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§ 424.3 Definitions. 

As used in this part, unless the con-
text indicates otherwise— 

HCPCS means Healthcare Common 
Procedure Coding System. 

ICD–9–CM means International Clas-
sification of Diseases, Ninth Revision, 
Clinical Modification. 

Nonparticipating hospital means a hos-
pital that does not have in effect a pro-
vider agreement to participate in Medi-
care. 

Participating hospital means a hos-
pital that has in effect a provider 
agreement to participate in Medicare. 

[53 FR 6634, Mar. 2, 1988, as amended at 59 FR 
10299, Mar. 4, 1994; 63 FR 26311, May 12, 1998; 
70 FR 45055, Aug. 4, 2005] 

§ 424.5 Basic conditions. 

(a) As a basis for Medicare payment, 
the following conditions must be met: 

(1) Types of services. The services 
must be— 

(i) Covered services, as specified in 
part 409 or part 410 of this chapter; or 

(ii) Services excluded from coverage 
as custodial care or services not rea-
sonable and necessary, but reimburs-
able in accordance with §§ 405.332 
through 405.334 of this chapter, per-
taining to limitation of liability. 

(2) Sources of services. The services 
must have been furnished by a pro-
vider, nonparticipating hospital, or 
supplier that was, at the time it fur-
nished the services, qualified to have 
payment made for them. 

(3) Beneficiary of services. Except as 
provided in § 409.68 of this chapter, the 
services must have been furnished 
while the individual was eligible to 
have payment made for them. (Section 
409.68 provides for payment of inpatient 
hospital services furnished before the 
hospital is notified that the beneficiary 
has exhausted the Medicare benefits 
available for the current benefit pe-
riod.) 

(4) Certification of need for services. 
When required, the provider must ob-
tain certification and recertification of 
the need for the services in accordance 
with subpart B of this part. 

(5) Claim for payment. The provider, 
supplier, or beneficiary, as appropriate, 
must file a claim that includes or 
makes reference to a request for pay-

ment, in accordance with subpart C of 

this part. 

(6) Sufficient information. The pro-

vider, supplier, or beneficiary, as ap-

propriate, must furnish to the inter-

mediary or carrier sufficient informa-

tion to determine whether payment is 

due and the amount of payment. 

(b) Additional conditions applicable 

in certain circumstances or to certain 

services are set forth in other sections 

of this part. 

[53 FR 6635, Mar. 2, 1988; 53 FR 12945, Apr. 20, 

1988; 60 FR 38271, July 26, 1995] 

§ 424.7 General limitations. 

(a) Utilization review finding on med-

ical necessity. When a QIO or a UR com-

mittee notifies a hospital or SNF of its 

finding that further services are not 

medically necessary, the following 

rules apply: 

(1) Hospitals subject to PPS. Payment 

may not be made for inpatient hospital 

services furnished by a PPS hospital 

after the second day after the day on 

which the hospital received the notice. 

(2) Hospitals not subject to PPS and 

SNFs—(i) Basic rule. Except as provided 

in paragraph (a)(2)(ii) of this section, 

payment may not be made for inpa-

tient hospital services or posthospital 

SNF care furnished after the day on 

which the hospital or SNF received the 

notice. 

(ii) Exception. Payment may be made 

for 1 or 2 additional days if the QIO or 

UR committee approves them as nec-

essary for planning for post-discharge 

care. 

(b) Failure to make timely utilization 

review. Payment may not be made for 

inpatient hospital services or 

posthospital SNF care furnished, after 

the 20th consecutive day of a stay, to 

an individual who is admitted to the 

hospital or SNF after CMS has deter-

mined that the hospital or SNF has 

failed to make timely utilization re-

view in long stay cases. (This provision 

does not apply to a hospital or SNF for 

which a QIO has assumed binding re-

view.) 

[53 FR 6635, Mar. 2, 1988; 53 FR 12945, Apr. 20, 

1988] 
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Subpart B—Certification and Plan 
Requirements 

§ 424.10 Purpose and scope. 

(a) Purpose. The physician has a 
major role in determining utilization 
of health services furnished by pro-
viders. The physician decides upon ad-
missions, orders tests, drugs, and treat-
ments, and determines the length of 
stay. Accordingly, sections 1814(a)(2) 
and 1835(a)(2) of the Act establish as a 
condition for Medicare payment that a 
physician certify the necessity of the 
services and, in some instances, recer-
tify the continued need for those serv-
ices. 

Section 1814(a)(2) of the Act also per-
mits nurse practitioners, clinical nurse 
specialists, or physician assistants to 
certify and recertify the need for post- 
hospital extended care services. 

(b) Scope. This subpart sets forth the 
timing, content, and signature require-
ments for certification and recertifi-
cation with respect to certain Medicare 
services furnished by providers. 

[60 FR 38271, July 26, 1995, as amended at 78 
FR 47968, Aug. 6, 2013] 

§ 424.11 General procedures. 

