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PHILHEAL TH CIRCULAR 

No. 006~ s. 2013 

OPal1 
TO ALL PHILHEAL TH MEMBERS, ACCREDITED HEALTH 

CARE PROVIDERS, PHILHEALTH REGIONAL OFFICES 
(PROs), AND ALL OTHERS CONCERNED 

SUBJECT ACR POLICY NO. 2 --- IMPLEMENTING GUIDELINES ON 
MEDICAL AND PROCEDURE CASE RATES 

I. BACKGROUND 

Pursuant to PhilHealth Board Resolution No. 1679, s. 2012, PhilHealth Boaru Resolution 
1758, s. 2013 and PhilHealth Circular (PC) No. 0031 s. 2013 re: "Governing P olicies in the 
Shif t of Provider Payment Mechanism from Fee-For-Service to Case-Based P aym ent", the 
medical conditions, and p.rocedures with their correspondin g case rate grouping and rate~ arc 
hereby prescrib ed together with the specific guidelines on its availment and implementatio n . 

II. DEFINITION OF TERMS 

,\ . Benefit schedule - The benefit schedule is a complete listing of medical contlitio ns, and 
procedUl·es with corresponding rates that are reirnbursed by PhilHcalth. 

B. Case rate (CR) - F:L"ed rnte o1· amotmt that PhilHealth will reimburse for a specific 
illness/ case. 
1. Medical case ra te - Cnse rate category that covers groups o f medical conditions 

reimbursed by the Corporation. These are based on Internntional Sta tistical 
Classification of Diseases and ReL'lted Henlth Problems, 1 O'h ReYision (TCD 1 0). 
Procedure case rate - Cnse rnte category that covers pn>eec.lurcs or surgica l 
interventions reimbursed by the Corporation, which arc based on the Rclatin· \'nluc 
Scale (RVS). 

3. First case rate - Case rate claimed by health care institutions (H CI) for PhiiHcalth 
reimbursement which represents/ covers the medical condition of d1c pa ticnt with 
the m ost resources used, not necessarily the m.ain condition. 

4. Second case rate - Case rate claimed by HCis for PhilHealth reimbursement \vhi ch 
represents/ covers the m edical condition o f d1e patient with the second tnos t· 
resources used. 

C. Cnsc ra te code - Code developed by the Corpora'tion assigned ro groups of medical 
conditions, and individual procedures. 

D . Case rate b)"[oup - One or several medical conditions or procedures of similar nature, 
h ence, with the satne case rate. 

E. H ealth cn.re provider - This refers to both the pro fessional h ealth care prm·iders anc.l 
health care institutions (also known as facilities). 

F. Immediate cause of death - .TCD 1.0 defines immediate cause of death as the disease or 
condition directly leadirl.g to death~ . ~nus d~je,s no t · mean the mode of dying, e.g. he~nt 
failure, respiratory faillll'c. I t means the disease, i.njlli·y, or complication that caused death. 
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C. Overlapping claims - Overlapping o f claims happens when two or more claims of onc 
beneficiary h ave the sam e or intersecting confinement periods. 

H. Single p eriod of confinement (SP C) - Single period o f confinement n.tle means that 
admissions and re-admissions due to the same illness or pro cedure within a 90-calenc.la.t 
day period shall only be compensated with o ne (1) case rate benefit. Then.:fore, 
availment of benefit for the same illness or p rocedure that is no t separated from each 
other by n'lore than 90 calcnda1· days w ill not be provided with a new benefit, until after 
the 90-calendar day period reckoned from the date of admission. 

T. Tot-'ll actual charges - T his refers to the to tal exp enses durin g d1C confinement of the 
patient for a particular medical condition, o.r procedure. T his includes all fees collected 
from the patient for the confinement which is not limited to the H CI and professional 
fe::cs (PF). This shall also include laboratory procedures, mec..licincs, and supplies, among 
others, that arc paid for by the patient but not reimbmsed by th e H C T. 

III. CASE RATE DETERMINATION, CODES AND GROUPING 

r\.. International Statistical Classification of Diseases and Related H ealth Proble ms Tenth 
Revision (ICD 10) and Relative Value Scale (RVS) shall be used for identifying medicnl 
conditio ns and procedures. T h e codes of reimbursable medical conditions and 
procedures shall be given sp ecific rates. 

B. Rates for medical conditions and procedures shall b e se t by the Cmporati.on thro ugh a 
transparent process that takes into account the fo llowing, among o thers: 
1. The evaluated rates as studied per m edical condition or procedure within the limits of 

the resources of the Corporation, 
2. Claims data such as average value per claim (A VPC) in hospitals, preferably tcnim:\· 

hospitals, in the most .recent year/ s, 
3. Consultations with HCis, professionals, and o ther stakeholders, 
4. Results of review of post-audit monitoring and evaluation, 
5. Relevant appraised studies on costing, rates, fair professional fees, and the like 
6. Existing reimbursement schedule and its limitations such as the u se o f specialist's 

peso conversion factor of 56 pesos for computation of professio nal fees for 
p rocedures with relative value w1it (RVll). 

C. Case rate determination for the init:L1l all case rates shall be based o n the following: 
1. Relevant claims data from Levels 3 and 4 (now classified as Le,·el 2 and .), 

respectively) govemmen t and private hospitals for the immediat<: past two (2) years 
sh all be among the significant inputs to the case rates. An additio nal pciccntagc 
above the A VPC per medical condition shall be consideJ:ed subject to actuarial 
evaluation. 
T he professional fees for p rocedures with RVlls shall be studied taking int·o 
consideration the complexities of the procedures. In order to pay within thc 
reimbursement limits of the fee-for-sen rice scheme, a formula sh all be uesif,rn ed 
based on the RVUs, to cover for PF d1at takes into account payments to thc 
d octor/ s doing the procedure, providing anaesthesia scn ·ices, and clearing the patient 
for th e specific procedure. 

3. The health care institution fees for procedures shall be studied based on J\ \'PC, 
computed rates, and expert consultations, among o thers. 

4. ~'Iedical conditions of similar nature and / or management shall be grouped together 
whenever feasible. . . 

