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

SUBJECT : Z Benefits for Children with Mobility Impairment 

I. RATIONALE 

Congenital and acquired conditions during childhood, particularly the most common 

ones, musculoskeletal and neuromuscular disorders (UERM and PGH local data) can 

impair a child's mobility at different levels. Mobility impairment makes walking, 
moving around, changing, or maintaining body positions difficult. In a body that is 

just growing and learning to adapt to its environment, failure to address mobility 
impairment during critical phase of development leads to lifelong consequences. 
Cerebral palsy and clubfoot are the two most common disorders identified locally to 
need management for mobility impairment among pediatric patients (UERM and 

PGH data). 

Mobility impairment can be addressed through appropriate mobility devices and 
habilitative / rehabilitative therapy. These can potentially halt the progression of 
conditions that limit mobility and then enable children to navigate access and be more 

independent. A recent local modeling study estimates that there are 137,474 children 
(i.e. less than 19 years old) who would need mobility devices (PFP, 2016 

[unpublished]). The cost of intervention, however, consisting of assessment, fitting 
and fabrication of devices, and rehabilitation can be prohibitive. 

The Philippine Health Insurance Corporation (Phi!Health) is mandated to ensure 
financial risk protection, with provisions towards persons with disabilities. Thus, the 

Phi!Health Board, per Board Resolution No. 2125 s. 2016, approved an improved, 
rationalized and relevant benefit package for children with disabilities with the 
perspective of capturing the preventive to curative approach to patient care. 
Z benefits, in particular, are designed to prevent catastrophic spending among 
marginalized members and dependents thrqugh facilitating access to quality healthcare 
services. Adults have, thus far, been covered by PhilHealth benefits through its 
ZMORPH prosthesis and orthosis benefit packages (Phi!Health Circulars 0019-2013 

and 2016-0033), and selected orthopedic implants for hip arthroplasty, hip fixation, 
pertrochanteric fracture and femoral shaft fracture (PhilHealth Circular 2016-0020). 

Children, defined hereafter for the purpose of this Circular, as ages less than 17 years 
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and 364 days, have yet to be afforded with financial risk protection from mobility 
impairment. 

This Circular describes the benefit package for children with mobility impairment, 
covering services from assessment, provision of appropriate devices and 
rehabilitation, such that children can be enabled to navigate their homes and 

communities. A previously issued Circular on benefits for children with disability 
(PhilHealth Circular 2016-032) provides an overarching guidance in the 
implementation of this policy. 

II. OBJECTIVES 

This Circular aims to establish the guiding principles and define the policies and 

procedures in the delivery of quality health service for children with mobility 
impairment under the Z Benefits. 

III. SCOPE 

This Circular shall apply to all health care institutions (HCis) contracted to provide 

the Z Benefits for children with mobility impairment, and other relevant stakeholders 
involved the implementation of the Z Benefits. 

IV. DEFINITION OF TERMS 

A. Assessment - process of examination, interaction, and observation of a child with 
potential or actual conditions, and the degree of limitations in function, activity 
and participation. Assessment is required for the provision of assistive device and 
rehabilitation services. 

B. Assistive device - any device that is designed, made and adapted to help a child to 
perform tasks. This refers to an appropriately measured, fabricated, and fitted 
prosthesis, orthosis, seating device or wheelchair that aims to improve the child's 
activity, functioning and participation. 

C. Contracted Health Care Institution - a health facility that is PhilHealth-accredited 
and enters into a contract for specialized care with PhilHealth. 

D. Gross Motor Function Classification System - a standardized classification, used 
to categorize and describe a child with mobility impairment's ability to function in 
his/her home, school, or community at different age levels. The system is used to 
classify whieh appropriate assistive device can be provided. 

E. Lost to follow-up - means the patient has not come back as advised for the final 
fitting of the device, for the training on the safe and functional use of the device, 
or for the immediate next rehabilitation visit. Visiting the clinic for more than 

two weeks from advised scheduled visit, renders the patient "lost to follow-up". 
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F. Mobility impairment - refers to difficulty in walking, moving around, navigation, 
and changing or maintaining body positions. The difficulty causes a limitation in 
function and participation in the life of a child. 

G. Pre-authorization - an approval process from PhilHealth that gives the 
contracted HCI the information that the patient has passed the eligibility and 

minimum clinical selections criteria required for availment of the Z benefits. 

H. Rehabilitation for mobility impairment - refers to physical therapy and/or 

occupational therapy, aimed at safe and functional use of assistive devices for 
children with mobility impairment towards improvemer1t or restoration of 

function, and prevention of secondaty disabilities, such as contractures, 
deformities, and pressure sores. 

I. Z Benefits - benefit packages that focus on providing relevant financial risk 
protection against illnesses perceived as medically and economically catastrophic. 

V. CONTRACTING HCis AS PROVIDERS FOR THE Z BENEFIT FOR 
CHILDREN WITH MOBILITY IMPAIRMENT 

With the mandate of PhilHealth to provide financial risk protection against 
catastrophic illness and to pay for quality health care services, the Corporation has 

the prerogative to negotiate and enter into contracts with HCis and professionals. 
This is to define the terms of pricing and benefit package delivery that is of quality, in 
behalf of its members. 

In this regard, Phi!Health shall initially engage with identified capable tertiary HCis 
for the provision of specialized multi- and interdisciplinaty health care delivery for 

this Z benefit. Subsequent contracting of other capable HCis shall be done to 
expand benefit utilization and improve implementation efficiency. Phi!Health 
Circular 2015-014 provides guidance on the contracting process. 

Coordination and collaboration with Phi!Health and among contracted HCis for Z 
Benefits for children with mobility impairment shall be required for quality 
improvement and operational purposes, such as, but not limited to, pertinent 

training, regular patient audits, patient referrals, patient tracking, and pooled 

procurement of supplies. 

The contracted HCI shall also designate at least one Z Benefits Coordinator to 
perform the tasks specified in Phi!Health Circular 2015-35 Section V, providing 
guidance and navigation services to patients, coordination with Phi!Health, and 

encoding of patient information. 
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VI. MINIMUM STANDARDS OF CARE 

The Z Benefits for children with mobility impairment shall reflect the following 
mandatoty services: 

1. Assessment, prescrtptron of prostheses and orthoses, check-out and 

discharge by a certified Philippine Board of Rehabilitation Medicine 
specialist. 

2. Assessment, prescr1pt10n, follow-up and repair of seating devices and 

wheelchair with corresponding user training on safety & functional use by a 

trained wheelchair and seating device professional, and wheelchair 
technician. The list of certified training bodies shall be identified by the 
reference H CI. 

3. Measurement, casting, fabrication, fitting and alignment of prosthesis and 
orthosis by a graduate of a 4 to 5-year Bachelor of Science in Prosthetics 
and Orthotics course. 

4. Rehabilitation program prescrtptron shall be provided by a certified 
Philippine Board of Rehabilitation Medicine Specialist with implementation 
of the therapy by a Professional Regulations Commission (PRC)- licensed 
Physical or Occupational Therapist 

Table 1. Mandatory and other services for the Z Benefits for children with mobiliry 

impairment requiring assistive devices for upper and lower extremity 
prosthesis 

Mandatory Services Other services 

a. Assessment & prosthetic prescription Follow-up 2x/year 
b. Measurement, casting, fabrication & fitting of 

prosthesis until age of 17 years and 364 days 

c. Rehabilitation service 

Table 2. Mandatory and other services for the Z Benefits for children with mobility 
impairment requiring a lower limb orthosis (Talipes Equinovarus or 
Clubfoot) 

Mandatory Services Other services 

a. Assessment & orthotic prescription Follow-up 2x/year 
b. Measurement, casting, fabrication & fitting of 

orthosis until age of four years old 

c. Rehabilitation service 
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Table 3. Mandatory and other services for the Z Benefits for children with mobility 
impairment requiring a lower limb orthosis 

Mandatory Services Other services 

a. Assessment & orthotic prescription Follow-up 2x/year 

b. Measurement, casting, fabrication & fitting of 

orthosis until age of 17 years and 364 days 
c. Rehabilitation service 

Table 4. Mandatory and other services for the Z Benefits for children with mobility 

impairment requiring a spinal orthosis 

Mandatory Services Other services 

Musculoskeletal conditions: a. X-ray at least three months 
prior to assessment & after 

a. Measurement of Cobb's angle and Risser sign each replacement 

b. Assessment & orthotic prescription b. Follow-up /adjustment of 

c. Measurement, casting, fabrication & fitting of pads with first follow-up two 

orthosis until < Risser 4 (skeletal maturity) weeks from first orthosis 

d. Rehabilitation service 

Neuromuscular conditions, after or not needing a. X-ray at least three months 

seating/positioning devices/ wheelchair: prior to assessment & after 

each replacement 

a. Measurement of Cobb's angle b. Follow-up /adjustment of 

b. Assessment & orthotic prescription pads with frrst follow-up two 

c. Measurement, casting, fabrication & fitting of weeks from first orthosis 

orthosis until 17 years and 364 days 

d. Rehabilitation service 

Table 5. Mandatory services for the Z Benefits for children with mobility impairment 

requiring a seating device 

Mandatory Services 

a. , Assessment & seating device prescription 

b. Measurement, & fitting of seating device from six months to less than seven years old 

c. Training on the safe and functional use of the seating device 
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Table 6. Mandatory services for the Z Benefits for children with mobility impairment 
requiring a wheelchair 

Manda tory Services 

a. Assessment & wheelchair prescription 
b. Measurement & fitting of wheelchair from seven to less than 18 years old 

c. Training on the safe and functional use of the wheelchair 
d. Rehabilitation service 

Table 7. Mandatory services for the Z Benefits for children with mobility impairment 
requiring replacements or yearly services of seating device or wheelchair 

