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PHILIPPINE HEALTH INSURANCE CORPORATION 
Cityslalc Centre l3uilding.. 709 Shuw [3oulcvard. Pnsig. City 

Hcallhlinc .t41-7444 \\Ww.nhilhc<Jith.gov.nh 

PHILHEAL TH CIRCULAR 
No. 0 151( , s. 2014 

TO 

SUBJECT 

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

"PD FIRST" Z BENEFITS: THE Z BENEFITS FOR 
END-STAGE RENAL DISEASE REQUIRING PERITONEAL 
DIALYSIS 

I. BACKGROUND 

Chronic kidney disease affects more than 10% of the world's population. Majority of 
end-stage renal disease (ESRD) among Filipinos is secondary to complications of diabetes, 
hypertension and chronic glomerulonephritis. While most patients with end-stage renal failure 
need kidney transplantation, renal replacement therapy with adeguate dialysis helps replace 
sufficient kidney function for a patient to survive. 

PhilHealth understands the financial burden of Filipinos afflicted with L•:SRD. Their 
household income suffers when they struggle with out-of-pocket spending, especially when the 
annual benefit limit provided by the social health insurance is used up because ESRD patients 
bo need to c01nbat related con1plications, such as anctnia and infections that further agg-nwatc 

L------.Jtheir situation when they arc hospitalized for these. Patients then cope by reducing the frequencr 
of dialysis sessions prescribed to them, thereby comprornising their need for adequate dialysis. 

Policy direction;· for the Corporation aim for universal coverage. As the burden of 
J 'SRD is of public health concern and considering the patient as the utmost priority of 
Phil Health, a Z benefit that provides adeL1uate renal replacement therapy for ESRD patients is 
introduced in the country. This is a benefit adaressing access, affordability and viability. while 
ensuring ~I~tality c~rc that ~s at par \l{ith current s_tnndards of practice, ~s wc;:ll as prodding. 
financial ri'k protection by increasing the support value for renal replacement therapy to almost 
I()()"'.,_ This is the PD First Z Benefits. 

The Corporation has taken a policy of strengthening peritoneal dialysis first (PD First) 
as the initial line of treatment for Jiilipinos with ESRD requiring renal replacement therapy. It 
offers better incentive by providing a fixed benefit rate for each patient started and maintained 
on peritoneal dialysis. The approach to PD First also encourages collaboration among relcYant 
stakeholders for quality improvement initiati,•es and pooled procurement of I'D solutions. 
Hemodialysis, on the other hand, shall be a second line treatment for those not 'uitable for 
peritoneal dialysis and an option for patients who shall seek hemodialysis as their preference 
when their healthcare prm·ider has adequately explained all treatment options to them. 

The PD First Z Benefits provide total coverage for renal re~1ent therapy that aims 
to improve the.Lluality of life of diagnosed ESRD patients in the Philippines. 
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A. Patients with end-stage renal disease (ESRD) who fulfill the selections criteria 
shall be covered under the PD First Z Benefits (Part Ill, no. 3c of this 
Circular); 

13. Contracfcd I'D facilities must screen all ESRD patients for qualification to the 
PD First Z Benefits. If qualified, these patients shall at all times be enrolled 
in this progratn; 

C. PhilHealth members and their qualified dependents availing of the PD Fii-st 
Z Benefits must be eligible at the time of pre-authorization; 

D. Pre-authorization from Phi!Health based on the approved selections criteria 
shall -be required prior to availment of setTices. ,-\ll requests fcir pre­
authorization shall be completely and properly accomplished by the 
contracted I'D P'rci\;ider and submitted to the Head of tl~c Regi~,}~! iienefits 
;\dministration Section (BAS) for approval; 

1•:. Pre-authorization for the PD First Z Benefits of eligible ESRD patients shall 
be rct]Uircd yearly. A unique case number shall be generated for ever)· pre­
authorization rct]UCst. The l'n•-alllhmi:;plion dH,klirl aud ll'Cfll".rtjiJr the I'D /-•In! ;c 
Jle!lefl/.r (Annex "r\") and the M"lll!m· E;;;pouN!'l/1{!11/ Fom; or ME Fom; (,-\nnex 
"B") shall be required for pre-authorization; 

F. No balance billing (NBB) policy shall be applicable as stipulated in Phi!Health 
Circular 3, series of 2014 (.l'lr"'(gfh""i"g t/J" llllf>lellmJ/alion oj't/J" No llaltlll<'i! llillil(_~ 
Poliq). Negotiated fixed co-pay shall be applied for eligible non-sponso1ul 
members and their qualified dependents. The fixed co-pay per year shall not 
exceed 11% of the package rate. This shall ctwer for additional sc!Tlces 
rendered by the I'D provider in relation to the I'D benefit; 

c;. To ensure adequate dialysis and to encourage and to make patients aware that 
the I'D solutions are for their personal usc only, patients shall be relluired to 
follow-up with their attending PD Provider at least every month without fail. 
PD. solutions shall be given to the patients by the contracted I'D proddcr 
during such visits at a pre-determined schedule set by the Corporation; 

H. House visits shall be conducted by PD Providers to ensure that patients and 
their carcgi,·crs continue to canT out the propc!· techniques and staq_dan.ls 
that should be observed during l'D exchanges. Such visits will also scn·e as a 
means to assess the m1c<.JUncy of dialysis and to ensure that PD solutions arc 
used solely by the patients; 