D . Case rate codes and/ of· j)a,ckagc codes shall be created for all case rates medical 
conditions and procedures. 

f. 
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I ~ - Special rates 111..'1.)' b e assign ed to specific medical co ndi tions and / or procedun:s in orc..lt:r 
to p rom ote equi ty and rationalize the benefit costs given th e resource limitatio n s o f the 
Corporation (e.g., dialysis, chemoth erapy, catm·act, cesarean section , e tc). 

Jo". Medical conditions or procedures no t listed in the current lCD 10 and/ o r R \.'S cod es 
shall be referred to Philf-Iealth for prop er co de assignment and determina tio n of ra tes . 

IV. GENERAL RULES 

A. T he case rates shall be the o nly reimbursement rates for aU sp ecified cases. These rates 
shall be the amount to be paid to the h ealth care institutions and shall include the 
pro fessio nal fees. l\-1cdical condition s and procedures that arc n ot in the list shall 11<1 

lo nger b e reimbut sed. 
13 . I\ dtni.ssio n due to patient's c hoice shall not be r eimbursed by the Coqx>ration . Only 

those with indicatio n for admission shall be reimbursed . 
C. Case rate paym ents shall cover for the P l.' ami all H CI charges including, but n o t limited 

to room and board, c.liagnostics and labora tories, drugs, m edicines and supplies, 
o perating roo m fees, and other fees and charges. Pre-operative diagn ostics d on e prio r to 
confinemen t are not covered in the case rate p ayment. 

D. Computation o f Rei.mbmsement 
1. For medical case ra tes, the H CT fee and P F sh all b e 70% and 30% of the case ra te.: 

am o unt resp ectively. 
2. For procedure case rates, the fo llowing shall be the basis for computation except for 

specified cases: 
a. T he PF shall be com.puted as RV U :x 56 x 1.5 excep t for specified procedure.: 

case rates. 
b. T he H CI fee shall be the rem aining balance wh en the PF is subtracted from. the 

case rate runount. 
3. 1\ list of d1e complete benefi t schedule fo r medical and p rocedure case rat<.·s 

(including the exemptions) is p rovided in A nnexes 1 an d 2, and shall be p osted in 
the Phill--Iealth website. 

4. When a patient has multiple condition s that are ac tively b eing m a.n.1.ged dw:ing o n e 
confinem en t, d1c h ealth care provider mar claim for two case rates relev ant to th e.: 
condition s o f the patient. 
a. T h e first case ra te shall be the m edical condition or procedure that used the 

most resources (dru~ and m edicines, laboratories and diagn ostics, pro fessio nal 
fees, etc) in managing the patient. T h e secon d case ra te shall b e the m edical 
con di tion, or procedure with the second m ost resources used. 

b . A case rate group shall n o t be allowed to b e used both as first and second c:tsc 
ra te in on e claim except for p rocedures ' 'rid1 laterality. Rules o n procedu res w ith 
la terality are found on item IV. G . 4 of d1is circular . 

c. Initially, not all m edical conditions or procedures may be claimed as second case 
rate. A list of medical conditions, and procedures allowed as secon d c 1se rate is 
p.rovided in A nnex 3. l\.fcdical conditions and p rocedures n o t included in r\ nncx 
3 sh all not be reimbursed as second case ra te. 

5. For a claim with a combination of case rates i.e., medical condition and m edical 
condition ; m edical conditio n an d p rocedure; or procedure and procedure, the 
provider shall be p aid the full case rate am ount for d1e first case r ate plus 50'!/r, o f 
the second case mte. 
a. If the second case rate ~s· ::t. niedic:;:al condition, the 50% shall b e divided into 30°'n 

profession;t! fee ·and 20% .h ealth care institution fee. · 
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b. I f the second case rate is a procedure, th e 50°til shall be divided into 40u'n 
professional fee and 1 01Yo health care institution fee. 

c. 1\ list o f medical conditions and proceduxcs allowed as second case rates is 
provided in 1\nnex 3. 

To illustrate (sample cases are in r\nnex 4): 

MEDICAL CASE RATES 

I L 

If cla im ed as 1st Case Rate If claimed as 2nd Case 
(100% of Case Rate) Rate (50% of Case Rat e) 

I I 
I I I 

HCI Fee Professional Fee HCI Fee Professio nal Fee 
(70% of Case Rate) (30% of Case Rate) (20% of Case Rate) (30% of Case Rate) 

PROCEDURE CASE RATES 

I I 

If claimed as 1st Case Rate If claimed as 2nd Case 
(100% of Case Rate) Rate (50% of Case Rat e) 

I I 
I I _l I 

HCI Fee Professional Fee HCI Fee Professional Fee 
(fixed depending on 

(RVU X 56 x 1.5) (10% of Case Rate) (40% of Case Rate) 
RVU) 

Figure 1. Matri..-..:: of Paymen t for Combination of Case Rates 

6. The following arc the exemptions to the 50°/(, rule on second case ra te and shall be 
p aid the full case rate amount even as second case rate. T he H CJ fee and PF shall 
follow the flrst case rate distribu6 on for the procedure. (See A nnex 4, Figures 'l. l-
1.2 for examples of how this policy is applied.) 

Table 1. List o f Exemptio n s to the 50% Rule on Second Case Rate 

Procedure RVS Code 
"1 Bilateral tubal li_ga tion 58600 
2 Blood transfusion 36--1-30 
3 Brachytherapy 77761 77781 

77776 77789 
4 Chemothcntpy 96408 
5 Sim ple debridement 11000 11012 11 042 11720 

11010 .11040 11 043 11n1 
11011 11041 110# 16010 

; 21627 
6 D ialy5is othc'i: than -hemodialy5j5 90945 

- - ------- -

7 H emodialvsis 
... . 

90935 _,,_ ................................... ;-•····""''····· ... ,.: D~ .. ',l'· ,.j 
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Procedure RVS Code 
8 Parnccntcsis, abdo mjnnl -1-9080 
9 Rndiothernpy 77-J.Ol 
10 Vasectomy 55250 

7. Aside from being exempted from the 50% rule, claims of m.ultiple sessio ns of th c 
following procedures under Procedmc List A shall be reimbursed even if claimed a:-; 
second case rate subject to other n :imbursemcnt rules. (Sec Anncx 4, Tables 1-3 for 
cxamples.) 