(a) Responsibility of the provider. The 
provider must— 

(1) Obtain the required certification 
and recertification statements; 

(2) Keep them on file for verification 
by the intermediary, if necessary; and 

(3) Certify, on the appropriate billing 
form, that the statements have been 
obtained and are on file. 

(b) Obtaining the certification and re-
certification statements. No specific pro-
cedures or forms are required for cer-
tification and recertification state-
ments. The provider may adopt any 
method that permits verification. The 
certification and recertification state-
ments may be entered on forms, notes, 
or records that the appropriate indi-
vidual signs, or on a special separate 
form. Except as provided in paragraph 
(d) of this section for delayed certifi-
cations, there must be a separate 
signed statement for each certification 
or recertification. If supporting infor-
mation for the signed statement is con-
tained in other provider records (such 

as physicians’ progress notes), it need 
not be repeated in the statement itself. 

(c) Required information. The suc-
ceeding sections of this subpart set 
forth specific information required for 
different types of services. 

(d) Timeliness. (1) The succeeding sec-
tions of this subpart also specify the 
timeframes for certification and for 
initial and subsequent recertifications. 

(2) A hospital or SNF may provide for 
obtaining a certification or recertifi-
cation earlier than required by these 
regulations or vary the timeframe 
(within the prescribed outer limits) for 
different diagnostic or clinical cat-
egories. 

(3) Delayed certification and recer-
tification statements are acceptable 
when there is a legitimate reason for 
delay. (For instance, the patient was 
unaware of his or her entitlement when 
he or she was treated.) Delayed certifi-
cation and recertification statements 
must include an explanation of the rea-
sons for the delay. 

(4) A delayed certification may be in-
cluded with one or more recertifi-
cations on a single signed statement. 

(5) For all inpatient hospital services, 
including inpatient psychiatric facility 
services, a delayed certification may 
not extend past discharge. 

(e) Limitation on authorization to sign 
statements. A certification or recertifi-
cation statement may be signed only 
by one of the following: 

(1) A physician who is a doctor of 
medicine or osteopathy. 

(2) A dentist in the circumstances 
specified in § 424.13(d). 

(3) A doctor of podiatric medicine if 
his or her certification is consistent 
with the functions he or she is author-
ized to perform under State law. 

(4) A nurse practitioner or clinical 
nurse specialist as defined in paragraph 
(e)(5) or (e)(6) of this section, or a phy-
sician assistant as defined in section 
1861(aa)(5)(A) of the Act, in the cir-
cumstances specified in § 424.20(e). 

(5) For purposes of this section, to 
qualify as a nurse practitioner, an indi-
vidual must— 

(i) Be a registered professional nurse 
who is currently licensed to practice 
nursing in the State where he or she 
practices; be authorized to perform the 
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services of a nurse practitioner in ac-
cordance with State law; and have a 
master’s degree in nursing; 

(ii) Be certified as a nurse practi-
tioner by a professional association 
recognized by CMS that has, at a min-
imum, eligibility requirements that 
meet the standards in paragraph 
(e)(5)(i) of this section; or 

(iii) Meet the requirements for a 
nurse practitioner set forth in para-
graph (e)(5)(i) of this section, except for 
the master’s degree requirement, and 
have received before August 25, 1998 a 
certificate of completion from a formal 
advanced practice program that pre-
pares registered nurses to perform an 
expanded role in the delivery of pri-
mary care. 

(6) For purposes of this section, to 
qualify as a clinical nurse specialist, an 
individual must— 

(i) Be a registered professional nurse 
who is currently licensed to practice 
nursing in the State where he or she 
practices; be authorized to perform the 
services of a clinical nurse specialist in 
accordance with State law; and have a 
master’s degree in a defined clinical 
area of nursing; 

(ii) Be certified as a clinical nurse 
specialist by a professional association 
recognized by CMS that has at a min-
imum, eligibility requirements that 
meet the standards in paragraph 
(e)(6)(i) of this section; or 

(iii) Meet the requirements for a clin-
ical nurse specialist set forth in para-
graph (e)(6)(i) of this section, except for 
the master’s degree requirement, and 
have received before August 25, 1998 a 
certificate of completion from a formal 
advanced practice program that pre-
pares registered nurses to perform an 
expanded role in the delivery of pri-
mary care. 

[53 FR 6634, Mar. 2, 1988, as amended at 56 FR 
8845, Mar. 1, 1991; 60 FR 38272, July 26, 1995; 78 
FR 47968, Aug. 6, 2013; 78 FR 50969, Aug. 19, 
2013; 79 FR 50359, Aug. 22, 2014; 83 FR 41706, 
Aug. 17, 2018] 

§ 424.13 Requirements for inpatient 
services of hospitals other than in-
patient psychiatric facilities. 

