
Home Health Change of Care Notice (HHCCN)  

 

Home Health Agency: Evergreen Home Health 

Address: 403 W Main Street Suite A1, Gaylord, MI 49735 

Phone: 989-410-7843 

 

Patient Name: ________________________________________ 

Patient Identification: __________________________________ 

 

Home Health Change of Care Notice (HHCCN) 

 

Your home health care is going to change. Starting on _______________, your home health agency will 

change the following items and/or services for the reasons listed below. 

 

Items/services: 

 

 

Reason for change: 

 

 

Read the information next to the checked box below. Your home health agency is giving you this 
information because: 

●​ Your physician/provider’s orders for your home care have changed. The home health agency 
must follow physician/provider orders to give you care. The home health agency can’t give you 
home care without a physician/provider’s order. If you don’t agree with this change, discuss it 
with your home health agency or the physician/provider who orders your home care. 

●​ Your home health agency has decided to stop giving you the home care listed above. You can 
look for care from a different home health agency if you have a valid order for home care and 
still think you need home care. If you need help finding a different home health agency to give 
you this care, contact the physician/provider who ordered your home care. If you get care from a 
different home health agency, you can ask it to bill Medicare. 

 



If you have questions about these changes, you can contact your home health agency and/or the 
physician/provider who orders your home care. 

You cannot appeal to Medicare about payment for the items/services listed above unless you both 
receive them and a Medicare claim is filed. 

Additional Information: 

Please sign and date below to show that you received and understand this notice. Return this signed 

notice to your home health agency in person or by mailing it to them at the address listed at the top of 

this notice. 

Patient or Authorized Representative Signature: ____________________________________ 

Patient or Authorized Representative Printed Name: _________________________________ 

Date: ____________________ 

Electronically signed by (clinician): 

Date: ____________________________

*If a representative signs for the beneficiary, write “(rep)” or “(representative)” next to the signature. If
the representative’s signature is not clearly legible, the representative’s name must be printed.

CMS does not discriminate in its programs and activities. To request this publication in an alternative 
format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov. 
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