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Case No. _______________       

Annex “J – Developmental Disability” 
 

Z BENEFITS FOR CHILDREN WITH DEVELOPMENTAL DISABILITIES 
 

PATIENT (Last name, First name, Middle name, Suffix) 
 

AGE 

ADDRESS 
 
CONTACT NUMBER 
 
 

 
CERTIFICATE OF ASSESSMENT AND RECOMMENDATIONS 

 
I. Nature of Client Visit: 
 

 ¨ Initial consult/assessment 
 ¨ Follow-up consult/assessment         

     Date of previous assessment: (mm/dd/yyyy) ___/____/_______ 
     Outcome of previous assessment (Please include standard test score if applicable):     

  ___________________________________________________________________ 
    ___________________________________________________________________ 

 
II. Summary for Present Consult/Assessment 
 

Date completed: (mm/dd/yyyy) ___/____/_______ 
Nature of consult/assessment and standard test done, if applicable: 
 
¨ Medical, Developmental Pediatrics 

q Griffiths Mental Developmental Scale  
q Battelle Developmental Inventory 
q Brigance Inventory of Early Development 
q Vineland Adaptive Behavior Scales 

¨ Medical, Rehabilitation Medicine 
q Functional Independence Measure (FIM & WEE-FIM) 
q Pediatric Quality of Life Inventory 
q WHO-Quality of Life Assessment 

¨ Physical therapy 
q Gross Motor Function Measure 
q Peabody Developmental Motor Scale 
q Erhardt Developmental Prehension Assessment 

¨ Occupational therapy 
q Beery-Buktenica Developmental Test of Visual-Motor Integration 
q Test of Visual Perceptual Skills 

¨ Speech therapy 
q Preschool Language Scale 
q Clinical Evaluation of Language Fundamentals 
q Picture Articulation Test
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Assessment Results:  
 
If applicable:  Previous test score:  _______ Current test score:  ________ 
Assessment Summary:  

1. Developmental disability  
¨  Cognitive  
¨  Motor 
¨  Communication 
¨  Social/Emotional 
¨  Adaptive 

2. Functional disability  
¨  Home care and management of children with disability (CWD) 
¨  Activities of daily living 
¨  Learning, applying knowledge &/or undertaking tasks 
¨  Domestic life, relationships and interactions 
¨  Mobility and safety 
¨  Education/employment/community/social and or civic life 
¨  Contextual (environmental and personal) barriers 

3. Others: Please specify ___________________________________________________ 
_____________________________________________________________________ 

 
III. Recommendation: 

¨  Refer to medical specialist, please specify: ____________________________________ 
¨  Refer to other services 

q SPED & other school systems 
q Psychological  
q Social service 

q Placement  
q Community-based rehabilitation service 
q Others, please specify _____________ 

¨  For assessment/reassessment by a rehabilitation therapist 
q Physical therapist, specify number of sessions:  __________________________ 
q Speech therapist, specify number of sessions:  ___________________________ 
q Occupational therapist, specify number of sessions:  ______________________ 

¨  For temporary discharge with follow-up visit on:  ______________________________ 
¨  For final discharge  
¨  Other Z Benefits for CWDs 

q Mobility q Visual q Hearing 
¨  Others, please specify ____________________________________________________ 

_____________________________________________________________________ 
 
 
 
 
 

 
Conforme by Patient/Parent/Guardian:           Certified by:  

¨ Attending Medical Specialist 
¨ Rehabilitation Therapy Specialist 

 
________________________________   _____________________________ 
 Printed name and signature               Printed name and signature 
 PhilHealth  

Accreditation No.     

 

       

 

 