1. Linder the PD First Z Benefits, the patients shall not be allowed to sell the 
I'D s~lutions given to them. Patients fo;lfid liable of selling I'D solutions shall 
forfeit all the privileges of availing benefits under Z, without prejudice to the 
filing of appropriate charges for possible violation of Section 166 of the 
Implementing Rules and Regulations of R.A. 7875, as amended. This 
information must be understood and agreed upon by the patient and must be 
explained clearly by the PD Provider. The patient signifies his agreement to 
this provision by affixing hi, signature in the AleJJJ!m· fJillpo//JWJl£'111 /'rm;; or ;\/ U 
/'rm;;. (i\nnex "B") 
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J , \!I mandatory services and supplies under the PD First Z Benefits shall be 
given according to current standards of practice in order to ensure adequate 
dialysis. Standards of care for peritoneal dialysis shall be established by the 
Reference Health Care Institution (1-ICI) and approved by Phi!Health; 

K. I'D Prcwiders are required to have a patient logbook and/ or electronic 
medical record of all their I'D patients. For standardization, the contents of 
the electronic medical record shall be set by the Reference HCI and apprm·ed 
by l'hill-lealth; 

I,. The I'D Providers shall provide all patients under the PD First Z Benefit8 
with a PD passport. (Annex "F") This document shall serve as the patient 
record. I'D passports shall only be issued to patients with an approved pre­
authorization rec1uest that indicates the unique case number of each I'D 
patient for tracking purposes. Automation of the I'D passport shall be 
facilitated by the Corporation; 

l\I. Based on the PD Passport, all patients shall be registered by the contracted 
I'D provider according to the system that shall be set by Phili-Iealth. This 
system shall ensure that all PD First Z patients shall be monitored and 
tracked for relevant patient outcomes and other parameters set by the 
Corporation. 

N. The professional fees under the .PD First Z Benefits are inclusive of the 
package rate and shall be reflected in the individual contracts of PD 
providers. 

0. Rules on pooling of professional fees for government facilities shall apply; 

I'. Patients enrolled in the PD First Z Benefits shall be deducted a maximum of 
five (5) days from the 45 days annual benefit limit regardless of the actual number 
of PD exchanges in a calendar year. Such deductions shall be made on the 
current year when the pre-authorization is approved. In cases where the 
remaining annual benefit limit is less than five (5) days at the time of pre­
authorization, the member shall remain eligible to avail of the PD First Z 
Benefi"ts, provided that premiums are updated; 

Q. Hospital confinements secondaq to the nature of the end-stage renal disease 
condition of patients under the PD First Z Benefi"ts shall be covered under 
the Benefits on All Case Rates, or other applicable benefits, of PhilHcalth; 

R. All claims for the PD First Z Benefits shall be filed by the contracted J>D 
provider according to the schedule set by Phill-lealth stated in Part IV of this 
Circular; 

S. The filing of claims shall be done within GO days from the last day of the period 
ccwcrcd; 

T. In cases when the patient expires anytime during the course of treatment or 
the patient is lost to follow up, the payment schedule for the specific 
treatment phase shall be released as long as the patient received the scheduled 
treatment. The remaining tranchcs shall not be paid; 

LT.· All rates arc inclusive of government taxes; 
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V. Coordination and collaboration with the Reference HCI and among 
contracted I'D Providers shall be required for operational and administratin 
purposes, such as, but not limited to, patient referrals, clearance from 
referring PD provider prior to transfer of patient to other PD providers, 
patient tracking, pooled procurement of PD solutions, PD trainings, 
regular patient audits, etc; 

W. I'D patients who wish to transfer to another I'D provider shall express their 
intention by accomplishing the Let/i!r oj"fllfmf.for fm11.1jer o/ I'D care fo t1 1\eji,mt! 
I'D pmflirkr (Annex "G") in triplicate. Patients shall submit this letter to their 
referring I'D provider, to the referral PO provider and to the Head of the 
Benefits ,\dministration Section of the PhilHealth Regional Office which 
jurisdiction is within the referring PO provider as proof of their intention to 
transfer. 

X. The I'D patients who shall transfer to other contracted PO Providers arc 
retluired to ha\"e a Cbeckli.rf jiu· l'afie11f Tm11.1jer (Annex "l'vl") properly 
accomplished by their referring contracted I'D Provider to be submitted to 

the referral I'D provider. The referral I'D provider should be notified in 
advance within a reasonable period of time by the referring PO provider of 
the plans to transfer a PO patient. The I'D Pa.•:,pot1 (Annex "F") shall likewise 
be required for referrals to other contracted PO Providers to give information 
as to the record of I'D exchanges and the number of bags of PO solutions 
issued to the patient; 

Y. The contracted I'D Provider shall ensure adequate supply of PO solutions to 
patients and proper inventory to pre\"ent stock-outs; 

~- All patients 50 years of age and above who are under the PD First Z 
Benefits arc eligible to a\·ail of pneumococcal vaccination as stipulated in 
PhilHealth Circular 7, series of 2014 (Guidelines for the Oks ang Bakut1:1 
ko Laban sa Pulmonya). 

IlL THE PD FIRST Z BENEFIT RATE, SELECTIONS CRITERIA, AND 
MANDATORY SERVICES AND SUPPLIES 

1. The package code is Z012, which includes the current ICD code for end-stage 
renal dise~sc, which is N 1 KO and RVS. code for peritoneal Jialysis, which is 
90945. 