Mandatory Services 

a. Seating device replacement, maximum of one replacement 

1. Assessment & seating device prescription 

ii. Measurement, & fitting of seating device from six months to less than seven 

years old 
b. Basic wheelchair replacement, every three years 

i. Assessment & wheelchair prescription 
ii. Measurement & fitting of wheelchair from seven to less than 18 years old 

c. Yearly services for seating device, maximum of six yearly services 
d. Yearly services for intermediate wheelchair, maximum of ten yearly services 

VII.. GUIDELINES ON AV AILMENT OF THE Z BENEFIT FOR CHILDREN 
WITH MOBILITY IMPAIRMENT 

A. Assessment of Patients 

1. The provision of services for the Z Benefits for mobility impairment shall 

cover only those cases that fulfill the following selections criteria: 

a. General Criteria 

1. Age must be 0 to 17 years and 364 days old; 

u. Absence of conditions that will compromise safety and functionality 
with the use of prosthesis, orthosis, wheelchair or seating device 

iii. On physical examination: no fresh or non-healing wound on body 
part of interest 

iv. At least three months-post-surgery, if acquired amputation 
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b. With mobility impairment, presenting with any of the following: 

i. Disorders resulting to mobility impairment: 

a) Musculoskeletal conditions characterized with any of the following: 
limb loss (amputation), limb deficiency, limb deformity and spine 
deformity (Cobb's angle <:: 20 degrees and Risser <4) classified 
into: 

i) Gross motor function classification system (GMFCS) 1 and 2 
for prosthesis· and orthoses, 

ii) GMFCS 3, 4, and 5 for seating device, wheelchair, prosthesis 
and orthosis (note: For seating device, a child must be six 
months to six years & 364 days), 

iii) Talipes equinovarus (clubfoot) 

b) Neuromuscular conditions characterized with any of the following: 
weakness or paralysis, imbalance, incoordination, sensory deficits 
classified into: 

i) GMFCS 1 and 2 for prosthesis and orthosis, OR 

ii) GMFCs-3, 4, and 5 for seating device, wheelchair and orthosis 

ii. Presence of cardiopulmonary, behavioral or cognitive conditions that 
impairs a child's mobility; 

2. In order to qualify for the Z Benefits, children with mobility impairment shall 

be assessed by appropriate health care providers at the contracted HCis. If 
qualified, these children shall be enrolled in this program. 

3. Contracted HCis shall be responsible for developing an efficient process for 
assessing Z Benefits patients that is applicable in their local setting. 

B. Application for Pre-authorization 

1. Pre-authorization from Phi!Health based on the approved selections criteria 
shall be required to avail of the Z Benefits. All requests for pre-authorization 
shall be completely and properly accomplished by the contracted HCI by 
filling out the Pre-authorization Checklist and Request (Annex A) and 
submitted by a designated liaison of the contracted HCis to the Local Health 
Insurance Office (LHIO) or to the office of the Head of the Phi!Health 
Benefits Administration Section (BAS) in the region for approval. 
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2. Contracted HCis shall follow the prescribed process of seeking approval for 
the pre-authorization as described in PhilHealth Circular 2015-035 Section 
VII. 

3. The approved Pre-Authorization Checklist and Request shall be valid for one 
hundred eighty calendar (180) days from the date of approval by Phi!Health 

provided that the child has not turned 18 years of age. All contracted HCis 
shall be responsible in tracking the validity of the approved pre
authorizations. The contracted HCI should inform Phi!Health in cases when 
the validity has lapsed. When needed, a new Pre-Authorization Checklist and 

Request can be submitted, provided that the child is still below 18 years old. 

4. The member or the dependent should have at least one day remaining from 
the 45-day annual benefit limit prior to submission of the Pre-authorization 

Checklist and Request. Five days shall be deducted from the 45-day annual 
benefit limit upon approval of the application for pre-authorization. 

5. An approved Pre-authorization Checklist and Request guarantees payment of 
the initial tranche of the Z benefit provided that mandatory services for the 

specified treatment phase are given to the patient and all other PhilHealth 
requirements are complied with. 

6. While the Pre-authorization Checklist and Request is submitted manually, it 
shall be submitted together with the properly accomplished ME form 

(Annex B). 

7. The ME Form shall be discussed by the attending health professional/sand 
accomplished together with the parent or guardian/ patient to be enrolled in 
the Z Benefits. The ME Form aims to support parent or guardians/patients 
to be active participants in health care decision making by being educated and 
informed of the conditions and all management options. Further, the ME 

Form aims to encourage the attending health care professionals in the 
contracted HCis to dedicate adequate time to discuss with patients. The 
overall goal is to achieve optimum functional outcomes and patient 

satisfaction. 

C. Guidelines on Reimbursement 

1. The package codes and corresponding rates per laterality of the Z benefits 
for children with mobility impairment are specified in the following tables: 
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Table 8. Package codes and rates for the Z Benefits for children with mobility impairment 
requiring assistive devices for upper and lower extremity prosthesis, lower 
extremity orthosis and spinal bracing or orthosis 

Package Code Package Rate 
Description 

Right Left Both 
(Php) per 
laterality* 

I. Upper Extremity Prosthesis** 

Shoulder disarticulation Z1801A Z1801B Z1801C 132,300.00 

Above elbow (AE) Z1802A Z1802B Z1802C 67,300.00 

Below elbow (BE) Z1803A Z1803B Z1803C 47,300.00 

Finger glove (for 1 finger) Z1804A Z1804B Z1804C 17,300.00 

Hand glove (for more than 1 finger) Z1805A Z1805B Z1805C 22,300.00 

II. Lower Extremity Prosthesis** 

Hip disarticulation (HD) Z1806A Z1806B Z1806C 163,540.00 

Above knee or with knee 
Z1807A Z1807B Z1807C 61,940.00 

disarticulation (AKKD) 

Below knee or ankle disarticulation Z1808A Z1808B Z1808C 31,540.00 

Partial foot Z1809A Z1809B Z1809C 26,540.00 

III. Lower Extremity Orthosis*** 
Talipes Equinovarus or clubfoot Z1810 17,860.00 
Ankle foot orthosis (AFO) Z1811A Z1811B Z1811C 13,110.00 
Knee ankle foot orthosis (KAFO) Z1812A Z1812B Z1812C 29,210.00 
Hip knee ankle foot orthosis 

Z1813A Z1813B Z1813C 50,810.00 
(HKAFO) 
N. Spinal Bracing or Orthosis 
Spinal bracing / orthosis Z1814 I 32,180.00 

* The package rate per laterality shows the rates of the benefits per side, left or right. If both sides are provided with 
the assistive device at the same time, the package rate is multiplied by two. Exemptions to this are the benefits for 

Talipes Equinovarus or clubfoot, and spinal bracing or orthosis, where laterality is not applicable. 

**For cases involving more than one amputation, the patient is not allowed to claim two prosthesis simultaneously 
with the same laterality in either the upper (i.e. BE, AE) ot in the lower (i.e. AKKD, HD) limb. 

*** For cases involving more than one limb, the patient is not allowed to claim two orthoses simultaneously with the 
same laterality. 
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Table 9. Package codes and rates for the Benefits for children with mobility impairment 
requiring seating device, basic and intermediate wheelchair 

Description 
Package Package 

code rate (Php) 

Seating device, for ages six months to less than seven years old Z1815 15,470.00 

Basic wheelchair, for ages seven to less than 18 years old Z1816 12,730.00 

Intermediate wheelchair, for ages seven to less than 18 years old Z1817 29,450.00 

Table 10. Package codes and rates for yearly services and replacement of seating device, 
replacement of basic wheelchair and yearly services of intermediate wheelchair 

Description 
Package Package 

code rate (Php) 

Yearly services for seating device, for ages six months to less than 
seven years old (to he given minimum of one year after provision Z1818 1,590.00 
of the seating device until less than seven years old) 

Yearly services for intermediate wheelchair, for ages seven to less 
than 18 years old (to he given minimum of one year after provision Z1819 6,104.00 
of the intermediate wheelchair until less than 18 years old) 

Seating device replacement for ages four to less than seven years 
Z1820 13,690.00 

old 

Basic wheelchair replacement, for ages seven to less than 18 years 
Z1821 7,170.00 

old 

2. HCis shall establish their own guidelines on the administration of 

reimbursement funds including how professional fees will be dispensed. 
Monies in excess of the amount needed to deliver the services will be 

utilized to develop the mobility section of the facility. 

3. Rules on pooling of professional fees in government hospitals apply. 

4. There shall be no out-of-pocket expenses for the availment of the Z Benefit 
for mobility impairment for all member categories of PhilHealth, except for 
upgrade of services. The details of the co-payment arrangement will be 
arranged with the contracted HCI and shall be stipulated in the individual 

contracts of health care institutions. 
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D. Claims Filing and Reimbursement 

1. After receipt of the approved Pre-authorization Checklist and Request by 

the contracted HCI, the contracted HCI can only fl.le a claim for 
reimbursement upon rendering all mandatory services specified in Section 

VI. Tables 1 to 7 of this Circular, within the context of a multi- and 
interdisciplinary approach to patient care. 

2. The contracted HCI should provide and claim reimbursement only for new 

and unused components or devices under the Z benefits. 

