NOTE: This letter has been modified to remove patient liability language in accord with CMS directions. NAHC is working to resolve our disagreement with this CMS policy.
Model: Notice of Termination 
 (Insert HHA logo here)

NOTICE OF TERMINATION OF CARE (version 2)

Patient Name:

Patient ID Number:

All home health services provided by this agency will end on (effective date).   

The services are ending because as of January 1, 2011, Medicare requires that all Medicare patients have a face-to-face encounter with a physician or certain non-physician practitioners within 90 days prior to or within 30 days of the initial start of home health care for a matter related to the your need for home health services. You are not eligible for Medicare payment for home health services unless there is documentation that a qualifying face-to-face encounter was made by the physician certifying home health services
You were admitted into care without having the qualifying encounter within 90 days prior to the start of care. The information that we have does not establish that you have had the required face-to-face encounter within the 30 days of the start of care. If you have information that establishes the qualifying encounter, please let us know and we can then continue to provide you with any needed home health services. 

As you were previously informed, the failure to meet the qualifying encounter requirement for Medicare payment means that none of the home health services is covered under Medicare. Therefore your care is being terminated as of _____________.
You may call us once you have had a face-to-face encounter with your physician. At that time we will contact your physician to determine whether you are eligible to resume home health services. 

If you disagree with this decision, you may present your concerns to the Grievance Committee by (state how the patient submits a grievance).
Please refer to the attached explanation regarding the Medicare requirement for qualifying encounters. We recognize that the Medicare requirement may cause you difficulties and we are available to assist you to meet this requirement.

(HHA official)

(Name of HHA)
(Date)
