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March 2020 Summary of Results
This month, 16 telephone conferences were conducted with home health/hospice agency 
representatives. After a telephone conference was conducted and verbal testimony was  
provided, 44% of the denied claims were rendered favorable while the denial was upheld  
for the remaining 56%. 

Thirteen (13) home health claims were included in this month’s telephone demonstration. 
The denials were related to the lack of support for the need for skilled services (4) or that the 
beneficiary was confined to the home (2). Other denials included untimely face-to-face encounter 
(2), invalid orders (1), invalid certification statement (1), and no valid therapy goals (1). 

Three (3) hospice claims were included in the telephone demonstration. Two denials were upheld 
for untimely NOE (1) and invalid narrative statement (1) while one claim, initially denied for 
untimely NOE, was overturned and rendered favorable [see Centers for Medicare and Medicaid 
Services (CMS), Internet-Only Manual, Publication 100-04, Medicare Claims Processing Manual 
Chapter 11, Section 20.1.1 for NOE submission requirements and Publication 100-02, Medicare 
Benefit Policy Manual (MBPM), Publication 100-02, Chapter 9, Section 20.1 for certification 
requirements].

The most common issue was in relation to support for the medical necessity for skilled services. 
The submitted documentation, in addition to the face-to-face encounter note, must substantiate 
beneficiary’s need for skilled services (see Centers for Medicare and Medicaid Services (CMS), 
Internet-Only Manual, Publication 100-02, MBPM Chapter 7, Section 30.5.1.1 – Face-to-Face 
Encounter and Section 30.5.1.2 -Supporting Documentation Requirements). The entire medical 
record and face-to-face encounter is reviewed for evidence to substantiate homebound and the 
need for skilled services. 

Documentation of the beneficiary’s condition must be consistent throughout the entire record. 
This can be achieved with notation of a valid diagnosis code the encounter note, supporting 
symptoms of the diagnosis noted on the Home Health Certification/Plan of Care (485), skilled 
nursing or therapy assessments with concise documentation of symptoms, and any other support 
of the admitting diagnosis. 

BREAKDOWN OF MARCH RESULTS 
1. Home Health - Documentation did not support the need for skilled services (25%)

For any home health services to be covered by Medicare, the patient must meet the 
qualifying criteria as specified in §30, including having a need for skilled nursing care on an 
intermittent basis (§40.1, §40.1.1), physical therapy, speech-language pathology services, or 
a continuing need for occupational therapy as defined in §40.2 and §40.2.1. Skilled nursing 
services are necessary only when (a) the particular patient’s special medical complications 
require the skills of a registered nurse or, when provided by regulation, a licensed practical 
nurse to perform a type of service that would otherwise be considered non-skilled; or (b) 
the needed services are of such complexity that the skills of a registered nurse or, when 
provided by regulation, a licensed practical nurse are required to furnish the services. The 
service must be so inherently complex that it can be safely and effectively performed only by, 
or under the supervision of, professional or technical personnel as provided by regulation, 
including 42 C.F.R. 409.32. A patient’s overall medical condition, without regard to whether 
the illness or injury is acute, chronic, terminal, or expected to extend over a long period 
of time, should be considered in deciding whether skilled services are needed. A patient’s 
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Helpful Links
• Medicare Benefit Policy Manual, Chapter 

7 - Home Health Services: https://www.
cms.gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/bp102c07.
pdf 

• Medicare Claims Processing Manual, 
Chapter 11 - Processing Hospice Claims: 
https://www.cms.gov/Regulations-
and-Guidance/Guidance/Manuals/
Downloads/clm104c11.pdf 

TOTAL CLAIMS            16

Favorable                      7

Partially Favorable             0

Unfavorable                   9

Home Health
  No Medical Necessity               4
  Not Homebound                   4
  Untimely                          2
  Invalid Orders                      1 
  Invalid Cert Stmt.                   1
  No therapy Goals                   1
Hospice
  Untimely NOE                     2
  Invalid Narrative                    1
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diagnosis should never be the sole factor in deciding that a service 
the patient needs is either skilled or not skilled. Skilled care may, 
depending on the unique condition of the patient, continue to be 
necessary for patients whose condition is stable.

