
 
 

NURSE PRACTITIONER ATTESTATION OF  
FACE-TO-FACE ENCOUNTER WITH BENEFICIARY 

 
Name of Beneficiary: ___________________________________________ PID# ______________________ 
 
Certification Period Dates: _______________ to _______________ 
 
Hospice Nurse Practitioner Attestation: I confirm that I had a face-to-face encounter with Beneficiary, 
___________________________________________, on _______________ and that the clinical findings of 
that encounter have been provided to the certifying physician, for use in determining whether the patient 
continues to have a life expectancy of 6 months or less, should the illness run its normal course. 
 
_______________________________ _______________________________ _____________________ 
Hospice NP Printed Name Signature Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Physician Attestation: I confirm that a hospice nurse practitioner had a face-to-face encounter with 
Beneficiary___________________________________________, on _______________. The clinical findings of 
that visit were provided to me for the use in determining whether the patient continues to have a life 
expectancy of 6 months or less, should the illness run its normal course. 
 
_______________________________ _______________________________ _____________________ 
Hospice MD Printed Name Signature Date 
 

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. Rev20150312 
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