2. The package rate shall be P270,000 per year for the entire course of treatment for 
adequate dialysis; 

3. The following arc the selections criteria for the PD First Z Benefits: 

a. Patients must have a permanent Tenckhoff peritoneal dialysis catheter 
properly placed in the abdominal cavity; 

b. Patients must have completed PO initiation 111 an accredited healthcarc 
institution so that the patient is no longer uremic, with stable vital signs and 
adequately trained (patient himself/herself or a caregiver) to perform I'D at 
h01nc using lnanual exchanges; 
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c. Clinical criteria that includes the following: 

1. Must be at least 10 years of age; 
11. Diagnosed to have end-stage renal disease requiring renal replacement 

therapy; 
111. No previous history of cancer other than a successfulJy and 

completely· treated cutaneous squamous cell or basal cell carcinoma or 
carcinotna in-situ of the cervix, within the paSt 5 years; 

1v. HTV -negative; 
v. No mental incapacity such that· informed consent cannot be made or 

that would interfere with the patient's ability to comply with the l'D 
prescription; 

v1. For pediatric patients, aged 10 to 18 years and 364 days, informed 
consent from the parents or when appropriate, from the gunrdian, 
n1ust be secured; 

''11. ,\bsence of current severe illness including congestive heart failure 
Class IV, liver cirrhosis (findings of smalJ liver with coarse 
granular/heterogeneous echo pattern with signs of portal 
hypertension) and chronic lung disease requiring oxygen; 

Vlll. Absence of hemiparalysis and leg amputation because of peripheral 
vascular disease; 

1x. No history of substance abuse for at least 3 months prior to start of 
chronic dialysis trcatlnent; 

x. ,\bsence of any disease of the abdominal wall, such as injury or 
surgetT, burns, hernia, extensive dennatitis involving the abdotncn~ 

x1. Absence of any inflammatory bowel diseases (ex. Crohns' disease, 
ulcerative colitis or diverticulitis) 

xu. ,\bsence of any intra-abdominal tumors or intestinal obstruction; 
x111. 1\bsencc of acti,~c serositis; 
x1v. A bscncc of known or suspected allergy to I'D solutions 

4. The standards of care for the PD First Z Benefits set by the Reference HC:l and 
approved by PhilHealth shall reflect the mandatory scn·iccs and supplies as indicated 
below: 

a. I'D supplies as folJows 
1. l'D solutions 

• PD double bag system 2.0 liters 
• Dextrose concentrations: 1.5c~1o, 2.25~/n or its cyuiYalcnt, 

4.25% 

• Calcium content: Low calcium (1.25mmol/liter) or regular 
calcium (1.7Smmol/litcr) 

11. PI) accessories 

• Transfer set -changed every 6 months only 

• Caps (ie., Disconnect cap, Minicap) 

b. Number of exchanges 
1. 90 to 120 bags 11er month according to the PD prescription 
u. 90 to 120 caps per month according to the number of exchanges 

prescribed per month 

5. The following supplies arc excluded from the PD First Z Benefits package: 
Page 5 o/'7 
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a. Change of transfer set due to contatnination 
b. Y set (ie., i\ndy disc) 
c. Usc of cycler for automated peritoneal dialysis 
d. S-liter bag PD solutions 

G. The payment for this package shall be Two Hundred Seventy Thousand Pesos 
(P270,000) yearly for complete and adequate dialysis which shall be given in tranches. 
Every tranche payment should cover the prescribed number of PD exchanges for 14 
days for adequate dialysis. 

Table L Amount per tranche and filing schedule 
MODE OF 
PAYMENT 
In tranches 

IV. CLAIMS FILING 

AMOUNT (Php) 

10,384.60 per tranche 

FILING SCHEDULE 

Within GO days after every 14th 
day of PD exchanges 

All claims shall be filed by the contracted PD Providers in behalf of the patients. 
Claims shall be filed after every 14'" day of PD exchanges. The number of exchanges 
shall be reflected in the I'D Fin! Z Benejit.r Cbeekff.,1 olS el7li,~x l'm11ided. (Annex "C") 

Counting of 14 days for the filing of claims will start on the first PD exchange after the 
medical consultation excluding weekends and holidays. If the deadline of filing of 
claims falls on a weekend or holiday, the claim shall be filed on the first working clay 
after the weekend or holiclav. Consultations and visits to the PD Provider shall be 
reflected in the I'D J'a.upo11 (Annex "F') 

Table 2. Sample scheclule of ftling claims for the PD First Z Benefits 
Visit to PD Date Period Covered Period to file claim 

Provider 

Etc. 

July 31, 201-1 
.\ug 1-1,201-1 
.-lug 28, 2014 

Etc. 

,\ug I to 14,201-1 
.-lug 15 to 28,201-1 

.\ug 29 to Scp 11,2014 
Etc. 

.-lug 15 to Oct 13, 2014 

.-lug 29 to Oct 27, 201.J 
Sep 12 to Nov 10, 201.J 

Etc. 

CJai111 For111 I shall be submitted for the initial claim. Succeeding claims for the rest of 
the calendar year shall consist of C/ai111 F'on/; 2, the PD r/,1 Z Brmejit.r Cbeck!iJf ofJm•i,~.r 
P!V!•irlerl (Annex "C") and the Tnmdw Heqttimmllf.r C/1£!<-kltJijor tbe PD Fi~:rt Z 13ellejit.r 
( \ "]''") .r nnex .'. . 

Once a year, .l'hi!Health shall randomly administer the Z Sati.,jil£1iollQIIe.rtiomwin• (.\nnex 
"D") to the PD patient Results of which may be validated during monitoring, 
utilization review, post-audit and field validation by Phi!Health and may be used as· 
basis of the Corporation for benefits enhancement, quality improvement and other 
policy research and development. 
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V. EFFECTIVITY 

This circular shall become valid and effective after publication in a newspaper of 
national circulation and deposited thereafter at the National Administrative 
Register, University of the Philippines Law Center, for all approved pre­
authorization starting July 30, 2014 and later. 

