
 
 

FACE TO FACE DOCUMENTATION APPROVAL FORM 
 
Dear Dr. ____________________________, 
 
Your patient, __________________________________, was referred to THA Group’s Island  

(please print) 

Health Care following an encounter with _________________________________________ 
Physician 

at ________________________________________ on _____________________________. 
Facility Date 

 
Additionally, your clinical findings support that your patient is homebound because 
 

__________________________________________________________________________. 
 
 
Please sign below to approve that the attached documentation is adequate for the Face to 
Face requirement for Medicare patients receiving home health care.  
 
 
 
 
 
Physician Printed Name 

 
 
 
Physician Signature 

 
 
 
Date 

 
 
 
Thank you, 
 
 
_______________________________________ 
THA Group 
Phone: 912-233-2334 or 888-842-4663 
Fax: 888-842-3293 

The information contained in this transmission is confidential, and is intended only for the use of the individual or entity named above. Dissemination, distribution, or 
copying of this communication is strictly prohibited. If you have received this communication in error, please notify us by phone immediately, and return the original 
message to us, via the US Postal Service, at 3 West Perry Street, Savannah, GA 31401. Rev20150305 
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