Table 2. Procedure List A 

Procedure RVS Code 
1 Blood transfusion, outpatient 36430 
2 Brachythcrapy 77761 177781 

77776 77789 
3 Chemotherapy 96408 
4 Dialysis other than hemodialysis 90945 
5 Hemodialysis 90935 
6 Radiotherapy 77401 
7 Simple Debridement 11000 11041 11720 

11010 11042 11 721 
11011 11043 16010 
1101 2 11044 21627 
11 040 

8. Computation of reirnburscm cnts shall be based on d1e first and second case rntcs (if 
applicable) as declared by the HCI in PhilHealtb Claim Form 2. The total benefit 
(sum of the ftrst case rate and 50% of the second case rate) shall be deducted from 
the total actual charges (HCI fee + PF). The remaining amount shall be charged as 
out of pocket to the beneficiary except in cases where d1e No Balance Billing (NB13) 
policy applies. (Sec Annex 4, Tables 2 and 3 for examples.) 

E. Professional Fees 
l. The entire case rate amount, incJuding the PF, shall be paid directly to the H C .l 

concerned. The HCI shall act as the wid1holding tax agent for the PF. 
2. The PF shall be distributed by the HCI witlun 30 calendar days from the date of 

receipt of reimbursement. Policies and procedures on the distributio n of PF shall 
be drafted and enforced by the HC l based on the agreem.ents between the HCJ and 
tl1e professionals. Reports of noncompliance to this provision shall be forwarded to 
the PRO Health Care Delivery l\Ianagcment Division (HCDivfD) and shaLl be 
included as a vioL'ltion of d1e 1-ICI to tl1e Healtl1 Care Provider P erformance 
Commitment. 

4. 

5. 

The government HCJ shall fn cilitatc.: the payment o f the pooled PF share to the 
health personnel. The payment of the pooled PF shall be subject to existing rules 
on pooling by the Department of Health (DOH). 
T he claims shall still be reimbursed even if managed by several doctors (accredited 
and non-accredited) provided d1e said case is attended by at least one (1) Phi.I I-Iealth 
accredited doctor. 
The H Ci s shall infonn the c6i-i~erned professionals of the status of d1eir claim 
whed1er the claim was paid, re turi1ed to sender (RTS) or denied .............. _.-... ~.-......... ......... :·;-:·-;:-~·~ 
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6. To facilitate dist1-ibution o f th e PF within the prescribed/agreed scheduk, each 
printed voucher for reimbursed HCl claims shall have a corresponding C laim.s 
Summary Report. T he Claims Summary Report shall contain all informa tion 
reflected in the voucher with the additio n of the name/s o f doctor/s who attended 
to the patient. This shall be sent to the hospital a long with the voucher. 

F . Health Care Institutions (HCI) 
1. The following medical and procedure case rates shall only be reimbursed w hen clo ne 

in the health care institutions listed in Table 3. The complete list of HCI restrictions 
shall be published at the PhilHealth website (www.philhealth.gov.ph). 

Table 3. List of Procedures and Medical Conditions 1\llowed in Different T ypes of 
Health Care Institutions 

Procedure/Medical Condition 
Level/Type of Health Care 

Institution 
1 Procedures with R V L1 200 and below At least L eY cl 1 Hospital 
2 Procedures with RV U 201-500 .At least Level 2 Hospital 
3 Procedures with R VU 501 and above At least Level 3 Hospital 
4 Day surgeries (procedures with RVU 200 

Accredited ambulatory surgical 
and below that ate clone on an outpatient 
basis without need for confinement) 

clinics 

5 Radiation Therapy (RVS 77401) 
6 H emodialysis (RVS 90935), Dialysis o_ther Accredited health care institutions 

than hemodialysis (90945) 
7 Stroke - Hemorrhagic f\t lenst Level 2 H ospital 

2. Primary Care Facilities- Infirmaries/Dispensaries 
a. C laims of primary care facilities (PCF) shall be limited to the medical conditions 

nnd procedures enwnemted in PC 14 s. 2013 (Re,·ised Phili-Jealth Category of 
Institutional Health Care Providers [IHCPJs and Compcn!:iablc Benefits in 
Primary Care Facilities) and its amendments. The complete list is also found in 
Annex 5 and 6 of this circular. 

b. PritT1ary care facilities shall b e reit1>bursed at 70% of the case rate except for the 
following case rates enumerated in PC 14, s 2013, which are hereby assig ned 
new classificatio ns: 

c. 

Previous Classification New Classification 
1. Dengue 1 Den.gue Fever 

11. Pneumonia 1 Pneumonia J\fodemte Risk 
ill. Essential T-l vpertension Hyperten sive E metgcncy/l Trgency 
IV. 1\cute Gastroenteritis Acute Gastroenteritis 
v ·. .Asthma Asthma in 1\cutc Exacerbation 

Vl. Typhoid Fever Typhoid Fever 

Reimbursement for these medical case rates shall be maintained at I 00°·o of case 
rates until December 31, 2013 after which, the 70°/u ra te shall be implementt·ll. 
The H C l fee shall be 70'Yu of the H CI fee for hospitals. Likewise, the PI ; shall 
also be 70'Yo of the PF allotted for hospitals. The complete b enefit schedule for 
primary ·care. facilities is provided in Annex 5 and 6. 
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To illustrate: 

Medical 
lCD Code 

Case Rate 
HCI Fee PF 

Case Rate Amount 
H ospital N30.0 7,500 5,250 2,250 

70'!/o + 7(l" 'o + 
I Per I N30.o 5,250 I 3,675 I 1.575 I 

Figure 2a.Comparison of Case Rate .Amount, H CI Fee and PF between Ho::;piral 
and PCF for a Medical Case Rate. 

