Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig Cit
Healthline 44 1-7444 www philliealihLgov.ph

PHILHEALTH CIRCULAR

SUBJECT

, s-2013

ALL PHILHEALTH MEMBERS, ACCREDITED AND
CONTRACTED HEALTH CARE PROVIDERS, PHILHEALTH
REGIONAL OFFICES AND ALL OTHERS CONCERNED

Z BENEFIT PACKAGE RATES FOR CORONARY ARTERY
BYPASS GRAFT SURGERY, SURGERY FOR TETRALOGY OF
FALLOT, SURGERY FOR VENTRICULAR SEPTAL

DEFECT AND CERVICAL CANCER

I. RATIONALE

Pursuant to Philhealth Board Resolution No. 1629 s. 2012, and Philhealth Circular
No. 29, s. 2012, “Governing Policies on Philhealth Benefit Package for Case I'vpe

g

. the following are the services and rates for coronary artery bypass graft surgery

(CABG), surgery for Tetralogy of Fallot (IO, surgery [or ventricular septal defect
(VSD), and cervical cancer.

The illnesses and their risk classitication included are as follows:

1. Standard Risk Elective Surgery for: Coronary Artery Bypass Graft (CABG),
Total Correction of Tetralogy of IFallot (TOIF), and Surgery for Ventricular
Septal Defeet (VSD);

2. Cervieal Cancer Stage 1 to THI3;

These conditions were chosen based on current evidence that quality treatment
significantly increases  survival rates and  quality of life. Morcover, valid
information for these conditions is readily available.

II. RULES FOR IDENTIFIED CASE TYPE Z

A. Only newly diagnosed cases of cervieal cancer shall be covered under the
benefit package. 'or coronary artery bypass graft surgery, total correction ot
TOI and closure of VSD, only those cases that strictly fulfill the selections
criteria shall be covered:

B. Beginning January 1, 2003, all members availing of the Z Benefit shall be
u|u:|u[ a 3-year lock-in membership prior to availment of the benefit. The
lock-in membership does not apply 1o lifetime members and  sponsored
program members;

C. Pre-authorization from Philhealth based on the approved selections criteria

per specific Z condition shall be required prior to availment of services. \ll
requests  for pre-authorization shall be completely accomplished by the
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G.

M.

contracted hospital and submitted to the Ilead of the Regional Benefits
Administration Section for approval or disapproval;

The diagnosis during pre-authorization shall be the basis for reimbursement;

No balance billing (NBB) policy shall be applied for cligible sponsored
program members and their qualified dependents. Negotiated fixed co-pay
shall be applied for eligible non-sponsored members and their qualified
dependents. 1n no instance shall the fixed co-pay exceed the package rate:

The professional fees for surgery of CABG, TOI and VS shall be 20" of
the package rate; the professional fees for cervieal cancer is 15" of the
package rate;

Patients enrolled in the Z benefit will be deducted a maximum of five (3) days
from the 45 days annual benefit limit regardless of the actual length of stay of the
patient in the hospital. Such deductions shall be made on the current vear and no
deductions shall be made in the succeeding vear. In cases where the remaining
annual benefit limit is less than five (5) days, the member shall remain cligible
to avail of the Z Benefit, provided that premiums are updated;

Any complication/s arising during the hospital confinement for the particular 7.
condition shall be part of the package;

Hospital confinements duc to other causes as determined by the primary
condition shall be paid separately;

All rates are inclusive ol government taxes;
Rules on pooling of professional fees for government tacilities shall apply;

In cases when the patient expires anvtime during the course of treatment or
the padent is lost to ftollow up, the payment schedule for the specitic
treatment phase shall stll be released as long as the patient has reccived the
scheduled treatment. The remaining tranche shall not be paid.

All mandatory and other services ol the specific /2 conditions shall be given
according to the approved clinical pathways, treaument protocols, clinical
guidelines and other standards of care,

I11. CASE TYPE Z
A. Elective Surgery for Standard Risk Coronary Artery Bypass Graft
1. The package code is Z005 which includes the following 1CD-10 and RV'S
codes:

ICD 10 MANAGEMENT/PROCEDURES RVS CODES
33510-33516

120 33517-33523

125 Coronary Artery Bypass Graft Surgery 33533-335306

/572

2. T'he package rate shall be P550, 000 for the entire course of treatment.
Sclections criteria for CABG:

a. Signed Member Himpowerment (MI2) Form

b, Age 19-70 years
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c. Stable Coronary Artery Discase requiting ELECTIVICISOLNTED
Artery Bypass Graft Surgery (CABG) with indication
1.V

completed

Coronary
function,
and

ﬂllﬂl’(lﬂl\‘ St‘\'[‘l‘il)',

tests; non- -invasive

based on
and/or viability
discussed with patient
d. Current Medical Status
i. Not in severe decompensated heart failure (NYFC 1V)
ii. Notwith severe angina (CCS Class 111)
iitl. No ather cardiac/vascular procedures/interventions
planned to be done with CABG during the admission
e. Past ||l\l(>1\
1. No previous ¢
ctc.

coronary \'\'l'ﬂplﬁﬂ'l

testing

cardiac surgery such as CABG, valve surgery,

ii. No previous transcutancous cardiac intervention such as
coronary angioplasty or stenting
. ONLINL LUROSCORIL: 1T and/or STS sc
mortality risk (< 3"0)
+. The approved clinical pathway for CABG shall reflect the mandatory and
other services as indicated

oring predictive ol low

in the table below.

2

MANDATORY SERVICES OTHER SERVICES
Pre -0 laby tests: CBC, [1I:llt'|(‘l count, blood 1 \dditional [:lhlll':lrut"\ tests as necded, intra
tvping, Na, K, Mg, Calcium, FBRS, BUN| aperatively or postoperatively e.pe ankle-brachial
creatinine, chiest x-rav (PA/lateraly, 12 lead 1CG, index, carorid duplex scan; postaperative CBC,
room air ABG platelet count, AP PTPAINR, FBS, Na, K, Mg,
Preoperative antibione prophylaxis (ex. Calcium, BUN, crearmnime, TPAG, urinalvsis, chest
vancomyein and amikacin) x-ray (porrable/ AP /lateral), 12-lead LCG, ABG,
Medications, as indicated, such as bera blocker, 2DED, TEL, as indicated
statin , ACE mhibiror or ARB, ASA 2. Postoperarive antibiotics il indicated (IV and oral)
Blood support — screening and blood products, as | 3. T'rearments, as indicated, such as:
necded A, Incentive spirometey
Pre-operative evaluation/CP clearance b, VTL Prophvlasis with compression stockings/
Open Heart Surgery under general anesthesia intermitfent pneumatic compression,/
Tmmediate postoperative care at surgieal JCLU intravenous/subecurancous heparing AW,
Continuing postoperative care al regular room fondapariux
Cardiae Rehabilitation c.  Nebulizanon with medications such as beta
agonist + steroid or salbutamol/pulimonan
physiotherapy
d. Blood glucose monirtoring
¢, Wound (|1‘L'.\‘$illg5/\\‘n|.l1ld cire
4. Orther medications, as indicated, such as:
clopidogrel, digoxin, furosenide TV ororal,
amiodarone, vasopressors (dopamme, levophed,
epinephaine infusion drip), inotropic drugs
{dobutamine mmfusion deip) vasodilator (NTG or
Isoket or Nicardipine), insulin regunen, oral
hvpoglveemie dreugs, proton pump
\LT inhibitor/antacid, pain relievers/analgesics,
sedatives/anxiolvics, magnesium chloride, calemm
T OUIAOHT gluconate, potassium chloride, lacrulose/stool
REL M.u’% solteners
5. Pulmonary care, as mdicated, such as ventilator
- ._5'\:’" i suppoct; nebulization, with bera 2 agonist/
o combination with steroid
6. Other specialty services as needed, such as
pulmonology, nephrology, neurclogy, infectious
disease, ele.