The home health clinical notes must document as appropriate:

• the history and physical exam pertinent to the day’s visit, 
(including the response or changes in behavior to previously 
administered skilled services) and the skilled services applied  
on the current visit, and

• the patient/caregiver’s response to the skilled services  
provided, and

• the plan for the next visit based on the rationale of prior results,
• a detailed rationale that explains the need for the skilled service in 

light of the patient’s overall medical condition and experiences,
• the complexity of the service to be performed, and
• any other pertinent characteristics of the beneficiary or home

Clinical notes should be written so that they adequately describe the 
reaction of a patient to his/her skilled care. Clinical notes should also 
provide a clear picture of the treatment, as well as “next steps” to be 
taken. Vague or subjective descriptions of the patient’s care should 
not be used. For example, terminology such as the following would 
not adequately describe the need for skilled care:

• Patient tolerated treatment well
• Caregiver instructed in medication management
• Continue with POC

Objective measurements of physical outcomes of treatment should 
be provided and/or a clear description of the changed behaviors due 
to education programs should be recorded in order that all concerned 
can follow the results of the applied services.

Skilled Therapy Services

To be covered as skilled therapy, the services must require the skills 
of a qualified therapist and must be reasonable and necessary for the 
treatment of the patient’s illness or injury. Coverage does not turn on 
the presence or absence of an individual’s potential for improvement, 
but rather on the beneficiary’s need for skilled care.

The service of a physical therapist, speech-language pathologist, or 
occupational therapist is deemed reasonable and necessary if the 
complexity of the service is such that it can be performed safely and/
or effectively only by or under the general supervision of a skilled 
therapist. To be covered, assuming all other eligibility and coverage 
criteria have been met, the skilled services must also be reasonable 
and necessary to the treatment of the patient’s illness or injury 
or to the restoration or maintenance of function affected by the 
patient’s illness or injury. It is necessary to determine whether 
individual therapy services are skilled and whether, in view of the 
patient’s overall condition, skilled management of the services 
provided is needed.

The beneficiary’s medical condition is a valid factor in the 
determination of medical necessity; however, the diagnosis or 
prognosis should not be the only factor in determining medical 
necessity of therapy services. The question to be answered is whether 
the services can be completed by unskilled personnel.

To be considered reasonable and necessary for the treatment of the 
illness or injury:

a. The services must be consistent with the nature and severity 
of the illness or injury, the patient’s particular medical needs, 
including the requirement that the amount, frequency, and 
duration of the services must be reasonable; and

b. The services must be considered, under accepted standards of 
medical practice, to be specific, safe, and effective treatment 
for the patient’s condition, meeting the standards noted below. 
The home health record must specify the purpose of the skilled 
service provided.

The therapist must document measurable results in the initial 
therapy assessment and include it in the reassessment that is to be 
performed at least every 30 days. 

Suggestion: Clinical notes should provide communication records 
between the entire home care team and clearly document the need 
for the skilled service. This can include a clear, concise history 
and physical exam on the date of the visit which notes changes 
in behavior and the skilled services provided during the visit. 
Additionally, it is important to note the patient’s and caregiver’s 
response to the skilled service provided as well as the plan for further 
visits. A detailed note describing the rationale for the skilled service, 
the complexity of the service, and any pertinent characteristics of the 
beneficiary or environment where he/she is receiving care.

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy  
Manual (MBPM), Chapter 7 - Home Health Services - https://www.
cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 

Sections 40.1 (Skilled Nursing Care), 40.1.1 (General Principles 
Governing Reasonable and Necessary Skilled Nursing Care), 
Sections 40.2 (Skilled Therapy Services), and 40.2.1 (General 
Principles Governing Reasonable and Necessary Physical Therapy, 
Speech-Language Pathology Services, and Occupational Therapy)

2. Home Health - Homebound criteria not supported (25%)

Documentation was submitted; however, was insufficient to  
support the patient is confined to the home. To determine 
homebound, the face-to-face encounter assessment information and 
clinical records are reviewed to determine whether the beneficiary 
is unable to leave the home unassisted or leaving the home requires 
a significant, taxing effort. Submissions included documentation 
that noted the following assessment information that does not 
sufficiently support homebound: 

• Normal mobility with good range of motion and adequate  
strength in all extremities

• No extremity deformities noted
• No assistive device used for ambulation
• Beneficiary states that they leave the home for activities not 

supported by the guidelines for homebound

The patient may be considered homebound if the absences from 
the home are infrequent or for periods of relative short durations 
or are for the need to receive health care treatment. Examples may 
be attendance at adult day care centers, ongoing outpatient kidney 
dialysis or outpatient chemotherapy or radiation therapy.

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c07.pdf
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Suggestion: Include clear documentation of beneficiary’s physical 
status which includes strength, gait, balance, and any additional 
factors that affect mobility. Document any assistive devices and 
whether the beneficiary’s requires assistance leaving the home. 

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy Manual 
(MBPM), Chapter 7 - Home Health Services - https://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 

• Sections 30.1.1 (Patient Confined to the Home),  
30.1.2 (Patient’s Place of Residence), 30.5.1 (Physician 
Certification), 30.5.1.1 (Face-to-Face Encounter), 30.5.1.2 
(Supporting Documentation Requirements)

3. Home Health - Untimely Face-to-Face Encounter (13%)

As part of the certification of patient eligibility for home health 
services, a face-to-face encounter must be conducted no more than  
90 days prior to or within 30 days after the start of the home health 
care and the certifying physician must also document the date of  
the encounter.

When a physician orders home health services for a beneficiary that 
is based on a new condition not evident during a visit within 90 
days prior to the start of care, the certifying physician or an allowed 
non-physician practitioner must see the patient within 30 days of 
admission to home health. 

Suggestion: Include documentation such as progress notes, patient 
history and physical, operative notes, acute inpatient notes, and any 
additional clinical documentation that is dated no more than 90 
days prior to the beneficiary’s start of care. If an encounter note that 
is dated 90 days prior is not available, ensure that an encounter is 
completed and documented within 30 days of the beneficiary’s home 
health admission date. 

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy  
Manual (MBPM), Chapter 7 - Home Health Services - https://www.
cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 

• Section 30.5.1.1. (Face-to-Face Encounter)

4. Hospice - Untimely Notice of Election (NOE) (13%)

When a beneficiary elects hospice services, a valid Notice of Election 
(NOE) must be submitted timely. Timely-filed NOEs shall be filed 
within 5 calendar days after the date of the hospice admission. 
If the NOE is not filed timely, a request for an exception may be 
requested by the hospice agency. If approved, this will waive the 
time requirements for filing the NOE (specific guidelines for timely 
filing are noted in the guidelines). If a NOE is filed within the 
5-day requirement but contains errors, it may result in an untimely 
submission of the NOE. Delays that are due to Medicare system 
constraints and out of the control of the hospice agency may qualify 
for an exception if supporting documentation is provided (see 
guidelines for specific supporting documentation). Errors included:

• Submission of NOE outside the 5-day timeframe and did not 
qualify for an exception – services prior to the date the NOE was 
submitted were denied 

Suggestion: To avoid delays with the submission of the NOE, all 
information should be carefully entered, and the submission should 
be within the 5-day timeframe requirement. If any exceptions exist, 
providing careful documentation of the reason for the delay should 
be submitted in accordance with the guidelines. 

Guidelines: CMS IOM, Pub. 100-04, Medicare Claims Processing 
Manual (MCPM), Chapter 11 - Processing Hospice Claims -  
https://www.cms.gov/files/document/chapter-11-processing-hospice-
claims.pdf 

• Section 20.1.1 [Notice of Election (NOE)]; see also Sections 20.1.2 
[Notice of Termination/Revocation(NOTR)], 20.1.3 (Change of 
Provider/Transfer Notice), 20.1.4 (Cancellation of an Election), 
20.1.5 (Change of Ownership Notice)

5. Home Health - Invalid Orders (6%)

The Home Health Agency (HHA) must be acting upon a physician 
plan of care that meets the requirements for HHA services to be 
covered. For HHA services to be covered, the individualized plan of 
care must specify the services necessary to meet the patient-specific 
needs identified in the comprehensive assessment. In addition, 
the plan of care must include the identification of the responsible 
discipline(s) and the frequency and duration of all visits as well as 
those items listed in 42 Code of Federal Regulations (CFR) 484.60(a) 
that establish the need for such services. All care provided must be in 
accordance with the plan of care. The orders on the plan of care must 
include the type of services to be provided, who will provide the 
service, the nature of the service, and the frequency of the services. 
The plan of care must be signed and dated by a physician before the 
final claim is submitted for payment. Any changes in the plan of care 
must also be signed and dated by a physician prior to submission of 
the final claim.