Procedure 
RVS Code 

Case Rate 
HCI F ee PF 

Case Rate Amount 
H o::;pital 56420 9,300 7,200 ..., '1()() 

70~1o + 
I P CF 56420 6,51o I 5,o4o I 1,470 I 

Figure 2b.Com.parison of Case Rate .Amo unt, HCJ Fcc and P F bel\vcen 
Hospital and PCF fat a Procedure Case Ra te. 

d. The following procedures shall be rcilnbursed at 100% of case rate when done 
in accredited P CF: 

1. Hemo dialysis (R.VS 90935) - Allowed only when PCF is accredited for 
the setv ice. 

u. Radiotherapy (RVS 77401) - .Allowed only when PCF is accredited for 
the se1v ice. 

ru. Circumcision (RVS 54150, 54152, 54160, 541 61) 
1v. Vasectom y (RVS 55250) 
v. IUD insertion (58300) 

v1. Chemo therapy (RVS 96408) 
vii. Thoracentesis (RVS 32000) 

3. Claims for medical and p.rocedure case rates that are beyond the service capability of 
the HCJ shall be denied. 

G. Single P erio d of Confmement 
1. Case rates are subject to the single period of confinement (SPC) rule. This tn cans 

that admissions and re-admissio ns due to th e same illness or procedure within a 90-
calendar day period shall o nly be compensated with one (1) case rate benefit. 
T herefore, availment of benefi t for the same illness or procedure tha t is not 
sep arated from each oth er by more than 90 calendar days shall not be provided with 
a new benefit, until after the 90-calendm day period reckoned from the date of 
admission. 

2. T11e first an d second case rates shall both be eYaluated for compliance with the SPC 
rule. Plensc see Annex 4, Table 4 for the examples. 

3. The exemptions to thc SPC rule arc in Ta ble 4. These exemp ted procedures m ay be 
availed of at any tilne ~ubject to other reim bursement rules. 
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H. 

Procedure/Medical condition RVS/ ICD 10 Code 
2 Brachytherapy 77761 77781 

77776 77789 
3 Cataract surgery* 66983 66987 

*.w/J;i:d /o fJIVl'i.riou.r in PC 17 .1: 20/3 66984 
4 Chemotherapv 96408 
5 Dialysis other than Hemodialysis 90945 
6 Hemodialysis 90935 
7 Radiotherapy 77401 
8 Simple Debridement 11000 1104·1 11720 

11010 11042 11721 
"11011 11 043 160 10 
11012 11044 21627 
11040 

9 I\sthm.'l .in Acute fo:xaccrbation .145.00 J45.80 J46 
145.10 )45.90 

4. Identified p rocedures found in Annex 7, when done on the contralateral side, sh all 
a lso be c..xempted from the SP C rule. The health care provider shall always indicate 
the laterality of these procedures in the da.im form. When the identified procedures 
are done on both sides during one confinement, the second procedure shall be 
considered as the second case rate and shall be reimbursed at 50% of the case rate 
for the procedure except for cataract package surgeries (RVS 66983, 66984 and 
66987), which are subject to the provisions in PC 17 s. 2013: Exemption of Catamct 
Surgery to the Rule on Single Period of Confinement. These procedures, h owever, 
may not be claimed as second case rate together with other . medical 
conditions/procedures. (Sec Annex 4, Table 5 for examples.) 

Forty-Five Days Benefit Limit. 
1. A mem.ber is entitled to a maximmn of 45 days confinement per calendar year. ,\11 

qualified dependents of the member share another 45 days benefit per calendar year. 
Exceptions to this tulc arc members with prescribed membership validity (e.g., 
sponsored beneficiaries, OFW beneficiaries, etc). Members belonging to this 
category have 45 days benefit per year of men1.bership validity. Dependents of these 
members share 45 days benefit for the same period. 

2. The total number of confinement days shall be deducted from the 45-day bem:fit 
WTUt of the beneficiary except for the following medical/ p rocedure case ta res with 
pre-determined number of days deduction (examples for these rules are in Annex -1-, 
Table 6.1 -6.3): 
a. Dialysis other than hemodialysis e.g., peritoneal dialysis (RVS 90945). 

1. Six days of dialysis, regardless of the number of exchanges per day, shall be 
equivalent to o ne ci'l)' deduction from the 45 days allowable b en efit per year. 

11. If tl1.e procedure is done during a confinement, whether in d1e same HCI or 
not, only the total number of confinement days shall be deducted from the 
45 days tot.'ll allowable benefit for the beneficiary. 

b. Chemotherapy (RVS 96408). 
1. One cycle of chemotherapy is equivalent to two (2) days deduction from the 

45 days allowable benefit per year regardless of the number of days of 
confinement per cycle. 

ii: If the p~ocedurc is done during a confinement, wheth er in the same H CJ or 
. not, orily the total nmnber of confinement days shall be deducted from the 

45 days total allowable benefit for the beneficiary. 1.--- ·· ···--·~·-.. ····-·-:--:--;······-:-:-~·:··"· .. ;~:·· ·· .. -··-, 
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c. I3lood transfusion, outpatient (RVS 36430). One sessio n for each procec.lurc is 
equivalent to one day cJeduction from the 45 days allowable benefit per year. 

d. Radiotherapy (RVS 77401 ) and hemo dialysis (RVS 90935). 
1. One session for each procedure above is equivalent to o ne day deduction 

from the 45 days allowable benefit per year. 
11. If the procedure is done during a confmement, w hether in the sam e H C l or 

not, only the to tal number o f confmc ment days shall be deducted from the 
45 days total a llowable benefit for the b eneficiary. 

3. For claims wid1 combination of case rates, the single period of confin<:menr rule 
shall be applied prior to evaluation of deductio ns from the 45 days benefit limit. 1 n 
cases when one of the t\vo case rates claitned is denied due to the single period of 
con fincment rule, th<:n th<: rul e.: for the approved case rate .is usccJ to c.lctc.:tm.inl· the 
number of days to be deducted from the 45 days benefit limit. Examples for this 
rule are in .A.nncx 4, Tables 7. 1-7.2. 

l. Sp ecial Reimbursem ent Rules 
1. Referral package (POOOO 1) 

a. Referral is a situation w here a patient is transferred from. one hospital to anoth<.·r 
for further managem.ent of the same medical condition after formal coordination 
be nveen d1e referring and 1·eceiving hospital prior to transfer (i.e., referring 
hospital endorses the case to the referral hospital; referral h ospital accepts to 
manage the case). In such cases, reimbursem ent of the full case rate package 
shall be paid to the referral (receiving) hospital. Claims flled by the referring 
hospital shall be reimbursed a fL-xcd amount of 4,000 pesos. The H CI fee and PI-' 
shall be 70% and 30% respectiv ely. 