(a) Content of certification and recer-
tification. Medicare Part A pays for in-
patient hospital services (other than 
inpatient psychiatric facility services) 

for cases that are 20 inpatient days or 
more, or are outlier cases under sub-
part F of part 412 of this chapter, only 
if a physician certifies or recertifies 
the following: 

(1) The reasons for either— 

(i) Continued hospitalization of the 
patient for medical treatment or medi-
cally required diagnostic study; or 

(ii) Special or unusual services for 
cost outlier cases (under the prospec-
tive payment system set forth in sub-
part F of part 412 of this chapter). 

(2) The estimated time the patient 
will need to remain in the hospital. 

(3) The plans for posthospital care, if 
appropriate. 

(b) Timing of certification. For outlier 
cases under subpart F of part 412 of this 
chapter, the certification must be 
signed and documented in the medical 
record and as specified in paragraphs 
(e) through (h) of this section. For all 
other cases, the certification must be 
signed and documented no later than 20 
days into the hospital stay. 

(c) Certification of need for hospitaliza-
tion when a SNF bed is not available. (1) 
The physician may certify or recertify 
need for continued hospitalization if he 
or she finds that the patient could re-
ceive proper treatment in a SNF but no 
bed is available in a participating SNF. 

(2) If this is the basis for the physi-
cian’s certification or recertification, 
the required statement must so indi-
cate; and the certifying physician is ex-
pected to continue efforts to place the 
patient in a participating SNF as soon 
as a bed becomes available. 

(d) Signatures—(1) Basic rule. Except 
as specified in paragraph (d)(2) of this 
section, certifications and recertifi-
cations must be signed by the physi-
cian responsible for the case, or by an-
other physician who has knowledge of 
the case and who is authorized to do so 
by the responsible physician or by the 
hospital’s medical staff. 

(2) Exception. If the intermediary re-
quests certification of the need to 
admit a patient in connection with 
dental procedures, because his or her 
underlying medical condition and clin-
ical status or the severity of the dental 
procedures require hospitalization, 
that certification may be signed by the 
dentist caring for the patient. 
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(e) Timing of certifications and recertifi-
cations: Outlier cases not subject to the 
prospective payment system (PPS). (1) For 
outlier cases that are not subject to 
the PPS, certification is required no 
later than as of the 12th day of hos-
pitalization. A hospital may, at its op-
tion, provide for the certification to be 
made earlier, or it may vary the timing 
of the certification within the 12-day 
period by diagnostic or clinical cat-
egories. 

(2) The first recertification is re-
quired no later than as of the 18th day 
of hospitalization. 

(3) Subsequent recertifications are 
required at intervals established by the 
UR committee (on a case-by-case basis 
if it so chooses), but no less frequently 
than every 30 days. 

(f) Timing of certification and recertifi-
cation: Outlier cases subject to PPS. For 
outlier cases subject to the PPS, cer-
tification is required as follows: 

(1) For day outlier cases, certifi-
cation is required no later than 1 day 
after the hospital reasonably assumes 
that the case meets the outlier cri-
teria, established in accordance with 
§ 412.80(a)(1)(i) of this chapter, or no 
later than 20 days into the hospital 
stay, whichever is earlier. The first and 
subsequent recertifications are re-
quired at intervals established by the 
UR committee (on a case-by-case basis 
if it so chooses) but not less frequently 
than every 30 days. 

(2) For cost outlier cases, certifi-
cation is required no later than the 
date on which the hospital requests 
cost outlier payment or 20 days into 
the hospital stay, whichever is earlier. 
If possible, certification must be made 
before the hospital incurs costs for 
which it will seek cost outlier pay-
ment. In cost outlier cases, the first 
and subsequent recertifications are re-
quired at intervals established by the 
UR committee (on a case-by-case basis 
if it so chooses). 

(g) Recertification requirement fulfilled 
by utilization review. (1) At the hos-
pital’s option, extended stay review by 
its UR committee may take the place 
of the second and subsequent recertifi-
cations required for outlier cases not 
subject to PPS and for PPS day-outlier 
cases. 

(2) A utilization review that is used 

to fulfill the recertification require-

ment is considered timely if performed 

no later than the seventh day after the 

day the recertification would have been 

required. The next recertification 

would need to be made no later than 

the 30th day following such review; if 

review by the UR committee took the 
place of this recertification, the review 
could be performed as late as the sev-
enth day following the 30th day. 

(h) Description of procedures. The hos-
pital must have available on file a 
written description that specifies the 
time schedule for certifications and re-
certifications, and indicates whether 
utilization review of long-stay cases 
fulfills the requirement for second and 
subsequent recertifications of all 
outlier cases not subject to PPS and of 
PPS day outlier cases. 

[78 FR 50969, Aug. 19, 2013, as amended at 79 

FR 67033, Nov. 10, 2014] 

§ 424.14 Requirements for inpatient 
services of inpatient psychiatric fa-
cilities. 

(a) Requirements for certification and 
recertification: General considerations. 
Certification begins with the order for 
inpatient admission. The content re-
quirements differ from those for other 
hospitals because the care furnished in 
inpatient psychiatric facilities is often 
purely custodial and thus not covered 
under Medicare. The purpose of the 
statements, therefore, is to help ensure 
that Medicare pays only for services of 
the type appropriate for Medicare cov-
erage. Accordingly, Medicare Part A 
pays for inpatient services in an inpa-
tient psychiatric facility only if a phy-
sician certifies and recertifies the need 
for services consistent with the re-
quirements of this section, as appro-
priate. 