3. Patients should keep their used or replaced devices and are discouraged to 
sell or donate them. 

4. The claim application fl.led by the contracted HCI shall include the 

following documentation: 

a. Transmittal Form of claims for the Z Benefit Package to be used by the 
contracted HCI per batch of claims; 

b. Photocopy of the approved Pre-authorization Checklist and Request 
signed by the patient, parent or guardian, and the health care providers 

who are members of the multi- and interdisciplinary team managing the 
patient, as applicable, for the first tranche only, during provision of 
assistive device; 

c. Photocopy of the properly accomplished ME Form for the first tranche 
only, during provision of assistive device; 

A copy of the properly accomplished ME Form shall be provided to the 
patient by the contracted HCI and the signed original copy should be 
attached to the patient's chart as a permanent record; 

d. Phi!Health Benefit Eligibility Form printout or its equivalent (e.g. 
Phi!Health Claim Form 1 or CFl) attached as proof of eligibility during 
the pre-authorization process and for all tranches during repair, 
replacement and yearly service of assistive device; 

e. Properly accomplished Phi!Health CF2 for all tranches; 

f. Checklist of Mandatory Services for the corresponding tranches; 

g. Corresponding Checklist of Requirements for Reimbursement; 
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h. Photocopy of the accomplished Z Satisfaction Questionnaire for 
services rendered for that particular tranche; and 

i. Certification of Training Completed; or Certificate of Outcome after 
rehabilitation session. 

Table 11. Summary offorms to be utilized in claims filing and reimbursement 

Service Provision Forms Required 

I. For Assistive Device Provision, Training and Rehabilitation 
Tranche 1: a. Pre-authorization Checklist and Request (photocopy) 
Assessment, prescription, b. ME Form (photocopy) 

casting and measurement c. PhilHealth Benefit Eligibility Form or equivalent 

of the assistive device (e.g. PhilHealth CF1) 
d. PhilHealth CF2 
e. Checklist of Requirements for Reimbursement 
f. Checklist of Mandatory Services 
g. Z Satisfaction Questionnaire (photocopy) 

Tranche 2: a. PhilHealth CF2 
Assistive device fitting, b. Checklist of Requirements for Reimbursement 

c. Checklist of Mandatory Services mobility training 
d. Certificate of completed training on the safe and 

functional use of devices (photocopy) 
e. Z Satisfaction Questionnaire (photocopy) 

Tranche 3: Rehabilitation a. PhilHealth CF2 
semce b. Checklist of Requirements for Reimbursement 

c. Certificate of outcomes after rehabilitation sessions 
(photocopy) 

d. Z Satisfaction Questionnaire (photocopy) 
II. For Assistive Device Repair, Replacement or Yearly Service 

Pre-requisite: patients should have previously availed of the Z Benefits for assistive 
device, training, and rehabilitation service. Repair, replacement and yearly services 
for assistive device may be availed until the patient is 17 years and 364 days 

Tranche 1 and, a. PhilHealth Benefit Eligibility Form or equivalent 
succeeding tranches for (e.g. PhilHealth CF1) 

yearly services: b. PhilHealth CF2 

Repair, Replacement or 
c. Checklist of Mandatory Services 
d. Checklist of Requirements for Reimbursements 

Yearly Service e. Z Satisfaction Questionnaire (photocopy) 

5. Rules on late filing shall apply; 

6. If the delay in the filing of claims is due to natural calamities or other 
fortuitous events, the contracted HCI shall be accorded an extension period 
of 60 calendar days as stipulated in Section 47 of the Implementing Rules 
and Regulations (IRR) of the National Health Insurance Act of 2013 

(Republic Act 7875, as amended); 

7. There shall be no direct filing of members; 
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8. The claims shall be evaluated according to the process stipulated in 
PhilHealth Circular 2015-035 Section IX. 

9. The terms of payment for the Z Benefits for children with mobility 

impairment shall be given in tranches with the corresponding amounts, 
filing schedule and allowed frequency of availment as follows: 

Table 12. Description of services, amount of payment, filing schedule and maximum 

availment of benefits for prosthesis, orthosis, spinal bracing/orthosis. 

Description 
Tranche 

Amount (Php) 
Filing Schedule 

Maximum 
per laterality Device PF* Availment 

I. Upper Extremity Prosthesis 

A. Shoulder Within 60 Upon enrolment, 

disarticulation calendar days may be replaced 
1 117,000.00 0.00 after every three years, 

measurement maximum of five 

per limb 

Within 60 Upon enrolment, 

calendar days may be replaced 

2 0.00 13,000.00 after the final every three years, 
fitting of the maximum of five 

device per limb 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 2,300.00 after the last day one set every 

of rehabilitation after fitting 

service 

B. AE Within 60 Upon enrolment, 

1 58,500.00 0.00 
calendar days then every three 

after years, maximum 
measurement of five per limb 

Within 60 
calendar days 

2 0.00 6,500.00 after the final 
fitting of the 

device 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 2,300.00 after the last day one set every 

of rehabilitation after fitting 

service 

c. BE Within 60 Upon enrolment, 
1 40,500.00 0.00 

calendar days then every three 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

per laterality Device PF* 

after 

measurement 

Within 60 
calendar days 

2 0.00 4,500.00 after the final 

fitting of the 

device 

Within 60 
calendar days 

3 0.00 2,300.00 after the last day 

of rehabilitation 
service 

D. One finger Within 60 

1 13,500.00 0.00 
calendar days 

after 

measurement 

Within 60 

calendar days 

2 0.00 1,500.00 after the final 

fitting of the 

device 

Within 60 
calendar days 

3 0.00 2,300.00 after last day of 

rehabilitation 
service 

E. Glove Within 60 

1 18,000.00 0.00 
calendar days 

after 

measurement 

Within 60 
calendar days 

2 0.00 2,000.00 after the final 
fitting of the 

device 

Within 60 
calendar days 

3 0.00 2,300.00 after the last day 
of rehabilitation 

service 
.. * Tranche 2: PF for the devtce assessment, prescnptton and tralntng 

Tranche 3: PF for rehabilitation service (physical/ occupational therapy fee 

Product Team for Special Benefits 

Maximum 
Availment 

years, maximum 

of five per limb 

Five sessions per 

set, maximum of 

one set every 

after fitting 

Upon enrolment, 

then every three 
years, maximum 

of five per limb 

Upon enrolment, 

then every three 
years, maximum 

of five per limb 

Five sessions per 

set, maximum of 

one set every 

after fitting 

Upon enrolment, 

then every three 
years, maximum 
of five per limb 

Five sessions per 

set, maximum of 
one set every 

after fitting 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

Maximum 
per laterality Device PF* Availment 

II. Lower Limb Prosthesis 

A. Hip Within 60 Upon enrolment, 
disarticulation 

1 145,800.00 0.00 
calendar days then every three 

after years, maximum 

measurement of five per limb 

Within 60 

calendar days 

2 0.00 16,200.00 after the final 

firting of the 

device 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 1,540.00 after the last day one set every 

of rehabilitation after fitting 

service 

B. AKKD Within 60 Upon enrolment, 

1 54,400.00 0.00 
calendar days then every three 

after years, maximum 

measurement of five per limb 

Within 60 Upon enrolment, 

calendar days then every three 

2 0.00 6,000.00 after the final years, maximum 
firting of the of five per limb 

device 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 1,540.00 after the last day one set every 

of rehabilitation after fitting 

service 

c. Below knee or Within 60 Upon enrolment, 

' 
2t 

ankle 
1 27,000.00 0.00 

calendar days then every three 

disarticulation after years, maximum 
measurement of five per limb 

0:: a; 

w>- .,... 
ro 

1-D- 0 

~~ ~ 

u 

Within 60 

calendar days 

2 0.00 3,000.00 after the final 

fitting of the 

device 
.. * Tranche 2: PF for the devtce assessment, prescrtptton and tratmng 

Tranche 3: PF for rehabilitation service (physical/ occupational therapy fee) 

0 

" 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

Maximum 
per laterality Device PF* Availment 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 1,540.00 after the last day one set every 

of rehabilitation after fitting 
service 

D. Partial foot Within sixty (60) Upon enrolment, 

1 22,500.00 0.00 
calendar days then every tbree 

after years, maximum 

measurement of five per limb 

Within 60 
calendar days 

2 0.00 2,500.00 after the final 
fitting of the 

device 

Within 60 Five sessions per 

calendar days set, maximum of 

3 0.00 1,540.00 after tbe last day one set every 

of rehabilitation after fitting 
service 

III. Lower Extremity Orthosis 

A. Talipes Within 60 Once per year 

Equinovarus 
1 15,400.00 0.00 

calendar days per limb until 

(Clubfoot) after four years old 
measurement with maximum of 

Within 60 tbree 

calendar days replacements per 

2 0.00 1,710.00 after tbe final limb 

fitting of tbe 
device 

Within 60 Two sessions 

.... calendar days per set, 

~ ,.... -
3 0.00 750.00 after tbe last day maximum of one 

of rehabilitation set every after 

service fitting 

0.:>- o.; 
I.Ll 

,_ 
(TJ 

I-LL 0 

B. AFO Within 60 Maximum of17 
calendar days replacements per 

I 

~)t I ~(.)~ I 
:;;E 

' ' 

1 11,120.00 0.00 after limb, until tbe 

measurement age of17 years 
and 364 days 

.. * Tranche 2: PF for the device assessment, prescnpt:ton and trammg 
' 
! '-' 

(,::) 

l 

Tranche 3: PF for rehabilitation service (physical/ occupational therapy fee) 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

Maximum 
per laterality Device PF* Availment 

Within 60 
calendar days 

2 0.00 1,240.00 after the final 

fitting of the 
device 

Within 60 Two sessions 
calendar days per set, 

3 0.00 750.00 after the last day maximum of one 

of rehabilitation set every after 
service fitting 

c. KAFO Within 60 Maximum of 17 

1 25,610.00 0.00 
calendar days replacements per 

after limb, until the 
measurement age of 17 years 

Within 60 and 364 days 

calendar days 
2 0.00 2,850.00 after the final 

fitting of the 
device 

Within 60 Two sessions 
calendar days per set, 

3 0.00 750.00 after the last day maximum of one 

of rehabilitation set every after 
service fitting 

D. HKAFO Within 60 Maximum of 17 

1 45,060.00 0.00 
calendar days replacements per 

after limb, until the 
measurement age of 17 years 

Within 60 and 364 days 

~ 

~· 
calendar days 

2 0.00 5,000.00 after the final 
fitting of the 

device 

r:t: "' LlJ >- ";;; 
!-0.. 0 

' 