When services are rendered based on the physician’s verbal orders, 
the orders must be accepted and put into writing by personnel 
authorized to so under State and Federal laws and regulations as well 
as by any internal policies set forth by the HHA. The verbal orders 
must be signed and dated with the date the orders were received. 
This can be done by a registered nurse or qualified therapist (physical 
therapist, speech-language pathologist, occupational therapist or 
licensed medical social worker). Rendering of services will not be 
delayed without supervising registered nurse or therapist signature; 
however, verbal orders must be signed and dated by the physician 
prior to the submission of the final bill.

Suggestion: Documentation submitted should include valid 
physician orders for the services to be rendered. A valid order 
should include the service to be provided to the patient (who will 
provide them and the nature of the services) and the frequency 
of the services. The frequency of visits may be stated as a specific 
range to ensure the appropriate level of care is provided. If a range 
is indicated, the upper limit of the range will be considered the 
frequency. If PRN orders are included, signs and symptoms that 
initiate the visit must be included in addition to the limit on the 
number of PRN visits.

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy  
Manual (MBPM), Chapter 7 - Home Health Services - https://www.
cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 
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• Sections 30.2 (Services Are Provided Under a Plan of Care 
Established and Approved by a Physician), 30.2.2 (Specificity of 
Orders), 30.2.5 [Use of Oral (Verbal) Orders] and 30.3 (Under the 
Care of a Physician)

6. Home Health - Invalid Certification Statement (6%)

In the physician certification, it is required that the physician  
attest that:

1) The home health services are or were needed because the patient 
is or was confined to the home as defined in §30.1.1;

2) The patient needs or needed skilled nursing services on an 
intermittent basis (other than solely venipuncture for the 
purposes of obtaining a blood sample), or physical therapy, or 
speech-language pathology services. Where a patient’s sole 
skilled service need is for skilled oversight of unskilled services 
(management and evaluation of the care plan as defined 
in §40.1.2.2), the physician must include a brief narrative 
describing the clinical justification of this need as part of the 
certification, or as a signed addendum to the certification;

3) A plan of care has been established and is periodically reviewed 
by a physician;

4) The services are or were furnished while the patient is or was 
under the care of a physician;

5) For episodes/periods with starts of care beginning January 1, 
2011 and later, in accordance with §30.5.1.1 below, 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 health services, 
and was performed by an allowed provider type. The certifying 
physician must also document the date of the encounter.

The certification must be complete prior to when an HHA bills 
Medicare for reimbursement; however, physicians should complete 
the certification when the plan of care is established (or as soon 
as possible thereafter) and include the five components of the 
certification statement (listed above). 

Suggestion: When submitting documentation, ensure a certification 
statement is included. To be valid, the five (5) components of the 
statement must be included; however, supporting documentation 
may be utilized to support the criteria is met. The certification must 
be dated prior to the date the HHA submits a final bill to Medicare or 
it will be considered invalid.

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy  
Manual (MBPM), Chapter 7 - Home Health Services - https://www.
cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 

• Sections 30.5.1 (Physician Certification)

MLN Matters® Number: SE1436 (Revised) - Certifying Patients 
for the Medicare Home Health Benefit - https://www.cms.gov/
Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE1436.pdf  

7. No Therapy Goals (6%)

The plan of treatment should address specific therapeutic goals for 
which modalities and procedures are planned out specifically in 
terms of type, frequency, and duration. The therapist must document 
the patient’s functional limitations and therapeutic short and long 
term goals in terms that are objective and measurable. To ensure 
therapy services are effective, a qualified therapist (not an assistant) 
must perform the ordered therapy service. During this visit, the 
therapist must assess the patient using a method that allows for 
objective measurement of function and successive of measurements. 
The therapist must document the measurement results in the clinical 
record. 

Suggestion: Include therapy goals (both short-term and long-
term) that are measurable and contain an objectively measurable 
component with an achievement timeframe/date for each goal. 

