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Uep11hlic of the l 'hilippill<!.\' 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Cil ~<l :olo.: Cenu,• linildi n:,:. 7U<J Shaw Uoulc" ntl. l'asig lit~ 

I kalthline .l.t 1-7-l.l.l ~~·w p!!ilh;:alih.:;III.Jili 

PhiiHca lth C i rcular 
N o . Of>CJ ~.::!\1 1 1 

~ 
TO ALL ACC RED ITED HEALTH CA RE PROVIDERS, PHILH EALTH 

M E M13 E RS, PI II LHEALTH REG IONA L OFPICES AND ALL 
OTHERS CONCEI~NLW 

SUI3J ECT Ret(uirc m e nt o f Pre-cataract S u rg-ery A u th orization 

'J'IJ cn~t t rt• LJUa lit y ~nJ appropri:1 1e provision of sef\· iccs :1nd uliliz:J tion o f l'hill lt:alih bcnd i1s; as well :1s to 
safegua rd against possible abuses :l tld unc1hica l pracliccs , :dl cl nims/ reimburscnlen t~ in volving ca 1ar:1c t 
procedures ~h:dl rn Jttirc.: an appro\Td pre -cat:1r:1ct surgery audtnriz:uion rctJUes t from the Corpornllllll. 

/\. Gen eral rules fo r applicatio n of pre-catarac t s urgery ~wthorization request' 
I . 

., 

.1. 

-I. 

;l. 

( ,, 

l'l ulllcalth s hall only reimburse cln ims l'or ca la rac l surgc rit·s tb:J t h :wc been d uly pre-:~pprovcd/pre­
nudm rizcd (thru n pre-c:tl:tr:tc l sm gery aut lio riz:llion rc.:t1ues1 :tppw,Td b y Phil! !cah h), excep t in c:~ses 
t> f c hildhood 1 anJ St'CIIntb ry c:11 :1mc1s (e.g., tr:nlln:tt ic, gla ucom :1 tous). C laims fo t: c ll arac t su rgeries 
w iilmut npprm't'J prt·-cata rncl surge ry auiluniz:tt ion requt•s t ~ haU re~ul t to d en ial o f cla ims . 
. \11 ca ta ract s urgeries m\t~ l h~: pc rf'onned only in l' h ill leahh-accrediled hc:1hh c:1re fnci li t ie~ (hospitals 
:IIlli amhul:t lnry su rg ical clin ics) wht'n' 1he physician is affi liated, a~ declarctl in hi ~/her accred itation 
profile . 
. \11 ca ta r;JCI mi~~ion ac li,· itic~ ctlllm~cd by tht• P hilippine . \ cademy ofOphth:tlmo lngy (1' :\0) thn t \\·ill 
bt· pcrfonnnl in gon; rnmcn l facilit ie~ ~h all rcc1uirc the prior submiss ion of a p re- c~ l ar:t c l surgerr 
anlho riza tio n re t}Uest anti checkli st. 
!'hill k nlth -:lccrctlited phy~ic ian s pe rfo rming c:li:H:Jct s urge rie~ in fac ili1ie~ olher than tho~e thnl they 
:~rc affili:u cd with :1 ~ declared in lht·i r :tccrcd itation profile \\·ill be :~llo\\·cd, prm· idcd 1ha t the surgic:1l 
pmcctlure ~ arc don<.: in gm·c rnn1cn1 fac ili1ie~ during mission activitics cndnrsnl b)' the 1':\ 0 and w ith 

appro,·ed pre-c:t l:uact surgcr~· authnriz:u inn rctJUe~ts. 
l ·:"i~ting retJIIircmcnl~ ami rules o n el ig ib ility of b~:ncfi l s :1\'ailm e nl ~h:1 ll apply. . \n :1pprm·ed pre­
C:JiaracJ surgny au thorizatio n re<JIIl'S t shall nol n ut omaric:~lly g uarnnlel· the apprm·al o f the 

co rrc~pnnding ci:J im l'or rcim blll'sCil1l' tll. 
Direct fi ling of claim~ b~· m~:mbcr/depcmknl shall no t be a llowed by the C orpnnllinn. 

