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Quick Reference Information: Home Health Services
Please note: The information in this publication applies only to the Medicare Fee-For-Service Program (also known as Original Medicare).
This publication provides the following information about Home Health services:
 Qualifying for Home Health services;
 Patient admission to a Home Health Agency (HHA);
 Payment and billing for Home Health services; and
 Resources.
When “you” is used in this publication, we are referring to HHAs.

QUALIFYING FOR HOME HEALTH SERVICES
Criteria That Must Be Met for Medicare to
Cover Home Health Services

 The patient to whom services are furnished is eligible and enrolled in the Medicare
Program and is not enrolled in a Medicare Advantage Plan;
 The patient qualifies for coverage of Home Health services;
 The HHA furnishing the services has a valid agreement in effect to participate in the
Medicare Program;
 The services for which payment is claimed are covered under the Medicare Home
Health benefit;
 Medicare is the appropriate payer; and
 The services are not otherwise excluded from payment.

Criteria a Patient Must Meet to Qualify
for Home Health Services

 The patient is confined to the home. For a patient to be considered homebound,
a physician must certify that he or she is confined to the home. The criteria listed
below must be met:
1) The patient meets one of the following criteria:
 Because of illness or injury, he or she needs the aid of supportive devices
(such as crutches, canes, wheelchairs, and walkers), the use of special
transportation, or the assistance of another person to leave his or her place of
residence; or
 He or she has a condition such that leaving his or her home is medically
contraindicated.
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Criteria a Patient Must Meet to Qualify
for Home Health Services (cont.)

If the patient meets either of the criteria described in 1) above, both of the following
criteria must also be met:
2) The condition of the patient is such that:
 There exists a normal inability to leave home; and
 Leaving home requires a considerable and taxing effort;
 The patient may be considered homebound if absences from the home are infrequent,
for periods of relatively short duration, or for the need to receive health care treatment;
 The patient is under the care of a physician who is a doctor of medicine, a doctor of
osteopathy, or a doctor of podiatric medicine;
 The patient is receiving services under a plan of care (POC) established and
periodically reviewed by a physician; and
 The patient is in need of one of the following:
 Skilled nursing (SN) care on an intermittent basis (furnished or needed on fewer
than 7 days each week or less than 8 hours each day for periods of 21 days or
less, with extensions in exceptional circumstances when the need for additional
care is finite and predictable); or
 Physical therapy (PT) or speech-language pathology (SLP) services; or
 Continuing occupational therapy (OT) services (the first OT service, which is a
dependent service, is covered only when followed by an intermittent SN care
service, PT service, or SLP service as required by law).

PATIENT ADMISSION TO A HOME HEALTH AGENCY (HHA)
Steps You Must Complete

1) Obtain documentation from the certifying physician that a face-to-face encounter
occurred no more than 90 days prior to the Home Health start of care date or within 30
days after the start of care.
The documentation must be clearly titled, dated, and signed by the certifying physician
and include the date the certifying physician, allowed non-physician practitioner (NPP),
or the physician who cared for the patient in the acute or post-acute setting saw the
patient.
It must state why the clinical findings of the encounter support that the patient is
homebound and in need of intermittent SN care services or therapy services.
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Steps You Must Complete (cont.)

The encounter must be performed by one of the following providers:
 The certifying physician;
 A physician, with privileges, who cared for the patient in an acute or post-acute
setting; or
 An allowed NPP who is working in collaboration with or under the supervision of:
hh The certifying physician; or
hh The acute or post-acute care physician, with privileges, who cared for the
patient in an acute or post-acute setting;
2) Once home care is ordered by a physician, provide a patient-specific comprehensive
assessment for each episode of care. The assessment must:
 Accurately reflect the patient’s current health status and need for home care;
 Meet the patient’s medical, nursing, rehabilitative, social, and discharge planning
needs; and
 Incorporate the current version of the Outcome and Assessment Information Set
(OASIS), which describes:
hh The patient’s condition;
hh The patient’s PT, SLP, and OT service needs; and
hh Whether a particular episode is early (first or second) or later (third or later) in
the sequence of Home Health episodes for a patient;
3) Enter information into HAVEN or another software application to transmit OASIS
assessment information; and
4) Access the Common Working File to determine if the patient:
 Is entitled to Medicare benefits;
 Is currently receiving or previously received Home Health services;
 Is covered under a Medicare Advantage Plan or another insurance plan that pays
primary to Medicare;
 Is currently receiving Hospice services; and
 Has a new Health Insurance Claim Number.
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PAYMENT AND BILLING FOR HOME HEALTH SERVICES
Home Health Prospective Payment
System (HH PPS)

