PHYSICIANS CERTIFICATION FOR MEDICARE HOSPICE BENEFIT
Physician Certification of Terminal Illness 

For Medicare Hospice Benefit 
A. Certification Statement:  For first 90-day period: _______________________________________

I certify that __________________________________________________ (beneficiary name) is terminally ill with a life expectance of six months or less if the terminal illness runs its normal course.
_______________________________________              ________________________________

(Hospice Medical Director Signature) 

             (Date by Physician) 
_______________________________________

________________________________

(Independent attending physician signature) 

(Date by Physician) 

Received verbal certification from Medical Director:  Date: ______________________________

Received By: ___________________________________________________________________

Received verbal certification from independent attending physician: Date: __________________

Received By: ___________________________________________________________________

B. Recertification Statement:  For second 90-day period: ___________________________________

I certify that the above beneficiary is still considered terminally ill with life expectancy of six months or less. 

______________________________________

________________________________
(Hospice Medical Director Signature)                                (Date by Physician) 

Received verbal certification from Medical Director: Date: ______________________________

Received By: __________________________________________________________________

C. Recertification Statement: For 60-day period: _________________________________________

I certify that the above beneficiary is still considered terminally ill with a life expectancy of six months or less. 

______________________________________

________________________________

(Hospice Medical Director Signature) 


(Date by Physician) 

Received verbal certification from Medical Director: Date: ______________________________

Received By: __________________________________________________________________