IJ. Procedu re for Securing Pre-catarac t S urgery A uthoriza tio n Req ues t 
I . . \11 l'hilllc:dih-accrcdll <.:d pl11·~ ic i : t t l s \\'l111 inleml 1<1 claim Cor cataracl su rge ry sh :t lltloli fy J>hilllcalt h 

o f the pbnm·d snrgt·r~· bcfP rl· st·r, ·ices are acluall~· pn"·ided , by ~ubmitting :1 pn:-cat:~ rac l ~urger)· 
:lll thorizalion relJlll'S I ami checklis t (.\nnc)(CS .\ & C:). The rt:t(llt'SI form mu~t be noted b~· the 
medical el i rec tor or c h il'l-" r hosp il al or ad minis t r:uor for am b uln tory s lll'gi c:tl clinic (. \SC) . 

., . \ sc:onnctl co(>\' o f the l'l't'-Gtlaracl surger)· authoriza tion rctJUCst and checkli s t nnts l be suhni tled , ·ja 
e-mail tn the p mpc r l'hill lc:l llh Regiona l OffiC'c·- lkndit ,\dm.ini s tra lion Sec tio n (PRO-B:\S). The 
corrcspnncling e-mail :tddrcsses of J>R0-1\.\S lo which the rcq uesls sh :11l he submilled arc listed in 

. \ nnex 11. 

1 
W IIO definition 17 y•·~rs ~ml1(o •t .t~ys (lt•ss rh~n Ill yc~rs old) 
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3. .-\ 11 necess:u:y infnrma tio n in the: p re-ca taract surgery authorizat ion reques t aml checklist mus t be 
sought. Thc PROs shall not process requcs ts with inco mplete in formation and will re tum the 
document ro r comph:tion. 

-1-. T he I' R0-13. \ S shall t· ,·alu:lte the rct]UCst and notify the co ncerned health care providers o f the 
decisio n thereon withi n fi,·e (5) working d ays from receip t o f the complt:te p re-cataract s urgery 
:llltho riza tio n request and checklisl. 

5. T he l"l'lJUes ting physician and institutional health care p rcl\·ider sllall be notified of the decisio n on 
pre-catamct s urge ry authoriza tion request by send ing a scanned copy o f the appro ved request by 
e-m ail. 

6. The prc-ca tnrnc t surgery nuthoriza tio tl is \';did fo r 30 J ays after the date of ap provnl by the PRO­
B. \ S. I ( the p rocedure is no t done wi thin that period, :111other p re-cnlnract surgery au thorizntio n 
I"ClJUest must be submitt l·d w b ject to Philf-lea lth nppro,·al. 

C. Requirem euts for submission o f claim s 
J> hil f lc:dth shall requi re a copy o f the approved request fo r p re-catn rac t s urgery auth01:izntion (. \ n ncx. \ 
p age~) as ad ditional documcn t:u y req uirement for processing o f all claims fo r cataract surgeries . 

D . Mon itoring a nd Evaluat io n 
The monito ring :111ll cnlua tion :lCU\'i ties sh:11l be desig-ned to ens ure compliance with standard~ o f {]U:llity 
and patient safety. The sam e shall also monito r compl iance \\'ith existing policies that safegua rd against 
nbu~c~ ;111d unc thic 1l pract i ce~ related to cata rnct clai111~ conducted through mcdic:1l missions and o ther 
une thical recruitmen t scheme~. 

i\ .loni tnrin~ acti,· iti <.: ~ shall iucludc, amo ng others, insp<.:c tions, int<.:rviewS: sur\'eys , docu111ent re\"icws, and 
nnall-sis o r e lec tronic d:t t:t. 

E . Re pealing c lau se 
.\ 11 o the r is~uanccs inconsisten t hnein arc hereby rc,·ised, modified, or re pealed accordi ng!)'. 

P. E ffectivity 
T his circula r shaU take effect fo i: aU admissions s tarting I r cbrua ry 2013. 

l'nr inro n n ation nml gllld:tncc of all concerned. 

p~ALTH \ 

MA. T~! QUIA9)} I A.O. 1, .1\ELM:;tt) 

Date:_ _j__ 
Co <::JV. 