5. The payment for this package shall be Five Hundred Fifty Thousand

pesos (P550,000) for the complete course of care which shall be given in

-~

two (2) (ranches as follows:

MODE OF PAYMENT AMOUNT FILING SCHEDULE
1 tranche 500,000 Within 60 days alter discharge from surgery
Within 60 davs after the fiest tollow-up, one week
post-discharge (to check the viral signs and
2l pranche P50,000 hemodynamic status, operative site wound care,
continuation of cardiac rehabilitation OPD phase of
program)

B. Surgery for Total Correction of Tetralogy of Fallot

I. The package code is Z006 which includes the following TCD-10 and RVS

codes:

1ICD 10

MANAGEMENT/PROCEDURES CODES

{213

Toral Correction ol 'l'l.'tl':llu‘;_l‘_\’ ol Pallof 33692, 353694, 33607

w1

=

The package rate shall be P320, 000 for the entire course of treatment.
Sclections criteria for surgery for TOI™
Signed Nember mpowerment (ML) Form

b. Age: | to 1O years + 364 days

e, 212

lchocardiogram :
<

Pulmonary artery size
* McGoon's index (Aorta/Pa ratio ) > 1.5
* 7. scorc Pulmonary Valve Annulus @ Acceptable if #
score /BSA : > 3 or better
* Z score peripheral PA’s : Acceptable if > 2 or better

ii.  Absence of major aortopulmonary collateral  arteries
(MAPCAS)
d. 1 cardiac eatheterization / hemodynamic study available: P\ size:

adequate by Z score standards/ BSA
c. No previous cardiac surgery (Blalock Taussig Shunt)

VG |

Frunctional Class I-T1

g. No co-morbid factors, such as any of the tf:

111.
iv.
Y
Vi,
vil.
viil.

Preoperative seizures

Brain abscess
Stroke events

Bleeding disorders
Infective endocarditis

Other congenital anomalies

' En%ﬁfﬁ B
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4. The approved clinical pathways for TOI shall reflect the mandatory and
other services as indicated in the rable below.,

MANDATORY SERVICES OTHER SERVICES
I, Pre-op labs: CBC platelet count, Na K Ca Mg, PT L. Postoperative antibiotics as mdicared
PIT, creatinine (intravenous and oral)
2. Pre-operative clearance/CP clearance 2. Orther meds, as indicated, such as oral 20
3. Open heart surgery for total corsection of TOF under gen cephalosporing and oral
peneral anesthesia ciprofloxacin, if necessary
4. Post-op labs: L, PIT 3. Pulmonary care, when needed, such as
Pulmo labs: ABG pre-op, ABG lactate elecrrolytes, ventilator support, nebulizations, ere.
capnograph 4. Oinher specialry services as needed, such
6. Radiology: chest x-ray as pediatric mlectious discase, ete.

Non-invasive labs, as indicated: TOTEL, post-op

Feho-CHDS, 5-lead 1ECG

8. Other Labs, as indicated: deug assay

9. Pre-op meds: antibiotie prophylasis (ex. vancomycin,
amikacin), methviprednisolone

10, Other meds as indicated: dopamine, dobutamine,
milrinone, furosemide IV, caleium pluconate, digoxin
(oral), furosemide oral, ilmprnl’vn, captopril

I 1. Blood support--sereening & blood products

2. Pedia Care Rehabilitation (4 sessions)

5. The payment for this package shall be Three Hundred and Twenty
. Thousand pesos (Php 320, 000) for the complete course of care which
shall be given in two (2) tranches as follows:

MODE OF PAYMENT AMOUNT FILING SCHEDULE

I tranche 1’270, 000 Within 60 days after discharge from surgery

Within 60 davs after completion of
2 rranche P50, 000 Rehabilitaton xercise Sessions (3r-4h

session in the first week post-op) B

C. Surgery for Closure of Ventricular Septal Defect

I. The package code is Z007 which includes the following ICIDD-10 and RVS
codes:

1CD 10 MANAGEMENT/PROCEDURES RVS CODES

Closure of Ventocular Septal Defeer with or without

33681
patch

2. 'The package rate shall be P250), 000 for the entire course of treatment.
3. Selections criteria for surgery for VSID:
a. Signed Nember impowcerment (M) Form
b, Age: 1105 years + 364 days
c. 2D-echocardiography
i Isolated VSD perimembranous, subaortic or subpulmonic
it.  No combined shunts such as atrial septal defect or patent
ductus arteriosus or atrioventricular septal defect
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ii.  No other associated CHDs @ such as coarctation ol the aorta,

or moderale to severe aortic

severe pulmonic stenosis

insutliciency, or moderate to

iv.  Pulmonary artery pressure: < 50 mmllg or at least 2/3 systolic

blood pressure

v. QP Q8s: = 1.5:1

d. No previous cardiac surgery (I'A Banding)

e. l'unctional Class [-11

f. No co-morbid factors, such as any of the ff:
1. Preoperative scizures
ii. Brain abscess
. Stroke events
iv. Bleeding disorders
A Infective endocarditis

g. No chromosomal abnormalities and  other

deleets

associated  congenital

4. The approved cinieal pathways for VS shall retlect the mandatory and

other services as indicated in the mble below.

MANDATORY SERVICES

OTHER SERVICES

ol

oo

1.

I

UL, ereatinine

Pastop labs: P17

capnograph

Postoperative antbiotics as indicared
(inrravenous and oral)
Oither meds, as wmdicared, such as oral 20

gen cephalosporns and ciprotloxacin, il

Pulmonary care, when needed, such as

ventlator support, nebulizations, cre

Pre-op Labs: CBC Phiteler count, Na K Ga Mg, T 1.
Pre-aperanve evaluanon/CP clearance Z
Surpery: VD patch closure under geneeal anesthesi
NECessary
Pulmo labs: ABG pre-ope ABG Lictate elecirolyvies, 4
4.

Radiology: chesr x-my
1639 i

Pre-op meds: antubione prophylasis (ex. vancomyen,

Non mvasive Labs;

amikacin), methylpreduisolone

Orther meds, as indicated: dopamme, doburamine,
mitlrinone, furosemude IV, caleim gluconate, digoxim
(oral), turosenude oral, ihuproten, captopril

Blood support--screcning and blood products

Pedin Care Rehabiliuanon (4 sessions)

Other specialty services as needed, such

as peditre mfectious dsease, ete.

5. The pavment tor this package shall be Two Hundred Fifty Thousand
pesos (Php 250, 000) for the complete course of care which shall be

given in two (2) tranches as follows:

MODE OF PAYMENT

AMOUNT

FILING SCHEDULE

15" tranche

P200, 000
.\'Lll."l.,"t.'l'\'

Within 60 days after discharge from

2 rranche

150, 000

Within 60 davs alter complenon of
Rehabilitaton xercise Sessions (3
A sesston i the st week postop)

R |



(" Cervieal Cancer Chemoradiation with Cobalt & Brachytherapy (Low
Dose) or Primary Surgery for Stage IA1, IA2-11A1

. The package code is Z008 which includes the following ICD-10 and RVS

codes:
1CD 10 MANAGEMENT/PROCLEDURES RVS CODILS
Histopathology
Cervieal b sy 57500
Come hinpsy 57520
LD 87529
Chemotherapy 96408
Radiotherapy
.53 Pelvie Cabalt 77401
—Fi';tcil)'!lnt:rall:)' (fow dose)  surface,  interstitial - on 77761
mracavitary
For Stage TAl only:
Poral Estratascial lvsierceromy with or withour bilateral
:.'-,|||3iu;_1ru»1||un'ul:hnn\'
58150
For stage TA2-11AL
Radlical lysterectomy with Lilateral pelvic
lvmphadencctonmy and parmaortic lvimph node sampling 58210

with or without bilateral salpingoophorectonn

12

‘The package rate shall be P120, 000 for the entire course of treatment.,

\%EEALTH 3. Selections criteria

2. Signed M Form
m A b. No previous chemotherapy
i c. No previous radiotherapy

d. No uncontrolled co-morbid conditions

e. T'reatment plan [rom gynecologic oncologist

+ The approved clinical pathways for Cervical Cancer Primary Surgery shall
refleet the mandarory and other services as indicated in the rable below.