VI. ANNEXES 

l. Pre-authorization checklist and request for the I'D Fin! Z Bmeji!J (Annex "N') 
2. Member Empowerment f'onn or ME Form (.Annex "B") 
3. Documentary requirements for claims filing 

a. Claim Form 1~for the initial claim 
b. Claim Form 2-for all claim applications 
c. PD- First Z Benefits- Checklist of Services- Provided (Annex "C:")-

4. Z Satisfaction Questionnaire (£\nnex "D")-adm.inistered by Phil!-Iealth once a 
year 

5. Tranche Re<juirements Checklist for the PO Fir.rt Z Benejil.r (Annex "E") 
6. I'D Passport for the I'D Fit:l1 Z Bwejit.r (Annex "F") 
7. Letter of Intent for Transfer ofPD Care to a Referral PD Center (Annex "G") 
8. Checklist for Patient Transfer (Annex "M") 
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Cilyslntc Centre Building. 709 Shaw Boulevard. Pasig City 
Heallhlinc 441-7444 \\ \\'\\ .nhilhcalth."m·.ph 

Case No. _______ _ 
Annex "A- PD First" 

HI':ALTH Ct\RE INSTITUTION (HCI) 

;\DDRI':SS 01' HCI 

Pi\TII:CNT (Last name, First name, Middle name, Suftlx) 

PHILHF-:AI:FH ID NU!vfBER OF Pi\TIENT rn-1 I 1- I I I I I I 1-D 
i\1 l:.:i\Hl I':R (i/patimt i.r a dependellf) (Last name, First name, Middle name, Suffix) 

-

PHII..HF-:i\LTH ID NUMBER OF MEMBER rn-1 I I I I I I I I 1-D 

Fulfilled selections criteria DYes Ifyes, proceed to p1~-allfh01;zation application 
DNo I/ no, .rpecifj> JWIS0/1 / s 

PRE-AUTHORIZATION CHECKLIST 
PD FIRST Z BENEFITS 

(Place a v'if YI:.:S 

QUALIFICATIONS YES 

'Age I 0 vears and above 
For pediatric patients, aged 10 to 18 years and 364 days, written informed consent 
ti·om the parents or guardian is secured. 

Con forme by Patient/Parent/ Guardian 

Printed name and signature 

ATTESTED BY ATTENDING NEPHROLOGIST 

(Place a v'ifYES 

QUALIFICATIONS YES 

Diagnosed with end stage renal disease (ESRD) requiring renal replacement 
thcrapv 
Has a permanent Tenkchoff peritoneal dialysis catheter properly placed in the 
abdominal cavity 

Has completed PD initiation in the hospital 

No longer urctnic, with stable vital signs 

Patient and/ or a caregiver have adequate training to perform PD at home using 
l'vl i\NU 1\ I, exchanges. 
No previous history of cancer other than a successfully and completely treated 
cutaneous squamous cell or basal cell carcinoma or carcinoma in-situ of the cervix 
within the last 5 vears 

HIV negative 

As of June 2014 Page 1 of3 of Annex A -PD First 
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QUALIFICATIONS YES 
No mental incapacity such that informed consent cannot be made or that would 
interfere with the patient's ability to comply with the PD prescription 
Absence of current severe illness including congestive heart failure Class IV, liver 

cirrhosis (findings of smaliliver with coarse granular/heterogeneous echo pattern 

with signs of portal hypertension), and chronic lung disease requiring oxygen, etc. 

Absence of hcmiparalysis, leg amputation because of peripheral vascular disease 

No history of substance abuse for at least 3 months prior to start of chronic 

dialysis treatment 

,\hscncc of any disease of the abdominal wall, such as injury or surgery, burns, 

hernia, extensive dermatitis involving the abdomen 

t\hsctKC·of any inflammatory bowel-diseases (Crohns' disease, ulcerative-colitis-or-

divcrticuli tis) 

i\hscncc of any intra abdominal tumors or intestinal obstruction 

~11 
Absence of active serositis 

;\bscnce of known or suspected allergy to PD solutions 

a:: z .. 
Certitied correct by Attending Nephrologist: 

UJ w 
~ t; ~ 

<( ::J 

1 u Printed name and si~rnaturc 2 0 
0 PhilHealth Accreditation no. 

l 0 
Note: 

\ 
C; 

()nee approved, the contracted HCI shall print the approved pre-authorization form from the f-ICI 
Portal anU have this signed by rhe patient, parent or guardian and health care proYidcrs, as applicable. 
This fi:Jrm shall be submitted to the Local Health Insurance Office or the PhilHcalth Regional OHicc 
\vhcn filing the first tranche. 

There is no need to attach laboratory results. However) these should be included in the patient's chart 
and may be checked during monitoring. post-audit and/or field Yalidation. Please do not leave any 
item blank. 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystatc Centre Building. 709 Shaw I3oult:vard. Pasig City 

~lcalthlinc .J...f 1-7444 \\'W\1 .nhilhenftll.:.!tW.nh 

Casc~oo ____________________ _ 

PRE-AUTHORIZATIO~ REQUEST 
PD FIRST Z BE~EFITS 

Dt\TE OF REQUEST (mm/dd/m'Y): 

This is to request approval for provision of services under the Z benetit package for 

in 
(NAME OF PATIENT) (NAME OF HOSPlTi\1..) 

under the terms and conditions as agreed for availment of the Z Benefit Package. 

