Facility Name
CERTIFICATION AND RECERTIFICATION FOR MEDICARE SERVICES

Resident: _________________________                      Admission Date: ___________________

CERTIFICATION       The services provided are required to be given on an Inpatient basis 

                                      because of the individual’s need for Skilled services or Rehabilitation

                                      services on a daily basis, which is related to their hospital stay.       

                                      I certify the following services: _________________________________    

                                        __________________________________________________________

                                        __________________________________________________________

                                        ______________________                                            ______________

                                        Physician                                                                         Date

______________________________________________________________________________

RECERTIFICATION   Continued SNF inpatient care is necessary for the above patient.

(on or before day 14)     I certify the following services: ________________________________

                                        _________________________________________________________      

                                       _______________________                                          ______________

                                       Physician                                                                        Date

______________________________________________________________________________                                                                      

RECERTIFICATION   Continued SNF inpatient care is necessary for the above patient.

(on or before day 44)     I certify the following services: ________________________________

                                        _________________________________________________________      

                                       _______________________                                          ______________

                                       Physician                                                                        Date

______________________________________________________________________________                                                                      

RECERTIFICATION   Continued SNF inpatient care is necessary for the above patient.

(on or before day 74)     I certify the following services: ________________________________

                                        _________________________________________________________      

                                       _______________________                                          ______________

                                       Physician                                                                        Date