MANDATORY SERVICES OTHER SERVICES
Lo Pre-op/pre-proceduce labs,as indicated: CRC phaeler 1. Cystoscopy or proctosigmoidoscopy, il
count, hlood tvping, RS, creatinine, SGOYE SGPT, serum indicated
eléctralyres, X, IPLAPET ASTZNLE, wrinilysis, KOG ehest | 2 Oyher medds as mdicareds rranssiiisic
N-raly x A ;
2 dmaging studies, as indicated: transvaging dlirsound., whole ISl SRRl Mg sl malgtor
uing LICHY 1 e Hee il \lhlI il . . e n . .
e T e—— 3. Postoperative antibiotics as indicared
3 ]‘1‘!."'i|1/|1r("|1|‘n| cdure elearance (“"“'" venous and t:l".l|)
Ao Preecop meds: annbione prophylasis, such as cefoxiting 4o Support Medications—when indicated
cefuroxime andd needed, such as anti-emeties {ex.
5. Surgery (for Stage A and Stage TAZ-TEA D under spinal rmosciron, granisetron,
epidural anesthesia mctoclopramide), G-CSI hematinics,
0. Chemotherapy (ex, cisplating carboplating cie.
7. Radiotherapy (pelvie cobalr)
8. Brachyvtherapy (Jow dose rate)
9. Post-op/post-procedure Tabs - CHC with plateler
10, Blood Support (ex. cross matching, screening, processing)
Ll

5. Ihe pavment Lor this package shall be One Hundred Twenty Thousand
! 2 3
pesos (Php 120, 000) for the complete course of care which shall be
given in two (2) tranches as follows:

MODE OF PAYMEN'T AMOUNT FILING SCHEDULE
Within 60 davs atter discharge from
1™ tranche 100, 000 surgery or from the last eyele ol
chemoradintion
M enehe P20, 000 “:inhh (nf.l lhl_\'?l. :.|I'|}-|' I!tc I'lrsl_l'ullrm-vup
L withour complications. (Pelvie exam done)




D. Cervical Cancer Chemoradiation  with  Linear Accelerator &
Brachytherapy (Iigh Dosc)

. “The package code is Z009 which includes the [ollowing 1CD-10 and RVS

codes:
ICD 10 MANAGEMENT/PROCEDURES RVS CODES
} Iistopathology i

Cervieal biopsy zu':'iwll[l
Cone hiopsy 57520
AR 57522

(53 Chemotherapy 96108
Radiotherapy
Lanear Necelermor 7701
Brachytherapy (high dose) surface, interstital or intracavitry 77761

2. The package rate shall be P1L75, 000 for the entire course ol treatment.
3. Selections criteria

TH a. Stened M Form
['d'—_‘ NEALI b. No previous chemaotherapy
GOAOIT c. No previous radiotherapy
S ELMS P,?

[

. No uncontrolled co-morbid conditions

e Treatment plan from gynecologic oncologist
4. The approved clinical pathways for Cervical Cancer Chemoradiation shall
reflect the mandatory and other services as indicated in the table below.

FRS, creatinine, SCOTSGPT serum electrolytes, My, PU/PTT,

Findicated
AST/ANLT L arialyvsis, 1OG chest xoray

13

Orher meds as indicated:

2 P stodhes: teansvaganal ultrasoond, wwhole  abdominal €1 scan : ;

o L ! tranexamic acicd, ealciim gluconate,
3 Pre procedure clearncee L

o , amalpesics
4 Pre-procedure meds, as necded: annbione prophylaxis such as I

: ' 3 Post-procedure antibiotics as
celoxiting, celuroxime I Gl L

; . ; indicated (intravenous g
5. Chematherapy (es. cispluin, caaboplating indicated (intravenous and oral)
6. Radiotherapy (linear accelerton) Ao Support Medications—when

Brachytherapy (high dose e indicated and needed, such as anti

8 Post-procedure labs s CRC with plareler

G0 Blood Support (exe cross natching, screening, processing) metoclopramide). G-CS1Y

hematinics, ele.

~ MANDATORY SERVICES OTHER SERVICES
1. Pre-pi celure Tabs, as mdicared: €, |l|:|(('|rl count, blood I}lwirlg_ I, Cystozcopy or proctosigmoidosc opy,

emetics (ex. ramosctron, pranisctron,

5. The pavment for this package shall be One Hundred Seventy Five
Thousand pesos (Php 175, 000) [or the complete course ol care which
shall be given in two (2) tranches as follows:

~ MODE OF PAYMENT AMOUNT FILING SCHEDULE
e Within 60 davs from the last evele of
1= tranche 1"125, OO0

chemoradiation

Sl Within 60 days afrer first follow-up without

tranche 1'50, OO0 L =%, i
complications. (Pelvie exam donge)

IV. OUTPATIENT LABORATORY AND DIAGNOSTICS
All pre-op/ pre-procedure laboratory and diagnostic examinations necessary for surgical
clearance or mandatory procedures with official receipts and which are done on an
outpatient basis shall be reimbursed by the hospital to the patient once Phill Tealth has
paid the first tranche payments to the hospital.




V. CLAIMS FILING

Al elaims shall be filed by the contracted hospitals in behall of the patient according 1o
the fmplementing Guidelines on the Z Benefit Package ('l Tealth Cleeular 48, <

201 2).
V1. EFFECTIVITY

This Circular shall take eftfect tor all approved pre-authorizations starting Febroary 13,
2013, This shall be published in any newspaper of general circulation and deposited
thereatter with the Office of the National Admintstrative Register, University of the

Philippines Law Center.

VII. ANNEXES

. Pre-authorization cheeklist and request

a, CABG
h, 1Ol
c. \'SD

. Cervical Cancer
2. Checklist for NMandatory and Other Services

a. CABG
. T
c. V8D

. Cervieal Cancer

Please be puided accordingly.

ENRIQUE T. ONA, MD § Rl MA
Scerctary ol Tealth

O1C -~ President and €120
Date sipned: _ <2 -6 -43




Republic of the Phifippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard. Pasig City
Healthline -7 s philhealth.goy ph

a €

PRE-AUTHORIZATION REQUEST
STANDARD RISK ELECTIVE CORONARY ARTERY BYPASS GRAFT SURGERY

DATTE OF REQUIEST

This is 1o request approval for provision of services under the 7 benelin package for

in
(CONPLETE NANE OF PNTTENT (NANITE O TTOSPT AT

under the terms and conditions as agreed lor availment of the 7 Beneli Package.
The patient belongs to the tollowing category (tick appropriate box):
O NBB

O FIXED CO-PAY Indicate amount (Php)

Requested by Noted by:

Printed Name & Signature

Printed Name & Signature
lixecutive Divector/Chicel of Tospiral

Aending Cardiologisi

Printed Name & Signature
Attending Cardiovascular Surgeon

(I'or Philhealth Use Only)

O APPROVED
O DISAPPROVED

F

(Signaiure over Printed Name) A
IHead, Benefits Administratuon Scetion ok

Date:

|
DAVNEE
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Healthline 44 1-7-1-14

Date

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig Criy
waww philhealth eov ph

Name of ITospital

Name of Patient

Phill Tealth 11 Number

PRE-AUTHORIZATION CHECKLIST
STANDARD RISK ELECTIVE CORONARY ARTERY BYPASS GRAFT SURGERY

QUALIFICATIONS

[ Age 19— 70 yoars

Stable (:7(;1'70171:1;'7\'7:7\.71:1(‘1‘;'7ljiscnsu l‘CL|Lli]'il-lg
FLECTIVE ISOLNTED Coronary \rtery Bypass
Ciraft Surgery (CABG) with indication based on

19

coronary anatomy, symptom severity, 1.\ function,
and/or viability tests: non-invasive testing
completed and discussed with patient

(Place a Yor N.A)

Yes

\Ii(',\'lik'tl l))
Attending NI

Contorme
by Patient

3. Check current medical status:

A NOT in severe decompensated heart failure
(NY'TCC V)
b, NOT with severe angina (CCS Class 1)

c. NO other cardiac/vascular
procedures/interventions planned 1o be done
with CABG during this admission

4. Check Past History:
A NO previous cardiac surgery such as CABG,
valve surgery, etc.
b, NO previous transcutancous cardiac
intervention such as coronary angioplasty or
stenting

5. ONLINI EUROSCORIE 1 and/or STS scoring
predictive ol low mortality visk (< 3% )

DINGNOSTICS

ate done

\AIEHI (jd |J_\'
Attending NI

Conforme
by Paticnt

Check -

BOTTT at

I. Coronary Angiography: coronary
anatomy amenable for CABG and
consistent with Class 1 and [la
indications for CABG and discussed

least within

| vear from
date of

application

with patient
2. Cuarrent status of myvocardial viability | ||
conststent with bhenelit from CABG

and discussed with patient

temnhilhoalih s Uisadyiusls ou

v /i Lanltls
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k Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

=€

Citystate Centre Building, 709 Shaw Boulevard, Pasig Cily

u

Eﬁ Healthline 441-7444 www .philhealth.gov.ph
Date Date Admitted :
Name of [Tospital Date Discharged:

Name of Patient

Phill Tealth 112 Number

STANDARD RISK ELECTIVE
CORONARY ARTERY BYPASS GRAFT SURGERY (CABG)
CHECKLIST OF MANDATORY and OTHER SERVICES

MANDATORY SERVICES Confirmed done /

Date signed

[.  Preoperative I mn.mm lests

such as
e (13
o  DPlatcler count

e Blood typing

e Na

LN

s Nlg

e (Calcium

e |'I3S

s DBUN

e (Creatinine

e Chest NRav (PA/laceral)
o [2-11LAD INCG

e R "‘fl‘ air ABG Name & Signature of
e  [rotime-INR Cardiologist

e DPlasma thromboplastin time

I, Nedications

e DBeaBlocker
e Stalin
e  ACI inhibitor or ARI3

S, & =
iy . D Name & Signature ol
e Preoperative Antibiotic

Cardiologist
Prophylaxis

ITI.  Blood bank screening and blood
products as indicated

Authorized Blood Bank
Statt
CABG MANDATORY & OTHER SERVICES AND TRANCHE PAYMENT

Sl
|

el
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
Healthline 441-7444  www.philhealth.gov.ph

I\, Open Heart Surgery under
General Anesthesia

Cardiovascular Surgeon

Anesthesiologist

V. Immediate Postoperative Care
at Surgical 1CU

Cardiologist
N Continuing Postoperative Care
at Regular room

Cardiologisi

\'11. Cardiac Rehabilitation

Authorized Cardine Rehab
Stialt

OTHER SERVICES "~ Confirmed done by
Cardiologist /Date signed

| Adddinonal Lihorory tests as necded
e CBO Plateler coun, NPT,
PIPAN INR,FBS, Na, K, Ma,
Calcivm, BUN, Creatinine, TG,
ABG, Urinalvsis

1+

Adddlitional Chest s-ra
(poctable/ AP Dareral), 12 dead 1HCG,
2D, TR, as indicared

3 Ankle brachul mdex, carond duples
sean s mdieated

A4 Postoperative antibiotes 0 odicated

(I and aral)

B | u.llmlnh as i |T|.||

a lncentve spiroimenny

b NTTE Prophyhisis wah
compression stackings/
Hrerment pueimatie
('lln]l‘l‘l'\‘!"”l-
mirravenous; .‘H]I’{'llld”{'ll“ﬁ
heparing LMWL Tondaparinus

. Nebulizanon wih medications
such as heta agomst +osterond or
salbutimol/pulmonary
phyvsiatherapy

do Blood glucose monitoring

CABG MANDATORY & OTHER SERVICES AND TRANCHE PAYMENT

ﬁ EALTT-i h 2|
MA. Tr.\:“:‘. Al QUIAQIT
.' wgl.m%/
Date: H?

CERTIF I_” Tf UE COPY

L




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
Healthline 441-7444  www.philhealth.gov.ph

(‘

v Wound dressings /swound care

0. Orher medications, as indicared,
sueh as: clopidogrel, digosing
Brosemide TN o ol annodarone,
visopressors (dopamine, levophed,
cpmephrene mtusion dep), motrapic
drogs (dobutamime mlosion
drrphavisodibiion (NTG ar [soker or
Ncardipne), meuhn regnnen, oaal
byvposheenne dings, proton pamp
mihibiror Santacnd, pain
rehevers Zanalgesies,
seditives ansiolnes, NS
chloride, calennm gluconae,
potassinn londe, Tacnilose stonl

solleners

Pulmonary care, as mdicared, such as

ventthoor supports nebuliznon, with

betn 2 agomst combimanon with
sterond
R Onher speeniliy services as needed,

such as pulmonology nepheology,

nenrologv mtecnons discise, ele,

CONFORNMIE BY PATTENT:

Printed Name and Signature

CABG MANDATORY & OTHER SERVICES AND TRANCHE PAYMEN'T



Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

3 Citystate Centre Building, 709 Shaw Boulevard, Pasig City
rﬁ Healthline 441-7444  www.philhealth.gov.ph

STANDARD RISK ELECTIVE
CORONARY ARTERY BYPASS GRAFT SURGERY (CABG)

Name: Age Sex Phill lealth No.
Address: Date of Birth:

ate of Admission:
Date of Discharge:

TRANCHT T REQUIRENENTS CHIXCKLIST

I. First Tranche Payment | Please Cheek
[. Copy of Completely Accomplished MI: FORM

2. Completed Philhealth FORNS 1T AND 2

3. Completed 7 Satistaction Questionnaire

4. Copy of Approved Pre —\uthorization Checklist & Request

5. Completed Pre-claims Assessment of Services Cheeklist

6. Accomplished Surgical Operative Report
7. Accomplished Anaesthesia Report

8. Discharge Sumumary Signed by A tending Physician

DAL COMPLITTED :
AT FILED

Attested by:

Printed Name & Signature Printed Name & Signature
Attending Physician l'xecutive Director/Nedical Center Chiel

CONFORNMNIZ BY PATTENT

Printed Name and Signature

MEHEALTH |

MA. TERESA /‘ QUIADIT

| g

A0 Y, Biiel- RELMS
i Date: _____{ jb__~}5/
! IFIED ThUE T

CABG MANDATORY & OTHER SERVICES AND TRANCHE PAYMENT

4|




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
E Healthline 441-7444  www.philhealth.gov.ph

r

STANDARD RISK ELECTIVE
CORONARY ARTERY BYPASS GRAFT SURGERY (CABG)

Naine: e — Age: Sex Phill Tealth No.

Date of Birth:

Nddeesse

Date of Ndmission: — _
Date of Discharge:

TRANCHE 2 REQUIRENENTS CHIECKLIST

. Completed Cardine Rehab Form
2 Completed Certificate of OPD Follow-up consuliation

DATE CONPLIETED :
DATE FILED :

Atrested by:

II. Sccond Tranche Payment Please check

Printed Name & Signature Printed Name & Signature
Attending Physician Ixecutive Director/NMedical Cenrer Chief

CONFORNIE BY PATTENT

Printed Name and Signature

CABG MANDATORY & OTHER SERVICES AND TRANCHE PAYMENT

5




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citvstate Centre Building. 700 Shi Boulevard. Pasig Cily
Healthline J1-7444 waw plulhealth goy ph

w &

PRE-AUTHORIZATION REQUEST
TETRALOGY OF FALLOT SURGERY

DNTT OF REQULST

This is (o request approval for provision of services under the 7 henetit package for

in

(COMPLETE NANME OF PATIHEINT) (NANI O TTOSPTLAL)
under the terms and conditions as apreed for availment of the 70 Benelit Package.

Requesied by:

Printed Name & Signature
Attending Pediatrie Cardiologist/ QP Consuliant

SOCLXLSERNTCLL ASSLESSAINT

The patient belongs to the following category:

0O NBB O FINED CO-PAY (Indicate Amount) Php

Assessed by

CONFIRMIED BY

Printed Name & Signature

(Cheek Appropriate Box)

O Chair, Department of Pediatric Cardiology
O Chict, Division of Pediatric CV Surgery

NOTTID BY:

lxecutive Director / Chiel of T Tospital

(I'or Philhealth Use Only)
O APPROVIED
O DISAPPROVIED

(Signature over Printed Name)
I Tead, Benefits Administration Scction

13NV

tomndulhoalth s Brosdvinals s 0T il ETY R B | N Y RV N
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Date

Republic of the Philippines
5 PHILIPPINE HEALTH INSURANCE CORPORATION

Citystale Centre Butlding, 709 Shaw Boulevard. Pasig City
Healthiine S =744

www philhealth.gov ph

Name of IHospital

Name of Patient

Phill Tealth T Number

PRE-AUTHORIZATION CHECKLIST
TETRALOGY OF FALLOT SURGERY

YWALIFICNTTONS

(Place a v'or N.\)

Yes

Attested by Nttending,

Pediatric ardiologisi

. Apeat least | vear old = 10 vears -+ 364
iy
2. Check Past [History:

i, No previous cardiac surgery or
interventon such as BI'S (Blalock
Taussig Shunt)

b, No PN Stenting or

heart Surgery 'or Toral Correction

¢ No residual VS from previous Open

O

bt}

Check Physical ixamination:
No hepatomegaly or
No cdema lower extremities

1. No Congenital Chromosomal
Abnormalities or other congeniral defeets

DINGNOSTICS

Check 21 Lichoeardiogram': 7

a. Nerify Venteular Sepral Detect and
Pulmonic Stenosis, moderate to severe

h. No other associated CHID s © absent
pulmonic valve: Mrioventricular
Septal Deteet (AVSID)

¢ Adequate pulmonary artery sizes or
Acceptable Pulmonary valve Annulus

. No collaterals or NLAPC NS

Yes

At least

Date done Nttested by
Attending Pediatric

Cardiolagis
v S (o] et ..