~~l 
0 

Within 60 Two sessions 
calendar days per set, 

3 0.00 750.00 after the last day maximum of one 

of rehabilitation set every after 
service fitting 

' ' * Tranche 2: PF for the deVIce assessment, prescnpnon and trammg 
Tranche 3: PF for rehabilitation service (physical/occupational therapy fee) 

0 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

per laterality 'Device PF* 
IV. Spinal Orthosis 

Spinal orthosis Within 60 

1 28,290.00 0.00 
calendar days 

after 
measurement 

Within 60 · 

calendar days 

after the final 
fitting of the 

device 

2 0.00 3,140.00 

Within 60 

calendar days 
3 0.00 750.00 after the last day 

of rehabilitation 

service 

V. Seating Device 

Seating device Within 60 

calendar days 

1 13,690.00 0.00 
after the date of 
measurement of 

the seating 
device 

Within 60 
calendar days 

2 0.00 1,780 after the final 
fitting of the 

seating device 
.. * Tranche 2. PF for the dev1ce assessment, prescnptwn and trammg 

Tranche 3: PF for rehabilitation service (phrsical/occupational therapy fee) 

Product Team for Special Benefits 

Maximum 
Availment 

Once upon 
enrolment. 

For Spinal 
Orthosis 

(Musculoskeletal): 

Every year until 
Risser 4, 

maximum of four 

replacements 

For Spinal 
Orthosis 

(Neuromuscular): 

Every year, 
maximum of nine 

replacements 

Two sessions 
per set, 

maximum of one 

set every after 

fitting 

Once upon 
enrolment for 

child six months 
to less than seven 

years old 
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Description 
Tranche 

Amount (Php) 
Filing Schedule 

Maximum 
per laterality Device I PF* Availment 

VI. Wheelchair 

A. Basic Within 60 Once upon 
wheelchair 

7,170 0.00 
calendar days enrolment for 

1 after the date of child seven to 
measurement of < 18 years old 

the wheelchair 

Within 60 
calendar days 

2 0.00 1,780.00 after the final 
fitting of the 

wheelchair 

Within 60 Ten sessions per 

calendar days set, per year, 

3 0.00 3,780.00 after the last day maximum of one 

of rehabilitation set after fitting 

service 

B. Intermediate Within 60 Once upon 

wheelchair 
23,890.00 

calendar days enrolment for 

1 0.00 after the date of child seven to 
measurement of <18 years old 

the wheelchair 

Within 60 
calendar days 

2 0.00 1,780.00 after the final 
fitting of the 

wheelchair 

Within 60 Ten sessions per 

calendar days set, per year, 

3 0.00 3,780.00 after the last day maximum of one 

'"" 
of rehabiliration set after fitting 

't~ 
service 

* Tranche 2: PF for the device assessment, prescription and training 

Tranche 3: PF for rehabilitation service (physical/occupational therapy fee) 

a::: 0.. 
UJ>- .,._ 

"' I-D.. 0 

~1\~ 
u 
0 
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Table 13. Description of services, amount of payment, filing schednle and maximum 
avhllment of benefits for yearly services and replacement 

Description 
Tranche 

Amount (Php) Filing Maximum 
of Services Device PF Schednle Availment 

I. Seating device I wheelchair 

Seating Six tranches Within 60 Maximum of 
device yearly (one tranche calendar days six services 

service per year) 
1,590.001 

after from six 
0.00 

tranche I year 
provision of months to 

service less than 
seven years 

old 
Intermediate Ten tranches Within Once per 
wheelchair (one tranche 60 days of year, 

yearly service per year) completion maximum of 

Seating 
device 

replacement 
(single 

tranche) 

Basic 

wheelchair 
replacement 

4,604.00 1,500.00 of service ten services 

from seven 

to less than 
18 years old 

Within 60 Once from 

calendar days ages four to 
after the date less than 

1 12,190.00 1,500.00 of seven years 

measurement old 
of the seating 

device 

Within 60 Every three 
calendar days years from 1 n 

of wheelchair, 
replacement maximum of 

1 5,670.00 1,500.00 four 
replacements 

from seven 
to less than 
18 years old 

10. In the event that the patient expires or is declared "lost to follow-up" in the 
course of the rehabilitation sessions, the contracted HCI may still file claims 
for the payment of services rendered to Phi!Health. The contracted HCI 
s4ould submit a sworn declaration for "lost to follow-up" and expired 

patients. 
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11. In instances that patients were declared "lost to follow-up" by the 
contracted HCI, claims for the succeeding tranches for this particular Z 
Benefit package shall be denied. This does not, however, automatically 

disqualify the patient for applying for availment for repair or replacement. 

VIII. MONITORING AND POLICY REVIEW 

The implementation of the benefit package implementation shall be monitored. 
Contracted HCis shall comply with PhilHealth guidelines in establishing the HCI 

Portal that will facilitate efficient tracking and reporting of patient outcomes through 
the Z Benefits Information and Tracking System (ZBITS). 

Field monitoring of service provision by contracted HCis shall also be conducted. It 
shall follow the guidance, tools and consent forms provided in Phi!Health Circular 

2015-035 Section XI. The performance indicators and measures to monitor 
compliance to the policies of this Circular shall be established in collaboration with 

relevant stakeholders and experts. This shall be incorporated in the Health Care 
Provider Performance Assessment System that is governed by another policy 
issuance. 

Results of reports and monitoring visits shall inform the regular policy review 
described in PhilHealth Circular 2015-035 Section XII. 

IX. MARKETING, PROMOTION AND PATIENT EMPOWERMENT 

The implementation of the benefit package shall promote the role of patients and 

their parent or guardians as active participants in health care decision-making. 
PhilHealth Circular 2015-035 Section XIII specifies guidance to this end. 

X. REPEALING CLAUSE 

XI. 

Provisions of previous issuances inconsistent with this circular are hereby amended, 

modified or repealed accordingly. Those that are consistent shall remain valid and 
binding. 

EFFECTIVITY 

This Circular shall take effect after (15) fifteen days of complete publication in a 
newspaper of general circulation and shall thereafter be deposited with the National 
Administrative Register, University of the Philippines Law Center. 

These Special Benefit Packages shall be open to all capable HCis following 

contracting guidelines issued by the Accreditation Department of Phi!Healtb. 
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XII. ANNEXES (Ibese annexes shall be uploaded in the Phi!Health website) 

A. Pre-authorization Checklist and Request 
B. MEForm 

C. Checklist of Mandatory Services 
D. Z Satisfaction Questionnaire 

E. Checklists for Requirements for Reimbursement 
F. HCI Standards as Providers for Children with Mobiliry Impairment 

G. General process flow for provision of care for children with mobility impairment 
H. Transmittal Form for the Z Benefits 
I. Sample Claim Form 2 

J. Certificate of completed training on the safe and functional use of devices 
K. Certificate of outcomes after rehabilitation sessions 

~,! fk/Jor 
DR. CELESTfNA MA. JUDE P. DE LA SERNA 
Interim/OIC President and CEO 
Date Signed: /O·.I'·l ~~~ 

!\ 
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Republic of lire P/ri/ippi11es 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Tnmkline (02) 441-7444 
www.philhcalth.gov.ph 

Case No.------

Annex "A- Mobility Impairment" 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF PATIENT [IJ -I I I I I I I I I 1- D 
MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix) 

--.. -

PHILHEALTH ID NUMBER OF MEMBER DO -L-1_ I I I 
---

Fulfilled selections criteria DYes If.ye(~ro~:ed·t6 pre,autl)orization a~'p}icatio~·-,\ 
D No •. -If n§, specify reason/ s and encode '., ' ·. 1 

1. 
2. 

3. 

,. •• - ,··:. -·' r ! •; 

.-- ,. ~ ~ : i 
r'A;··· /.- • I ; f\ 

P~:AUTHORIZAfioN,.clfECKLIST j / ::/ 
Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT.'·. 

i/ __ ,.. ... ... ./ / .. ~· 
,. >' / ,. / Place a·( .f) if yes 

/ ! General Qualifications ,." ',' · Yes 
The child's ch~o!)blogical age'ls .0 to 17 years and 364 _days old ,/ /. 
The child do~s ~':'JOT have_a6y condjtio(l_that·wilr comp'romise safety and-·<' 
functionality;With the u_se of prosthesis, orthosis, whe'elchair.or seati(lg_.' 

r ! , . . 
device. 1 · ' J' 
On physical' exapJ.inaiion, the child has no fresh '!" ,_)on~he.aling -~p\ind on 
the body part of:int~rest _ ... ______ , ____ -- · _.-- -. /_ .• ;--

4. If acquiredl,amputai:ioii;- the limb is at least 3_months post-surgery 

~· The child p'~e.sents with_ any of the ~ollowiiig: _·, -/ 
;----"-~'-.1 \ > - - ·- --· .-~-

-..-!._ f' D Disorderh~st!lting to mobility impa,irm~nt:' . .-
::: '- D Musculo~kel,takonditions characterized with any of the following: 

r.:e_ . limb loss (amputation); liirib deficiency, limb deformity and spine 
lLJ )- ":: deformity (Cobb's angle of 2:: 20 degrees and Risser <4) classified 
~- D.. C into: $ 81~ "- D Gross Motor Function Classification System (GMFCS) 1 and 2 
_;:,. \.:;:; 

