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PHILHEAL TH CIRCULAR 
No.tJ3, s.2011 

~--
TO ALL ACCREDITED HEALTH CARE PROVIDERS (INSTITUTIONS 

AND PROFESSIONALS), ALL EMPLOYERS, ALL PHILHEALTH 
OFFICES AND ALL OTHERS CONCERNED 

Subject Amendment to PhilHealth Circular No. 12, s-2010 (Enhanced 
PhilHealth Claim Forms) 

In line with P hilHealth Circular No. 25, s. 2010 also known as the Nine (9) Months Conu-ibution as a 
Requirement for Benefit .Availment, amendments are hereby issued for certain provisions of the Enhanced 
Claim Porm 1 and its implementing guidelines under PhiLH ealth Circular No. 12, s-201 0. 

r. CLAIM FORM I- PART II (EMPLOYER'S CERTIFICATION) 
Item number four (4) o f the E mployer's Certification (Annex A) shall be amended as follows: 

ThiJ iJ /o cettijj that all monthfy premium contributions for and in beba!f of the tm:mbe1~ 1vhile emplqyed in this t·ompal!J, 
incl!fding the applicable nine (9) monthly premiwn contributions within the past twelve (12) months 
pe1iod p riot· to the first dC!J of this confincmmt, have been ded11cted/ colleded a11d remitted to Phi/Health, aJld that the 
information .mpplied I?J' the member or bis/ her representative on Pa11 I are consistent Jvt"th our ai,aile~ble recorr!J. 

II. IMPLEMENTING GUIDELINES ON THE PROPER ACCOMPLISHMENT OF REVISED 
PHILHEAL TH CLAIM I 
The certification of employer portion (Annex B) shall be amended as follows: 

The employer or his/her authorized representative shall affi..'{ his / her signature certifying that all 
monthly premium contributions for and in behalf o f the member, while employed in their company, 
including the applicable nine (9) monthly premium contributions have been deducted/collected 
and remitted to PhilHealth during the past twelve (12) month p eriod prjor to the first day of 
confmement and the information supplied b y the member or rus / her representative are consistent with 
their available records. 

This Ci· 1lar shall take effect for all claims with admission dates startingJuly 1, 2011. 

A ll ot11 ·r pr visions o f previous issuances that are not inconsistent with any provisions o f tlus Circular 
remain fu force and effect. 
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P h il Health ANNEXA 
Hntr l"artrter in- .U(?l/lth 

IMPORTANT REMINDERS: 
PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE APPROPRIATE BOXES. 

r 'orm may be reproduced and is NOT FOR SALE 

CF1 
(Claim Form) 

revised January 2011 

For local confinement, this form together with CF2 and other supporting documents should be filed within 60 DAYS from date of discharge. 
For confinement abroad, this form together with other supporting documents should be filed within 180 DAYS from date of discharge. 
Only one (1) original copy of this Form is required per claim applicationlavailment. 
All information required In this form are necessary and claim forms with Incomplete information shall not be processed. 

FALSE / INCORRECT INFORMATION OR MISREPRESENTATION SHALL BE SUBJECT TO CRIMINAL. CIVIL OR ADMINISTRATIVE LIABILITIES. 

PART 1- MEMBER and PATIENT INFORMATION 
(Member/Representative to fill out all items with the assistance of the Health Care Provider) 

1. Phi/Health Identification No. (PIN): 

3. Name of Member 

Last Name First Name Middle Name (example: DelaCruz, Juan Jr. , Sipag) 

4. Mailing Address: 

(House Number & Name of Street) (Barangay) 

(City I Municipality) 

6. Contact Information (if available): 
(Province) (ZIP Code) 

E-mail Address: Mobile No.: 

2. Member Category: 

0Employed 
0 Government 

D Prlvate 

Olndlvidually 
Paying 

5. Date of Birth: 

I I ~I __._____. 
(Month) (Day) 

Osponsored 

OoFw 

Ouretime 

(Year) 

------------------- Landline No.: 

7. Name of Patient: 

Last Name First Name Middle Name 

9. CERTIFICATION OF MEMBER: 

(example: DelaCruz, Juan Jr., Sipag) 

8 . 0 Patient is the Member 

0 Patient is a Dependent 

0Child 0Parent 

Ospouse 

I hereby cert~fj' th at the h erein information are true and correct and m ay he used for any legal purpose. 

Signature Over Printed Name of Member 

UJ- UJ -1 I I I 
Date Signed (month-day-year) 

11.Reason for Signing on Behalf of the Member: 

0 Member is Abroad I Out-of-Town 

Signature Over Printed Name of Member's Representative 

LU - LU - IL.;-L--1 -'-:-'---' 
Date Signed (month-day-year) 

0 Member is Incapacitated Oother Reasons: 

10.Relationship of the Representative to the Member: 

Ochild 

ospouse 

0Parent 

O Guardian I Next of 
Kin 

PART II- EMPLOYER'S CERTIFICATION (for employed m embers only) 

1.Phi1Health Employer No. (PEN): 

3. Business Name and Official Address: 

(City I Municipality) 

4. CERTIFICATION OF EMPLOYER: 

'------"----''---'----'---'----'---'---'-~1 - U 2. Contact No.: --- --- ------

(Business Name of Employer) 

(Building Number and Street Name) 

(Province) (ZtPCode) 

This is to certifY that all m onthly premium contributions for and in beh alf of the m ember, IPflile em".Loy etl. in this company, 
including the applicable nin e (9) m outh(v prem ium cont:ihutions ~~·ithiu the past tweb•e ~12~ nwn~!Js perw~ prwr to the first• day of 
th is confin em ent, hal'e been deducted/collected and ren11tted to Plu/Healtlz, and that the mformatum suppbetl by the member or 
his/h er representatil'e on Part I are consistent with our Ol'ailable records. 

LU- LU-I I I I 

Signature Over Pnnted Name of Employer I M.tM.r.iz~.ReprE)s.e.~t~.t.'Y~ .. ....... .•. .... .9ff.i.c.J.'i!1 .(::;;!P.~.~i!Y. (.P,~.~i.9rJ!'IIi.<:J.rJ ................ .. , .... Q.~t~ .. q!gn.EJd .(m.gn!t}-~~Y.-Y~.~!L 
···· ·• ···· ···· ···· ··· ··· ···· ··· ---· ··· ···· ·• ·• ···· · (For PhiiHealth use only) ! 



ANNEX B 

Certification of Employer 
(for employed members only) 

Signature over printed name of employer/ authorized representative: 
The employer or his/ her authorized representative shall a ffL"< his/her signature certi fying that all 
monthly premium contributions for and in behalf o f the member, wlllle employed in their 
company, including the applicable nine (9) mond.lly premium contributions have been 

4 deducted/collected :md remitted to PhilHealth during d1e pas t twelve (12) month period 
prior to the first day o f confmement and the informatio n supplied b y the member o r his / her 
representative are consistent with their available records. 