within 1 vear
from date of
application

"Artach OFFICIAL 21D FCHTO RESULTS

tosnminhillvienlil FRETIRORN LI [

sreninn (DG Lisalt el e

?’3[3

Tl oviar asly



Republic of the Philippines

- PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig Cily

E.:E‘i Healthline 441-7444  www.philhealth.gov.ph

TETRALOGY OF FALLOT - ELECTIVE TOF REPAIR
N o g sex  Phallteahth No.o
Address: Date of Birth:_ -

Date of Ndmission:

Date ol Discharge:

TRANCHE T REQUIRENENTS CHECKLIST

L. First Tranche Payment Please Check

oy of 'nn!]!lcu'ﬂ NI T RN - |

I =

opy of Approved Pre — Authorizaton Checkhse & Request

(
(
( ()nﬁimllm\ ]lLHlSLI ive 1. aboratory 14 XA __1)(_(_]](:
(

e

nmpl( le Surgical Operative Report

5. Complere \lllLHl'l(‘-lI Report

0. lnn,unpu wive T I\LPUII/ ransthoracic ¢ within )dn\ EH)\I op (Attach Resulr
7. N \Nl)\l_()lx\ CITR: |\| AST O SERVICTES SIGNID

8. CLINTCAL ABSTRACT Signed by \(Itl]L'lIIL' Physician

9, nm|1l(|;d ¥ "‘-]IIh}I(lI:Jll ()uumnm e ‘wmnul
10, V'SD DATN BASE ENCODED

1.« r:mpl(tul and NI[;|1((| Philhealth C1:2

L)X PECCEOIRTIREE | ey

DA FILED :

CONPFORNI

) Relation (o Patient:

Patient/ Guardian
Printed Name and Signaare

Documents Reviewed byt

Printed Name & Signature
PHTLITENLTTT Z NIANANGIEER

Vuested by

Printed Name & Signatare Printed Name & Signature
Attending Physician lixcecutive Dircector/Nedical Center Chief




k Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

‘i Cilystale Cenlre Building, 709 Shaw Boulevard, Pasig City
ri' Healthline 441-7444  www.philhealth.gov.ph
TETRALOGY OF FALLOT - ELECTIVE TOF REPAIR
Name: Age: Sex Phill Tealth No. _
Address: Date of Birth:

Date of Admission:

Date of Discharge:

TRANCTE 2 REQLUIRENENTS G IFCKLIST

II. Second Tranche Payment

. Completed PHC- Pediarrie Cardiae Rehab Form with 4 sessions
lixcreise program

Pleasce check

J\lii_ic:ll ccrlil"lcnl'gl'( URD) L'i)ll.\'ll]l:ll"iljni

2
3. Postoperative 2Dcecho result attached

DT CONPLETED :
DATE FILED :

CONIFORNIT:

Relation to Patient:

Patient/ Guardian
Printed Name and Signature

Documents Reviewed by:

Printed Name & Signature
PHITLITENTLLTE 2 NMANAGLER

Mtested by s

Printed Name and Signature Printed Name and Signature
\ttending Physician I“xccutive Director/Medical Center Chiet




\' Republic of the Philippines
-:.' PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City

Bﬂ Healthline 441-7444  www.philhealth.pov.ph

| === 2l

Date [Date Admirted : o )
Name of THospital Date Discharged: B

Name of Patient

Phill fealth 11D Number

TETRALOGY OF FALLOT - ELECTIVLE TOIF REPAIR
CHECKLIST OF MANDATORY and OTHER SERVICES

TRANCHI 1

(Place a v and indicate status or date done or given)

SERVICES FIRST TRANCIE Check and Indicate Attested by:
Date Done/ Given (Name & Signature of Atending
Physician)
| |'ll‘!li\IiIfI\l"T.‘llllll.lil\l\ o - ~ )
i CBC with plucler with Bloodd \ -
Wping, 13
b, Chest N oray (
Nl KRG Ea T
(D]
do Coreeanmime ¥
¢ Protime - I
E Parnal Threombop listm Tine I -
2. Preoperative m:ph_\l:tx;s, R S B -
4 Nunconwom
I Anukacin o
3 Procedire done (133) o ) o - Pedia TON Suvecon
RS conde ‘
Repate of Tetralogy of aillor CA Nnesthesinlogs
ASD el Clos are Late ol Proced ure I
Woath RN OYT Paneh € with Pecdin Cardiolossa
ntundibuleeromy - -

TETRALOGY OF FALLOT TRANCHE 1

1]




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City

Healthline 441-7444  www.philhealth.gov.ph

3. Anacsthesia ( Check or N it Check il applicable and
not apphicable) place Stitns/ date or indieat e
N CN Anesthesiologist
A1 Sevollorane b O =
b Fentanyl B o
¢ Midazolam ¢
. Atropine 1;_:___ ______
. Ketamine y
. Fsmeron AP i
e Dexamethasone I
he Calenm gluconate G -
1o Sodiom rearboane I
i Portassiom Chlonde |
k. Magnesiom Sultne .
I 1 leparm G,
m.  Protmme sulphate |
1. Dopamime S e
o Dabutiumine A e
. Nitroplveerine D
(- Ailrmone £
I\
Q.
3 Intraoperative Transesophageal o .
Iieho o Transthoecie echo
within 48 hours postap (Nach
Resulr)
I (1-_ ISI;nnl 'I‘rmurm i Hll])p:nl {1l . T o
applicable)
[ I'NB O PRBC
3
7 Ventilatory support a least 6 N i T o -
lioirs -
8. Postoperative |:;Li)(:|;1tn=|\'; O T o
R Ist 6 Tours postop
a0 CBCwith plareler N
h. Chest Nray (portable) I - :
R i g
iy CLUY B
¢ Na, K, Ca
LABG's —
8.2, Postop 5th-Tth day (Pre- K
discharge)
A CBC Moo e e
b, Chest Nray (PAL) B

TETRALOGY OF FALLOT TRANCHE I

2 |




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Cilyslate Centre Building, 709 Shaw Boulevard, Pasig City
Healthline 411-7444  www.philhealth.gov.ph

v

o |

Postoperative Medications Check if applicable and
place Status/date or NA
a. Dopamine A
b. Dobutamine
. Nitroglycerine drip
-Milrinone
. Calcium Gluconate
Tramadol I
. Midazolam (sedation) |1
.Ranitidine
Oral Digoxin
Oral Furosemide
. Oral Captopril
Oral Paracetamol or
Ibuprofen
m. Oral Antibiotics

|
i
Lol

—m ~mon
MmO ]

i
|
il

el B
o -

\I
i

2= e

|
|

CONFORNII:

Relation to Patient :

Parent/]egal Guardian of Patient
Printed Name and Signature

Documents Reviewed by

Printed Name & Signature
PLHLTTEALTTT Z NLANAGER

Attested by

Name and Signature of A\ trending Physician Name and Signatuce of Fxecutive Dircetor/
NMedieal Center Chief

TETRALOGY OF FALLOT TRANCHE I

PIYIWEALTH 3 |

& Iji-ﬂf},y




L Republic of the Philippines
. PHILIPPINE HEALTH INSURANCE CORPORATION

Citastate Centre Building, 709 Shaw Boulevard. asig City
aﬂ' Healthline A0-7404 swaww plulhealth.gon ph
PRE-AUTHORIZATION REQUEST
VENTRICULAR SEPTAL DEFECT (VSD) CLOSURE

DATE OF REQUIEST

This is to request approval for provision of services under the 7 benefit package for

) B n — o
(COMPLITTT NANIE OF PATTENT) (NN O TTOSPTTNDY)

under the terms and conditions as agreed tor availment ol the 7 Benelit Package,

Requested by:

Printed Name & Signature
Vitending Pediire Cardiologist, OPLY Consultan

SOCLAL SERVICIE ASSESSNENT

The patient belongs to the following categon:

O NBB O FINED CO-PAY (Indicate Amount) Php

Assessed by

Printed Name & Signature

CONFIRMIZD BY:

Printed Name & Signature

(Cheek Appropriate Box)

O Chair, Department of Pediatrie Cardiology
O Chicel, Division of Pediateic CN Surgery

NOYTTD BY:

l'xecutive Director / Chiel of | lospital

(I'or Philhealth Use Only)
O APPROVIID
O DISAPPRON D

: T o T ——
P~ |[ 5 » [ ‘ﬂ-.;f.}” l
(Signaturce over Printed Name) | ¢ e

< MA.TE

| Tead, Benetits Ndmimnistration Scction

19 0 4 O B

tesnnhillealily R LR Tt T rr e b MH TR B T Y LETTLTSrITe] P | EPPYIY T PPN



. Republic of the Philippines
R PHILIPPINE HEALTH INSURANCE CORPORATION

' Citvstate Centre Building, 709 Shaw Boulesard. Pasig Cin
Healthtime FH-7000 s plulhealth.goy ph

1Date

Namwe ol Hospital
Name ol Patient S
Phill Tealth 11 Numiber .