1 

• for prosthesis and orthosis 

L 
D GMFCS 3, 4, and 5 for seating device, wheelchair, prosthesis and 

orthosis (Note: For seating device, a child must be six months to 
g six years and 364 days), 

D Talipes equinovarus (clubfoot) 

As October 2017 Page 1 of 3 of Annex A- Mobility Impairment 
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1 {.JC OJ t..w>- -r-a. "'' 0 

General Qualifications (Cont.) Yes 

D Neuromuscular conditions characterized with any of the 
following: weakness or paralysis, imbalance, incoordination, 
sensory deficits classified into: 
D GMFCS 1 and 2 for prosthesis and orthosis 
D GMFCS 3, 4, and 5 for seating device, and wheelchair 

D Cardiopulmonary, behavioral or cognitive conditions that impairs a 
child's mobility 

Place a C-'l on the box for the appropriate assistive device that will be given to the child: 

Upper Extremity 
Prosthesis 

(GMFCS 1, and 2) 

Lower Extremity 
Prosthesis 

(GMFCS 1, and 2) 

{ 

Orthosis l : 
(GMFCS 1, and 2) 

: 

'• 

·' ( 

I 

I 

0 Shoulder disarticulation .-- .- '· ·:· -- : -L~te;~lity 
0 Above elbow •· · ._ 0~ ~1\lght 

0 Below elbow _ -- -- ' 0 Left 

0 Hand glove (2 of in ore fingers) 
Finge; (1 fi~ger) 0 

o· 
. ·o 

Hip disarticulation ·· 

Above lrnee or with knee 
disarticulation 

0 Belov.: knee or ankle disarticulation 

0 Partial foot 

0 T~lipes Equinovarus (Club Foot) 

0 "Ankle foot orthosis (AFO) 
·' .·0 Knee' ankle foot ortho~is (I<AFO) 

_./ 0 Hip kn~e a~ide foot otthosis /.· 
(Hi<AFO) ·' 

0 SpinaL bracing I orthosis -

'• 
0 Both 

\ . 
Laterality : ' 

0 Right 
0 Left 

0 Both 

·' Laterality 

' . ci 1 Right / . 
·n Left 

0 Both 
,. 

:' 1 

Seating Device / For ages.6 months to'< 7 years .old' 
(GMFCS 3;~; and 5) ·· 0 . Seating device.. · '. ./' 

r(: '·. For ages seven to 17 yea~s and 364 days old 
WheelcHai~ · ..• ·o· .. -Wh el h . , 

(GMFCS 3,4, ajld 5) Bas!c e c :ur ., 
• · · 0 Intermediate Whe~ichair 

C f' on orme b P · I y atlent Parent uar tan: A tteste db h b'li y Re a 1 tatlon Mdi' S 'li e c1ne pecta st 

Printed name and signature Printed name and si,ature 
Phi!Health I I Accreditation No. I I 1-1 I I II I 1-D 

(/)Q " ~u~ Note: 
Once approved, the contracted hospital shall print the approved pre-authorization form and have this 
signed by the patient, parent or guardian and health care providers, as applicable. This form shall be 
submitted to the Local Health Insurance Office (LHIO) or the PhilHealth Regional Office (PRO) 

ii when filing the first tranche. 
0 There is no need to attach laboratory results. However, these should be included in the patient's chart 

and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank. 

"- / 
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Republic of tire Philippines 

PHILIPPINE HEALTH INSUR~NCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
vtww.philhcalth.gov.ph 

PRE-AUTHORIZATION REQUEST 
Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

DATE OF REQUEST (mm/dd/yyyy): 

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

------~~--~------------------- in (NAME OF PATIEN'I) (NAME OF HOSPITAL) 
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 Co-pay _ :===---=-~~.....__ 
--~-

~ertiJ:ied-correcd)y:- --
.. --- .-- . 

_ _..~; .,.~ 

':.., '"· · .... Certified correct by: 

_., ", 
(Printed name and signature)-<. -· __ -- ·- (Printed name and signature) ': 

..... ,., ....... ~ 
.. _,,.,,,,. ... f'I"',..-~T~CCI 

"""-'""'""'""""~"<) 

Attending Medical Speci~\S.t' /'- .. _ 
. -- : 

Execmive Director/ Chief; of Hospithl/ 
Medical Director/ Medical Center Chief 

PhUH"I<h I I I I 1 1 1 il .-1 I T 11 1:· PruJHooJth·' I I I I I I I I 11· I I I I 
AccreditationNo. 1-[ ~1 >1. [ [ 1-,. .. r AccredjtitionNo. [- [( ; .1·1 

[-[ 

As October 2017 

m teamphilhealth 

/ :· 

•' / 
,' / 

/ J . ' 

I 

Conforme by: 

i 

/ .. 
> 

' ' '. 
/ ) .. ,. 

~ _r,· 
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"' r-o.. 0 

~&i .,;!! 

0 
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Republic ofi!Je Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Cenffi?, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
www.nhilhealth.gov.ph 

Numero ng kaso: ______ _ 
--··"""-"""' .__""""""", • ..., .. u,v:, ......_ ...... _ ... """" 

Case No. 
Annex "B-ME Form" 

MEMBER EMPOWERMENT FORM 
Magpaalam, tumulong, at magbigay kapangyarihan 

I '!form, S npport & Empower 

MgaPanuto: 
Instrucdons: 

I. 

2. 

3. 

4. 

5. 

6. 

7. 

Ipaliliwanag at tutulungan ng kinatawan ng ospital ang pasyente sa pagsasagot ng ME form. 
The health care provider shall explain and auist the pah"ent ilz .filling-up the MEjom1_._. 
Isulat nang maayos at malinaw ang mga impormasyon !?a kinak"ailruigaii. ·- .:::::-· . ..,. 
Ugib!J print all injom1ation provided. ,-" .. .-·.·"' __ -_-.·...--- --~ ·. :-----~ ·< "- ~~, 
Para sa mga katanungang nangangailangan ngsigOt'lla 11 _!)on··o "hindi",ligyan.ngmarka (~ angangkop 

'""" ¥""' #" ' ~ - . - ", 

na kahon. .7./_._..... :_:·0·~::_,_ _ .!1 
\ .\'~, 

For items requiring a ')es" or ''no'1 re.pq1Js(n1~ app,:;;jf/atifj with a ,check n1ark {'1). \ . -:- ~;_ 
Gumamit ng karagdagang papel);~:§ni-kiliakailang.iti: LagyaO. ito ng kaukulang rharka·_1at~ilakip ito sa ME 
form. .<>~ / ___ ......... -~./ . · _ .. / : ; l 
Use additional blank sheels tf nirefsary, -label properfj and attach semrefy to this ME jom1. : , 
Ang kibontratang ospi~~{ magkakaloob pg_dalub_hfsang pangangalaga sa p:igpapa~ ng kopya ng 

J •· .' ' ' ·</ •' ' ,. 'I 
MEForm. .!/ /."'. _ ... _.;' I lj 
The ME jom1 shaD be; lep'rod11ced !?)I the rontTafted health rare institution (HG) providing'speciJii~d rare. . _,. - .. ) r .. , 
Tatlong kopya ng)\!B form ang k~3.ngaog-ibigay ng kinootratang ospi~.Ang mg.~.'kopyang nabanggit 
ay ilalaan para s~·Pisyente, ospit~r ~i Phill_:Iealth. / // 
Triplicate ropies of tf;e ME jom1 s_,hdl/.ke tiiad/dvailable /!} the ~'!.".lracted HO-ft;ue for.Jhejah"ent; one as file ropy of 
the contracted H,C,{?providing t~rSp_~ri(l~f(ffl_ Care, and on,efor'J?bilflealth. /;. __ . /~l'r 
Para sa m~.p~syente~g·'gagamii·n)fZ -~o}?ility•:Ptt,hoses RCb3J)~Ji~a?oh Prosthesis Help 
(ZMORP~;--~kol sa,pagpar).pj~ _ng·artipisyal;t~:'!b~bang·baha~:h~rhita at binti, o Z Benefits 
para sa mga b:itang

1
inay kapan:s_anan, isulat ang]~~/ ~-B3·tala.~2,--B3 at D6. Para naman sa 

Peritoneal Dialysis. (rD) First ZlJ_enefits, isulaf angN/A pafacSa tala B2 at B3. 
For padent~· ~viiiJiDg of thC Z£i;;biHty Ortho_ses·RebabiHt~dOn Prosthesis Help (ZMORPH) for 
Jitting ofth'e,·~t~_fd lowerlimb prostht;sis, orZ'BfU!_elits· for children with clisabiHdez, write 
N/ A for it~ffls:Q~ 1J3:a.nd D~and-fot:~D J;~t Z:BCne·fits, write N/A for items B2 and B3. 

\~~;,~= >~ .. ; _, .. ~~~;:;::::::::::::,;' 

PANGALAN NG OSPITAL 
HEALTH CARE INSTITUTION (HO) 

ADRES NG OSPITAL 
ADDRESS OF HO 

Revised as of November 2016 Page 1 of 8 of Annex B- ME Form 

~ teamphilhealth IJ www.facebook.com!PhilHealth YouU www.youtube.com/teamphilhealth • actioncenter@philhealth.gov.ph 



" 

'-' 
0 

A. Impormusyon ng Miycmbro/ Pasyentc 
A. klembcr/Pflficnt Information 
PASYENTE (Apelyido, Pangalan, Panggitnang Apelyido, Karagdagan sa PangaJan) 
PATIENT {L:sl name, First name, Middk nant~, Sr!lf1X) 

NUMERO NG PHILHEALTH ID NG PASYENTE D D - D D D D D D D D D - D D 
PHILHEALTH ID NUMBER OF PATIENT 
MIYEMBRO (kung ang pasyente ay kalipikadong makikinabang) (Apelyido, Pangalan, Panggitnang Apelyido, Karagdagan sa 
Pangalan) 
MEMBER (if patiml i.t a dependml} {La.tl 11a11Je, Firs/ 11ame, Middle 11a111e, St!f!ix) 

NUMERO NG PHILHEALTH ID NG MIYEMBRO D D - D D D D D D D D D - D D 
PHILHEALTH ID NUMBER OF MEMBER 
PERMANENTENG TIRAHAN 
PERMANENT ADDRESS 
Pets a ng Kapanganakan (Buwan/ Araw /Taon) 
Birthdf!Y (rnm/dd/rm) 

Edad Kasarian 
Age - SeX.: .. __ ~- . 

