STATE OF NEW JERSEY
DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES
PHYSICIAN'S CERTIFICATION/RECERTIFICATION FOR HOSPICE BENEFITS

, as the attending physician of:

(Beneficiary’s Name and Medicaid/NJ FamilyCare Eligibility Identification Number)

who is under my care at this time, hereby certify (or recertify) that this patient is
terminally ill, this his/her life expectancy is six months or less, provided the illness
follows its usual course, and that hospice services are reasonable and necessary for the
treatment of this terminal iliness or related condition.

Signature of the Attending Physician

Print the Attending Physician's Name

Date

FD-385 (03/04)