PRE-AUTTIORIZATION CHECKLIST
VENTRICULAR SEPTAL DEFECT (VSD) CLOSURE

- S - (‘|_’|:lt‘tj_:l ‘__/1_11'_N.\] -
[ QUALIFICNTIONS Yos Avtested by A tending
I Physician

Lo Npe at least | yenr old =3 vears + 304 davs

DIAGNOSTICS Yes | Date done Adtested by
Pediatric
Cardiologist

Cheek 2D ichocardiogram ' At Jeast
Ao Nerily Ventricular Sepral Defeet n within 6
perimembranous, subaortic or maonths
subpulmonic from date ol
b, NO combined shunis such as 0 application

Arrial Sepral Defeet or Patent Ductus
Arteriosus O atrioventricular sepual
deleet ]
. NO other associated CHTY s @ such as
Coarctation ol the aorta, or Moderate
to severe aortic insulliciency, or
NModerate 1o severe Pulimonic Stenosis .
. Pulmonary arterial pressure (PAD)
normal, mild (o maoderate or at least

2/3 the systolic blood  pressure

Please atach OFFTCIAL 2D 1CHO RESUTTS

EALTH

L QUIADIT

fomnbillusalth san e Dioslvond v /DT Baadils podiy e bl il il



Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
Vo Healthline 441-7444  www.philhealth.gov.ph

:__,'r

VENTRICULAR SEPTAL DEFECT — ELICTIVID VSD CLOSURLS

Name: Npe: 0 Sex ~ Phill Tealth No.

Nddress: Date of Birth:__

[ate of Admission:

Date of Discharper

TRANCIHE T REQUIRENIENTS CHIECKILIST

[. First Tranche Payment

. Com ol ¢ :t!lnlth‘lul NI TFORNI

2. Copy ol Approved Pre - Nuthorization Cheeklist & Request
3. Conlirmatory Preoperative Laboratory Txams 2Decho o
. (‘nml\ltlv Hurwtr'-lf Operative Report . -
s

Compl cte A IL‘\Il]L st Report

6. Inir aoper ative T'1414 Re port/ Transthor: acic within 3ds l\\pthl o ( \Hnlw Result)
\l\\l])\l()l\\ ( ||| SN |\| O Sl R\ [C1 ‘\\l( NI
8. CLINICAL ABSTRACT ngnul \ltuulmg I‘h\xlum

9. Completed 7 Saiisf action (¢ )LIL“IIH]III lre Signed
I, VS DATA BASE JENK ODID

L. (_nmll]u;d and r-lé,nu! Philhealth €12
AT CONMPLITTED -
l) A B D K B R

CONIFORNII:

N Relation o Patient:
Patient/ Guardian
Printed Name and Signature

Documents Reviewed by

Printed Name & Signature
PEITENLTTT Z NMANANGTER

Mesise Check

Aested by:

Printed Name & Signature Printed Name & Signature
Atending Physician Lixccutive Director/NMedical Center €Chiel




VENTRICULAR SEPTAL DIEEFLCTT -

Name:

Republic of the Philippines
. PHILIPPINE HEALTH INSURANCE CORPORATION

] Citystate Centre Building, 709 Shaw Boulevard, Pasig City
¥ f;v Healthline 441 7444  www.philhealth.gov.ph

LISCIINE NSD CLOSURIE

Ape Sex _ Phill Tealth No.

Nddress:

Date of Birth:

Date ol Ndmission:

Date ol Discharge:

I1. Sccond Tranche Payment

lixerclse progrim

-5

DATE COMPLETED :
DAL FILED :

CONPFORNMI

Patient/ Guardian
Printed Name and Signature

Documents Reviewed by:

I Completed PHC- Pediarreie Cardine Relaby Form with 4 sessions

Medical certificate ol ¢ D consultation

3. Postoperative 2Decho result attached

Please check

Relation 1o Padent:

Printed Name & Signature

PHITITEANLTTT Z NANAGER

Nested |1_\' ]

Printed Name and Signature
Attending Physician

Printed Name and Signature
lixceutive Director/Nledical Center Chief

e




€

Date

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Heallhline 441-7444

Date Admitied :

Name of [Hospital __

Name of Patient

Date Discharged:

Citystate Centre Building, 709 Shaw Boulevard, Pasig Cily
www.philhealth.gov.ph

Phill Tealth 11 Number

VENTRICULAR SEPTAL DEFECT
CHECKLIST OF MANDATORY and OTHER SERVICES

TRANCLHI 1

(Place a v and indicate status or Date done or given)

SERVICES FIRST
TRANCIIE

. Preoprative Laboratory

2 CBC with platelet widh
I3lood Ivping

b, Chest N-ray

c. Na, K, (1, Ca

. Creatmine

. PProtime

£ Parvtial Thromboplastin

Tune

2o Preoperative T Prophylaxis:
N ancomycin
(] Vimitkacin

3.0 Procedure done (123)

VS Pareh Closure

Check and Indicate
Date Done/ Given

RV'S code

e of Procedure

Attested i)):
(Name & Signature of Attending
Physician)

Pedia TN Surgean :

A

Vnesthestolop s

Pedin ¢ :]T'(Iilllr'll:_l_i\l .

VENTRICULAR SEPTAL DEFECT TRANCHE [

1]




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
Healthline 441-7444  www philhealth.gov.ph

4. Anaesthesia ( Check or NV il | Cheek ifapplicable and
not applicable) place Status/date or
indicate N.A CV Anesthesiologist :
a. Sevollorne I IS
b Fentanyl I B,
¢. Midazolam i c
d. Atropine b
e. Ketamine s
[. lismeron -
w. Dexamethasone I
h. Calenim gluconate L | TSRS
1. Sodium bicarbonate Cog =
i. Potassium Chloride -
k. Magnesium Sulfate |
I Tleparin i 1L
m. Protamine sulphate I.
n. Dopamine ‘K.
o. Dobutamine R —————
.. . | PN
p- Nitroglyeerine BEESSS
. Miltinone b
N._
i) )
P,
| €y,
5. Intraoperative [ -
Transesophageal Feho or
T'ransthoracic echo within 48
hours postop (Atach Result)
6. Blood Transtusion Support I

(il applicable)
O wWB g PRBC

e

Ventilatory support at least 6
hours

VENTRICULAR SEPTAL DEFECT TRANCHE 1

2|




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building, 709 Shaw Boulevard, Pasig City
Healthline 441 7444  www.philhealth.gov.ph

Postoperative Laboratory:
8.1. Ist 6 [ours postop

a. CBC with platelet

b, Chest Xray (portable)

g 1
do PIPA
¢. Na, K, Ca
E. ABGs
8.2. Postop 5th-7th day (Pre-
discharge):
a CRE

b. Chest Neay (PAL)
F’ostoperat'ive Medications

a.Dopamine

b.Dobutamine

c. Nitroglycerine drip

d.Milrinone

e.Calcium Gluconate

f. Tramadol

g.Midazolam (sedation)

h.Ranitidine

i. Oral Digoxin

j. Oral Furosemide

k. Oral Captopril

|. Oral Paracetamol or
Ibuprofen

W,
[ B. o
5
o b, -
| 1 )
I I.'
.
| 13.

Check ifaﬁrgliiable and
place Status/date or NA
| A.

]
[
|
|
|1
- H.
I |
[ s
I K.

L

G@mMTmMmonNw

CONFORMI :

Parent/legal Guardian of Patient
Printed Name and Signature

Documents Reviewed by

Relation to Patient :

Printed Name & Signature
PHILITEALTITZ MANAGER

Nttested by:

Name and Signature of Attending Physician

Name and Signature ol Lixecutive Dircetor/

Medical Center Chief

VENTRICULAR SEPTAL DEFECT TRANCIIE 1

3|
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¥

Date

Healthline =744

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevand, Pasig City
waw philhealth.gon ph

Name ol [Hospital

Name of Patient

Phill lealth 11D Number

Date of Birth

PRE-AUTHORIZATION CHECKLIST
CERVICAL CANCER

(Place a \)

[QUALIFICATIONS

___\'t‘.\‘

Na Attested by Attending Gyne Oneo

conditions

1. Biopsy result

2. No previous radiotherapy . o -

3. No previous chemotherapy | B - ) -

4. Treatment plan from Gynecologic -
Oncologisl

5. No uncontrolled co-morhid

[ 11GO Clinieal Slngm; Yos

_])HIL' ;lnnc

Attested by Arending Gyinecologic-
Oncologist

_Sz;lgc: (Cheek YV only
one)

| Stage I_\l

Stage 1.42

Stage 1B

Stage 32

I1A|

Stage
(Bl

Stage 11A2

Stage 1113

Stage THA
1113

Slage




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig Cily
ﬁ [ealthline =740 www philhealth gov ph

- iy o

PRE-AUTHORIZATION REQUEST FOR CERVICAL CANCER

Date of Request

This is to request approval Tor provision of services under the 72 benefit package
for in

(COMPLITTTE NANIL O PATIENT) (NANMIE OF TTOSPTTAL)

under the terms and conditions as agreed for availiment of the 7 Benefit Package for cervical

cancer.
The patient belongs 1o the Tollowing category (tick \/:I])])I'(J])l'i'.ilt' box):

[TNBB
U FIXED CO-PAY (chemo, brachy low dose, coball or primary surgery)
1 FIXED CO-PAY (chemo, brachy high dose & linear accelerator)

Requested by: Noted by
Printed Name & Signature Printed Name & Signature
Autending Gynecologic Oncologist Mecdical Director/Chicef of Hospital

(I'or Phill Tealth Use Only)

L Approved

L1 Disapproved

Head, Benefits Administration Section
(Signature over Printed Name)

[Date:




Republic of the Philippines

. PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig City
Healthline =700 waww philhealth.goy.ph

Date Admitred:
Date Discharged:

Date:
Name of Hospital
Name of Patient
Philblealth T Number

CHECKLIST OF MANDATORY and OTHER SERVICES
SURGERY FOR CERVICAL CANCER STAGE IA1-1I Al

TRANCHE 1
Place a v and indicate status or date done or given
g

SERVICES I Tranche Check and Indicate Physician’s Conforme
Surgery for Cervical CA Date Done/ Given Name and (patient’s
Stage IAI-11A1 Signature signature)
l. Preoperative Laboratory ! Sl
a. CBC [] a. o
b. Platelet count D b. -
c. Blood l'\'])irlg D C.
d. Chest N-ray D d. o
e 1CG Oe e
£ IFBS g
g. Na,K,Cl,Ca ] g
h. Creatinine ] h.
i ASTANLT I & o
. Pro-time .
k. Partial Thromboplastin [ k
Time
L. Ulrinalysis []L
m. Histopathology (] m.
n.  Imaging: [:I n_
n L IV-UTA
n.2. C'1 Scan or MRI
o. Blood support, D 0.
screening, processing
. Cystoscopy I:] P
g. Proctosigmoidoscopy ] q.
*if weecdvd ] of done
2. Preoperative antibiotic |
Prophylaxis: ;
a. Cefuroxime [T & _ |
b. Cecfoxitin []b. l
c.  Other antibiotics [] e ‘
l
teannhilhealih Sed o www Breehonk eom/Philllealih B2 intivarnhilhealib om nh




4.

3.

CIwB OPRBC

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citvstate Centre Building. 709 Shaw Boulevard. Pasig City

Healthline 40 1=7404-1

wawwn philhealth.goy ph

SERVICES I I'ranche
Surgery for Cervical CA
Stage IA1-1IA1

Procedure done

For Stage IAl alone:
Iixtrafascial/T'otal
Hysterectomy with or
without bilateral
salpingoophorectomy

For stage 1A2 -1B1:

Radical Fysterectomy with
bilateral pelvic
lymphadenectomy, paraortic
lvimph node sampling

[ ] Bilateral

salpingoophorectomy

D transposition of ovarics

Check and Indicate
Date Done/ Given

Physician’s
Name and
Signature

Date of Procedure :

Blood I'ransfusion Support
(if indicated)

grrp

Gynecologic
Oncologist :

Conforme
(patient’s
signature)

5

(1._

Postoperative Laboratory :
(when indicated, if donce)
CBC with platelet

L., 120G

c. clectrolytes

HE

Postoperative Medications
(as indicated, when needed)
. .\nn]guslcs

b, Antibiotics

c. Hematinies

Check if applicable and
place date or NA
|
] b.
|

Check if applicable and
place Status/date or NA
=P

|:] b.

Completed and Signed 7.
Satisfaction Questionnaire

At

Operative Record

tested by:

Date:

Name and Signature of Medical Director

fesimnhilhealth

wann Beehaok com/Phill lealth

Ed

infiver nhilhealth v nh




t’ Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystale Centre Building. 709 Shaw Boulevard. Pasig City

4 Healthline FH=T0ED wawssophilhealth.goy ph

w

[Date: Date Admitted:

Name of Hospital Date Discharged:

Name of Patient
PhilHealth 11D Number

CHECKLIST OF MANDATORY and OTHER SERVICES
SURGERY FOR CERVICAL CANCER IAl1-1I Al

TRANCHE 2

(Place a v and indicate status or Date done or Ciiven)

Documents for 2™ Tranche Please check if Name & Signature Conforme
Surgery for Cervical CA applicable of Gynecologic (Signature of
Stage IAI-1TIA1 and indicate date Oncologist Patient)

I. MNedieal Certificate of the
out-patient follow up [:,
consultation (within 2
weeks post-op) with
written request for
outpatient pap smear 3

months from surgery

[

Histopathology Result
(defiitive surgery) []

Attested by:

Name and Signature of Medical Director

Date:

leammbhilhenlih st Faeohook com/Phill lealih ko intiveenbilhoalily ooy nh




\' Republic of the Philippines
. PHILIPPINE HEALTH INSURANCE CORPORATION

L Citystate Centre Building. 709 Shaw Boulevard. Pasig City
i Healthline - 1=7ddd waww philhealth.goy.ph

Date Date Admitted:
Date Discharged:

Name of IHospital
Name of Patient B
Phill Tealth 11D Number

CHECKLIST OF MANDATORY and OTHER SERVICES
CHEMOTHERAPY, BRACHYTHERAPY (LOW DOSE) WITH COBALT
CERVICAL CANCER

TRANCHE 1

(Place a v and indicate status or date done or given)

~ SERVICES I" TRANCHE | Check and Indicate ﬁl@siciau’s Name Conforme
(Chemo, Low Dose Brachy, Date Donce/ Given & Signature (Patient’s
Cobalt) Signaturce)

1

[. Pre-procedure Laboratory
a. CIC
h. Platelet count

- p

c.  Blood typing C.
d. Chest N-ray d.
e. LCG

f.  1BS

g. Na, K, Cl, Ca
h. Creatinine
L ASTANL

1. Protime

- Ll

rd -'

k. Partal ']'I‘lrutnl)np]nsliﬂ
Tiune

. Urinalysis

m. 1 listopathology

. Imaging:
5 I 1 8 L
n.2. (C1' Scan or MRI

0. Blood support,

e
- —

~

screening, processing
p. Cystoscopy

o

O 0O OO0 O000CC000o0d

q- ]’rc)(.‘1nsigln()idnscnp\‘
| )

o a

*/]'m*gﬂ/ /f done

teamnhilhealth w22 www echaok com/Philllealth E3& ivnve nhilhealth o nh



Republic of the Philippines .
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig City
Healthling 441=7444  wwaw . philhealth.gov.ph

o

" SERVICES 1" TRANCHE Check and Indicate Physician’s Namc Conforme
(Chemo, Low Dosc Brachy, Date Done/ Given & Signature (Patient’s
Cobalt) Signature)

2. Radiation Therapy

Givnecologic
A, Pelvie Radiation Dates of Procedure Oncologist
[] Pelviec Cobalt (start mm/dd/yy — :
end mm/dd/yy):

Radiation Oncologist

B. Brachvtherapy
[[] Low dose rate
Dates of Procedurces Gynecologic
mm/dd/yy Oncologist

Radiation Oncologist

3. Chemotherapy Indicate dates done
Ao Pre chemaotherapy and cycle number Gynecologie
laboratory exams', LILIILIV,V,VI Oncologist
1. GBHEC (mm/dd/yy) :
2. Creatinine
3. Mg i [ S
4. Urinalysis [:] 2. -
[]3
"1if indicared and done (14,
B. Chemotherapy Indicate cycle number
Medications LILITLIV,V,VI and

(] 1. Cisplatin date (mm/dd/yy)
(] 2. Carboplatin
L]

3. Others

.. Support medications Indicate dates given
[ ] 1. Anti emeties and cycle number ' \ 1
Ramosctron LILIILIV,V,VI ; 5 T
Granisetron (mm/dd/yy) i oIT, |
Metoclopramide Cical: Q['] [ /5/ |
T 2. GCSI¢ s ! 3 |
[] 3. Iematinies [] 2 i.
[] 4. Others ] A,
[]4.