b. CL'lims for referrals shall only be allowed if the tran sfer is to a higher le,·el 
hospital except in Level 3 hospitals where transfer to the same level is allowed 
(e.g., Levell to Level2, Level 1 to Level 3, Lev cl 2 to Level 3 or Level 3 to L e,·cl 
3). 

c. Claims for referrals shall be limited to the conditions listed in Annex 8. 
d. Claims for referrals shall be flled fo llowing d1e same rules as a r egular case rate as· 

contained in this circular. Special requirements are as follmvs: 
1. The referring and referral hospital shall indica te the complete admission and 

final diagn oses in their respective claim forms. 
11. The referring hospital shall indicate d1e referral package code in the first case 

rate field in Claim Form 2. The referral h ospital indicates the appropriate 
case rate co des in the first and second (if applicable) case ra te field / s in Cla.im 
Form 2. 

lll. The referring and referral hospitaLc; must tick the appropriate box prm·ided in 
Claim Form 2 in order for them to get reimbursement. 

tv. A duly accomplished referral form (Annex 9) is also re,]uired for 
reimbursement. 

c. The referral package shall not be allowed for referrals to the same len;l of 
hospital (excep t in Level 3 to another Level 3 hospital) or from a higher level to a 
lower level hospital. 

f. Jn cases of series of referrals, only the f1rst and last h o spitals to handle the patient 
shall b e reimbursed. C laims of the facilities in be tween shall b e denied. 

g. Claims for referral from accredited Maternity Care Package (1\JCP) P ro,·iders 
with P59403 as contained in PC 11 s. 2011 (New PhilHealth Case.! Ra tc.!s for 
Selected . Medical Cases and Su~gical Procedures and the No Bala nce.: Billing 
Policy) :~nd P C 15 s. 2011 (Cindficatory Guidelines to PhilHealth Circular Nos. 
11, 11-A and 1"1-B series of 2011) shall still b e reimbursed based o n the ruks 
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contained in the aforemen tioned circulars. The referral form. shall be 
accomplished by the MCP provider. Other claims for referral package fmn> th e 
following H CI shall be denied: 
1. Freestanding Dialysis Cen ter 

11. A mbulatory Surgical C linic 
ru. Rural Health Un..its/Health Center 
1v. Primary Care Facilities 

'"> Confmement abroad 
a. 1-'or confinements abroad, the claim shall be reimbursed the full case rate an:10unt 

based on the final diagnosis/ es. 
b. The following arc the rec]uircmcnts for flling of claims of pat.icms con fined 

abroad: 
1. Claim form 1, properly and completely filled our 
u. Statement of account with itemized charges (Ol"iginal or p hotocopy), offi cia l 

receipt/ s for itemized charges (original or certified true copy) and/ or any 
proof of paymen t of hospital bills and professional fees from the HCl where 
the patient was confined. Certification as true copy of the photocopy shall be 
done by the pe1·son in custody of rhe original 

ill. Certification from the attending physician as to the final diagnosis, p eriod of 
confinement and services rendered 

iv. · E nglish translations from hospital or Embassy for all documents 
3. Dil·ect Payment to Member 

a. Claims flied directly by PhilHealth beneficiaries to PhilHealth shall be reimbursed 
as case rate. Full case rate payment shall be directly paid to the member. 

b. Requirements for directly - ftled claims: 
1. Claim Forms 1 and 2, pmperly and completely fliled-out 

u. Claim Form 3 or its equivalent 
ill. Official rcceipt/s for itemized charges, original or certified tme copy 
n·. O ther documents, depending on membership category, as contained m 

Section X of this circular 
c. Direct filing of claims shall not be allowed except lll the following cases: 

i. Claims for confinements abroad 
ii. E mergency in non-accredited health care institutions 
The H CI shall deduct the appropriate Phii.Healtl1 benefits from the total actual 
charges (health care ins titution and professional fees) of the bcneficiaty. 

4. Overlapping Claims 
Overlappi11g of claims happens when two or more claims of one beneficiary have 
the same or intersecting confinem en t periods. 
a. In cases of overlapping claims, both (or all) claim s shall be evaluated and 

validated. 
b. O nly tl1e valid claim/s shall be t eimbursed following rules o n reimb ursement. 

Invalid claims shall be forwarded to tlH~ Legal Services l~n..it of the PRO for 
investigation. 

5. Others 
a. If the patient dies and a proccd1..1re has been d one, the HCI shall be reimbursed 

based on the case rate of tl1e procedure as claimed by the H CI following tl1c rules 
con tained in this circular . 

b . If tl1e patien t dies but wm; confined for more than 24 hours, the H C I shall be 
reimbursed · ba"sed on the case rate as claimed by tbc HCI following the rules 
contained in tlus circuhu-. 
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c. The immediate cause of death shall be the basis for reitnburs<.:ment. Howcn:r, if 
a procedure has been done, the procedure and / or the immediate cause of death 
may be claimed as first and/or second case rate. The rules o n first and second 
case rate apply. 

d. In cases of death in a primary care facility, same rules as above shall apply. 
Immediate cause of death, even if beyond senrice capability shall be the basis for 
reimbursement. The rate shall be as rdlectcd in Section I\'.1:;·.2 of tlus circular. 

Additional Conditions for E ntitlement 
1. Effect of change in accreditatio n of HCI 

a. In case the HCI's accreditation status changes, the claim. shall still be paid the fu ll 
amount of the case rate as long as one day of the confinement falls within the 
validity of the accreditation of the 1-1 Cl. 

b . In case the HCJ's level of accreditation is upgraded, the claim shall be reimbursed 
based on the category at the date of discharge. Rules for the HCI category at the 
time of discharge shall apply. 

c. In case the H Cl's level of accn:diration is downgraded, the claim shall be 
reimbursed based on the category at the date of adnussion. Rules for the H C J 
category at the time of admission shall apply. 

Effect of metnbership and dependency. r\s long as one dar of the confinement falls 
witlun the validity of either membership or dependency, the beneficiary is entitled tn 
the full PhilHealth benefit. 

3. O ut-on-pass. Except for day surgeries and l\.1illennium Development Goal (7\IDG) 
packages, as long as the beneficial)' is admitted for at least 24 hours, the beneficiary 
is entitled to the full PllllHcalth benefit subject to other rules of reimbursement. 