(b) Content of certification. The physi-
cian must certify— 

(1) That inpatient psychiatric serv-
ices were required for treatment that 
could reasonably be expected to im-
prove the patient’s condition, or for di-
agnostic study. 

(2) That the inpatient psychiatric 
services were provided in accordance 
with § 412.3 of this chapter. 
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(c) Content of recertification. (1) Inpa-
tient services furnished since the pre-
vious certification or recertification 
were, and continue to be, required— 

(i) For treatment that could reason-
ably be expected to improve the pa-
tient’s condition; or 

(ii) For diagnostic study; and 

(2) The hospital records show that 
the services furnished were— 

(i) Intensive treatment services; 

(ii) Admission and related services 
necessary for diagnostic study; or 

(iii) Equivalent services. 

(3) The patient continues to need, on 
a daily basis, active treatment fur-
nished directly by or requiring the su-
pervision of inpatient psychiatric facil-
ity personnel. 

(d) Timing of certification and recertifi-
cation. (1) Certification is required at 
the time of admission or as soon there-
after as is reasonable and practicable, 
and must be completed and docu-
mented in the medical record prior to 
discharge. 

(2) The first recertification is re-
quired as of the 12th day of hospitaliza-
tion. Subsequent recertifications are 
required at intervals established by the 
UR committee (on a case-by-case basis 
if it so chooses), but no less frequently 
than every 30 days. 

(e) Other requirements. Inpatient psy-
chiatric facilities must also meet the 
requirements set forth in § 424.13(c), (d), 
(g), and (h). 

[53 FR 6634, Mar. 2, 1988, as amended at 71 FR 

27087, May 9, 2006; 71 FR 37504, June 30, 2006; 

78 FR 50970, Aug. 19, 2013] 

§ 424.15 Requirements for inpatient 
CAH services. 

(a) Medicare Part A pays for inpa-
tient CAH services only if a physician 
certifies that the individual may rea-
sonably be expected to be discharged or 
transferred to a hospital within 96 
hours after admission to the CAH, and 
that the services are provided in ac-
cordance with § 412.3 of this chapter. 

(b) Certification begins with the 
order for inpatient admission. All cer-
tification requirements must be com-
pleted, signed, and documented in the 
medical record no later than 1 day be-
fore the date on which the claim for 

payment for the inpatient CAH service 
is submitted. 

[78 FR 50970, Aug. 19, 2013, as amended at 79 
FR 50359, Aug. 22, 2014] 

§ 424.16 Timing of certification for in-
dividual admitted to a hospital be-
fore entitlement to Medicare bene-
fits. 

(a) Basic rule. If an indivdual is ad-
mitted to a hospital before becoming 
entitled to Medicare benefits (for in-
stance, before attaining age 65), the 
day of entitlement (instead of the day 
of admission) is the starting point for 
the time limits specified in subpart B 
of this part for certification and recer-
tification. 

(b) Example. (Hospital that is not a psy-
chiatric hospital and is not subject to 
PPS). For a patient who is admitted on 
August 15 and becomes entitled on Sep-
tember 1— 

(1) The certification is required no 
later than September 12; 

(2) The first recertification is re-
quired no later than September 18; and 

(3) Subsequent recertifications are 
required at least every 30 days after 
September 18. 

[53 FR 6635, Mar. 2, 1988; 53 FR 12945, Apr. 20, 
1988, as amended at 78 FR 50970, Aug. 19, 2013] 

§ 424.20 Requirements for posthospital 
SNF care. 

Medicare Part A pays for 
posthospital SNF care furnished by an 
SNF, or a hospital or CAH with a 
swing-bed approval, only if the certifi-
cation and recertification for services 
are consistent with the content of 
paragraph (a) or (c) of this section, as 
appropriate. 

(a) Content of certification—(1) General 
requirements. Posthospital SNF care is 
or was required because— 

(i) The individual needs or needed on 
a daily basis skilled nursing care (fur-
nished directly by or requiring the su-
pervision of skilled nursing personnel) 
or other skilled rehabilitation services 
that, as a practical matter, can only be 
provided in an SNF or a swing-bed hos-
pital on an inpatient basis, and the 
SNF care is or was needed for a condi-
tion for which the individual received 
inpatient care in a participating hos-
pital or a qualified hospital, as defined 
in § 409.3 of this chapter, or for a new 
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condition that arose while the indi-
vidual was receiving care in the SNF or 
swing-bed hospital for a condition for 
which he or she received inpatient care 
in a participating or qualified hospital; 
or 

(ii) The individual has been correctly 
assigned one of the case-mix classifiers 
that CMS designates as representing 
the required level of care, as provided 
in § 409.30 of this chapter. 