The patient belongs to the following category (please tick appropriate box): 

D No Balance Billing (NBB) 
D Fixed Co-pay (indicate amount) Php 

Conforme by Patient/Parent/Guardian: Certified correct bv: (for Jm•ice Patie11ts) 

(P1·inted name and signature) (Printed name and signature) 

1Certified correct bv: Please tick appropriate box 

1 
D Chair, Department of Adult Nephrolq,')' OR 
D Chair, Department of Pediatric Nephrology OR 
D Chair, Department of Organ Transplantation OR 

(Printed name and signature) D Executive Director/Chief of Hospital/ Medical 
Attending Nephrologist Director/Medical Center Chief 

Phi!Hcalth Accreditation no. PhilHealth Accreditation no. 

(For Phi!Health Use Only) 

D APPROVED 

0 DISAPPROVED (State reason/s) ------------------------------------

(Printed name and signature) 
Head, Benefits Administration Section (BAS) 

INITIAL APPLICATIO~ COMPLIANCE OF REQUIREME~TS 
Activity Initial Date D APPROVED 

Received by Local Health D DISAPPROVED (State Reason/s) 
r nsurance Office(LHIO): 
!'endorsed to BAS: Activity Initial Date 

(Approved/Disapproved): Endorsed to BAS: 

Endorsed to LHIO: (Approved/Disapproved): 

Released to HCI: Endorsed to LHIO: 
This prc-authodzation is valid for thirty (30) Released to H Cl: 

calendar davs· ftom datc·of aooroval of rcoucst. 
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Instructions: 

MEMBER EMPOWERMENT FORM 
InforW4 ~portEr empower 

1. The healthcare provider shall explain and assist the patient in filling-up the ME form. 
2. Legibly print all information provided. 
3. For items requiring a "yes" or "no" response, tick appropriately with a check mark (11). 

Annex "B" 

4. Use additional blank sheets if necessary, label properly and attach securely to this ME form. 
5. The ME form shall be reproduced by the contracted hospital providing specialized care. 

· 6·.- Duplicate copies onh·e ME form shall be made available by the con-tracted hospital-one for the 
patient and one as file copy of the contracted hospital providing the specialized care. r------,7. For patients availing of the Z MORPH for the fitting of external lower limb prosthesis write N/ A for 
items 62, 63, C4, and 06 and for PD First Z Benefits, write N/A for items BZ and 83. 

(j 
0 

Member/Patient 
Information 

1...------tl. Clinicallnformation 

C. Treatment Schedule 
and Follow-up Visit/s 

Revised as of July 2014 

I PhiiHea~h I Office at the PCEO j 

Name of Patient 
Phil Health No. of Patient 
Name of Member 
Phil Health No. of Member 
Current age 
Birthday 
Sex 
Permanent address 
Telephone/Mobile No. 
Email address 

1. Description of condition 

2. Applicable Treatment Protocol for Z condition agreed upon with 
healthcare provider 

3. Applicable Alternative Protocol/s for Z condition agreed upon with 
healthcare provider 

1. Date of initial hospital admission or consult' (month/day/year) 

<~This refers to the external lower limb pre-prosthesis rehabilitation consult for the 
Z MORPH and the date of medical consultation or visit to the PO Provider prior to 
the start of the first PO exchange 

Page 1 of 5 of Annex B 
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Revised as of July 2014 

2. Date/s of succeeding hospital admission or consultb (month/day/year) 

bThis refers to the external lower limb measurement, fitting and adjustments for 
the Z MORPH and the next visit to the PD Provider for PO First. 

3. Date/s of follow-up visit/s' (month/day/year) 

cThis refers to the external lower limb post-prosthesis rehabilitation consult 

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

1. My healthcare provider explained the nature of my condition. 
Yes No 

2. My healthcare provider explained the treatment options'. 
Yes No 
dThis refers to the need for pre- and post-external lower limb prosthesis 
rehabilitation for the Z MORPH 

3. The possible side effects/adverse effects of treatment were explained 
to me. 
Yes_ No_ 

4. My healthcare provider explained the mandatory services and other 
services required for the treatment of my condition. 
Yes_ No_ 

5. I am satisfied with the explanation given to me by my healthcare 
provider. 
Yes_ No_ 

6. I have been fully informed that I will be cared for by all the pertinent 
medical specialties (surgery, medical/ pediatric oncology/ nephrology, 
radio-oncology, and other pertinent specialties as I may need) present 
in the Phil health contracted hospital of my choice and that preferring 
another contracted hospital for the said specialized care will not affect 
my treatment in any way. 
Yes_ No 
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7. My healthcare provider explained the importance of adhering to my 
treatment schedule. 
Yes No 

8. My healthcare provider gave me the schedule/s of my follow-up visit/s. 
Yes No 

9. My healthcare provider gave me information where to go for financial 
and other means of support, when needed. 
Yes No 

a) Name of government agency (PCSO, PMS, LGU, etc) 
i. 

ii. 
iii. 

b) Name of non-governmental organization/s 
i. 

ii. 
iii. 

c) Name of Patient Support Group/s 
i. 

ii. 

iii. 

d) Name of Corporate Foundation/s 
i. 
i i. 

iii. 

e) Others (Media, Religious Group/s, Politician/s, etc) 
i. 

ii. 

iii. 