Numero ng Telepono 
Telephone Nttntber 

Numero ng Cellp~<?ne -- :-Email_Addri:ss,_ 
Mobile Number·-·..-" .. -····:,; 'Emai/Addms··. '., 

Kategorya bilang :Miyembro: 
Membership Category: 
D Empleado sa 

Enpi'!Jed Sedor 
D Gobyemo 

Government 

. .' / .' . '" ~ ... ~ 
D ·Pribado . .J·· ,. 
. 1'"p : ~~- ,/ 

I ,. 
e 

/'/ rivirte _ ~ / 
/,/" D May-ari ~~:Koinp~)ra I E11terprise Owner 
/ D Kasam'r,i,lt~y l Hotmhold Help 

., /. D Ta~~o 3ii Pamilyal Fat11ify driver 
r I ..:' 

' \ 

/ 
' 

! 

i 
' 

~' 
( .. 

D Se!fEtJijJioyed 1• :· / .-< ./ ,1' 
D Filipinong Man~a sa ibang b3nsa _ _ _ .~ · r / l :~ 

- _- I -" • ! 

" ' 

Migrant IV'orker/OF"W; ./.. - .-- I f / ,;" 
D Informal Sector /; M~y sarili~g' pinagkakakitaan (Halimbawa. NegosyiO.te, Nagffi~aneho ng ttaysikel at taxi, mga 

propesyonal, artista, ati~~J~~) .,' . _ _ _ : ./ .. '. } <,. , t'_ J/,;·ll 
In~rntal Sector I {~!fl(am{ilg.In~iuldpafs· ff?X~:~ti,:~n¥SJ_Ut_nerl trfqc/e/ Jiz:d!rf~tri/ street vendors, entrepreneurs, proftssiOJials, 
artists, etc.) ': _ \ l.. . . ~."··-..: -· ... ~.-~ ,..· · .,)_,.. £ 

D Filipino na may.dalaw3ng pagkamamamayan/ Natufdliizyd Filipino (:iti'Z,en 
Filipino with DuafJ:3ti~nShip/Natttralized Filipino C/fizet; .. - ·~>· ' 

D OtganizedGrottp '.\ ---·o-- !Group Gold .•· .,-
\.." - - A-,. . ..-

D lnisponsuran 
Spo11sored 
D Bayan I L£U 
D Nakatatandang mamamayan I SeniorCitizm (RA 10645) 
D lba pa I Othm 

D Habambuhay na kaanib/ Lifetime Member 
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B. lmpormasyong Klinikal 
B. Clinicul Infornwtion 
1. Paglalarawan ng kondisyon ng 

pasyente 
Description of condition 

2. Napagkasunduang angkop na plano 
ng gamutan sa ospital 
Applicable Treatmmt Plan agreed 11pon 
with healthcare provider 

3. Napagkasunduang angkop na 
alternatibong plano ng gamutan sa 
ospital 
Applicable a!tenrative Treatment Plan 

d "hh t.h "tf, ' ' 
C. Talatakclaan ng Gamumn at Kasunocl na l(onsultasyon 
C. Treatme11t Schedule and Follow-up Visit/s 
1. Petsa ng unang pagkakaospital o 

konsultasyon a 
.-------~~ --:: .. ~ .. 

-~.-r· .... ,_, 

(buwan/ araw / taon) 
Date of initial admission to HCI or 
conSilii" (mm/ dd/.Y»J) 

./:;.·::;~:,~·-·' -·· ·· .. , .,\ .,., ·\ .. 
... -~··;>-~ ..... __ .. .-- \ 

? .... -::.. ... -. 
• Para sa ZMORPH/ mga batang may ~./ .V j .~-~~-· 
kapansanan, ito ay tumutukoy sa pagkonsulta_-// / ,_,.... ""' 
para sa rehabilitasyon ng external lower Jim f):,,/' & '~ _:;r 
pre-prosthesis/ device. Para naman sa P.D,first, 

1
,-:· 

ito ay ang petsa ng konsultasyon o pagdaJitw sa ,. . 
PO provider bago magsimula ang ~ap.g PO ,J 

exchange, J I I . .l' 
• Fer ZMORPH/ d;i/drm 11ith Jisabi!itiu (CWDJ), .-
tbiJ rifers to tht r011J1d1 prior to tbt P~~sion cjtht _ 
dn:ia and/ or rrhabilitalion. Far PDHnt, JhiJ rrfers to" 
thr date cjmtdkal rort!lfltation cl- t';/;1 lo Jbt PD f- : 
Providtrprior to Jbt Jfarl cjlh~:fiti.i PD exchange.~ ' 

r·; ./ 

/ 
/ 

i 

' '~ 

! 
j' 

2. Pansamantalang P_Cts~ ng sljsunod J /~>~· 
na pagpapa-osplt:al o\ J _, ~--- ... --· . ::;.1-r 
konsultasyonb (buW:m/ua-.y/iacni).--'~ ·~-- _, · .. -.." 

~r ;;:-· 
Tentative Date/ s ojj!J{&d{ng_admiSJion .. ~,J.I 
to HCI or COIIStilf' ro/n.t! dd/.iJly).,~,., ~.~ ./,;:,<' 
b Para sa ZMORPH/ mgit ba.tang may -""·:..~~.;:-
kapansanan, ito ay petsa ng 'pagi:Uapat at _r/;a:· 
pagsasayos ng device. Para nanian s·a·Po First,~~- _ ~- - -::_:;..:-.;'"'--
ito ay ang kasunod na pagbisita sa p[j· Provider;£" ~=-=--

b For ZMORPH/CWDS, this rifers to lht 
meamremmt,jitting and adj11sfments cjthr device. For 
the PD Pint, thlJ refers to the rtexl vi!itto the PD 
Providtr. 

3. Pansamantalang Petsa ng kasunod 
na pagbisita e (buwan/araw/taon) 

Tentative Date/ s offollow-rrp visit/ S' 

(mm/ dd/.Y»J) 
• Para sa ZMORPH/ mga batang may 
kapansanan, ito ay rumurukoy sa rehabilitasyon 
ng external lower limb post-prosthesis. 
• Far ZMORPH/CW'D, thls rrfm to the txlmtal 
ki11'" litJJb post-proJthtsi's rrhabilitalion ronmlt. 
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-l 

2. Ipinaliwanag ng kinatawan ng ospital ang mga pagpipitiang paraan ng 
gamutan/interbensyon d 

My health care provider explained the treatment options/ interventiond. 

d Para sa ZMORPH, ito ay ukol sa pangangallangan ng pagbibigay at rehabititasyon 
para sa pre at post-device. 

d For ZMORPH, this refirs to the need for pre- and post-device provision and rehabilitation. 

ng ang mga mga masamang 
epekto ng gamutan/ interbensyon. 
The possible side effects/ adverse effects of treah~~ent/ intervmlion were explaiued to me. 

4. Ipinaliwanag ng ng ospital ang 
aking karamdaman/ interbensyon. 
My health care provider explained the mandatory sen'i"'' iJtJ'd·other 
treatment f!f my condiliotJ/ interoention. 

5. Lubas akong 
I am satisfted with the exjl/a,tation ,giv~·n'f•' -;,,~·iry my·he,dfh· ca''' P·rooider 

Paalala: Ang hindi pagsunod ng pasyente sa napagkasunduang gamutan/interbensyon sa ospital ay 
maaaring magresulta sa hindi pagbabayad ng mga kasunod na claims at hindi dapat itong ipasa 
bilang case rates. 
Note: No!t-adbm!ltt of the palimtto the agrttd lrtahlmll plan/ ir~ferv(llfion in tk HCI ni'!J rwt!tto dmial of filed 

daims for the .J««trdin,g /rrJflcbrs and which shott!d not be ji!td as ease mtes. 

De w ~--------------------------------------------------~----~----~ 
!ll >- '"';<; 
1- .'2.. Cl 

~8\~ 
c:.; 
0 
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oc '" w>- "'ro 

;5U .._, t";~D.. 0' 

-:! 

sa akin ng ang impormasyon tungkol sa maaari kong hingan ng 
tulong pinansiyal o ibang pang suporta, kung kinakailangan. 
a. Sangay ng pamahalaan (Hal.: PCSO, PMS, LGU, etc.) 
b. Civil society o non-government organization 
c. Patient Support Group 
d. Corporate Foundation 
e. Iba pa (Hal. Media, Religious Group, Politician, etc.) 
My health care provider gave me iliformation JVhere to go for financial and other means of 
support, whe11 needed 
a. Government agency (ex. PCSO, PMS, LGU, etc.) 
b. Civil society or no11-government organization 
c. Patimt S11pport Gro11p 
d. Corporate Fo1mdation 
e. Others (ex. Media, Religious Group, Politician, etc.) 

karampatang paggagamot ng aking kondisyon 
I have been furnished by H(J health care 

care condition. 
' ' ' 

ng • ~; 

a. 

Z benefits: i~ 1 .! 

