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Reiteration of the Requirements when
Filing Z Benefit Claims

In accordance with the Guiding Principles of the Z Benefits (PhilHealth
CircularNo.2021-0022, Section V.E), which provides the updated checklists
of requirements for reimbursement, contracted health care providers
shall attach a photocopy of the approved pre-authorization checklist and
request when filing claims for the first tranche.

Hence, PhilHealth updated the Tranche Requirements Checklist for the
Peritoneal Dialysis (PD) First Z Benefits to align with the current guidelines.
Z Benefits Coordinators are advised to regularly check the PhilHealth
website and coordinate with the PhilHealth Regional Office — Benefits
Administration Section (PRO-BAS), for any updates on the policies.

The updated form may be downloaded in the PhilHealth website: www.
philhealth.gov.ph/downloads/.

Further inquiries may be coursed through the PhilHealth Callback Channel
at Callback Channel: 0917 - 898 - 7442 (PHIC) or any of the PhilHealth
Regional and Local Health Insurance Offices.

(Sgd.) ATTY. DANTE A. GIERRAN, CPA
President and Chief Executive Officer
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HEALTHCARE PROVIDER (HCP)

ADDRESS OF HCP

1. Last Name, First Name, Suffix, Middle Name SEX
O Male [ Female

2. PhilHealth ID Number
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a._Accomplished Tranche Requirement Checklist (Annex E- PD FLrst)
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o Attending Nephrologist Please tick appropriate box
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Date signed (mm/dd/yyyy) O Chait, Dept. of Adult Nephrology OR
: O Chair, Dept. of Pediatric Nephrology OR
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S il Date signed (mm/dd/yyyy)

O Executive Director/Chief of Hospital/
Medical Director/Medical Center Chief

**for CO-PAY PATIENTS, the signature of the Attending Nephrologist is sufficient.
*4or SERVICE PATIENTS, the signature of PD Unit bead, otber nephrologists or executive divector, esc. would sufiice.
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