Guidelines: CMS IOM Pub. 100-02, Medicare Benefit Policy Manual 
(MBPM), Chapter 7 - Home Health Services - https://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c07.pdf 

• Section 40.2 (Skilled Therapy Services)

Local Coverage Determination (LCD): Physical Therapy - Home 
Health (L33942) -  
https://www.cms.gov/medicare-coverage-database/license/cpt-
license.aspx?from=~/overview-and-quick-search.aspx&npage=/
medicare-coverage-database/details/lcd-details.aspx&LCDId= 
33942&ContrId=236&ver=42&ContrVer=2&CntrctrSelected= 
236*2&Cntrctr=236&s=45&DocType=2&bc=AQQAAAIAAAAA& 

8. Hospice – Invalid Certification (6%)

For the first 90-day period of hospice coverage, the hospice must 
obtain oral or written certification of the terminal illness by the 
medical director of the hospice or the physician member of the 
hospice interdisciplinary group (IDG) and the individual’s attending 
physician, if the individual has one. This must be obtained no 
later than 2 calendar days after hospice care is initiated. Initial 
certifications may be completed up to 15 days prior to election of 
hospice care and recertifications may be completed up to 15 days 
prior to the next certification period; however, for subsequent 
periods, the hospice must obtain a written certification statement 
from the medical director of the hospice or physician of the hospice’s 
IDG no later than 2 calendar days after the first day of each period. 
A brief narrative explanation of the clinical findings that supports a 
life expectancy of 6 months or less must be included (see guidelines 
for specific narrative requirements). 

As of October 1, 2009, the physician’s brief narrative explanation of 
the clinical findings that supports a life expectancy of 6 months or 
less as part of the certification and recertification forms, or as an 
addendum to the certification and recertification forms;

• If the narrative is part of the certification or recertification 
form, then the narrative must be located immediately above the 
physician’s signature.

• If the narrative exists as an addendum to the certification or 
recertification form, in addition to the physician’s signature on the 
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certification or recertification form, the physician must also sign 
immediately following the narrative in the addendum.

• The narrative shall include a statement directly above the 
physician signature attesting that by signing, the physician 
confirms that he/she composed the narrative based on his/her 
review of the patient’s medical record or, if applicable, his or  
her examination of the patient. The physician may dictate  
the narrative.

• The narrative must reflect the patient’s individual clinical 
circumstances and cannot contain check boxes or standard 
language used for all patients. The physician must synthesize the 
patient’s comprehensive medical information in order to compose 
this brief clinical justification narrative. 

• For recertifications on or after January 1, 2011, the narrative 
associated with the third benefit period recertification and every 
subsequent recertification must include an explanation of why 
the clinical findings of the face-to-face encounter support a life 
expectancy of 6 months or less.

Suggestion: To avoid errors in processing hospice claims, ensure 
that the narrative is included in the certification or recertification 
and appears directly above the physician’s dated signature. The 
narrative may also be submitted on an addendum; however, must 
be signed and dated by the physician immediately below the 
narrative statement. All documentation should include clear, concise 
documentation of assessment data to support a life expectancy of 6 
months or less. 

Guidelines: CMS IOM Pub. 100-02, Chapter 9 - Coverage of 
Hospice Services Under Hospital Insurance - https://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
bp102c09.pdf 

• Sections 20 (Certification and Election Requirements) and  
20.1 (Timing and Content of Certification)
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pdf 

• Local Coverage Determination (LCD): Physical Therapy - Home 
Health (L33942) - https://www.cms.gov/medicare-coverage-
database/license/cpt-license.aspx?from=~/overview-and-quick-search.
aspx&npage=/medicare-coverage-database/details/lcd-details.aspx& 
LCDId=33942&ContrId=236&ver=42&ContrVer=2&CntrctrSelected= 
236*2&Cntrctr=236&s=45&DocType=2&bc=AQQAAAIAAAAA& 
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DISCLAIMER 
This information was prepared as a tool to assist providers and is not intended to grant rights or impose 
obligations. Although every reasonable effort has been made to assure the accuracy of the information 
within these pages, the ultimate responsibility for the correct submission of claims and response to any 
remittance advice lies with the provider of services. 

This publication is a general summary that explains certain aspects of the Medicare Program, but is 
not a legal document. The official Medicare Program provisions are contained in the relevant laws, 
regulations, and rulings. Medicare policy changes frequently, and links to the source documents have 
been provided within the document for your reference. 

The Centers for Medicare & Medicaid Services (CMS) employees, agents, and staff make no 
representation, warranty, or guarantee that this compilation of Medicare information is error-free and 
will bear no responsibility or liability for the results or consequences of the use of this guide. 

Distribution of Denials: March 2020
NOE Untimely or Invalid - 13%

No Support of Homebound - 27%

No Support of Med Nec

FTF Untimely - 13%

Missing or Invalid Goals - 7%

Invalid Certification/POC - 7%

Missing or Invalid Orders - 7%