(2) Special requirement for certifications 
performed prior to July 1, 2002: A swing- 
bed hospital with more than 49 beds (but 
fewer than 100) that does not transfer a 
swing-bed patient to a SNF within 5 days 
of the availability date. Transfer of the 
extended care patient to the SNF is not 
medically appropriate. 

(b) Timing of certification—(1) General 
rule. The certification must be ob-
tained at the time of admission or as 
soon thereafter as is reasonable and 
practicable. 

(2) Special rules for certain swing-bed 
hospitals. For swing-bed hospitals with 
more than 49 beds that are approved 
after March 31, 1988, the extended care 
patient’s physician has 5 days (exclud-
ing weekends and holidays) beginning 
on the availability date as defined in 
§ 413.114(b), to certify that the transfer 
of the extended care patient is not 
medically appropriate. 

(c) Content of recertifications. (1) The 
reasons for the continued need for 
posthospital SNF care: 

(2) The estimated time the individual 
will need to remain in the SNF; 

(3) Plans for home care, if any; and 
(4) If appropriate, the fact that con-

tinued services are needed for a condi-
tion that arose after admission to the 
SNF and while the individual was still 
under treatment for the condition for 
which he or she had received inpatient 
hospital services. 

(d) Timing of recertifications. (1) The 
first recertification is required no later 
than the 14th day of posthospital SNF 
care. 

(2) Subsequent recertifications are 
required at least every 30 days after 
the first recertification. 

(e) Signature. Certification and recer-
tification statements may be signed 
by— 

(1) The physician responsible for the 
case or, with his or her authorization, 

by a physician on the SNF staff or a 

physician who is available in case of an 

emergency and has knowledge of the 

case; or 

(2) A physician extender (that is, a 

nurse practitioner, a clinical nurse spe-

cialist, or a physician assistant as 

those terms are defined in section 

1861(aa)(5) of the Act) who does not 

have a direct or indirect employment 

relationship with the facility but who 

is working in collaboration with a phy-

sician. For purposes of this section— 

(i) Collaboration. (A) Collaboration 

means a process whereby a physician 

extender works with a doctor of medi-

cine or osteopathy to deliver health 

care services. 

(B) The services are delivered within 

the scope of the physician extender’s 

professional expertise, with medical di-

rection and appropriate supervision as 

provided for in guidelines jointly devel-

oped by the physician extender and the 

physician or other mechanisms defined 

by Federal regulations and the law of 

the State in which the services are per-

formed. 

(ii) Types of employment relationships. 
(A) Direct employment relationship. A di-

rect employment relationship with the 

facility is one in which the physician 

extender meets the common law defini-

tion of the facility’s ‘‘employee,’’ as 

specified in §§ 404.1005, 404.1007, and 

404.1009 of title 20 of the regulations. 

When a physician extender meets this 

definition with respect to an entity 

other than the facility itself, and that 

entity has an agreement with the facil-

ity for the provision of nursing services 

under § 409.21 of this subchapter, the fa-

cility is considered to have an indirect 
employment relationship with the phy-
sician extender. 

(B) Indirect employment relationship. 
(1) When a physician extender meets 
the definition of a direct employment 
relationship in paragraph (e)(2)(ii)(A) 
of this section with respect to an enti-
ty other than the facility itself, and 
that entity has an agreement with the 
facility for the provision of nursing 
services under § 409.21 of this sub-
chapter, the facility is considered to 
have an indirect employment relation-
ship with the physician extender. 
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(2) An indirect employment relation-
ship does not exist if the agreement be-
tween the entity and the facility in-
volves only the performance of dele-
gated physician tasks under § 483.30(e) 
of this chapter. 

(f) Recertification requirement fulfilled 
by utilization review. A SNF may sub-
stitute utilization review of extended 
stay cases for the second and subse-
quent recertifications, if it includes 
this procedure in its utilization review 
plan. 

(g) Description of procedures. The SNF 
must have available on file a written 
description that specifies the certifi-
cation and recertification time sched-
ule and indicates whether utilization 
review is used as an alternative to the 
second and subsequent recertifications. 

[53 FR 6634, Mar. 2, 1988, as amended at 54 FR 
37275, Sept. 7, 1989; 58 FR 30671, May 26, 1993; 
60 FR 38272, July 26, 1995; 62 FR 46037, Aug. 29, 
1997; 63 FR 26311, May 12, 1998; 63 FR 53307, 
Oct. 5, 1998; 66 FR 39600, July 31, 2001; 70 FR 
45055, Aug. 4, 2005; 75 FR 73626, Nov. 29, 2010; 
82 FR 36635, Aug. 4, 2017; 83 FR 39290, Aug. 8, 
2018] 

§ 424.22 Requirements for home health 
services. 

Medicare Part A or Part B pays for 
home health services only if a physi-
cian or allowed practitioner as defined 
at § 484.2 of this chapter certifies and 
recertifies the content specified in 
paragraphs (a)(1) and (b)(2) of this sec-
tion, as appropriate. 

