Annex I.1: Sample CF2

Republic of the Philippines

—| SAMPLE CLAIM FORM 2 FOR GENERAL MH PACKAGE (TRANCHE 1) ——

¢ " PHILIPPINE HEALTH INSURANCE CORPORATION
PhIIHeaIth Citystate Centre 709 Shaw Boulevard, Pasig City Date Of
U Your Partner in Health Call Center (02) 441-7442 o Trunkline (02) 441-7444 (Clall'l‘l Form 2) assessment
www.philhealth.gov.ph ——— e (Refer to
email: actioncenter@philhealth.gov.ph
JENIIEEEEEEEEEN Annex D: MH
IMPORTANT REMINDERS: Passport)
EASE WRITE TAL LETTERS AND CHECK THE APPROPRIATE BOX
F.ALSE/INCORRECTINF(‘JRM’ATIO.N OR MISREPRESENTATION SHALL BE SUBJECT TO CRIMINAL, CIVIL ORADMINISTRATIVE LIABILITIES.
PART | - HEALTH CARE INSTITUTION (HCI) INFORMATION
1.PhilHealth Accreditation Number (PAN) of Health Care Institution: (H,9,3,0,0 X, X X X, Date of the 6t
2.Name of Health Care Institution: ABC RURAL HEALTH CENTER follow up
Sofidiilnonns SHAW BLVD PASIG CITY visits (Refer
fine Nombe T oM to Annex D:
MH passport)
PART Il - PATIENT CONFINEMENT INFORMATION
1.Name of Patient: DELA CRUZ JUAN 1] MAPAGPALA
2.Was patient referred by another Health Care Institution (HCI)? Write
N D ; OUTPATIENT
Healhgg gty g glmber and Bt e ty ‘ in lieu of time
3.Confinement Period: ted L4 -1 11 g b TimeAdmitted 1 L1 [] D admitted &
€ 11 12_ 1-12 19 |-|2 lO 12 13 ) ] G T 1 — M D discharged
4.Patignt Disposition: (<clec OUTPATIENT |
M D I T o Y TR ] WY S T | L 1 D.-'D"
] Recovered [ ¢ trensferred/meferred Tick YES if
] dvise the patient
[[] d Absconded ——— S was referred
4.Type of Accomodation: ]ID Te D N te (Charity/Ser by another
6.Admission Diagnosis/es: . X
Schizophrenia
7.Discharge Diagnosis/es This 'ls not
required as
Schizophrenia mental health
services

provided is an
out-patient
setting

8.Special Considerations:

Indicate the

Ll = diagnosis
0 e
CJ CJ
D D Indicate the
Z-Benefit Package Code: MHG1 appropriate
“benefit

”»

package code

\ 4

te thedates [rr id-ye hen thef .No(e:AntiRabiesVaccine(ARV), Rabies Immunoglobulin (RIG)
Others (Specify)

Day 0 ARV Day 7 ARV RIG

T i ——

For Essential Newborn Care (check

T[] s [ i [ somcen [
[:] D [] veamink i O B

Laboratory Number:

This is not
required

9.PhilHealth Benefits:
1CD 10 or RVS Code:
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10.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges

{ I:]'IZI‘?'IA"I'[51617I8 Igloll I‘&J

Tick this box
JUANA DELA CRUZ, MD g I if patient paid
= nature Over Printed Name e i: : ": — no additional
P T T S T T S R T Professional
- L fee
(AN T N N o NN N N N O N b O

al
g™

L L J=L 1 J=L 1 1 1 J
Tick this box
N T Y o YT Y T Y Y o O if patient paid
D No co-pay on top of PhilHealth Benefit an additional
[] with co-pay ontop ofhilkeaith Benefit F Professional
[ T Lol T T o Y T Y Y | fee

PART Il - CERTIFICATION OF CONSUMPTION OF BENEFITS AND CONSENT TO ACCESS PATIENT RECORD/S

A.CERTIFICATION OF CONSUMPTION OF BENEFITS:

e — Tick this box

- if patient has
A NO co-
5,400.00 payment
5,400.00
Tick this box
if patient has
a co-payment
smount . _1,000.00
6,400.00 5,400.00 raid by (checkall thatapplk
[ pemberpatient L] M
(] ben ¢ O
esNOT
O O
O [
* NOTE: Total Act
B.CONSENT TO ACCESS PATIENT RECORD/S: Affix signature
1 hereby consent to the submission and examination of the patient’s pertinent medical records for the purpose of verifying the veracity of this claim to effect of the
effident processing of benefit payment. p atient /p arent
1 hereby hold PhilHealth or any of its officers, employees and/or representatives free from any and all legal liabilities relative to the herein-mentioned consent hori
which I have voluntarily and willingly given in connection with this claim for reimbursement before PhilHealth. TS / aut Orlzed'
JUAN MAPAGPALA DELA CRUZ, Ill | representative
12 29 2023
e e PE MMt FEps Indicate date
e cicradt by 101 rpresenisl signed
[ spouse [Jchid [ Pparent ed by an HCl representative g
[] sbling [ ] Others, Specify

PART IV - CERTIFICATION OF CONSUMPTION OF HEALTH CARE INSTITUTION Affix

1 certify that services rendered were recorded in the patient’s chart and health care institution records and that the herein information given are true and correct. signature of
CARDING DELOS REVES  ——— RECORDS OFFICER .12 30 2023 HF
e o e = —— —— e representative
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