10. I have been furnished by my healthcare provider with a list and contact 
_information of other contracted hospitals for the specialized care of 
my condition. 
Yes_ No_ 

11. I have been fully informed by my health care provider of the Philhealth 
membership policies and benefit availment on the Case Type Z: 

a. I fulfill all selections criteria for my condition. Yes_ No_ 
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E. Member Roles & 
Responsibilities 
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F. Printed Name, 
Signature, Thumb 
Print and Date 

Revised as of July 2014 

b. I understand the "no balance billing" {NBB) policy for sponsored 
members. 
Yes_ No_ 

c. I understand the fixed co-pay for non-sponsored members. 
Yes No_ 

d. Only five {5) days shall be deducted from the 45 days annual 
benefit limit for the duration of my treatment under the case type 
Z benefit package. 
Yes_ No_ 

e. I shall update my premium contributions in order to avail the Case 
Type Z package and other Phil health benefits. 
Yes_ No_ 

1. I understand that I am responsible for adhering to my treatment 
schedule. 
Yes_ No 

2. I understand that adherence to my treatment schedule is important in 
terms of treatment outcomes and a pre-requisite to the full 
entitlement of the case type Z benefit. 
Yes_ No_ 

3. I understand that it is my responsibility to follow and comply with all 
the policies and procedures of Phil health and the healthcare provider 
in order to avail of the full case type Z benefit package. In the event 
that I fail to comply with policies and procedures of Phil health and the 
healthcare provider, I waive the privilege of availing the Z benefit. 
Yes_ No_ 

Signature/Thumb Print of Patient, if unable to write. 
Date {Month/Day/Year) 

Name of Attending Doctor· 
Signature 
Date {Month/Day/Year) 

Witnesses 

1. Name·of Hospital staff 
Signature 
Date {Month/Day/Year) 
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G. Contact Phil health 

H. Consent to Access 
Patient Record/s 

~i z .. 
I. Consent to Enter 

Medical Data in the Z 
Benefit Information & 
Tracking System 
(ZBITS) 

w 
~ 
=> u 
0 
Cl 

<D -"' 0 

li 
u\ o, 

Name of Patient, 

Signature/Thumb Print 

and Date 

K. Name of Patient's 
Representative, 

Signature and Date 

Relationship of the 
Representative to 
the Patient 

Revised as of July 2014 

II PhiiHeallh I Oftlcaoft~_PCeoU 

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

1. Phil Health Cares 

2. Call us at telephone number: 

3. Text us: 

4. E-mail us: 

I consent to the examination by Phi/health of my medical records for the 
sole purpose of verifying the veracity of the Z·claim. 

I consent to have my medical data entered electronically in the ZBITS as a 
requirement for the Case Type z. 1 authorize Phil Health to disclose my 
personal health information to its contracted partners. 

I hereby hold PhiiHealth or any of its officers, employees and/or 
representatives free from any and all liabilities relative to the herein· 
mentioned consent which I have voluntarily and willingly given in 
connection with the Z claim for reimbursement before Phi!Health. 

Name of Patient 
Signature/Thumb Print, if unable to write 
Date (Month/Day/Year) 

Name of Patient's Representative 
Signature 
Date (Month/Day/Year) 

_Spouse 
Parent 
Child 

_Next of Kin/Guardian 
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Repuh/ic of the Pflilippiues 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystute Centre Building, 709 Sh01w Boulevard, Pusig City 

1-lca/thline 4-11-7444 WW\\'.philh~.Culth."tw.ph 

Case ~o. __________________ _ 

Annex "C - PD First" 

PD FIRST Z BE~EFITS CHECKLIST OF SERVICES PROVIDED 

CONTRACTED I'D PROVIDER I DATE OF CONSULTATION (mm/dd/yyyy) 

COVERED PERIOD (mm/dd/yyyy) to (mm/dd/n-yy) 

P ;\Tl ENT (Last name, First name, Middle name, Suffix) 

PHILHEALTH m NUi'villER OF PATJENT rn -I 1 1 1 1 1 1 1 1 1- o 
iviEi\fB ER (i/patimt i.r a rlepmdent) (Last name, First name, Middle name, Suffix) 

i·--------;~---------------;:=;=::;-;:=r=:r=;::::::::;==r=;r==r:::;:::=;,...-;=:::;1 
1 PHILHFlr\LTH m NUMBER OF MEMBER rn -I 1 1 1 1 1 1 1 1 1- o 

J-~ 1\TITlNDING NIC,:PHROLOGIST 

tc::Z .. 
; w w s 
; Iii 2 ll 
' <( ::>~! 
i :2 g ~ 
: 0~ 
' 
' I 0 

0 
il.------'1 

L I'D double bag system 2.0 Liters/bag 

Calcium content (tick appropriate box) 

0 Low calcium 
D Regular 

~urnberofbagsperday: ________________ _ 

I L PD accessory l 
j 
j D Transfer set Quantity: 2 per year, every six (6) m<inths only 

I r 
' i 
1 
l 

F 
J 

I 
t 
I 
' 

·Con fc->rmc by: 

Printed name and signantre 
Patient/Parent/ Guardian 

Dnte signed (mm/ dd/yyyy) 

As of June 2014 

. II PhiiHealtll 1 0111.,. of 111e PC:so] 

Certified cOrrect b)·: 

Printed name and signature 
Attending Physician/Nephrologist 

• PhilHealtb Accreditation no. 

Date signed (mm/dd/yyyy) 
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Annex "D" 

Share vour opinion with us! 

We would like to know how you feel about the services that pertain 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 items or ask _q~e~tions, you may approa~h yptJr 
friendly healthcare .provider or you m-ay contact PhiiH~~Ith-;;all center at 4417444. Your responses 
will be kept confidential and anonymous. 

