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CHHA/ HOSPI CE AGREEMENT

This Agreenent nade and entered into this day

of , 1992 by and between the

Certified Hone Health Agency (hereinafter referred to as "CHHA") and the

Hospi ce (hereinafter referred to as "Hospice")

is for the purpose of ensuring the tinely transfer of patients to the
service nost appropriate to the patient's needs. This Agreenent shall be in
ef fect upon its proper execution by both parties and will remain in effect

until revised or term nated by both parti es.

TERVMS OF AGREEMENT

1. The CHHA will assess patients for eligibility for adm ssion to the
Hospi ce.

2. For patients who appear to be eligible for Hospice, the CHHA will
contact the patient's primary physician and, if the physician is in
agreenment, will obtain a verbal order to refer to Hospice. The verba
order will be witten and sent to the physician for signature.

3. The CHHA will discuss Hospice with the patient and, if the patient is
in agreenment, wll obtain the patient's verbal consent to nmke

a referral to Hospi ce. The CHHA nay not refer the patient to Hospice
if either the patient or the patient's physician is not in agreenent
with the plan

4, When the patient is to be referred to Hospice, the CHHA will contact
the Hospice with all pertinent information necessary to ensure a
smoot h transition.

5. The Hospice will discuss the Hospice programw th the patient and, if
the patient is in agreenment and admission criteria are net, Hospi ce
will proceed to admit the patient.

6. The Hospice wll notify the CHHA of the date of the patient's

eval uati on and acceptance into Hospice.
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7. The CHHA will continue to provide hone health care services to the
patient until notified by Hospice that the patient has been adnmitted
to the Hospice.

CERTI FI ED HOVE HEALTH AGENCY

By:

Title:

Dat e:

HOSPI CE

By:

Title:

Dat e:
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I Attachment 11

Physician's Certification Form
Request for an Exception to Receive Hone Health Services
Based on the Inmpact of Institutionalization on the Patient's Functioning

__________________________________________________________________________ +
Part |: Patient Infornation
1
|
Pati ent Nane: D. O B. :
Addr ess:
(Street/ Apt. #) Sex: |
1
|
(Cty, State, Zip Code) |
CNMA |.D.#_ _ _ _ _ _ _ _ :
__________________________________________________________________________ +
__________________________________________________________________________ +
Part I1: Physician Infornation
1
|
Physi ci an Nane: Phone: :
(Print or Type) :
Cinic/Hospital (if applicable):
1
|
Bus. Address: |
(Street) |
1
|
(Cty, State, Zip Code) :
Li cense #: MM S Billing #: :
__________________________________________________________________________ +
Instructions to the Physician
The patient naned above in Part |, Patient Information, has been
det erm ned by the Certified Hone Health Agency as
being inappropriate for honme care services and requiring placenent in a
residential health care facility placement (RHCF). Pl acenent proceedi ngs
will be initiated unless the patient's physician certifies that the
patient's ability to perform the activities of daily living would

di m ni sh, if RHCF placenment occurs.

If you believe the above naned patient's placenent in an RHCF woul d
result in the dimnishnent of the patient's ability to perform the
activities of daily living (ADLs), conplete the Physician Information

Section above and Part 111.,B. on the back-side of this form You nust
check each ADL in 1Il., B. that would be dimnished AND indicate the
i npact of the RHCF placenent on each ADL checked in order for your opinion
to be considered. |If you do not believe RHCF pl acenent woul d di ninish the
patient's ability to performthe activities of daily Iiving, check the
statenent in Part Il1l.,A that is |ocated on the back of this form

After conpleting Parts Il1. and Ill., sign the certification statenent
| ocated on the back side of this form and return to the Certified Hone
Health Agency in the enclosed envel ope. If you have indicated that the

patient's ability to performADLs would dimnish as a result of RHCF
pl acenent, this formw ||l be forwarded to the RHCF for their review



I Part IIl: |If either section A. or B. has not been conpleted, this form |
: will be returned to the physician

+- + | do not believe that the patient's ability to perform ADLs woul d

1
i
Section A
1
i
+- + dimnish as a result of the patients placenent in a RHCF

I Section B

1 1
| |
I | do believe the patient's ability to performthe foll owi ng ADLs

I woul d dimnish as a result of his/her placenent in a RHCF :
1 1
| |

ACTIVITY OF DAILY DESCRI PTI ON OF THE | MPACT OF PLACEMENT

1 1

| |

! LI VI NG (ADL) ' ON EACH ACTIVITY OF DAILY LIVING (ADL)

| +-+1 EATI NG DRI NKI NG ! !
B : :
| +-+  TO LETING ! !
B : :
' 4- 4! TURNI NG PCSI TI ONI NG ! !
B : :
l+-+]  MOBILITY I |
B : :
| +-+!  TRANSFERRI NG ! !
B : :
I +-+1  BATHI NG I |
B : :
I +-+  GROOM NG I

B : :
| +-+  DRESSI NG | |
LR e R +

Note: ( If additional space is needed to describe the inpact of RHCF
pl acenent on the patient's ADLs, please submit as an attachnent.)

Physician's Certification Statenent:

| certify that in ny professional judgment, the information provided
above is an accurate description of the inpact of residential health care
facility placenent on this patient's ability to performthe activities of
daily living. | understand that this certification statenent is subject to
the New York State Departnent of Social Services Regulations at Parts 515
516, 517 and 518 of Title 18 NYCRR, which pernit the Departnent to inpose
nonetary penalties on, or sanction and recover overpaynents from providers
or prescribers of nedical care, services or supplies, when nedical care,
services or supplies that are unnecessary, inproper or exceed the patient's
docunent ed nmedi cal condition are provided or ordered.

Si gned: Dat e:
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I Attachment 12

Resi dential Health Care Facility Review Form
of the Inpact of Institutionalization on the Patient's Ability
to Performthe Activities of Daily Living (ADL)

has been detern ned by
t he Certified Honme Health Agency to be
i nappropriate for home care services and in need of placenent in a
residential health care facility (RHCF).

The patient's physican has indicated on the attached Physician's
Certification Formthat this patient's ability to performthe activities of
daily living (ADL) would dimnsh if the patient were institutionalized.

Pl ease review Section IIl1., B. of the Physician's Certification Formin
conjunction wth the attached physician's order for Home Health Services,
conplete either Section A or Section B of this form and return this
docunent in the enclosed sel f-addressed envel ope. Thank you.

Section A

+-+ | have reviewed the Physician's order and the Physicians Certification
+-+ Form and agree with the patient's physician that this individual's
ability to perform ADLs woul d di m ni sh because of RHCF pl acenent

1
1
1
1
1
1
1
1
1
i
I Section B:

1

1

: | have reviewed the Physician's order and the Physicians Certification
I +-+ Form and di sagree with the patient's physician that placement in a

Il +-+ RHCF woul d cause the dimnishnent of the patient's ability to perform
: the activities of daily living.

:

1

1

1

1

1

1

1

1

1

1

1

1

Comment s:

I'(Additional coments nmay be submitted as an attachnment to this form)

Si gned: Dat e:

Posi ti on:

Facility Nane:

Addr ess:




