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PHILHEAL TH CIRCULAR 
N o. OON ,s-2013 

~ 

TO ALL PHILHEAL TH MEMBERS, ACCREDITED AND 
CONTRACTED H EALTH CARE PROVIDE R S, PHILHEALTH 
REGIONAL OFFICES AND ALL OTHERS CONCERNED 

SUBJECT Z Be nefits Rate for the M obility, Orthosis, Rehabilitation, 
Prosthesis Help (Z MORPH) P ackage for th e Fitting of Ex te rn a l 
Lower Limb Prosthesis Below the Knee 

I. RATIONALE 

The Philipp in e l· lealth I nsurancc Corporation recognizes the potential tO\vards fu nc tional 
independence and prmlucriviry of persons with physical disabilities, par ticubrh· tho:;c 
with limb loss or deficiency, once they are provided with the affordable p rn,;theses . 

. \ lig ned with th e missio n o f Republ ic ,\ct 7'277 or the 1\lagna Cart;r for D isabkd Persons, 
P h illlcalrh seeks to LTL1instn:am and rcinregrmc persons w ith php;ical disabilitil·s into the 
communi ty by rendering prosthetic services availab le. 

Cognizant of the U nited Natio ns Convention on the Rights of Persons with Disnbilities' 
v isio n o f full and equal t•njoyment of l1Llman rights by persons with d isab ili ties , 
Phi lHealth shall ensure p ro tection of their inheren t digni ty through prosthetic tkvict.:s 
that arc safe, appropriate, accessible, nnd of guali ty. 

In fulflllment of th e aforemen tioned, Phill !cnl th Board Resolution No.1G7R, ~-2fll 2 :md 
Phill lenlth Circu lnr No. 2S> , s-201 2, •(;ort•mil(~ fJo!itieJ 1111 fJ/Ji/1/m/!h 13t:ll~·jil flat'kt(~t · .fill · CJJt' 
·~J'/Jt' Z ", the followi ng arc the sen·ices and rates for the Mobilif) ~ Orth o.<;i.<;, 
Rehabilitation, Prosthesis H elp (Z MORPH) p:-~ckage for th e firting of cxtern;ll 
lower limb prosthesis below the knee. 

II. RULES FOR IDENTIFIED Z MORPH 

A. The ini tial fitting o f th e right and /or left lower limb prosthesis below the knee 
shall be covered under the benefi t package and only those cases tha i' strictly fulfill 
the sel ections cri teria shall be covered; 

B. r\ U <.JualitieJ mcmbcrs a\'nil ing o t' rhc /, 1\.IORPII shall be L"el]Uircd n .">-yl·;1r lock­
in mt·mbership prior ro :1\':l ilmcnr of the benefit. J ·:mployeJ members :lrl· 

reguil:ed to sign n Z benefit commitm ent form or submit a cerrific:ll'c of 
approval/agreemen t from the employer to the lock-in membersh ip fo r the IH:x r 
three (3) years. The lock-in mcmbership docs not ::1pply to li fcrime and 
sponsored-program members; 

·-----·----
!.'lA TE"'ES.I\A. OUII\OI'f; 



III. 

C. Pre-autho riza tion from Phi!Health based on the approved sek ctions critcr.ia fo r 
Z MORPH for the fi tting of the external lower limb prosthesis below the knee 
shall be reyuireJ prior t·o avnilment of serdees. ; \ II requests For l )rt'- :l ullwri:~.ation 
shall be accomplished compk tdy by the contracted hospit al :111d tlw sn mt· is 
submitted to the I lead o f thc Regional Benefi ts t\dminiswuion Sccr.ion (B,\S) !'or 
tinal approval; 

D. T he ful ti llment of the approved selections criteria shall be the bnsis for approYal 
of the pre-autho riza tion request; 

E. T he N o Balance Billing (NBB) policy shall be applied for eligible sponson:d 
p rogram members and their qualifLed dependents. Negotiated fixed co-pay shall 
be applied for eligible non-sponsored members and their qualified dcpcnden l s. l n 
no instance shnll the fixed co-pay exceed the package rate: 

F. T he pro fessio nal fees for the 7. MO RPI-1 for the fi tting of external lower limb 
pros thesis below the knee is 20'~'n o f the package rate; 

G. Patients enrolled in the Z bendits shall be deducted a maximum o f tive (5) days 
fro m the -1-5 days annual benefit limit and such deduction shall be m.ade onl~· on 
the curren t year during lhc fitti ng of the pro~ thesis. In case~ where the remaining 
annual benefit is ks~ than fi Y<: (5) <.lays, th e member shall rt:main eligible to :n-nil 
of the Z bene fi t, provided that premiums arc updated; 

H . :\II rates are inclusive o f governmen t ta.\:es; 

T. Rule::; on pooling of professional fee::; for government facilities shall apply; 

J. I\ ll mandato ry and other services sp ecific to the Z IviORPH for tht: ti tting of 
external lower limb prosthesi::; below the knee, that ensures the saft:t~ ami LJuality 
oC materiab u~cd, shall be prm·idcd ro rhc patien t·· according lU the npprm·cd 
s tandards set by the reference hospital. 

CASE TYPE Z BENEFIT FOR THE Z MORPH 

~~ -p~~"TF~---, (. , .. ., ·o~~l·.L• H 1 
' ~ --;-;;;:-:;::::--:::-:::-:----~ w M/l,. TEf.:E!)A,\~'i~~OI'f I 

F ;ttingofExternal Lowe< Urnb Pto<theso< Below the Knee _CE~;;~,~:.~ff1&'-~ -'(r I 
1. fh e package code for the laterality ot the lower limbs ts as follows: 

a. Z010-A for the right lower limb 
b. Z010-B for the left lower limb 
c. Z010-C for th e righ t and left lower limbs 

The overall package code fo r the Z MORPI I is Z010, ·which includes the 
~ ll I 1 IC:D 1 n :l f1 r d · rl rabl · b low· 0 owmg L escnp tlons ant - - cocc re ec e In ) (' ' ( e 

Description ICD 10 COD E 
Foot or Symes o r r\ nlde (foo t) Z 44.1 
Below Kn ee or T ranstibial (bclo\v the knee) 

2. T he package rale shall be 15,000 pesos pe r firs t right and/ or left b e low the 
knee lower limb prosthesis and 30,000 p esos if both li mbs for Lht· en tir~· pre­
and post-pros the tic managem c:nt of eith er th e foot, ~yme~. :1n kl t: or below knt-L" 
levels of amputation. 



3. :\pproYed Selections Cri teria : 

a. Signed Member Empower ment (ME) 1.-orm; 

b. No associa tt:d clisabilities or co-morbidities, such as 
deformities, mental or behavioral incapacity, 

conrractttrcs, 
quadripart:sis, 

cardiopulmonary disease; 

c. Community ambu la tion wi th or wi thou t cane, crutches or walker: 

d. r\ t kast three (3) months post-amputa tion, if acguired; and 

e . I\t least 15 years and 36-J. days of age, if congenital. 

-J.. T he Z MORP II for the fitting of ex ternal lower limb pros thesis bdow the knn : 
shall re tleel" tht: fo llowing mandatory and other st:rYiccs as indicntccl in the table 
below: 

MANDATORY SERVICES 
l. Pre-prosthetic ass~.:ssmen t by a board 

certified physician o f the Phil ippine 
Board of Rehabilita tio n Medicine; 

2. Prosthetic measurement, fabrication and 
check-out by I nternational Society o f 
Prosth e ti cs and O rtho tics Category 1 
(p rosthetist) or Cntegory 2 (prosthetic 
technician) who have undergone training 
in a prosthetic worksho p; 

3. Final discharge disposition by a board 
certified physician of the Philippine 
Board o f Reha bil itation Medicine. 

Note: ' ] 'he reference and contracted 
hospitll is shall have tht: responsibility to 
enwre the creden tialing of the physicians, 
prosthetisrs, pros thetic technicians, physical 
and occupational thcrapi~ts. 

OTHER SERVICES 
\\ 'hen warranted, pust-pro~ thcric 

rehabilitation program '· shall be 
prescribed by a board c<:rtiticd 
physician of rh t: P hilippine 
Board of Rehabilitation 
l\'lcdicinc and im plemented h,· a 
PRC-liccnscd ph)·sical ur 

occupatio nal therapis t. 

* Po.rt-pm.rtlwtir 1\t'ba/;;/ila/ io11 
jm;,~nll!l - Jttf>t'ITirrrl t'.-..:t•n-irl'.f mtrl 

clclii•ilie.r /u m.r11rc' op!il!!llltl 

jit/1/:lionali(JI llli//J pm.r/ !Je.ri.r 

5. The payment for this package ~hall be Fifteen Thousand Pesos (PhplS,OOO) 
per first right and/ or left below the knee external lower limb prosthesis 
and 30,000 pesos if both limbs for ei thcr sym es, ankle, foot· or below knee, 
which shall be niyen in a sin<>k tranche J1a\·mcnl aftcr the 11a ticn r h:1s rcccin.-d all t'l ~ . 

mandatory sen·iccs. 

MODE OF 
PAYMENT 

Single tranch e 

AMOUNT 

Php 15,000.00 
per limb 

FILING SCHEDULE 

\Vithin 60 da)·s aftcr th e fin;~] 

discharge disposition of the 
pacient by a board cenifictl 
p hysician of the Philippine Board 
o l Rehabil itation /\1cdicinc 

-ALT~~ 
MA. T RESAA. QUIAOIT 

A.O. IV Clltelr ELMS V 
Date: - t -lj_ ~ I 

CERTiFIED ''PIJ .: COPY 
_....._,.., __ ,. __ ..,_ ,,.,.. • •• ' • .. , I 



IV. CLAIMS FILING FOR Z MORPH 

;\U claims shall be filed by the contracted hospitals in behalf of the patient accon.Iing to rh<: 
Implem en ting Guidelines on the Z B en efit Pack age ( PhilHealth Circular +8, series of 
~() 1 ~). 

V. EFFECTIVITY 

T his circular shall take effect fm all approved pre-authoriza tion starting .August 30, ~OJ 3. This 
shall be p ublished in any newspaper of general circulation and a cop y thereof d c.:po sirc.:d 
thc.:n:afrer with the O ffice o f th e National t\dm..inistra tivc Register, Llni,·c.rsity of thl· Philippi nes 
l .aw Center. 

VI. ANNEXES 

l. Pre.: - authorization checklist and request for 7.. 1\lO RPH for the Fitting nf 
External Lower Limb P rosthesis Below the J(nce (1\NNEX ":\") 

? D ocumentary Reguircmcnts for claim.s filing 

a. Discharge checklist MORPH (ANNEX " B") 
b. ]\;{ember Empowerment Form (MF Form) (1\ NNEX "C") 
c. Z Satis fa ction Qu<.:stionnaire (,\NNEX "D") 



l " ... ".1 .• • •• ••••• ,., • • • , ... ~ , 

PHILIPPINE HEALTH INSURANCE CORPORATION 
C itystutc Ce nt re Bu iltl in g. ~)l) Shu" Houlc,·unl. Pasig C it) 

llculth linc 441 -74-14 """·Philhcalth .!.!m',JlD 

ANNEX "A" 

Di\TJ ·: ---- --- --- ---- - --- - - ------ -

N ,\M l.~ 0 1,. HOSPIT1\L - ----- --- - - --- - - - --- ­

NAME 0 1: Pr\TII::.NT - - --- --- ---------- ---

Phill-l calth !D Number - -------- ------------ - -

PRE-AUTHORIZATION CHECKLIST FOR Z MORPH 
FITTING OF EXTERNAL LOWER LIMB PROSTHESIS BELOW THE KNEE 

Place a check mark (v'') on tht.: appropriate lo wer limb: 

O R.ight lower limb D l .eft lower limb D H...ight & left lower limbs 
(Place n ../or N1\ ) 

<-!Ll,-\J J FIC,\'l'IONS Yes ;\ ttcsteu by Reha bilita cion 
t. lcdicine Specialis t 

(Printed name & Signature) 
I. ,\ gc a t least "I 5 years and 364 days 0 

.., At least 3 months post-amputation, if 0 
aCt]uired 

3. W heelchair Independent -Community 
,\mbulato r 
\'V'i th o r without p rosthesis 0 
With or without cane o r cmtches or walker D 

4. No Co-morbiclities: 
a. No congestive heart failure o r .ischemic 0 

heart disease 
b. No chronic o bstructive o r restrictive D 

lung disease 
c. No systemic infection D 
d . N o mental o r behavioral incapacity D 

5. Physical Examinatio n: 
No fresh o r non-healing wound D 
N o neu.rom.a or painful residual limb D 
No motor s trength < 4 / 5 of lower limbs D 
No limitatio n o f motion o f lower limb~ D 
No incoord ination or poor balance D 

0. Right lower limb o nly D 

7. J .eft lower limb o n ly 0 

H. Right an d left lower Li.tnbs 0 

CON fiOR L\.IE BY PA"fiENT/ LEGAL RE PRESENT,.\ T IVE: 

Signature over printed name of p atient o r legal representative 

D ate signed by patient/ legal representative 
p,.."P I n f ? nf A nnP..: A 



PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystatc Centre £3u ild ing. iU<J Shaw Boulevard. Pasig C ity 

llc allhl inc 441-7444 ~phi lh.::a!t lu.!.tl\ ' ,ll.b 

PRE-AUTHORIZATION REQUEST FOR Z MORPH 

ANNEX "A" 

FITTING OF EXTERNAL LOWER LIMB PROSTHESIS BELOW THE KNEE 

D ,-\TE OF REQUEST _ _________ _ 

This is to re<.rucst approval for provisio n o f services under the Z benefit package fo r 

___________ _______ 111 _____________ ____ _ 

(NAME OF P t\TIENT) (N,\l\ll ·: 0 1: H OSJ>IT.\ J.) 

under the terms and conditions as agreed for a\'a ilment o f the Z Benefi t Pac kage. 

Rc<.jucsted by: 

Printed N ame & Signature 
1\ttending R ehabili tation Medicine Specialist 

S( )Cl Al . SERVlCF. r\SSESSI\.IENT 

The patient belongs to the following category (tick appropriate box): 
D N BB for sp onsored program me mber 0 Zero Co-pay for non-sponsored member 
D 1•'11\'.E.D CO-P AY (Indicate r\mount) Php --------- -

,\SS I'.SSED BY: 

Printed Name & Signature/ Designation 

C< )NFIRMED BY: 

(Signature over Printed Name) 
Medical Director / C h.ief of Hospital 

(For Ph.il.Hcalth Usc Only) 
D ,\PPROVED D Right lower Limb D Lcft lower Limb 
0 DISAPPROVED 

D R.ight & le ft lower limbs 

Reason / s for disapproval: - - - - --- - - - - - - - - --- ------- - -

(Sit,•nature over Primed Name) 
H cad, Benefits Administration Section 

D ,\TI ·:: - ----- - - - - - -

Pn up "l .-. f., ()f 1\ 11 11<-''\0 A 
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Republic 4tfl e Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystutc C..:ntrc Hui !J ing.. ill9 Slww l3oulcvurd. Posig City 

Hcallhlinc 441-7444 WIIW.nh ilhcall h !!ll\ .nil 

ANNEX "B" 

Di\""l'E - - - - - - ----- - - - - - - - - - - --- ---

Ni\f'd l ·: 01' HOSPITM. ----- - - - - - - - ------- --

Nt\1\Jl:': O F P ATIEN T _ _ _ _ _ ___ _ ___________ _ 

PhilHca lth [D N umber 

DISCHARGE CHECKLIST FOR Z MORPH 
FITTING OF EXTERNAL LOWER LIMB PROSTHESIS BELOW THE KNEE 

Place a check mark (--J) o n the appropriate lower limb p rosthesis: 

D Right lower limb D Left Lower T.imb D Right anc.lleft lower lin1bs 

(Place a ./or N 1\l 
CRITERIA 

I ~xternal below knee lower limb prosthesis 
provided is as prescribed with approprinte 
pressure tolerant & sensitive ru:eas, well-fitting 
socket, good suspensio n, nligned shank and 
stable pros thetic foot while standing & walking 
The below knee s tu mp is free of pnin , blister, 
' ·ascubr compromise, hypersensitiv ity after J() 
minutes of prosthetic weight bearing while 
standing_&/ or walking 
Prosthesis user ambulates o n even and uneYen 
surfaces within expected gait parameters and 
steps up & down five (5) s teps with or witho ut 
assis tiv e device 
Prosthesis user possesses competent sk..ill and 
knowledge regarding p rosthesis do nning , 
doffing, cleaning, precautio ns and falling 
rechnig_ues 

Confirmed by:--- - --- - - - - --
(Signature and Printed N ame) 

Medical Director/ Chief of Hospital 

Yes ,-\ ttested by Reha bilita cion 
Medicine Specialist 

(Printed Name & Signature) 

f ' 

l 
Signnture over printed nam e of pnticnt or legnl rcprescnrntin: 

Date sign ed b y patient/ legal representative 

Darc 
signed 

1':1gl· l nt J of Annex 8 



ANNEX "C" 

MEMBEREMPOWERMEN TFORM 
I n{orfnl, ~pori; Er 0t11pOWeY 

Instructions: 
l. The healthcarc provider s hall explain and assis t the patient in filling-up the T\IE fo rm. 
'I I "cgibly print all information p rovided . 
. 1. Jo'or items reguiring a "yes" or " no" respo nse, rjd: :tppropriarely with a check mark (-J) . 
-1-. Usc additio nal blank sheets if necessary, label prop erly and a ttach securely to this !\ll ·: furm. 
5. The T\Ir•: form. shall be reproduced by the con tracted ho~pita l proviJing specialized ca re. 
(i_ Duplicate copies o f the 1\-[E form shall be maJe available by th e contracteJ hospit:tl-onc fo r rhc 

pa tient anJ o ne as file copy of the contracted hospital prcn·iding the specialized care. 
7. For patients availing of the Z MORPH for the fitting of external lower limb p rosth esis, 

w rite N /A for items B2, B3, C4 and D6. 

,\_ Member/ Patient 
Info rmacion 

B. C linical 
r L1 forma cio n 

C. ' l'reatmcnt 
Sch edule and 
J'o'ollow-up 
Visit/ s 

Nam.e o f Patient 
PhilHealth N o. 
Current age 
Birthday 
Sex 
Permanent address 
Telephone/ Mobile N o. 
Email address 

1. D escription o f concJition 

2. A pplicable Treatment P rotocol for Z cond itio n agrcecJ upon w· ith 
h ealthcare provider 

3. Applicable ;\ lternative Protocol/s for Z conc..li tion agreed upon with 
hcalthcarc proviJ cr 

1. Date of ini tial hospital admission or consult "- ------­
(m onth/ day/ year) 

" This t·efers to the external lower limb pre-prostheses rehabili tation consult for the Z MORPI-I 

1 . Date/ s o f succeetling hospital aw1ussion / s o r con sults h.------­

(m onth/ da,·/ yea r) 

1• T h is rders to th e external lower limb measurement, fi tting and adjustments for th e Z MOHPH 

l':lgl· 1 n f 5 o f Annex C 



3. Date/s of follow-up vis.it/s" ---- - ---
(mo nth/ day/ year) 

c This refers to the external lower limb post-pros thesis rehabilitatio n consult 

D . 1\Icmber Education 

4. Emergencies ( Write exact date/s with the reason o r brief description of 
the nature of the emergency) 

1. 1\'[y healthc:ue pwvider explaim:J the nature o f my c<>ncli tion ancl rhe 
expected outcomes resulting from my conclition. 
Yes No 

2. M y health care provicler t:xplained rhe trea tmen t o p tions". 

3. 

4. 

5. 

G. 

7. 

8. 

9. 

Yes No 
d This refers to the need for pte- and post- external lower limb 
prosthesis rehabilitatio n for the Z 1\IORPH 

The possible side effects/ aclvcrse effects o f treatment \vcre 
explained to m e. 
Y es _ _ No _ _ 

1-'!y healthcare provider explained the mandatory sen·ices and orh <.:r 
services reguired fo r th e treatment o f my condition. 
Yes __ No __ 

1 atn satis fied with th<.: explanation given to me by m.y he:tlthc:uc 
provider. 
Yes _ _ N o _ _ 

I have been fully .inform ed that r \Vi ii be cared for by all rhe p<.:rtinc: nt 
meclical specialties (surgery, meclical/ pediatric oncology/ 
nephrology, raclio-onco logy, and other pertinent specialties as I may 
need) present in the Phill-lealth contracted hospital l)f my choice and 
that preferring another contrnctecl hospital for the said speciau:?.cd 
care will not affect my treatm ent in any way. 
Yes __ No 

My healthcare provider explained the importance of aclhering ro my 
treatment schedule. 
Yes No 

My healthcare provider gave me the schedule/s of my follO\v-up 
visit/s. 
Yes N o 

1-ly healthcarc provider gm·c me info rmatio n w hen: to go for 
financial and o ther mean s of suppo rt, \vhen nceclccl. 
Yes No 



a) Name of government agency (PCSO, PI\IS, 1 ,c; l ' ,etc) 
1. 

11. 

111. 

b) Name of no n-governmental o rganization /::; 
1. 

11. 

111. 

c) Nam.e of Patient Support Croup/::; 
I. 

ll . 

111. 

d) Name of Corporate Fo undation/ s 
1. 

11. 

111 . 

c) Others (MeJia, Religious Group/s, Politi cian/s, etc) 
1. 

11. 

111. 

10. I have been furnished by my healthcare prm·ider w·ith a li~ t and 
contact information of other contracted hospitals fo r th e specia lized 
care of m y condition. 
Yes No __ 

11. I have been fully informed by tTl)' hcalthcare prcn-idcr of rhe 
Phi!Health membership po licies and benefit m·ailmcnt on the C:ase 
T ype Z: 

a. I fulfill all selectio ns c riteria for my condition. Y e~ No 

b. I understand the "no balance billing" (N B B) policy for 
sp onsored tnembers. 

c. 

d. 

Ye~-- N o __ 

I understand the fi.,ed co-pay for no n-sponsorcJ member::;. 
Ye~ No __ 

Only five (5) day~ shall be deducted from the 45 days annual 
benefit limit for the duration o f my treatment under the case 
type Z ben efit packngc. 
Yes __ No __ --~~A"L·rH .• 1 -

\\

1

,. --:- -·---::-: .. • ;-~uu~ '· .•. " \ · .. ·.'·.\·( ··: ~ , .,; l!.J.v.s \: 
r- •- · _ ] _ 
!)8 • . -·- --- . . - ' ' 

-. __ ,.0 •c()~ io Gl~;"fi') " ' 5 or Ann'" C ( t:'") \ II \ ·- _ . ..... · ... --~. ___ .. -··· 



1·:. t\.kmber Ro les & 
Re:-; po nsibilities 

I... Pt:.inteu Name, 
Signature, Thumb 
Prin t and Date 

C. Contact Ph.ilHealth 

H . Con:-;cnt to Access 
Patient Record/ s 

e. I shnll upJa tc m~· premium contribution:-; in o ruer to :n·ail the 
Case T r pc /.package anu oth er PhilHcalth bcncfirs. 
Yes __ No __ 

l . I understanJ thar f am respo nsible fo r adhering to m~· treatment 
schedule. 
Yes _ _ No __ 

2. 1 understanu that aJhcrence to my treatment scheJule is im portant 
in terms of treatment outcomes and a pre-rcguisitc to the fu ll 
cntitlen1ent o f the case type Z benefit. 
Yes __ No __ 

3. I unucrs tand thar ir is my responsibility to follO\V anJ compl ~· with all 
the policies anJ procedures of PhilHealth and th e hcalthcarc 
p rovider in o rder to avail of the full ca:-;e type Z bendit package. In 
the event that l fail ro com.ply with policies and p rocedures of 
PhilHealth and the healthcarc pto,·iJ er, l waiYe the pri,·ilcge of 
availing the Z benefit. 
Yes __ No __ 

Signature or Thumb Print o f Patient, if unable to write. 
Date (Month / Day / Y car) 

Name of r\ ttend.ing Doctor 
Signature 
Date (Month/ Day / Year) 

Witnesses 

1. Name of Hospital staff 
Signature 
Date (Month / Day/ Year) 

2. Name o f parent/ guardian / spouse/ next of kin 
Signature 
Date (JVfonth/ Day/ Year) 

1. PhiH-!calth C,\R ES 

2. Call us at telephone number: 

3. Text us: 

4. email us: 

I con sent to th e examination by Ph.ilHealth of my medical recorus for 
d1e sole pmpose of verifying the veracity of d1e Z-claim. 

_ .. _. -·· ·-·-··\ - -·-- ····- .-·;-w"· .\LI:·I I I• • t'.,, . 

'. . - - ------:- -~· . . - -- !'•\ '\'101 1 
'• I 'Jo.,/·,l•) t ~\l.2 • ·-

0'''·'· ---\-_ -t ~. ,f\ ,._,,,. 4 "', "' '"""' c c -:-~ • • : f' ..: ~ ( . : I ' • :: -~J 



I. Consent to L·:nre r 
i\ kdic:d Dam in the 
/. Benefit 
l nformation & 
Tracking System 
(I: BIT S) 

_1 . Nam e o f Patient, 

Signature / Thumb 

Print and Date 

K. Name of Patient's 
Representative, 
S ignature and Date 

Relationship of 
th e 
R epresentative 
ro the Patient 

I consent to han: my m edica l data ente red clcctrorlica lly in the /.BITS as 
a tCllU iretnent fo r the Case T ype /.. l authorize PhilH ealth ro uisclosc 
m y personal h t:a lth information ro it·s contracted pa rtn ers . 

I hereby h old PhilH ealth or any o f its o fficers, emplo)·ees and / nr 
representativ es free fi:om any and all liabilities reL'lti, ,e ro the ht:rein­
mentio ned consent which I have voluntarily and willingly giYcn tn 
connection with the /.claim for reim.bursemcnt before PhilHealth . 

Nam e o fPatient 
Signa ture o r Thumb Print, if unable to write 
Date (Mo n th / Day / Year) 

Nam e o f Patient's Representative 
Signature 
Date (1-'fonth / Day / Y cru:) 

check --./ o ne: 

__ Spouse 

Parent 
C hild 

_ _ N t:xt o f !'-in/ G uardian 

l'agt· 5 ' o( 5 of Ann ex C 



ANNEX "D" 

Share your opinion with us! 
We would like to know how you feel about the services that p erta in to the Z Benefit 
Package in order that we can improve and meet your needs. This survey will only take a 
few minutes . Please read the items carefully. If you need to clarify ite m s or ask 
questions, you m ay approach your friendly healthcare provider or you m ay contact 
PhilHealth call center at 4417442. Your responses will be kept confidential and 
a n onymous. 

For items 1 to 3, please tick on the appropriate box. 

I. 7, benefit package availed is for: 

r .. l,\ cute Lympho blastic Leukemia 

n Breast Cancer 
!-! Prostate Cancer 

r I 1-..::idney Transplant 

r J Cetvical Cancer 

" Respondent's age .is: 

r ·l I 9 years o ld & below 

I I between 20 to 35 

! ) between 36 to 45 
I I be tween 46 to 55 
[l be tween 56 to 65 

[J above ()5 years old 

}. Sex of respondent 
0 male 
n female 

0 Coronary Bypass 

[j Surgery for T etralogy of Fallot 

0 Surgery fo r Venr.ricular Septal D<:fcc t 

!"l l ,.itting o f external lower limb prosthesis 

For items 4 to 8, please select the one best response by ticking the appropriate box. 

4. H ow would you rate the services received from the hospital in terms of m·ailabilitY of 
mcJicines or supplies neeJcJ for the treatmen t of yo ur conJ ition? 

1-1 adequate 

I_/ inadccruate 

I I do n' t know 
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5. How would you rate th e patient's o r family's inn>h·cmeot in rhe care 111 terms o f p:HiL·nr 
empowerment? (You 1nay refer to yoLu 1\ [cmber E mpowerment f."orm) 

ll excellent 

I .I satisfactory 

I I unsatisfactory 

I I Jon' t know 

(>. In gcncral, how would you mte the hcalthca.re professionals that prU\·iclcd the selTiccs fo r th <: 
Z benefit package in terms of doctor-patient relationship? 

I I excellent 

IJ satisfactory 
I !unsatisfactory 

I I don't know 

7. In yo ur opinio n, by how much hm; your hospitnl expenses been lcsseneJ by m·ailing o f rhc /. 
benefit package? 
l .I less than half 
1.1 by half 

I I more than half 

I I don't know 

H. Overall patient satisfaction (PS mark) is: 
I I excellent 

r I satisfactory 

I I unsatis factory 

I I do n' t know 

9. r f you have o ther comments, please share them below: 

Thank you. Your feedback is important to us! 

r:r- """"' ---
.... -~ ..... ·.:.---· 

1':~~-:c 2 nf 2 o f Annex D 


