicate the patient is homebound and the Home Health Services noted above are medically necessary.

*The primary reason for the face-to-face encounter is related to the primary reason the patient requires Home Health Care.

_____________________ __________________________________ _________________________________________________       

PHYSICIAN SIGNATURE PHYSICIAN PRINTED NAME    DATE 

Note: Once you have completed the form, please select the DOWNLOAD ICON from the top menu bar. 
Open the pdf and select the SUBMIT button, your email app will open to send it to VN Home Health Care.

HOME HEALTH REFERRAL 
Record of Face to Face (F2F) Encounter 
(An Affordable Care Act Requirement) 
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