CERTIFIED TR E · · .J ----··---Da tc signed : _ __,lc=Jf-'<-r+V=--=~o._ ___ _ 
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ANNEX A 

Ueprr/Jiic 1~(1/re 1'/rilippirre.l· 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystalc Ccntn: Rui ltling. 70l) Sha w Boulcvan.J. l'asig City 

l lcal thlinc .J .J I · 74-1<1 www.phillu:allh.nm·.ph 

Date:-------------

Patien t: _ ____________ _ _ _______ _ _ Birthday (mm/dd/yy): - --- - -----
(Surnaone). (First name) (M iddle name) 

Address of Patient:------------------ - - - Phone: - -------------

Name of PhliHealth Member: __________________ PhiiHealth ID no.: _________ _ 

Phil Health membership category (pis. check appropriate box) 
0 Employed 0 Non-paying (retirees/pensioners) 
0 Individual paying 0 OWP 
0 Sponsored 

If sponsored, tick appropriate clomfication/sponsor 
0 NHTS 0 LGU 0 Others (please speci fy ) _ _ _ _____ _ 

Pre-cataract Surgery Au thorization Ch eckl ist (Adult Cata ract) 
Part I Clinical Information 

1. Presence of lens opaci ty I' lease check appropr iat e box. 
0 Right eye 0 Left eye 

2. Complete Diagnosis 

3. Procedure 

4 . Pre-opera tive Best Corrected Right Eye Left Eye 
Visual Acuity (13CVA)• 

5. Uncorrected Visua l Acuity f11ght Eye Left Eye 

6. Refraction Right Eye Left Eye 

7 . Cardio-pulmonary clearance D Yes ONo J'f No, stale reason/s. 
done. 

·• OCVA 1s tile measure of bes r ncu11y wl1lle weanng corrective lenses 

Part II Non·Ciinicallnformat ion 

1. Da te of contemp lated operation (day/m onth/year) 

2. Name and address of hospl tai/ASC 

Accredita tion number: 
3. Name of Phil He~ lth accredited physician 

Accredi tation number: 
Contact no/s: 

4 . Contact number/s of patient or relative 

5. Morle of referral/contact (pis. check appropria te 0 Walk-In 
box) 0 Referred by another physician 

0 Referred by another health professional 
0 Referred by family/rela t ives 
0 Others, please specify: 

6. Name of physician who evaluated this pat ient 
7. Name of physician who will perform follow-up on 

t his patient 

B. Patient is to be operated in a mission activi ty 0 Yes 
0 No 

l l1ereby certify tllat tile above-mentioned information is t rue and correct. 

Pri nted nam e & signature 
of PhliHeal th-accredited physician 

who will perform the procedure 

Printed Name and Signature 
of Patient 

Date accomplished 

1 



PRE-CATARACT SURGERY AUTHORIZATION REQUEST 
(Adult Cataract) 

Date of request: _______ _ 

This is to request approval for my patient-- - ------------- _____ ,who 

(name of patient) (age) 

will undergo cataract operation at----------- ---------------
(name of hospitai/ASC) 

and shall claim reimbursement from PhiiHealth, under the terms and conditions as agreed for avai lment 

of the Cataract Benefit Package. 

Requested by: Noted by: 

Name & Signature of Physician Medical Center Chief/Medical Dir. I 
ASC Administrator or any authorized personnel 

' This Portion to be filled-out by PhiiHealth 

0 Approved* 
*Patient is e ligible at the time of approval of pre-cataract surgery authorization . 

0 Disapproved 

Reason: 

Name and Signature of BAS Head 

Date signed 

Tracking number 

. 