4. Non -availabilit)' of room. 
a. Tlus refers ro cases when admitted patients must stay in the emergency room or 

witl1in the h ospital pxenuses pending the aYailability o f room s. Day surgeries and 
MDG packages ~u·e exempted from this rule. 

b . Full payment shall be ghren if the patient stayed in the hospital fur 2-J. hours or 
more. However, private HCis shall submit a letter of justification with the claim. 
Non-submission of requirements shall result in the denial of tl1e claim .. 

c. If the patient stayed in the HCI for less than 24 hours, the claitTl shall be denied. 
K. Computation ofTaxes 

PhilHealth adheres to the prescribed computation of taxes issued by the Bureau of 
lnternal Revenue. 

L Q uality Standards 
1. PhilH calth accredited health care prm·iders shall use a\· ailabk current C linical 

Practice G uidelines (CPG) adopted by societies, the Dep:utmcnt o f Health (DOl-f) 
or as provided by the World H ealth Organization (\'<11-JO) or if not available, currenr 
accepted standards of care, to support their diagnosis and management. 

2. C laim.s filed shall be subject to post-audit evaluation to check for the <]uality of care 
provided to the patient-beneficiary. Rules o n the Philippine National F01·mulary 
(PNF) (DOH .~\ dministra ti,·e O rder No. 20.12-0023: ReYised lmplcmc.:tHing 
Guidelines for the Pllllippit1c National Formulary System !PNFS]); J.\ntimicrobial 
Resistance Surveillance Program (ARSP) and rational drug u se shall be obsctTed and 
monitored (PhiiHealth Circular No. 9, s-2009: 2009 Revised Inpatient Benefit 
Schedule). 

1\I. Upon evaluatio n and monitoring, nil inconsistencies regarding reimbursem.ent p olicies 
shall be charged to future claims o f the f~c;ilicies . 
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V. MEDICAL CASE RATES 

I'VIcdical case rates cover gtoups of medical conditions rein1.bu1"Sed b y the Corporation. 
These arc based on !CD 10. The complete lis t of reilnbursable medical case rates, including 
the specific ICD 10 codes and rates, is foWld in Annex 1 and may be accessed at 
www.ph.ilhealth.gov.ph. 

A Only admissible medical conditions shall be reimbursed by PhilH ealth. 
B. r o r medical conditions that arc managed primarily using interventional or su rgical 

procedures, health care providers shall usc the appropriate p rocedure case rates. 
C. Specific diagnostic/labomtory examinations per m edical case sh all n o longer b<.: 

prescribed by PhilHcalth. 
D. "Il1c following 11.1les emunerate the specific requirements for some medical con ditio ns, 

otherwise, only the general rules shall apply. 
1. Acute Gastroenteritis (AGE) and ;\moebiasis, N onhcpatic. All claims of.r\ GE and 

all medical conditions under n onhepaticamoebiasis resulting to diarrhea (i.e., i\06.0, 
.r\06.1, r\06.2, r\06.3) shall have the fo llowil1g additional cod es for level of 
dehydration, otherwise sball be denied: 
a. E86.1 - 1\:foderate/ marked dehydration* 
b. E86.2- Severe dehydration 

*Note: Taken &om the 2013 ICD 10 Philippille Modification released by the 
Department o f H ealth thru Department Cil:cular N o. 2013-0121 (2013 l CD-1() 
Modifications Partial Updates). This is ec]uivalent to "some dehydration" 
classification w1.der the World H ealth Organization Guidelines o n the 
Treatment of Diarrhea 2005. 

2. .Asthma in £\.cute Exacerbation - Claims for asthma i.n acute exacerbatio n, except fo r 
certaill medical conditions, shall be assigned an additional 5'" character to be 
appended to the assigned ICD 10 code. The appropriate and comple te ICD 10 
codes for each case are found in Annex 1. 

3. Maternal Commbidities Conditions 
a. This covers admission of pregnant mod1ers d1.at do not lead to delivery. 
b. TI-lls shall only be used if the com or.bidity h as n o case rate available from the list. 

4. Pneumonia. Claims for p neumonia, except for certain medical conditions, shall be 
assi&rncd an additional 4th or 5th character to be appended to the assigned !CD 10 
code. The appropriate and complete ICD 10 codes for each case arc found Ul .Annex 
1. 

VI. PROCEDURE CASE RATES 

Procedure case rates cover procedures or surgical interventions rcilnbursed by the 
Corporation, which are based on the RVS. The complete list of the procedure case rates is 
fo und ill ; \ru1ex 2 and may be accessed at www.ph.ilhealth.gov.ph 

Jn addition to the general rules above, the followil1g are the sp ecific reguirements for some 
procedures: 

1. A dhesiolysis (RVS 44005) shall only be reimbursed if pet·formed independent of any 
oth er procedure . 

2. Blood transfusion, outpatient (RVS 36430) 
a. This package covers outpatient blood transfusion only. Inpatient transfusion of 

blood or blood products shall be covered by d1e m edical case rate of the patient. 
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b. One day of transfusion of any blood o r blood pxoducr, rcgardlc.:ss of rht.: number 
of bags, is equivalent to one session. 

c. Multiple sessions may be claimed in one claim form~ The dates of each session 
claimed shall be indicated in the blank provided in Claim Form 2. 

3. Cataxact Package (RVS 66983, 66984 and 66987) 
a. Cataract extraction and vitrectomy. For claims of cataract extraction tha t arc 

accompanied by vitrectomy secondary to posterior capsular rupture resulting 
from cataxact surgery, only the cataract extraction shall be paid. Moreover, a 
daim for postoperative vitrectomy perform.ed within 90 days from cataract 
surgery shall be denied reimbursement whether done during i:he same or di fferent 
confinctnent. 

b . Vitrectomy perfo rmed at the time of cataract extraction shall only be paid if an 
indication specified in the admitting diagnosis suppmt::; the pexformance of the 
procedure. In such case, payment of professional fee and ho:;pital charges shall 
be based on vitrecto111)' and not on the cataract surgery. 

4. Cesarean section (CS) (RVS 59513, 59514, 59620). Cesarean section per patit.:tlt 
request shall not be reimbursed by the Corporation. 