 You must bill for covered Home Health services (except durable medical equipment
[DME]) either directly or under arrangement;
 Payment must be made to you;
 Payment for all services and supplies, with the exception of osteoporosis drugs and
DME, is included in the 60-day HH PPS episodic rate; and
 Payment rates under the HH PPS are adjusted by:
 A case-mix methodology based on characteristics of the patient and his or her
corresponding resource needs (diagnosis, clinical factors, functional factors, and
service needs);
 Wage adjustment factors that reflect the relevant level of wages and wage-related
costs applicable to the furnishing of Home Health services and to provide appropriate
adjustment to the episode payment to account for area wage differences;
 Outlier payments, in addition to regular 60-day case-mix and wage-adjusted
episode payments, for episodes with unusually large costs due to patient Home
Health care needs;
 A Low-Utilization Payment Adjustment (LUPA) for patients who require four or fewer
visits during the 60-day episode;
 A partial episode payment when a patient elects to transfer to another HHA or is
discharged and readmitted to the same HHA during the 60-day episode; and
 A 3 percent add-on to the national standardized 60-day episode rate, national pervisit rates, the LUPA payment amount, and the non-routine supply conversion factor
for services furnished in rural areas with episodes ending on or after April 1, 2010,
and before January 1, 2016.
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Request for Anticipated Payments (RAP)
and Home Health Claims

 A split percentage payment is made for most HH PPS episode periods. Added
together, the first and last payments equal 100 percent of the permissible payment for
the episode;
 The first payment, for the initial 60-day episode, is made in response to the RAP. The
percentage split is 60 percent. The RAP should be submitted as soon as possible
after:
 The OASIS assessment is complete, locked, or export ready;
 The physician’s verbal orders for home care are received and documented;
 The POC is established and sent to the physician; and
 The first service visit under the POC is delivered;
 The statement “From” date, “Through” date, admission date, and service date billed
with the Health Insurance Prospective Payment System code and 0023 revenue
code for the initial episode must be the date of the first Medicare billable service;
 The last payment, at the end of the 60-day episode (or prior to the 60th calendar day
if the patient is discharged, transfers to another HHA, or dies), is made in response
to a claim. The percentage split is 40 percent. The claim should be submitted after all
services are furnished for the episode and the physician has signed the POC and any
subsequent verbal orders;
 For all subsequent episodes in periods of continuous care, each of the two
percentage payments is 50 percent of the estimated case-mix adjusted episode
payment. The HH PPS permits continuous episode recertifications for patients who
continue to be eligible for the Home Health benefit. RAPs for subsequent episodes
should be submitted:
 At the beginning of every 60-day episode unless four or fewer visits in the episode
are anticipated (in which case a claim may instead be submitted); and
 After the first billable visit for the episode has been furnished; and
 For all episodes, if the final claim is not received 120 days after the start date of the
episode or 60 days after the paid date of the RAP, whichever is greater, the RAP
payment is automatically canceled and payment is recouped from you.

Copyright © 2013, the American Hospital Association, Chicago, Illinois. Reproduced with permission. No portion of this publication may be copied
without the express written consent of the AHA.
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RESOURCES
The chart below provides Home Health resource information.

Home Health Resources
For More Information About…

Resource

Home Health Services

Home Health Agency Center located at http://www.cms.gov/Center/Provider-Type/HomeHealth-Agency-HHA-Center.html on the Centers for Medicare & Medicaid Services (CMS)
website
Chapter 10 of the “Medicare Claims Processing Manual” (Pub. 100-04) located at http://
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c10.pdf on
the CMS website

Home Health Prospective Payment
System

Medicare Learning Network® (MLN) publication titled “Home Health Prospective Payment
System” located at http://www.cms.gov/Outreach-and-Education/Medicare-LearningNetwork-MLN/MLNProducts/Downloads/HomeHlthProsPaymt.pdf on the CMS website
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS on the
CMS website

All Available MLN Products

“Medicare Learning Network® Catalog of Products” located at http://www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLN
Products/Downloads/MLNCatalog.pdf on the CMS website, or scan the
Quick Response (QR) code on the right

Provider-Specific Medicare Information

MLN publication titled “MLN Guided Pathways: Provider Specific Medicare Resources”
booklet located at http://www.cms.gov/Outreach-and-Education/Medicare-LearningNetwork-MLN/MLNEdWebGuide/Downloads/Guided_Pathways_Provider_Specific_
Booklet.pdf on the CMS website

Medicare Information for Patients

http://www.medicare.gov on the CMS website
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This educational tool was current at the time it was published or uploaded onto the web. Medicare policy changes frequently so links to the source documents have
been provided within the document for your reference.
This educational tool was prepared as a service to the public and is not intended to grant rights or impose obligations. This educational tool may contain references or
links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the place of either
the written law or regulations. We encourage readers to review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of
their contents.
The American Hospital Association (the “AHA”) has not reviewed, and is not responsible for, the completeness or accuracy of any information contained in this material,
nor was the AHA or any of its affiliates, involved in the preparation of this material, or the analysis of information provided in the material. The views and/or positions
presented in the material do not necessarily represent the views of the AHA. CMS and its products and services are not endorsed by the AHA or any of its affiliates.
Your feedback is important to us and we use your suggestions to help us improve our educational products, services and activities and to develop products, services
and activities that better meet your educational needs. To evaluate Medicare Learning Network® (MLN) products, services and activities you have participated
in, received, or downloaded, please go to http://go.cms.gov/MLNProducts and in the left-hand menu click on the link called ‘MLN Opinion Page’ and follow the
instructions. Please send your suggestions related to MLN product topics or formats to MLN@cms.hhs.gov.
The Medicare Learning Network® (MLN), a registered trademark of CMS, is the brand name for official information health care professionals can trust. For additional
information, visit the MLN’s web page at http://go.cms.gov/MLNGenInfo on the CMS website.
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