(a) Certification—(1) Content of certifi-
cation. As a condition for payment of 
home health services under Medicare 
Part A or Medicare Part B, a physician 
or allowed practitioner must certify 
the patient’s eligibility for the home 
health benefit, as outlined in sections 
1814(a)(2)(C) and 1835(a)(2)(A) of the 
Act, as follows in paragraphs (a)(1)(i) 
through (v) of this section. The pa-
tient’s medical record, as specified in 
paragraph (c) of this section, must sup-
port the certification of eligibility as 
outlined in paragraph (a)(1)(i) through 
(v) of this section. 

(i) The individual needs or needed 
intermittent skilled nursing care, or 
physical therapy or speech-language 
pathology services as defined in 
§ 409.42(c) of this chapter. If a patient’s 
underlying condition or complication 
requires a registered nurse to ensure 

that essential non-skilled care is 
achieving its purpose, and necessitates 
a registered nurse be involved in the 
development, management, and evalua-
tion of a patient’s care plan, the physi-
cian or allowed practitioner will in-
clude a brief narrative describing the 
clinical justification of this need. If the 
narrative is part of the certification 
form, then the narrative must be lo-
cated immediately prior to the physi-
cian or allowed practitioner’s signature 
signature. If the narrative exists as an 
addendum to the certification form, in 
addition to the physician or allowed 
practitioner’s signature signature on 
the certification form, the physician or 
allowed practitioner must sign imme-
diately following the narrative in the 
addendum. 

(ii) Home health services are or were 
required because the individual is or 
was confined to the home, as defined in 
sections 1835(a) and 1814(a) of the Act, 
except when receiving outpatient serv-
ices. 

(iii) A plan for furnishing the services 
has been established and will be or was 
periodically reviewed by a physician or 
allowed practitioner and who is not 
precluded from performing this func-
tion under paragraph (d) of this sec-
tion. 

(iv) The services will be or were fur-
nished while the individual was under 
the care of a physician or allowed prac-
titioner. 

(v) A face-to-face patient encounter, 
which is related to the primary reason 
the patient requires home health serv-
ices, occurred no more than 90 days 
prior to the home health start of care 
date or within 30 days of the start of 
the home health care and was per-
formed by physician or non-physician 
practitioner defined in paragraph 
(a)(1)(v)(A) of this section. The certi-
fying physician or certifying allowed 
practitioner must also document the 
date of the encounter as part of the 
certification. 

(A) The face-to-face encounter must 
be performed by one of the following: 

(1) The certifying physician (as de-
fined at § 484.2 of this chapter) or a phy-
sician, with privileges, who cared for 
the patient in an acute or post-acute 
care facility from which the patient 
was directly admitted to home health. 
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(2) The certifying nurse practitioner 
(as defined at § 484.2 of this chapter), 
certifying clinical nurse specialist (as 
defined at § 484.2 of this chapter), or a 
nurse practitioner or a clinical nurse 
specialist who is working in accordance 
with State law and in collaboration 
with a physician or in collaboration 
with an acute or post-acute care physi-
cian with privileges who cared for the 
patient in the acute or post-acute care 
facility from which the patient was di-
rectly admitted to home health. 

(3) A certified nurse midwife (as de-
fined in section 1861(gg) of the Act) as 
authorized by State law, under the su-
pervision of a physician or under the 
supervision of an acute or post-acute 
care physician with privileges who 
cared for the patient in the acute or 
post-acute care facility from which the 
patient was directly admitted to home 
health. 

(4) A certifying physician assistant 
(as defined at § 484.2 of this chapter) or 
a physician assistant under the super-
vision of a physician or under the su-
pervision of an acute or post-acute care 
physician with privileges who cared for 
the patient in the acute or post-acute 
care facility from which the patient 
was directly admitted to home health. 

(B) The face-to-face patient encoun-
ter may occur through telehealth, in 
compliance with section 1834(m) of the 
Act and subject to the list of payable 
Medicare telehealth services estab-
lished by the applicable physician fee 
schedule regulation. 

(C) The face-to-face patient encoun-
ter must be performed by the certi-
fying physician or allowed practitioner 
unless the encounter is performed by: 

(1) A certified nurse midwife as de-
scribed in paragraph (a)(1)(v)(A)(4) of 
this section. 

(2) A physician, physician assistant, 
nurse practitioner, or clinical nurse 
specialist with privileges who cared for 
the patient in the acute or post-acute 
facility from which the patient was di-
rectly admitted to home health and 
who is different from the certifying 
practitioner. 

(2) Timing and signature. The certifi-
cation of need for home health services 
must be obtained at the time the plan 
of care is established or as soon there-
after as possible and must be signed 

and dated by the physician or allowed 
practitioner who establishes the plan. 

