ANNEX 4 - SAMPLE CLAIM FORM 2

PhilHealth

Your Pariser in Health

This form may be reproduced and ls NOT FOR SALE

CF2

ek Write the start date of

TMPORTANT

REMINDERS:
PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE AFPROPRIATE BRES.

1. PhilHeakth Accreditation Number (PAN) of Health Care Institu

e o+ 4+ T thetreatment phase

sty (50) calendar days from date of discharpe.

Write the date of the

1 Mame of Health Care Institution: _ SANTA BARBARA TBE DOTS CENTER |aSt day Of treatment
3 1ST STREET ROMELON ROHELON
Maries el et Narre T s phase
Mn]vtmmm‘rmm
LMameofpatient: DELACRUZ JUAN  JR SANTOS |
Lk harw Pl Mare Mare tisal RASL Fhade hame (eaivgie: DELA CRLZ JUAN 0 SPPAL)
1 Was patiert referred by another Health Care Institution {HCT) . X .
w = Write NA if still

Wame of

3. Confinement Perfod: 3, Dane Admi

¢ Date

[ mmpoves

D‘Mhlall

b - L_J_JD"'I:

mT:Z__rfii““’f:Sﬁhkuaili
4. Patient Disposition: (scect only 1)

intensive phase

Write the treatment

® outcome if in

] b recoveres

Ol

[« omeromcoarpes agaies teas Advee - - continuation phase
by e e e Nere O™ ety Prowees Dp Code
[ & svuconces Remajz oo eemaltrngter
5 Trpe of [ poate [] mowrvste icamsevicn Write DRTB if
€ Admission Diagrosis /e .
PULMONARY TUBERCULCSIS, BACTERIOLOGICALLY CONFIRMED, (SPUTUM POSITIVE) NEW diagnosed to have
7. v jes (Use =T DRTB during the course
Dognass D10 Cades  Rebted Procedurey's (If there's any) RS Code Date of Procodare Eﬂv(mmm} th
2 FTE BACTERIOLOGICALLY CONPRMED  AT80 I NTENSVE PrASE - ororne L= jm Betn of treatment before 5
. . [ Jrose [ [om month of treatment
». e [ |rgee [ ] mom
. K [ Jien [ rge [ |
u e e o= ]
oy | e | [mgst | |som
B L [ Ju= [ |mee [ Js= | Write the Registration
L P PR . .
= i — — Group in Part Il, item 8d
o | i [ |moat | |Bom
. ; [ ]t [ ] mose [ ] oom
L : Let : mget [ | Bom
- : L : gt | | som
8. Spacial Comsideraticns:
3 R the llowsng mpetitive procactres, chant bow 0 agplles 3nd enunfirate the procaduss session dates [men -dd-yyyy|. For chamotherapy, see guiteloss. .
8ot T Write the Category of
e Sl p— Treatment in Part I,
Radiotheragy (LINAC) Cremothenagy 9 .
(COBALT) Smple D item 8d

b For J-Senef® Fackage 2-Benefit Package Code:
. Ror MO Package 'mmas(m-ﬁm}wa

d ammwm 1

' -S;J

e mMﬂWrwﬁmasmmjm

Rategs Vavome ARV Ragwes Lrocuncgiodu  RIGH I

Write the appropriate

Day 0 ARV Day 3 ARV Day 7 ARV Others (Specify) k d
e D el E o D e [~ T gggzigfo:ci)nteensive
Immediste dryng of Sewsom 'rmuyu:uchnm Weighing of the newaarm BCG wacnston Dmam h
Eaty m0t-20-g0e conmct VEmn K semingt-ston : T ——— —@ Phase
8 Ar — Aocage Lab 89222 for continuation
9. Philkiealth Benefits phase
1CD 10 or RVS Code:

(Hmf-uhb 20771 ’ b. Second Case Rate
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10. Professional Fees /| Charges (Use additional CF2 if necessary )

Accediation W

"l
DSSICA GR&O?O MD

El o ey O top of PRIMEIER Benet

Write Accreditation
number of TB DOTS
Physician

I Immmvmmuhnmm ]
s aafiV 01 1) T
o
Accmdlation Mo, , o030 o33 4L
mearmmemmm
Sgrature Over Frinead Name [] with co-pay n 200 of Prabieath Benemt
DaeSgned: \ | .| 4 "1 a2 1
morth ) o
Accreddiation No. L 1 1 1 I 1 1 1 1 1 1 J L
Dhmmrmwcﬂhlmm
Sigrature Over Frintad Name DWwwvmmumlmm P
et ST TN ot TG S o TR TS
morgh ) -

PART III - CERTIFICATION OF CONSUMPTION OF BENEFITS AND CONSENT TO ACCESS PATIENT RECORD/'S
NOTE: Member/Patient shoukd sign only after the applicable charges have been filled-out

A. CERTIFTCATION OF CONSUMPTION OF BENEFITS
PHHeEN beneft s enough  cover HCT and PF charges.

No purrhases of drugs/medicines, supples, dRIOSTES, and Co-pay for professondl fees Dy e member pasent.

Total Actual Chasges*

Total Heakth Care InstRuson Fees
Gand Total (€

400000

D The benafit of the mambes/patient was completely consumad [rior 2 co-pay OR The benaft of the

purchases/expenses for crags/medicines, suppiies, clgnostics and others.
a.) The totai co-pay for the following are:

AL compietely consumed BUT win

Tot . Amount afer Appicason of
o m_ Discount (1.2., personal dscount, | Philieain Benefit Amoutt after PRiHET Deducuan
Senicr Ottaen/PWD
Toeal Heaith Care Amout P
IrstRution Fees Paid by (Chack af thae apniies):
Mesmber Patiest Dmo
Oehers (Le., PCSO, Promissory note, efc.)
Toal Profesional
Fees T e
o -l PIHI'.N Chack af &nar anolies |
nd aow Membes Fatient HMO
m_.
profesonal) . ’

b.) Purchases/Pxponses MOT inclused i e Heakh Cam Instiution (hanges

Total cost of puchase/s for drugs/medicines andjior medical supplies bought by
the satiersmember withinfoutside the HCT during confinament

[ e [] 7

Total oot of diags paid for by the patient/member
mmmmmoﬂommm

[ e [ ]

*NOTE: Tot Acuai Chavpes showld be Sesad on SStamant of Account (5ol
B. CONSENT TO ACCESS PATIENT RECORD/S
:mmnmmmmmm of the patient's madical necords for the purpose of verifying the verach

of this claim.
the hersin-mentionad consent which T hawe vomtarly

mn::a‘;'umm‘llj Scnﬂ:D Chile D Parere
atert sting [_| ceners, specry
Rasn for signing an H PaBant & Incapacates

viled ifr Dhve POLIenT's AT aind health care instTUToN e ords

T

Printed name and
signature of TB DOTS
Physician

Write the amount of TB
DOTS Package if 1° box

—@ is ticked (PhilHealth

benefit is enough to
cover HCl and PF
charges)

Printed name and
signature of patient or
authorized
representative

It patientrepreginiative ks unabie to Wk,

put right thumbfhark. Fatient/representative
should be assitid by an HOI representative.
Checx the xoprdprante Dot

Patient

Printed name and
signature of the

° authorized person who

attests that the entries
to the claim form are
true and correct

hndt that the heredn information given e e

o o

o

j o

Date Signed: o ; 1 1 2 E_I g
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