Pt6vid•er PhilH~.Uth f I' 

·' 
,,. ! 

t ,' 1.1 

Para sa inisponsuran, maralita, kasambahay, senior at miyembro 
ng iGroup na may kaukulang Group Policy Contract (GPC) at kanilang 
kwalipikadong rnakikinabang, sagutan ang c, d at e. 
For sponsored, indigent, household help, senior citizens and iGroup 
members with valid GPC and their qualiJied dependents, answer c, d 
and e. 

c. Nauunawaan ko na sakaling hindi aka gumamit ng NBB ay maaari akong 
magkaroon ng kaukulang gastos na aking babayaran. 
I tmderstand that I mqy choose not to avail of the NBB and mqy be chall!,Bd 0111 of pocket 
expenses 

~--------------------------------------------~----~----~ 
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d. Sakaling ako ay pumili ng pribadong doktor o kaya ay nagpalipat sa mas 
magandang kuwarto ayon sa aking kagustuhan, nauunawaan ko na hindi na ako 
maaaring humiling sa pagamutan para makagamit ng pribilehiyong ibinibigay sa 
mga pasyente na NBB (kapag NBB, wala nang babayaran pa pagkalabas ng 
pagamutan) 
In case I choose a private doctor or I choose to upgrade n!J roon1 accommodation1 I 
rmdersland that I can no longer dei!Jand the hospital to grant me the privilege given to NBB 
patients (that is, no out if pocket Pt!Jmenl upon discharge from the hospital) 

e. Ninanais ko na lumabas sa polisiyang NBB ang Phi!Health at dahil dito, 
babayaran ko ang anumang halaga na hindi sakop ng benepisyo sa PhilHealth 
I opt out if the NBB poliq if Phi/Health and I am 1villing to P'!Y on top if my Phi/Health 
benefits 

f. Pumapayag akong magbayad ng hanggang sa halagang PHP -----* 
para sa: 

I ag,.e /o P'!Y as much as PHP -------*for the following: 
D Pagpili ko ng pribadong doktor, o 

I choose a private doctor, or 

D Paglipat ko sa mas magandang kuwarto, o ~~··-:;r,f:i;:~]~ffi~:;:;::::~ ...... ... 
I choose to 11pgrade my room accommodation1 or ·"" __ _... ;_:_ ,-~· ~:, .;._ "~, ..... ~ \., 

D anumang karagdagang serbisyo, tukuyin -"'~-.....,..~~ ~:'· _ _....- l --.... ·, ·;~ 
additional services, .rpeafy -~""'~:;v·.. / ~ ~ 1 

\ \ \ 

.,,~·~./ .... ;:---'". ' ..... \ ,1 ;1 
,.l_:'fg~-r:':~- ' · .. · !. •1 h 

*Ito ay tinantiyang halaga lam~ng'iia·:~hay·s·~pasyeD:tC:.kung magkano arig 1;1' !: 
kanyang babayaran at·hindi }§P~t gi~ ba,saY~u,pa;at~~a pagtutuos ng J. i: 2; 
kuwenta ng nagugol na ey._sp.isin sa pagka~Os,Pftal ,n3. babayaran ng PhilH~~Ith. 1/: 
This is an estimated amo~t_i~that guides the p.r/ife~t o~ hO'w much the out aJ pocket n(h f;e . 

atJd shotlld not be a bas~sJj/r auditing clatip~ !~!!libt!rsemmt. / ./: 
Ang mga sumusuno~-~3. katanungan ay'para sa mga miyembro ng'form~/' 
at informal economY /t kanilru;timga-~pika~.Q.ng.ma_kikinab~ng /./' 
The following are jpjJlicabl~;t'o -~ormal-apd:~of!IJal·e~~nomJ;Iind Jh,.t;iJ.f 
qualified dependents ,. , _ · · · '< · : / ·"I 

g. Naiintindihan J~f~"' ~-t~ri:ako~!L"'~~~to6n~rig'lijJ~f;;W]R~;'~f'~alagang 
hindi sakop ng,q~nepi,syo·saPhi!Health. ./· /~/' 
I understand lhat'therf•ml!J-b,e an addilio11al pt!Jmmt"on lop if my•Phi/Health benefits. 

~\ ·-~~--~.-::-· ,-.-"'7~ ' .-··~: .. ··.,..,.. 
h. Pumapayag akong•Ij>agbayad ng hangga:qg s~.halagalig PHP ------* 

para sa aking gamut;i;·riiQJindi sakop~!Jg.~ritPlsyo ng Phi!Health. 
I agree to pay as much as PHP '-"'=""''"-=-- *as additional payment 011 top af nty 

Phi/Health benefits. 

* Ito ay tinantiyang halaga lamang na gagabay sa pasyente kung magkano ang 

kanyang babayaran at hindi dapat gawing batayan para sa pagmtuos ng 
kuwenta ng nagugol na gastusin sa pagkakaospital na babayaran ng PhilHealth. 

This is 011 estin1ated amount that gt1ides the patimt on how n111ch the out af pocket 111ay be 
and sbot11d not be a basis for auditing claims reimbttrsement. 

12. Limang (5) araw lamang ang babawasan mula sa 45 araw na palugit sa 
benepisyo sa isang taon para sa buong gamutan sa ilalim ng Z benefits. 
Onfy five (5) dt!Js shall be dedtiC/ed Jrotn the 4 5 confinement dt!Js benefit limit per year for 
the duration ~{'nrv treatment/ interoentio11 tmder the Z Bene/its. 
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" ---!!_[' 

.:::1'--
a::: '" ll.l >- .... 

"' 

Nauunawaan ko ang 
kong gamutan. 
I u11derstand that I a111 responsible for adhering to my treatmmt schedule. 

2. Nauunawaan na ang gamutan ay ttmgo sa 
aking paggaling at pangunahing kailangan upang magamit ko nang buo ang Z 
benefits. 
ltmderstand that adherence to my treatmmt schedule is in.porlant in terms of clinical o11tcomes 
and a pre-req11isite to the fill/ entitlement if the Z benefits. 

na sa mga polisiya at ng 
PhilHealth at ospital upang magamit ang buong Z benefit package. Kung sakali na 
hindi ako makasunod sa mga polisiya at patakaran ng PhilHealth at ospital, 
tinatalikuran ko ang aking pribilehiyong makagamit ng Z benefits. 
I 11nderstand that it is my responsibility to follow and eomp!J with alltbep_o,!ieies.a••a j~ro.,edti[!S 

c!{Phi/Health and the health care provider in or.'ad.~er;;;';o::atvaj'~·~~~:~:~J~r~r.~'ift~:~:, 
evmt that I jail to compfy JVith policies a11d proc~dures 
providelj I waive the privilege c!{ availing the Z ."'~'·~:-··. 

- ' J 

F. Pangalan, Lagda, Thumb Print at Petsa 
F. Printed N:1me, Sigmlture, Thumb Print and D:ltc 
p gal tL d t • .• Th bP urn nn l an an a ag a ng pasyen ~: / 
Printed naf!le and signalrtre c!{ patieizt* J ,- (kung hindi makakasuj_at ~ 1 / 

·' p t e sa 
,.'_1i(buwan/ araw/ taon) 

( / ;[. ·/ ang pasyente) / _ _ 
I '" ... './ .r l /; /' (if patient is unable I~ ivTiit)' ·• ! ' 

j ,! •• ~... ·"' 
• ,J 

.~·f ! *Para sa mga menoc de edad, ang magu1ang o. tagapag-al~g? __ ang 
' pipicma o maglalagay ng thm,nb:Print sa ~gilan ng;p~~ye~te. ' / _/ 

*For minors, tbe parmi or gztafjnaii qffixes tj!Cirsi.g_nafufeqoi' thumb prhif hm ·/ ·f 

011 beha!f of the patient. j . j l · · - .. ·,;· 
::-::;·" .. /J 

; '• ,I - r·~·-r:·"" 
' ' 

__ .. _ ------
Pangalan at lagda ng nangangiifagang Doktor: -"' ·'.i;-'' Petsa (buwan/araw/taon) 

Printed tta111e and signattVe_ojAtiending Doctor __ ~-- ~-:/~~-~~·~,/ Date (nmJ/ dd/.111J) 
'•.\ .. ---- .. -- . 

Mga Saksi: ' ., . ' 
-~-:.,~ __ .::·_:/"' ~"':: ... ":...., . . 

lf7itnesses: -~ ... ~:;~-- . ···- -

Panga:lan at lagda ng kinatawan ng ospiial: Petsa (buwan/araw/taon) 

Printed na111e and siJ.11ature of HCI sf~ 111ember Date ("'m/dd/ff!Y) 

Pangalan at lagda ng asawa/ magulang / pinakamalapit na kamag- Petsa (buwan/acaw/taon) 
anak/ awtorisadong kinatawan Datr (nlnJ/dd/:ao) 

Printed name and signature'!! spo11se/ parent/ nextl!f kin I authorized g11ardian or 
representative 
D walang kasama/ 110 rompanioll 

~(.) t;t~ 
d! 

0 
0 
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G. Dctalyc ng Tagapag-ugnay ng PhilHcalth para sa Z benefits 
G. Phi/Healrh Z Coordinator Conract Derails 
Pangalan ng Tagapag-ugnay ng PhilHealth para sa Z benefits na nakatalaga sa ospital 
Na111e of Phi/Health Z Coordinalora.r.rigned at the HCI 

Numero ng Telepono Numero ng CellPhone 
Telephone number Mobile number 

H. Numcrong maaaring tawagan sa PhilHealth 
H. PJJiJH'c:lith Contact Dcwils 
Opisinang Panrehiyon ng Phi!Health 
PhifHealth Regional Office No. 

Numero ng telepono --------------
Hotline No.r. 