(b) Recertification—(1) Timing and sig-
nature of recertification. Recertification 
is required at least every 60 days when 
there is a need for continuous home 
health care after an initial 60-day epi-
sode. Recertification should occur at 
the time the plan of care is reviewed, 
and must be signed and dated by the 
physician or allowed practitioner who 
reviews the plan of care. Recertifi-
cation is required at least every 60 days 
unless there is a— 

(i) Beneficiary elected transfer; or 

(ii) Discharge with goals met and/or 
no expectation of a return to home 
health care. 

(2) Content and basis of recertification. 
As a condition for payment of home 
health services under Medicare Part A 
or Medicare Part B, if there is a con-
tinuing need for home health services, 
a physician or allowed practitioner 
must recertify the patient’s continued 
eligibility for the home health benefit 
as outlined in sections 1814(a)(2)(C) and 
1835(a)(2)(A) of the Act, as set forth in 
paragraph (a)(1) of this section, and as 
specified in paragraphs (b)(2)(i) and (ii) 
of this section. 

(i) Need for occupational therapy 
may be the basis for continuing serv-
ices that were initiated because the in-
dividual needed skilled nursing care or 
physical therapy or speech therapy. 

(ii) If a patient’s underlying condi-
tion or complication requires a reg-
istered nurse to ensure that essential 
non-skilled care is achieving its pur-
pose, and necessitates a registered 
nurse be involved in the development, 
management, and evaluation of a pa-
tient’s care plan, the physician or al-
lowed practitioner must include a brief 
narrative describing the clinical jus-
tification of this need. If the nar-
rative— 

(A) Is part of the recertification 
form, then the narrative must be lo-
cated immediately prior to the physi-
cian or allowed practitioner’s signa-
ture. 

(B) Exists as an addendum to the re-
certification form, in addition to the 
physician or allowed practitioner’s sig-
nature on the recertification form, the 
physician or allowed practitioner must 
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sign immediately following the nar-
rative in the addendum. 

(c) Determining patient eligibility for 
Medicare home health services. (1) Docu-
mentation in the certifying physician 
or allowed practitioner’s medical 
record or the acute/post-acute care fa-
cility’s medical records (if the patient 
was directly admitted to home health) 
or both must be used as the basis for 
certification of the patient’s eligibility 
for home health as described in para-
graphs (a)(1) and (b) of this section. 
Documentation from the HHA may 
also be used to support the basis for 
certification of home health eligibility, 
but only if the following requirements 
are met: 

(i) The documentation from the HHA 
can be corroborated by other medical 
record entries in the certifying physi-
cian or allowed practitioner’s medical 
record for the patient or the acute/ 
post-acute care facility’s medical 
record for the patient or both, thereby 
creating a clinically consistent picture 
that the patient is eligible for Medi-
care home health services. 

(ii)(A) The certifying physician or al-
lowed practitioner signs and dates the 
HHA documentation demonstrating 
that the documentation from the HHA 
was considered when certifying patient 
eligibility for Medicare home health 
services. 

(B) HHA documentation can include, 
but is not limited to, the patient’s plan 
of care required under § 409.43 of this 
chapter, or the initial or comprehen-
sive assessment of the patient required 
under § 484.55 of this chapter. 

(2) The documentation must be pro-
vided upon request to review entities 
or CMS or both. If the documentation 
used as the basis for the certification 
of eligibility is not sufficient to dem-
onstrate that the patient is or was eli-
gible to receive services under the 
Medicare home health benefit, pay-
ment is not rendered for home health 
services provided. 

(d) Limitation of the performance of 
physician or allowed practitioner’s certifi-
cation and plan of care functions. The 
need for home health services to be 
provided by an HHA may not be cer-
tified or recertified, and a plan of care 
may not be established and reviewed, 
by any physician or allowed practi-

tioner who has a financial relationship 
as defined in § 411.354 of this chapter, 
with that HHA, unless the physician or 
allowed practitioner’s relationship 
meets one of the exceptions in section 
1877 of the Act, which sets forth gen-
eral exceptions to the referral prohibi-
tion related to both ownership/invest-
ment and compensation; exceptions to 
the referral prohibition related to own-
ership or investment interests; and ex-
ceptions to the referral prohibition re-
lated to compensation arrangements. 

(1) If a physician or allowed practi-
tioner has a financial relationship as 
defined in § 411.354 of this chapter, with 
an HHA, the physician or allowed prac-
titioner may not certify or recertify 
need for home health services provided 
by that HHA, establish or review a plan 
of treatment for such services, or con-
duct the face-to-face encounter re-
quired under sections 1814(a)(2)(C) and 
1835(a)(2)(A) of the Act unless the fi-
nancial relationship meets one of the 
exceptions set forth in § 411.355 through 
§ 411.357 of this chapter. 

(2) A Nonphysician practitioner may 
not perform the face-to-face encounter 
required under sections 1814(a)(2)(C) 
and 1835(a)(2)(A) of the Act if such en-
counter would be prohibited under 
paragraph (d)(1) if the nonphysician 
practitioner were a physician. 