5. Chemotherapy (RVS 9640R) 

G. 

a. The case ·rate amount for chemotherapy is equivalent to one cycle of 
chemotherapy. 

b. One cycle of chemotherapy is equivalent to 2 cL't)'S ueductio n from· the 45 da\'S 
benefit allowance. 

c. Chemotherapy may be claimed as inpatient or outpatient. 
1. If claimed as inpatient and in the same HCI, tlus package may be claimed as 

first or second case rate. 
11. Multiple cycles may be claiJ:ued in one claim form for both inpatient and 

outpatient chemotherapy. ·n1e dates o f each cycle claimed shall be indicated 
in the space provided in Claim Form 2. 

Circumcision (RVS 54150, 54152, 54160, 54161). Circumcision shall o nly be 
reimbursed if done secondary to phimosis (ICD 10: N47) . 

7. Dialysis other than hemodialysis (e.g., peritoneal dialysis) (RVS 90945) 
a. Any of the modalities of peritoneal dialysis (PD) m.ay be claimed by patients 

registered at accredited pexitoneal dialysis centers and hospitals. 
b. The case rate amount for Dialysis otl1er tl1an hemodialysis (e.g., peritoneal 

dialysis) is CC]uivalent to 6 days of PD exchanges. 
c. All PD exchanges done for SL'< days shall be charged one day against th<.: 45-day 

benefit allowance. Claims of less than 6 days of e.."changes shall also be charged 
one day against the 45-day benefit allowance. 

d. Multiple sessions may be claimed in one claim form. The dates o f each session 
claimed shall be indicated in the blanl,; prm·ided in Claim Form 2. 

8. Hemodialysis (RVS 90935) · 
a. Tlus package covers BOTH inpatient and outpatient hemodialysis procedure~ 

including em.ergency dialysis procedures for acute renal fnilmc. 
b . Reimbursement shall include payment for use of the dialysis machine and health 

care institution, drugs and medicines, supplies and others on per session basis. 
c. Creation of fis tula shall be rcimbmsed using a different case rate but in accredited 

health care institutions only. 
d. l\1t:1ltiple ·.sessions may be claimed in one claim form for both inpatient and 

outpatient hemodialysis. The dates of each session claimed shall be indicated in 
the space provided in Chim fo'onn 2. 
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e. If an admitted patient is sen t to ano ther HCT for hemodialysis, a separate claim 
shall be f.t.led by the H CT that performed the dialysis. Tlus shall b e reimburs(.:c.l 
the full case ra te. 

9. Radiation therapy (RVS 77401 ) 
a. T lus includes radiation treatnu.:nt c.lclivery using cobalt and linear accelerato r . 
b. The H CI shall indicate in Claim. Form 2 wluch between cobalt and linear 

accelerator was done. 
c . Multiple sessions may be claimed in one claim form for both inpatien t and 

outpatient radiation therapy. The da tes of each session claim ed shall be indicated 
.in Claim Form 2. 

d . If an adnutted patient is sent to another H CI for radiatio n therap y, a separate 
claim shall ·be f.tled by the 1-ICI that did the radiation therap y. T his shall be 
reimbursed the full case rate. 

e. Radio therapy performed on the same day as brach yrl1crap y (RVS 77761, 7777(l, 
77781 and 77789) or chemo therapy (RVS 96408) shall be reimbursed the full case.· 
ra te su bject to o ther reimbursemen t rules. The equivalent deductions shall be 
made to the 45 days benefit limit of the beneficiary. 

10. Vaginal delivery (RVS 59409). Tlus includes deliveries done vaginally fo r mothers 
with m.edical conditions o r other indications that exempt them fro m the normal 
spon t.'lneous delivet-y package. The following arc the accepted indications: 
a. P.reterm deliveries 0 60.1 
b . Multiple deliveries 084.0 
c. Maternal distress during delivery (uns table vital signs) 075.0 
d . D eL'lyed delivery after rupture of m embranes 0 75.6 
e. Abnormality in uterine contraction 062.4 
f. Prolonged labor 063.-
g. Precipito us d elivery 062.3 
h. Labor complicated by fetal distress 0 68.-
L Labor complicated by cord com plication 069.-

VII. MILLENNIUM DEVELOPMENT GOAL PACKAGES 

The following packages shall be paid using case-based paym en t bu t will follow the existing 
rules of reimbursement, paymen t and claims filing con tained in their ~:espective circulars. 

1. Maternity Care Package (RVS 59401) 
2. O utpatient HIV /.AIDS Treatm ent Package (RVS 99246) 
3. Atumal Bite Package (RVS 90375) 
4. Outpatient 1\.'fala.ria Package (RVS 87207) 
5. TB-DOTS (RVS 89221, 89222) 
6. N ewborn ·Care Package (RVS 99432) 

VIII. EXCLUSIONS 

Z benefit packages are excluded fro m the all case rates policy and shall be governed by 
existin g circulars. 

IX. MEMBER AND DEPENDENT ELIGIBILITY 

Member and-dependent 'eli~billty ru les shall follow Section 39 o f the Implemen ting Rules 
and Regulations o f R.A. 78.75 as amended by R.A. 10606, otherwise known as the Na tiona l 
Health Insurance Act o f 2013. 
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X. RULES ON FILING OF CLAIMS 

,\. Enhanced Ph.ilHealth Claim. 1:-' orms 
All case rates claims shall use the enhanced PhilHealth Claim. Fonns 111 filing for 
PhilHealth reimbursement. 

B. Filling out the Claim Forms 
1. The Phi.!Health claim forms must be pro perly and completely filled out, otherwise, it 

shall be returned to sender (RTS). The health care provider is required to wri te 
legibly the correct and comple te ICD 10 and RVS codes corresponding to the 
discharge diagnosis/es and shall be held primarily responsible for any errors that may 
be found therein on post audit. The codes shall be the basis for claims 
reimbursement. 

2. The PhilHealth accredited healthcarc provider shall also write the complete admitting 
and final diagnoses in the claim form. 

3. Claims, except those for confinem.ents abroad, with incorrect/incomplete/without, 
ICD 10 or RVS codes shall be RTS for completion/correction. 

4. Claims with discharge diagnoses written in Claim. F onn 2 as ill-defined and/ or 
suspected diagnoses i.e., "to consider (f /C)", "versus or vs.", "tule out (R. / 0 )", 
"probable", or "potential" shall be denied (e.g., T / C Dengue Fever, Probable 
Typhoid Fever, Potential Sepsis, Suspected Dengue Fever, R/ 0 Community 
1\cquired Pneumonia). 

