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Date ___________________________________________________________ 

Name of Hospital _______________________________________________ 

Name of Patient ________________________________________________ 

PhilHealth ID Number  _____________________________________________  

PRE-AUTHORIZATION CHECKLIST  
VENTRICULAR SEPTAL DEFECT (VSD) CLOSURE 

 
               (Place a or NA) 

QUALIFICATIONS Yes Attested by Attending  
Physician 

1.  Age at least 1 year old – 5  years + 364 days 
 

  

 

*Please attach  OFFICIAL 2D ECHO RESULTS  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

DIAGNOSTICS Yes Date done Attested by  
Pediatric 

Cardiologist 
Check  2D Echocardiogram*:   

a. Verify Ventricular Septal Defect             
perimembranous, subaortic or 
subpulmonic 

b. NO  combined shunts such as          
Atrial Septal  Defect or Patent Ductus   
Arteriosus Or atrioventricular septal 
defect 

c. NO  other associated CHD’s : such as   
Coarctation of  the aorta,  or Moderate 
to severe aortic insufficiency, or 
Moderate to severe Pulmonic Stenosis 

d. Pulmonary arterial pressure (PAP) 
normal, mild to  moderate  or at least 
2/3  the systolic blood   pressure 

 

 
At least 
within 6 
months 

from date of 
application 

 
__________
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PRE-AUTHORIZATION REQUEST 
VENTRICULAR SEPTAL DEFECT (VSD) CLOSURE 

 
DATE OF REQUEST___________________________ 
 
This is to request approval for provision of services under the Z benefit package for 
 
 ________________________________ in ___________________________________  
(COMPLETE NAME OF PATIENT)            (NAME OF HOSPITAL)   
under the terms and conditions as agreed for availment of the Z Benefit Package. 
 
Requested by:                                                           
 
_____________________________    
Printed Name & Signature    
Attending Pediatric Cardiologist/ OPD Consultant 
   
SOCIAL SERVICE ASSESSMENT     
 
The patient belongs to the following category:   

   NBB     FIXED CO-PAY (Indicate Amount) Php_____________________
   
 
Assessed by:     
 
___________________________ 
Printed Name & Signature 
 
CONFIRMED BY:   
 
__________________________________ 
Printed Name & Signature   
(Check Appropriate Box) 

  Chair, Department of Pediatric Cardiology 
  Chief, Division of Pediatric CV Surgery  

 
NOTED BY:   
 
 
_____________________________ 
Executive Director / Chief of Hospital 
 

(For Philhealth Use Only) 
   APPROVED 
  DISAPPROVED 

 
________________________________                            
      (Signature over Printed Name)     
Head, Benefits Administration Section 
 
 
DATE: ___________________________                               