[53 FR 6638, Mar. 2, 1988; 53 FR 12945, Apr. 20, 
1988; 56 FR 8845, Mar. 1, 1991, as amended at 
65 FR 41211, July 3, 2000; 66 FR 962, Jan. 4, 
2001; 70 FR 70334, Nov. 21, 2005; 72 FR 51098, 
Sept. 5, 2007; 74 FR 58133, Nov. 10, 2009; 75 FR 
70463, Nov. 17, 2010; 76 FR 9503, Feb. 18, 2011; 
76 FR 68606, Nov. 4, 2011; 77 FR 67163, Nov. 8, 
2012; 79 FR 66116, Nov. 6, 2014; 80 FR 68717, 
Nov. 5, 2015; 83 FR 56627, Nov. 13, 2018; 85 FR 
27624, May 8, 2020] 

§ 424.24 Requirements for medical and 
other health services furnished by 
providers under Medicare Part B. 

(a) Exempted services. Certification is 
not required for the following: 

(1) Hospital services and supplies in-
cident to physicians’ services furnished 
to outpatients. The exemption applies 
to drugs and biologicals that cannot be 
self-administered, but not to partial 
hospitalization services, as set forth in 
paragraph (e) of this section. 

(2) Outpatient hospital diagnostic 
services, including necessary drugs and 
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biologicals, ordinarily furnished or ar-

ranged for by a hospital for the purpose 

of diagnostic study. 

(b) General rule. Medicare Part B pays 
for medical and other health services 
furnished by providers (and not ex-
empted under paragraph (a) of this sec-
tion) only if a physician certifies the 
content specified in paragraph (c)(1) or 
(4), (d)(1), or (e)(1) of this section, as 
appropriate. 

(c) Outpatient physical therapy and 
speech-language pathology services—(1) 
Content of certification. (i) The indi-
vidual needs, or needed, physical ther-
apy or speech pathology services. 

(ii) The services were furnished while 
the individual was under the care of a 
physician, nurse practitioner, clinical 
nurse specialist, or physician assistant. 

(iii) The services were furnished 
under a plan of treatment that meets 
the requirements of § 410.61 of this 
chapter. 

(2) Timing. The initial certification 
must be obtained as soon as possible 
after the plan is established. 

(3) Signature. (i) If the plan of treat-
ment is established by a physician, 
nurse practitioner, clinical nurse spe-
cialist, or physician assistant, the cer-
tification must be signed by that phy-
sician or nonphysician practitioner. 

(ii) If the plan of treatment is estab-
lished by a physical therapist or 
speech-language pathologist, the cer-
tification must be signed by a physi-
cian or by a nurse practitioner, clinical 
nurse specialist, or physician assistant 
who has knowledge of the case. 

(4) Recertification—(i) Timing. Recer-
tification is required at least every 90 
days. 

(ii) Content. When it is recertified, 
the plan or other documentation in the 
patient’s record must indicate the con-
tinuing need for physical therapy, oc-
cupational therapy or speech-language 
pathology services. 

(iii) Signature. The physician, nurse 
practitioner, clinical nurse specialist, 
or physician assistant who reviews the 
plan must recertify the plan by signing 
the medical record. 

(d) Intensive outpatient services: Con-
tent of certification and plan of treatment 
requirements— 

(1) Content of certification. (i) The in-
dividual requires such services for a 
minimum of 9 hours per week. 

(ii) The services are or were furnished 
while the individual was under the care 
of a physician. 

(iii) The services were furnished 
under a written plan of treatment that 
meets the requirements of paragraph 
(d)(2) of this section. 

(2) Plan of treatment requirements. (i) 
The plan is an individualized plan that 
is established and is periodically re-
viewed by a physician in consultation 
with appropriate staff participating in 
the program, and that sets forth— 

(A) The physician’s diagnosis; 

(B) The type, amount, duration, and 
frequency of the services; and 

(C) The treatment goals under the 
plan. 

(ii) The physician determines the fre-
quency and duration of the services 
taking into account accepted norms of 
medical practice and a reasonable ex-
pectation of improvement in the pa-
tient’s condition. 

(3) Recertification requirements—(i) Sig-
nature. The physician recertification 
must be signed by a physician who is 
treating the patient and has knowledge 
of the patient’s response to treatment. 

(ii) Timing. Recertifications are re-
quired at intervals established by the 
provider, but no less frequently than 
every 60 days. 

(iii) Content. The recertification must 
specify that the patient continues to 
require at least 9 hours of intensive 
outpatient services and describe the 
following: 

(A) The patient’s response to the 
therapeutic interventions provided by 
the intensive outpatient program. 

(B) The patient’s psychiatric symp-
toms that continue to place the patient 
at risk of relapse or hospitalization. 

(C) Treatment goals for coordination 
of services to facilitate discharge from 
the intensive outpatient program. 

(e) Partial hospitalization services: Con-
tent of certification and plan of treatment 
requirements—(1) Content of certification. 
(i) The individual requires such serv-
ices for a minimum of 20 hours per 
week and would require inpatient psy-
chiatric care if the partial hospitaliza-
tion services were not provided. 
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