
Community Partners 
Minimum Discharge/Transfer Requirement List
Please include the following information when discharging a patient to a facility*
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List additional information below as available.



Plus Additional Discharge/Transfer Information Required by Facility Type
*Please include the following additional information by facility type*
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All discharges shall be coordinated and approved
through the case management agency.
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Please note electronic versions of the 
PASRR cannot be used.
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*plus number of remaining SNF days left at discharge
Any missing or incomplete documents may result in a delay, or

cancellation of admission. 
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 A Bed (low level of care):     
  

 
    

    
 

    

 B Bed (moderate level of care):  
w     
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 C Bed (high level of care):  
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The unit for memory care residents  have exit 

alarms ti alert staff. 

PLUS for ASSISTED LIVING FACILITY

Fax the following documents to the facility: 
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Plus Additional Discharge/Transfer Information Required by Facility Type
*Please include the following additional information by facility type*



Plus Additional Discharge/Transfer Information Required by Facility Type
*Please include the following additional information by facility type*

HOME HEALTH/HOME CARE REFERRALS

o Name of community physician (must be enrolled with
PECOS for Medicare traditional/Medicare Advantage/
Medicaid/Medicaid Quest plans)

o Face sheet (includes demographics, address of home after
discharge, insurance name and number)

o Hospital H & P/ hospital transfer summary/nursing facility
H&P/discharge summary/last two physician progress notes

o Immunization records
o Allergies information
o Discharge medications
o Discharge instructions
o Diet instructions
o Other MD/specialists
o Post-discharge MD appointment
o Other information (as applicable)

 Wound care – wound measurements and onset of
pressure ulcer date/any other wound types and
stage

 Antibiotic therapies, TPN, labs
 PICC Line – PICC line placement date; dressing

change date, measurement
 Foley/indwelling catheter – date last changed; size

of catheter
 Ostomy – size/product #; date last changed

• Patient/caregiver response to teaching
• SLP – Modified Barium Swallow

(MBS)/Swallow Study Report
• Activity post discharge/weight bearing

status
• Surgical report
• PT/OT/SP Summary/Eval
• DME/Medical supplies company

o Confined to home - homebound status (see Criteria for
Homebound Status)

o Justification for Home Health service

Eligibility Requirements for the Medicare Patient:

HOME HEALTHFACE-TO-FACE REQUIREMENTS FOR 

MEDICARE  

o Requires medically reasonable and necessary intermittent
skilled services
(nursing, physical and/or speech therapy; occupational
therapy if combined with additional discipline)

o Is confined to home (homebound) - See Criteria for
Homebound Status

o Is under the care of a doctor who determines the need for
home health care, certified the patient’s plan of care and
periodically reviews the plan

o Must have face-to-face (F2F) encounter by a doctor or other
allowed practitioner who meets Centers for Medicare &
Medicaid Services (CMS) criteria (see F2F Encounter
Documentation Requirements)

F2F Encounter Documentation Requirements

The following are necessary requirements for home health face-to-
face:
o A face-to-face encounter needs to occur no more than 90

days prior to the home health start of care date or within 30
days of the start of home health care, and is related to the
primary reason the patient requires home health services

o Encounter was performed by a physician or allowed non-
physician practitioner

o Date of encounter is included in the F2F documentation
o F2F document is signed/dated by practitioner who

performed F2F encounter, e.g., referring NP/PA, oversight
MD signature

o Must include:
1. Date of encounter
2. Name of community physician
3. Patient’s name
4. Skill (for RN, PT or SLP ordered)

(Encounter) Documentation examples:

a. Patient need for observation and assessment of surgical 
wound and PT to improve limited knee range of motion; 
improve safety on ambulation and transfers.

b. Wound care completed to right/left (select) great toe. 
No s/s of infection, but patient remains at risk for infection 
due to diabetic status. SN visits to perform wound care 
and assess wound status. 

ENCOUNTER EXAMPLES AND CRITERIA

Criteria #1
Describe amount and type of supervision needed, assistive 
device or special transportation needed to leave the home or 
current condition makes leaving the home medically 
contraindicated and include environmental conditions that 
impact home bound status.
Example: Client requires stand by assistance of another 
person and use of FWW to ambulate in the home due to 
weakness and impaired balance secondary to CVA.

Criteria #2
Describe exactly what symptoms or impairments are causing 
the inability to leave the home and cause considerable and 
taxing effort when leaving the home that were not present 
prior to the acute illness or injury.
Example: Client has orthostatic hypotension when getting up, 
requiring stand by assistance and verbal cues due to dementia 
to leave the home safely.



Plus Additional Discharge/Transfer Information Required by Facility Type
*Please include the following additional information by facility type*

HOME HEALTH/HOME CARE CRITERIA FOR 
HOMEBOUND STATUS

Patient must either: 
o Because of illness, need the aid of supportive devices such as

crutches, canes, wheelchairs or walkers; the use of special
transportation or the assistance of another person to leave his/
her place of residence OR

o Have a condition such that leaving his/her home is medically
contraindicated

Then:

o There must exist a normal inability to leave home, and
leaving home must require a considerable and taxing effort,
whether physical or cognitive

o Infrequent absences or periods of relatively short duration for
therapeutic, psychosocial, adult day care or medical
treatments, e.g., chemotherapy, radiation or dialysis, or
occasional non-medical needs, e.g., family reunion, funeral or
church, do qualify for homebound status

 HOMEBOUND STATUS DOCUMENTATION 

EXAMPLES

o Patient is homebound due to inability to ambulate for more
than few feet without falling due to poor balance, and
extreme fatigue and weakness.

o Beneficiary must use quad cane while ambulating even
short distances in the home. Has a very slow, unsteady gait,
at times, beneficiary requires assistance of another person to
get up and move safely.

o Patient is homebound due to complex surgical wound to
left/right (select) foot. The patient is non-weight bearing on
left/right (select) foot resulting in balance and transfer
limitations that increase patient’s fall risk. Leaving the home
presents risks of complications such as infection and
delayed wound healing for this diabetic patient. It is
medically contraindicated for the patient to leave home until
wound heals.

o Signature of physician.

Acute/Post-Acute Facilities

o When a patient is referred to home health following
discharge from an acute/post-acute facility, the referring
facility physician must identify the community physician
(must be enrolled in PECOS) who will be following the
patient in the community.
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