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Bakersfield, CA 93301    www.myunitedhome.com

FACE-TO-FACE ENCOUNTER  
(Please Fax�ȘɅɅȲȴȹ Patient’s History/Physical/Demographics�ȠȿɄɆɃȲȿȴȶ�Ƞț)

DIAGNOSIS: DIAGNOSIS CONTINUED: 

Ƞ�ȚȜȩȫȠȝȰ�ȫȟȘȫ��șȘȪȜț�Ȧȥ�ȤȰ�ȝȠȥțȠȥȞ��ȫȟȜ�ȝȦȣȣȦȮȠȥȞ�ȪȜȩȭȠȚȜȪ�ȘȩȜ�
ȤȜțȠȚȘȣȣȰ�ȥȜȚȜȪȪȘȩȰ�ȟȦȤȜ�ȟȜȘȣȫȟ�ȪȜȩȭȠȚȜȪ�

☐ SKILLED NURSING CARE FOR:_________________________________________________________________________________

☐ PHYSICAL THERAPY FOR:_____________________________________________________________________________________
☐ OCCUPATȠȦNAL THERAPY FOR: _______________________________________________________________________________

☐ SPEECH LANGUAGE THERAPY FOR:____________________________________________________________________________

HOMEBOUND STATUS: 
I certify that the patient's clinical condition, as evidenced in the face-to-face encounter, supports that this patient is confined to the home 
(i.e., there exists a normal inability to leave home and leaving home requires considerable and taxing effort and is medically contraindicated 
or requires the assistance of supportive devices, supportive transportation, or another person) due to���ȴȹȶȴȼ�ȲȽȽ�ɅȹȲɅ�ȲɁɁȽɊ�

☐Unable to safely leave home unassisted

☐Confusion, unsafe to go out of home alone
☐Other: __________________________________________

☐ Residual weakness

☐ Requires max assistance/taxing effort to leave home

☐ Severe SOB or SOB upon exertion

☐ Need assistance for all activities
 ______________________________ 

     Physician’s Signature: _____________________________________________ Date: ________________________ 
(ȾɆɄɅ�ȳȶ�ɄȺȸȿȶȵ�ȳɊ�MD, DO, DȧȤ ɀɃ�ȪɆɁȶɃɇȺɄȺȿȸ�Ȥț�only)

Ƞ�ȚȜȩȫȠȝȰ�ȫȟȘȫ�ȫȟȠȪ�ȧȘȫȠȜȥȫ�ȠȪ�ȬȥțȜȩ�ȤȰ�ȚȘȩȜ�Șȥț�ȫȟȘȫ�Ƞ��Ș�ȥȬȩȪȜ�ȧȩȘȚȫȠȫȠȦȥȜȩ��Ȧȩ�ȧȟȰȪȠȚȠȘȥȪ��
ȘȪȪȠȪȫȘȥȫ�ȮȦȩȢȠȥȞ�ȮȠȫȟ�ȤȜ��ȟȘț�Ș�ȝȘȚȜ�ȫȦ�ȝȘȚȜ�ȜȥȚȦȬȥȫȜȩ�ȫȟȘȫ�ȤȜȜȫȪ�ȫȟȜ�ȧȟȰȪȠȚȠȘȥ�ȝȘȚȜ�ȫȦ�ȝȘȚȜ�
ȜȥȚȦȬȥȫȜȩ�ȩȜȨȬȠȩȜȤȜȥȫȪ�ȮȠȫȟ�ȫȟȠȪ�ȧȘȫȠȜȥȫ�Ȧȥ��

ȧȩȠȤȘȩȰ�ȩȜȘȪȦȥ�ȝȦȩ�ȟȦȤȜ�ȟȜȘȣȫȟ�ȚȘȩȜ� �(MEDICAL CONDITION(S)/DIAGNOSIS)
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