5. r\ U claims that were returned to the sender for correction or com.plct.ion shall be n :
ftled within GO clays from. receipt of notice; otherwise, it shall be denied. The basis 
for the receipt of notice shall be the date received by the H CI representative. 

6. Rc-filed claims with non-compliance to deficiencies stated .in RTS shall be denied. 
7. The Corpo.ration shall only allow return of claims to the sender (R TS) for 

correction / revision/ completion for claims with admission dates on or before March 
31, 2014. RTS shall no longer be allowed for all claims with date of admission 
starting April 1, 2014. Instead, these claims shall b e denied. 

8. .A properly and completely filled out Claim Form 3 shall be required for Maternity 
Care Package claims and for all cases managed in Primary Care Facilities. 

9. Records of anesthesia and surgical or operative tech nique are rec1uired for all 
procedure claims except for some procedures. A list of alternative documents fo r 
specific procedures is provided in Am1ex 10. 

C. For HCis that are currently connected and compliant witl1 tl1c IT-:I CP POR'L \ L, 
submission of generated Reference Number (RN) as mentioned in Phi.!Health Circular 
No. 002-2012 shall be attached to the claims replacing tl1e Phi.!Health N t.unbet Card 
(PNC)/PhilT-:Iealtl1 Iden tification Card (PIC) or 1\'Iember Data Record (MDR) and otl1cr 
secondary documents like birth certificate, marriage contract and the like. These arc 
applicable to all member segments o f tl1e NHIP. 

D. In tl1e absence of IHCP Portal, claim.s o f members and their dep endents shall submit the 
following necessaq• documen ts: 
1. 1\ny valid proof of membership for all member segm ents of th t· N HIP 

a. Member Data Record (MDR) or any alternative document as proof o f PhilH ealth 
rn.embership as per Phi.lHealth CircuL1rs 50s. 201 2 and 1 s. 2013 or 

b . Properly filled out Ph.ilHcalth C\RE S Form l(PCF 1) shall be accepted in lieu nf 
the PNC, PIC, MDR or Form. CE - 1 for HCis with Ph.ilHealth Customer 
Assistance Relations and Empowerment Staff (PC.ARES) 

Note: H ealth care providers shall not d eny PhilHealth beneficiaries to avail of their 

benefits 011 the basis of non-submission of :NIDR when alternativen· J~.;f::un~1l~i·f{~J·~~:.i"Td· l . 
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prm·itletl. Likewise, PhilHealth shall not return claims of J-JCl s due to the absence of 
an MDR when alternative documents are already submitted along with the claim . 
fonns. 

2. Properly accomplished PhiiHealth Claim Form 1 (CFl ) for all member segments c,f 
the NHIP. For Employed, Claim Form 1 signed b y the employer will suffice the 
eligibility of the said member. 

3. Properly accomplished Phil I-I ealth Claim Form 2 (CF'>) for all metnber segnll'nts of 
the NHJP. 

4. Properly accomplished PhilHealth Claim Form 1 (CF::\) as applicabk fot all member 
segm ents of the Nf-IIP. 

5. PhilHealth Member Registration Form Q?MRF) duly certified by the 1nem ber (fm 
aYa..ilmcnt of dependents of all member SC!:,'1nents of the NH IP if not previous!~· 

- - .. deClared by the member). 
I·:. Additional documents required by P hi!H calth as proof of qualifying contributions e.g. 

Official Receipt or Validated Payment Slip and other documents under Phi!Heall'l1 
Circubr 50 s. 2012 (Updated Documentary Requirements for 
Member Registra-tion-;-T\-mendmcnt and Benefit .Availment) and P C 00 I s. 201 .1 
(A mendment to Phi!Health Circular No. 50 s. 2012 on the Updated Documentarr 
Requirements for Benefit r\ vailmen t) as applicable. 

J .-. Surgical or Operative technique for all surgical pwcedures shall be required (original or 
certified true copy). 

G. E-claims shall be cncomaged. 
H. Direct filing of claims by members shall be discouraged. 

XI. REITERATION OF THE NO BALANCE BILLING (NBB) POLICY 

The No Balance Billing Policy shall be applicable to aU case rates subject to existing NBB 
rules and regulations. 

XII. MONITORING AND EVALUATION/POST AUDIT OF CASE RATE CLAIMS 

Providers shall be mo nitored o n their compliance to this circular and violations shall be dealt 
with in accordance with the pwvisions of Phi!Health Circular No. 54 s. 2012 (Prm·idcr 
Engagement through Accreditation and Contracting for Health Senrices) and other pertinent 
issuances. The penalties to these violations shall be charged to future claims of the health 
ca re institution or as determined by the Corporation. 

XIII. REPEALING CLAUSE 

.1\ll provisions o f previous issuances that arc inconsistent with any provisions of this Circular 
arc hereby amended/ modified/ or repealed accordingly. 

XIV. SEPARABILITY CLAUSE 

In the event that a part or provision of this C ircular is declared unauthorized or rendered 
invalid by any Court of Law or competent authority, those provisions not affectcu by such 
declaration shall remain valid and effective. 
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XV. EFFECTIVITY 

Thi~ Circular ~hall take effect for all admissions fifteen (15) calendar days after publication in 
any new~paper of general circulation and shall be deposited thereafter with the National 
;\dministrativt~ Register at the University of the Philippines Law Center. 

XVI. ANNEXES 

r\nnex 1: List of Medical Case Rates 
r\nncx 2: List of Procedure Case Rates 
,\nnex 3: List· of l'vfcdical Conditions and Procedures Allowed as Second Case Rate 
.Annex 4: Examples and Scenarios for the .All Case Rates Implementing G uidelines 

-- "(\ni"i·c.,;,-·s: List of Medical Case Rates for Primary Care Facilities-lnfmnaries/ Dispensaries 
;\nnex o: List of Procedure Case Rates for Primary Care Facilities

Inftrmaries/Dispensaries 
,\nnex 7: List of Procedures with Laterality 
,-\nnex 8: List of .Medieal-G0nditions Allowed for Referral Package 

Referral Form 