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

1. Z benefit package availed is for: 
LJ Acute Lymphoblastic Leukemia 
Ll Breast Cancer 
[I Prostate Cancer 
lJ l<idney Transplant 
I I Cervical Cancer 

2. Respondent's age is: 
LJ 19 years old & below 
n between 20 to 35 
IJ between 36 to 45 
1.1 between 46 to 55 
I I between 56 to 65 
cJ above 65 years old 

3. Sex of respondent 
I. I male 
UJemale 

D Coronary Bypass 
D Surgery for Tetralogy of Fallot 
D Surgery for Ventricular Septal Defect 
D Fitting of external lower limb prosthesis 
D Orthopedic implants 
D PD First Z benefits 

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

4. How would you rate the services received from the hospital in terms of availability of medicines 
or supplies needed for the treatment of your condition? 
1.1 adequate 
I I inadequate 
ll don't know 

Revised. as ·ofJ unc 2014 Page 1 of 2 of Annex D 
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5. How would you rate the patient's or family's involvement in the care in terms of patient 
empowerment? (You may refer to your Member Empowerment Form) 
I I excellent 
I I satisfactory 

1...1 unsatisfactory 
I I don't know 

6. In general, how would you rate the healthcare professionals that provided the services for the Z 
benefit package in terms of doctor-patient relationship? 
i I excellent 
II satisfactory 
U unsatisfactory 
ll don't know 

7. In your opinion, by how much has your hospital expenses been lessened by availing of the Z 
benefit package? 

I I less than half 
U by half 
I I more than half 

II don't know 

8. Overall patient satisfaction (PS mark) is: 

I I excellent 
l"i satisfactory 

II unsatisfactory 
1·1 don't know 

If you have other comments, please share them below: 

Thank you. Your feedback is important to us! 

Rcvjscd as of June 2014 Page 2 of 2 of Annex D 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystatc Centre Building, 709 Shaw 13oulevard, Pnsig City 

Hculthlinc 441 ~7444 www.nhilhc-;Lith.!!OV.nh 

Case~o. ________________ _ 

Annex "E - PD First" 

TRANCHE REQUIREME~TS CHECKLIST 
PD FIRST Z BE~EFITS 

H"1\LTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

P 1\TII':NT (l.ast name, First name, Middle name, Suffix) 

PHILHI,i\LTH ID NUMBER OF PATIENT ITJ-1 I I I I I 
i\mi\m ER (ijpatimt i.r a depmdeuf) (Last name, First name, 1\fiddle name, Suffix) 

PHILHE!\J;rH ID NUMBER OF MEMBER ITJ-1 I I I I I 

I I I 1-D 

I I I 1-D 
(Plnce a v' if attnched or NAif not applicable) 

TRANCHE REQUIREMENTS Status 

I. To be submitted once a year, upon filing claims for the 1"' tranche 

a. Original copy of approved Pre-authorization Checklist and Reguest 

b. Copy of completely accomplished Member Empowerment (lYlE) 
F<Jrm 

c. Completed PhiiHcalth Claim Forms 1 * and 2 
II. To be submitted every filing of tranche (every two weeks) 

a. Accomplished Tranche Requirement Checldist I 
b. Accomplished PD First Z Benefits Checklist for Sen•ices Provided 

III. To be administered by PhiiHealth randomly to the patient once a year 
Z Satisfaction Questionnaire 

* t/01 ll'fJIIiml {/>11'-11!11/loli::;f'lion i,r .fllhlllilkd lbmt{l!,h !ht• HCI Prutal 

Date Completed: 

Date Filed: 

Certified correct by:* Certified correct by: (foi .S" mice patimt.r onM 

Printed name and .sit:,rnature Prjnted name and signature 

Attending Nephrologist Please ·tick appropriate box 

i\ccrcdjtatjon no. D Chair, Department/Section of Adult Nephrology OR 
D Chair, Department/Section of Pediatric Nephrology ( )R 
D Executi\'·c Director/Chief of Hospital/ Medical 
Dircctor/ivlcdical Center Chief 
Accreditation no. 

Date signet! (mm/dtl/yyyy) Date signed (mm/dd/yyyy) 
'. ... ... 

lo1 (.( >~P,\ l P;\Til~N IS, the :-;Jgnaturc ot the ,\ucndmg Ncphrolop;~slJs sutllcJcnt . 

As of June 2014 Page 1 of1 of Annex E-PD First 
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Republic: tiftlre Pllilippiut!s 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No, ______ _ 

Citystutc Ct!ntre Building. 709 Shaw Boulevard. Pasig City 
Hcnllhline 441-7444 W\\'\\'.nhilhL·aJih.!.!tlV.ph 

Annex "F - PD First" 

HE,\I.TH CARE INSTITUTION (HCI) 

ADDRESS Of' HCI 

I' AT! I':NT (Last name, First name, iYliddle name, Suftix) 

PHII.HEM:rH 1D NUMBER OF PATIENT rn-1 I I I I . - - I I I I 1-D -

i'd hi\U3ER (i/pt~tlimt i.r" dtpmrlmt) (Last name, First name, Middle name, Suffix) 

PHII.HF\i\LTH 1D NUMBER OF i\IEMBER ~ a :~ 
,:a 0 

I o 
~; 
!I 

rn-1 I I 
PDPASSPORT 

PD FIRST Z BENEFITS 

I I I I I I 1-D 

I 0 
\c:taim 

PD Clearance Pharmacy-
Date of Patient's l 0 Inclusive Dates Exchanges From Billing dispensing ~,umber 

(or ba_gs)/Day (signature)- (signature) Next Claim Signature 

! I 
I 2 ' I 

3 
' I 4 
I 5 
! 

6 

I 7 
I 

H 

9 

10 
1 I 
12 
L1 - - ... 