~AL~:-_ 
- !,1A. TEHr SA QUif\O~J 

A.O.I' . Ch HELMS I'P 
Date: --

CERTir-IED . .. RUE COPY-
'----·- -·-··-
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ANNEX B 

EMAIL ADDRESSES FOR PRE-CATARACT SURGERY AUTHORIZATION 

No . Region E-mail Address 

1 PRO I claim s.!;1r01@!;1h ilhealth.gov.!;1h 

2 PRO II dok neth@yahoo.com 

3 PRO IIIA claims.!;1ro3@!;1h ilhea lth.gov.!;1h 

4 PRO IIIB benefit. !;1ro3b@J,lhi lhealth.gov.!;1h 

5 PRO IVA claim s. !;1r04a@ 12h i lheal th.gov .1;1h 

6 PROIVB cia im s.Qro4b@ Qh ilhea lth.gov .Qh 

7 PROV hcmd .1;1 roS@ 1;1 h i lhea l th .gov. Qh 

8 PRO V I [!ro6.hcdmd@gmail.com 

9 PRO VI I claims.Qro7@Qhilhea lth.gov.Qh 

10 PRO VI II claims. 1;1ro8@Qhllhealth.gov.1;1h 

11 PRO IX rossa na1;1a raguya @yahoo.com 

12 PRO X m malon to@!;1hilhea lt h.gov. !;1h;bas.!;1r010@!;1hi lhealth.gov. !;1h 

13 PRO XI rubenmd2003@~ahoo.com 

14 PRO XII clalm s.1;1 ro12@ Qhll health.gov. 1;1h 

15 PRO CAR clai ms.1;1roca r@ 1;1hllhealth.gov. 1;1h 

16 PRO CARAGA hcd md.1;1rocaraga@ 1;1hi l health .gov. Qh 

17 PROARMM cl a im s.1;1roa rmm @ Q hi I health.gov .1;1h ;hcdmd. Qroa rmm@ 12 hi I heal th .gov. Qh 

18 PRO NCR-North cia ims.1;1romla@ Qhl lhea lth.gov. Qh 

19 PRO NCR-South claim s.QrOIQ@[!hilhealth.gov.[!h 

20 PRO NCR-Central cla ims.grogc@Qhilhealth.gov.Qh 

.,.--~ALH'"I 
m~·l!l!'~t 1 
~~·l;tlr-'~ -~ { "i. ~ -MA. TERE:>A A QUIA~~ 

A.O. f'f Cl ' . TILMS /'l) 

Date: --
CERTIFIED -,, C:U ~.: CO_~! -·-· .. ·-··-·-··-·· . 



Annex C. Flowchart for pre-cataract surgery authorization req uest 

HCI' suhmits tiH u email scilnned copy of 

completed checklist and rcoucst for pre-cat.1ract 

SUI6CIY ilUihOIIZation to I"'RO·GAS 

PnO·UI\S rc11lew5 documc11t for llle rollowinr,: 

COmpiNcness of lnfOrrllill iOil in checklist. p.l l lcnt 

eligibility, illltl l>l•ysici;m ilrfll latlon 

NO 

PRO-OilS adjudocator assigns bao code to the 

doCU111CI11 theu fon.viutls to mcd•co.'ll cvaluolto• 

(ME) 

MF evaluates clieckllst (or appeal) and 

tabuliltes the swgical CilSCS for the d<1y 

PN MD t1nd hosp•tal 

NO 

YES 

MF. folts-up the reply form, aff ix his/her lnltl ~ls 

and forwards to OAS chief for signature 

PRO·BIIS ad]todlcator encodes the d~ta, sco11s 

the document and sends i t back to HCP via email 

Dlsapprovr- r cque~ t fof pre­

CilliUflCI ~lllcery authouzatton 

;md inform conc<!rncd IICP 

PRO OilS doc too ri lls out tile reply 

foun (lnc.ludcs r rasons for 

diSilJijli Oval}, O'IHuc his/ her initials 

and forwards to BAS h~ad for 

slgnatur~ 

HCP files foo appeal for 

'cco11side1 iiiiO•l and prov•des 

jusilfocalion 

PRO·DI\5 scans the document 

OJnd se:nds il back to I ICP via 

emit if 

----~~ 
~;:A. TI'W:OSAA. QUI.t;OIT 

A.O. t'1~h •'' '[EU,1S Jl:f 
Datc: __ L._ ~-­

CER . TJF- . r-:' 1 r·o?Y ._ __ _ 