tesmnhilhealth co b wawn echook com/Phill lealth [ o inlivanhillealth oo nh



& Republic of the Philippines
g PHILIPPINE HEALTH INSURANCE CORPORATION
3 Citystate Centre Building. 709 Shaw Boulevard. Pasig City
FH Healthline =704 waww philhealth.goy ph
SERVICES 1" TRANCHE | Check and Indicate | Physician’s Name | Conforme
(Chemo, Low Dose Brachy, Date Done/ Given & Signature (Patient’s
Cobalt) Signature)

1

‘T—.l’alnud T'ransfusion Huppu-l-'l
(if indicated)
CHAwB OPrRBC OFEp

5. Post treatment NMedications Check if applicable

(home medications, if and place Status/date
indicated) or NA

A Ant emetics [:] C

b, Analgesies (b

c.  Hematinies \:] i -

. Onhers [:l d__

6. Completed and Signed 7.
Satistaction Questionnaire - o B

. Radiation T'reatment

Radiation
( )r'lcu[ngist‘:

7
Summary ‘
A, Pelvic Radiation (cobalt)
B, Brachytherapy (low

L]
@ >
|
|

dose)
8« lhcnmihcr;lp'\‘ Treatment _i_ I ;7 o (i_\'nL:cuIngic B I .
Summary and indicate no. of L] 1 ] Oncologist:
cveles completed D I -
LILITLIN,V VI (at least 3 C]1v o
completed cyeles) [Jv__ s
L] v o
Attested by:
Name and Signature of Medical Director . %\ "

Date:

lemmmhilhealth wed wwane eehool pom/Phill lpalth B3 niimbilhenlih o ab



Republic of the Philippines
o PHILIPPINE HEALTH INSURANCE CORPORATION

Q Citystate Centre Building. 709 Shaw Boulevard. Pasig City
ﬁ Headthline 44 1-7444 waww philhealth.goy.ph
Date Date Admitted:
Name of Hospital Date Discharged:

Name of Patient
Phill Tealth 11 Number —

CHECKLIST OF MANDATORY and OTHER SERVICES
CHEMOTHERAPY, BRACHYTHERAPY (LOW DOSE) WITH COBALT
CERVICAL CANCER

TRANCHE 2

(Place a v and indicate status or Date done or Given)

DOCUMENT 2™ Please check if Name & Conforme
TRANCHE applicable Signature of (Patient’s
and indicate date Gynecologic Signature)
| S . Oncologist -
1. MNedical Certificate of
Out-Patient Follow up []
Consultation
( Within 2 weceks post-

procedure) with written
request for our-patient
pap smear 3 months post-

procedure

Attested by:

Name and Signature of Medical Director

Date:

teamnhilhealth e owaen Beehoak com/Phill lealil KBS vt nhilbealth s nh




Republic of the Philippines

- PHILIPPINE HEALTH INSURANCE CORPORATION

&. ] Citystate Centre Building. 709 Shaw Boulevard. Pasig City
E Healthline 4417444 wawn philhealth.goy.ph

Date: Date Admitted:
Name of Hospital Date Discharged:
Name of Patient
PhilHealth 11D Number

CHECKLIST OF MANDATORY and OTHER SERVICES
CHEMOTHERAPY, HIGH DOSE BRACHYTHERAPY AND
LINEAR ACCELERATOR FOR CERVICAL CANCER
TRANCHE 1

(Place a v and indicate status or Date done or Given)

SERVICES Ist TRANCHE Check and Indicate Physician’s Name Conforme
(Chemorad + Linear Date Done/ Given & Signature (Patient’s
Accelerator) Signature)
L. Pre-procedure Laboratory
a. CBC (] a. o
L. Platelet count [ ]b.
c. Blood typing D c..
d. Chest N-ray []d_
e. 1CG [Je
[ I'BS L]&
g Na, K, Cl, Ca [ g o
h. Creatinine |:] h. o
. AST/ALT []i.
. Protime 1y
k. Partial Thromboplastin [] k.
Time
I Urinalysis L] -
m. Histopathology D m. -
0. Imaging: D n._ o
L TN-LTT
n.2. (71 Scan or MR
o.  Blood support, I:’ 0.
screening, processing
P Cystoscopy [] P
q. Proctosigmoidoscopy [] q-
il needed/ 1f done

tesmnhilhendth wed o waew Beshonk canmi/Dhill lealih ':J inlover ahilliealih ven nh
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard, Pasig City

=/

“ Healthline 441-7400 wawa philhealth.gon ph
SERVICES 1st TRANCHE Check and Indicate | Physician’s Name | Conforme
(Chemorad + Lincar Date Done/ Given & Signature (Patient’s
Accelerator) Signature)

=

' Dates of Procedure (
start mm/dd/yy — end
mm/dd/yy):

Radiation Therapy
I. Pelvic Radiation

[ ] Linear Accclerator

Gynecologic
Oncologist

2. Brachytherapy
[ ] High dose rate Radiation Oncologist
Dates of Procedutres
mm/dd/yy

¢ ;)'nccnlngic

Oncologist

Radiation Oncologist

( :]1(']11()1']]Cl':1]1_\'

A, Pre chemotherapy
laboratory exams'
L: GBE

2. Creatinine

3. Mg

[ P e
rinalysis

+

"when indicated, if done

B, Chemotherapy
Medications

|. Cisplatin

2. Carboplatin
3. Others

L]

L]

[]

.. Support medications’

(] 1. Anti emetics
Ramosetron
Granisetron
Metoclopramide

2. G-CSIY

3. Hematinics

(] 4. Others

L]

| 'when indicated

Indicate dates done
and cycle number
LILIILIV,V,VI
(mm/dd/yy)

Indicate cycle number
LILIILIV,V,VI and
date (mm/dd/yy)

Indicate dates given
and cycle number
LILIILIV,V,VI
(mm/dd/yy)
5 S
L2 _
L] 3.
L]

3
4,

Gynecologie
Oncologist

R

e
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&

Healthline 4-01=7-4-0-1

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre Building. 709 Shaw Boulevard. Pasig City

wa . philhealth.zon ph

"SERVICES st TRANCHE
(Chemorad + Linear
Accelerator)
4. Blood Transfusion Suppaort
(il ncicated)
Clrwp OPRBC

orrp

5. Post treatment Medications!

(home medications, if
indicated)

Ao At emetics

h.  Analgesics

c. Hematinies

d. Others

6. Completed and Signed 7.
Satisfaction Questionnaire

7. Radiation "'reatment
Summary

" Check and Indicate
Date Done/ Given

I’hysici:m’s Name
& Signature

= ro—

Check if ;lli[}_lfc::lmie
and place Status/date
or NA

Conforme
(Patient’s
Signature)

Radiation
Oncologist:

L “when indicated

Ao Pelvie Radiation (linear [] A.

accelerator) i g e
B. Brachvtherapy (high

(]”.‘;C)

8. Chemotherapy Treatment []1 Gynecologic
Summary and indicate no. of (] 1 Oncologist:
cyeles completed (] 11 -
LILITLIV,V VT (at least 3 (] 1v.
completed cycles) D v

[ ]Vl

Attested by:

Name and Signature of Medical Director

Date:

teamnhilhealth
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k Republic of the Philippines
e PHILIPPINE HEALTH INSURANCE CORPORATION
ol

¥

| T v i§
Citystale Centre Building. 709 Shaw Boulevard. Pasig City
Healthline HH=7400 sowsephilhealth.goy .ph

Date Date Admitted: -
Date Discharged:

Name of Hospital o
Name of Patient__
PhilHealth 11D Number

CHECKLIST OF MANDATORY and OTHER SERVICES
CHEMOTHERAPY, HIGH DOSE BRACHYTHERAPY WITH LINEAR
ACCELERATOR FOR CERVICAL CANCER

TRANCHE 2
(Place a v and indicate status or Date done or Given)

DOCUMENT 2™ Please check if Name & CONFORME
TRANCHE applicable Signature of (Patient’s
and indicate date Gynecologic Signature)
- - B - Oncologist
MMedieal Certificate of Out-
Patient Follow up I:]
Consultatiion :
( Within 2 weeks post

procedure) with written
request for out-patient pap
smear 3 months post-
procedure

Attested by:

Name and Signature of Medical Director

Date:

teamnhilhenlth wd o awane Bneehonk com/Phill loalih £ infiovernhilhenlih oy nh