14 
15 

16 

17 
18 

19 
20 

I 21 
22 
23 
24 
25 
26 
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~--- _____ RtjJ!._~Ibl(c;.!![!J~~-Pfi{!Jf!f!JIIe.'i ____________ -~--__ 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citystute Centre Building. 709 Shaw Bnulevurd. Pasig City 
Healthlinc 441-7444 \\Ww.nhilhcalth.uov.nh 

Case No. _______ _ 

D, \TJ •: (mm/ dd/YJ'yy) 

)',\TIENT (Last name, First name, Middle name, Suffix) 

Annex "G- PD First" 

l'I·IIU·!I<:r\LTH]]) NLTMBER OF PATIENT DO -I I I I I I I I I 1- D 
l\II •:l\!BER (ijj>afienf i.r ,, rkpenrlen!) (Last name, First name, Middle name, Suffix) 

.,.... ---:I.PHILHEAU"H m NLJl\ll3ER OF l\!EI\IBER rn -I 1 1 1. 1. 1. 1. 1 1 1- o 
~ 

!- ~~ 
LETTER OF INTENT FOR TRANSFER OF PD CARE TO A REFERRAL PD CENTER 

This is to certify that I, __________________ , born on _____________ , z .. 
w s 
2 i"' age _____ years old, residing at __________________________ , 

go ' (Adrlm:•) 
was diaf,'11osed with End Stage Renal Disease and was initiated on peritoneal dialysis at the 
_____________________ on _________________ . 

(Date o/l3i11b) (Na/Jle o/ Patimt) 

o (Na111e o(Reji>nit!~ PD Cm!er) (Date ofPD Initiation) 
0 

L------' I perform exchanges per day. I would like to request for transfer of PD Care to 
(111 dt t"C!!i> 1/!lllliJCI) 

_____________________ under the care of __________ _ 

{Nalllc a/Referral PD Center) (Name oj"Nepbivlqgi.r!) 

I understand that upon transfer to a referral I'D Center, I will have to surrender my I'D Passport 
to the I'D Coordinator of my referring I'D Center as well as waive all my subsequent PD claims 
in my referring PD Center. In case I decide to return to the referring PD Center to resume my 
I'D Care, I will have to abide by the policies set by them as a new PD patient. 

Conformc by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Patient/ Parent/ Guardian Nephrologist, Referring PD Center 

PhilHealth I\ccreditation No. 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Billin!! Representative, Referring I'D Center PO Coordinator, Referring I'D Center 

, \cknowlcdgcd by: Acknowledged by: 

(Printed name and signature) (Printed name and signature) 
Head/I'D Coordinator, Referral PD Center BAS Head, PhilHealth Regional Office 

Date signed (mm/ dd/yyyy) Date signed (mm/dd/yyyy) 
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Republic of tile Pltilippiue.\· 

PHILIPP •.• .:: HEALTH INSURANCE CORPOI-. .. riON 
- -- - ~ -~--citystiliC Centre f3Uilding. 709 Shaw BouiCVUrd:-,>Osig cily- ------ -­

llealthline 441-7444 \\'\\w.philh~.:alth.!!ov.ph 

Case No.---------
Annex "M- PD First" 

CHECKLIST FOR PATIENT TRANSFER 
PD FIRST Z BENEFITS 

HI ·:,\I.Ti-1 C,\RE INSTITUTION (HCI) 

,\DDRI•:SS OF HCI 

PATII ·:NT (Last name, First name, 1\Iiddle name, SuffD;:) 

PHil .HI •:ALTH ID-NUI\IBER OF PATIENT I 1- 1-1 I I I I I I 1- I 1-D 
I\ II ·:MBI m ((/pt~liellt i.r tJ tkpe111ie11!) (Last name, First name, Middle name, SuffL'<) 

l'HILHI•:,\LTH ID NUMBER OF MEMBER I I 1-1 I I I I I I I I 1-D 
l'or HCI I'D patients* who will be transferred to a referral PD Provider, the following checklist 
shall be accomplished: 

N,\1\IE OF REfERRAL PO CENTER 

,\DDRESS OF REFERRAL PD CENTER 

REQUIREMENTS YES OR NO SIGNATURE OF 
(tick appropriate box) RESPONSIBLE 

PERSON 
I. Updated Medical1\bstract DYes DNa 

., Llpdated I'D Prescription for one (1) month DYes DNa 

3. l .etter of Referral from Attending N~tmc & :-oign:Jturl' 

Nephrologist/ Fellow 
DYes DNa . \trending Nl'plln,Jc,!.d:-;r 

.J-. Clearance from I'D Provider rc status of 
utilization ofPhill-lenlth PD First Z Benefits DYes DNa Naml' & :-;ignatun• 
Claims Billin ~ Pcr:o;onnd 

5. J .etter of Intent from Patient requesting for 
transfer to a referral PO Provider (Annex G) DYes DNa Naml' & :-;ignarurl' 

Patit'nt/Parl'nt/( :tr:1nli.rn 

6. Submission of I'D Passport (Annex F) to 
Provider DYes DNo Naml' & :-;i~natun' 

PD ( :oordin:1tor 
. . . .. 

t- //C./ J>IJ J>altr}///.f ure t!W.ft' who /Jar/1/u:u· ]>/) mtlttiltnll aJI(/.wb.fcqlle!JijiJ!Inm up.r 111 t/11: n...•ferrn(~ PD Prrmder. f'h~r du1111 lht'tr 
}Jf) fliJ:(/ Z 13t•JJvfit.,·/rnlli!IJc rcji:rriHg //(.1. 

(:crtifin! CClmpJctc b)·: Confonnc by: 

Printed name and ~ignaturc Printed name and signature 
PD Coordinator Paticnt/Parcn t/ G uarclian 

Date signed (mm/dd/)")'rr) Date signed (mm/ dd/mT) 

As of July 2014 Page 1 of1 of Annex M-PD First 

iiiPhiiHeatth l Olnce of the PC_EO ~ 