Email Address 

Ako ~y p,umapayag na · "!'S aking 
anl~·karo•to!Iartan·:l impormasyong medikal saZBIT~ ·~a kailangan sa Z 

Ako ay nagpapatunay 
mula sa pahlntulot na r.••~•;aaa .. ~a 
benefits ng Phi!H:eallth:•. 
I heref?y holdPbi,fHe,,llf> 

/ 

/ 
/'' 

3' 

benefits. Pinahihintulutar\ ko din ing Phi!Health na 
, / I ., 

_n;-aipaalam ang aking perp;~~-al.n,a ,tmpormasyong 
.pangkalusugan sa mga k)nontratahg ospital. 

' '" .. , 
I con.rent to have my medi~O/ data m{ered eledronicai!J in the 
ZBITS as a requireme1~,rJor the.l .... Bmefit.r. I authorize 
Phi/Health to distlo.rnilj.pers_(Jfi'al health itifomJation to its 

,t ' \ .f 
CJJIJtraclfd partners:" /,,:j) 

,J ... -·' 

empleyado o kinatawan 
sa[>agM)t.lnlSaqg-·lo<>b:.ko.itc•ngibipili•Y upang makagamit ng Z 

* Para sa mga menor de edad, ang magulang o tagapag-alaga ang pipinna o 
maglabgay ng thumb print sa nga]an ng pasyente. 

print 
(Kung hindi na 
makasusulat) 

(if patient is mtab/e 
to wn"te) 

*For n1inon, the parmi or g11ardiaJJ q/[Jxe.t !heir signalun or thumb print hen on behalf 

Buong pangalan at sa pasyente 
Printed name and .rignature represmtali've 
D walang kasama/ no co!I,Pani'on 

Relasyon ng kumakatawan sa pasyente (Lagyan ng tsek ang angkop na kahon) 

Relationsbip '![representative to patient (tick appropriate box) 

(buwan/ a raw I taon) 
Date (mm/ dd/:tm) 

U D asawa D magulang D anak 
child 

D kapatid 
next 

Dtagapag-alaga D walang kasama 
0 
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or: LU>-

Gil 

~ 
Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline {02) 441-7444 
www .philhealth.gov.ph 

Case No.-------

Annex "C- Mobility Impairment" 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

YEARLY SERVICES AND REPLACEMENT 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI . .. .. ... ., . . .. · ' '· . 

PATIENT (Last name, First name, Middle name, Suffix) 
. ·, . 

PHILHEALTH ID NUMBER OF PATIENT ITJ-1 I I I I I I I I 1-D 
MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF MEMBER [IJ -I I I I I I I I I 1-D 
MANDATORY SERVICES 

Place a (v'') on the appropriate boxes or ~rite NAif not applicable 

I. YEARLY SERVICES 

D Yearly services for seating: device, for ages six months to less than seven years old (to be given 
minimum of one year after provision of the seating·device until less than seven years old) 

D Yearly services for intermediate wheelchair, for ages seven to less than 18 years old (to be given 
minimum of one year after provision o~ the interlll:ediate wheelchair until less than 18 years 
old) · · · · 

II. REPLACEMENT 

D Seating device replacement for ages four to less. than seven years old 

D Basic wheelchair replacement, for ages seven to less than 18 years old 

Certified correct by: Certified correct by: 

" 

~ (Printed name and signature) (Printed name and signature) 
Attending Rehabilitation Medical Specialist Executive Director/Chief of Hospital/ - Medical Director/ Medical Center Chief 

Qj PhilHealth ,_ 
Accrcdiutton No. ~~~:~~ooNo. I I I I 1-1 I I I I I I 1-1 11111-11111111-1 "' 1-I.J.. Cl 

pate signed (mm/dd/yyyy) Date signed (mm/dd/yyyy) 

~~ Conforrne by: 

(Printed name and signature) 
u Patient/Parent/Guardian 
t::J Date signed (mm/dd/yyyy) 

As of October 2017 Page 1 ofl of Annex "C- Mobility Impairment" 

m teamphilhealth IJ www.facebook.com/PhiiHealth Ynulm!l www.youtube.com/teampbilhealth ~ actioncenter@philhealtb.gov.ph 



_b., 

Repllblic of/he Philippi11es 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No.-------

Citystate Centre, 709 Shaw Boulevard. Pasig City 
Call Center (02) 441-7442 Trunkline (02) 441-7444 

www.philhealth.gov.ph 

Annex "Cl- Mobility Impairment" 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

ASSESSMENT AND PRESCRIPTION 
Tranche 1 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF PATIENT .. ITJ-1 I I I I I I 
MEMBER Qf patient is a dependent) (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF MEMBER [IJ -I I I I I I I 

I I 1-D 

I I 1-D 

Place a("') on the appropriate boxes'orwrite NAif not applicable 

MANDATORY SERVICES 
L ASSESSMENT 

D Assessment done by a rehabilitation medicine specialist 

II. PRESCRIPTION 
Place a (v') on the box. for the appropriate assistive device that was prescribed to the child: 

0 Shoulder disarticulation Laterality 

Upper Extremity 0 Above elbow 0 Right 

Prosthesis 0 Below elbow 0 Left 

D Hand glove (2 or more fingers) 0 Both 

0 Finger (1 finger) 

D Hip disarticulation Laterality 
Lower Extremity 

D Above knee or with knee disarticulation 0 Right 
Prosthesis 

0 Below knee or ankle disarticulation 0 Left 

0 Partial foot D Both 

0 Talipes Equinovarns (Club Foot) Laterality 

0 Ankle foot orthosis (AFO) D Right 
Orthosis 

0 Knee ankle foot orthosis (KAFO) 0 Left 

0 Hip knee ankle foot orthosis (HKAFO) 0 Both 

0 Spinal bracing / orthosis 
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Place a (v") on the box for the appropriate assistive device that was prescribed to the child: 
Seating Device 

for ages 6 months to D Seating device 
less than 7 vears old 

Wheelchair 
D Basic Wheelchair 

for ages 7 to 17 years 
-

and 364 days old D Intermediate Wheelchair 

Certified correct by: Certified correct by: 

(Printed name and signatnre) (Printed name and signatnre) 
Attending Rehabilitation Medical Specialist Executive Director/Chief ofHospital/ 

Medical Director/ Medical Center Chief 

~=~'"""· I I I I 1-1 I I I I I I 1-1 ~=u~ooNo. I I I I 1-1 I I I I I I 1-1 
Date signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) 

" 
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PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 
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Annex "C2- Mobility Impairment" 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

MEASUREMENT, CASTING, FABRICATION AND FITTING 
Tranche 2 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) 

PHILHEALTH lD NUMBER OF PATIENT ITJ-1 I I I I I I I I 1-D 
MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix) 

PHILHEALTH lD NUMBER OF MEMBER ITJ -I I I I I I I I I 1-D 
Place a ('/') on the boxes or NA.if not 

\TORY ~"-K v lC"-~ 

I. ~T 

0 t done by a prosthetist/ orthotist or wheelchair professional 
T .,.J;, :date 

II. LlNG (FOR PROS" IVlU. 

0 Casting done ~r, 
~' , date ; ca~ting: 

Ill. FARRI :ATION 

0 Fabricated prosthesis or orthosis done 

0 Fabricated ' seating device done 
IV. I"!. llNG 

0 Fitting of prosthesis/orthosis/ wheelchair/ seating device done 
Indicate date o : mung: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 

-" -L 

Attending Rehabilitation Medical Specialist Executive Director/Chief of Hospital/ 
Medical Director/ Medical Center Chief 

LL!>- ~~~u~ooNo I I I I 1-1 I I I I I I 1-1 ~~:;:u~ooN~ I I I I H I I I II I 1-1 "' 
: int ~ Date signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

l :'?U\.~ 
\d: Conforme by: 

L (Printed name and signature) u 
0 Patient/Parent/ Guardian 

Date signed (mm/dd/yyyy) 

As of October 2017 Page 1 ofl of Annex C2- Mobility 
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Phil Health Annex "D" 

Share your opinion with us! 

Benefits 
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 questions, you may approach your 
friendly health care provider or you may contact PhiiHealth call center at 441-7442. 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: 
D Acute lymphoblastic leukemia 
D Breast cancer 
D Prostate cancer 
D Kidney transplantation 
D Cervical cancer 
D Coronary artery bypass surgery 
D Surgery for Tetralogy of Fallot 
D Surgery for ventricular septal defect 
0 ZMORPH/Expanded ZMORPH 

2. Respondent's age is: 
D 19 years old & below 
D between 20 to 35 
D between 36 to 45 
D between 46 to 55 
D between 56 to 65 
D above 65 years old 

,---7""i'<--. 3. Sex of respondent 
Dmale 
Dfemale 

D Orthopedic implants 
D PD First Z benefits 
D Colorectal cancer 
D Prevention of preterm delivery 
D Preterm and small baby 
D Children with developmental disability 
D Children with mobility impairment 
D Children with visual impairment 
D Children with hearing impairment 

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 health care institution (HCI) in terms of 
availability of medicines or supplies needed for the treatment of your condition? 
D adequate 
D inadequate 
D don't know 

Revised as of September 2017 Page 1 of 2 of Annex D 



. ' ' . 

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) 
D excellent 
D satisfactory 
D unsatisfactory 
D don't know 

6. In general, how would you rate the health care professionals that provided the services for the Z 
benefit package in terms of doctor-patient relationship? 
D excellent 
D satisfactory 
D unsatisfactory 
D don't know 

7. In your opinion, by how much has your HCI expenses been lessened by availing of the z benefit 
package? 
D less than half 
D by half 
D more than half 
D don't know 

8. Overall patient satisfaction (PS mark) is: 
D excellent 
D satisfactory 
D unsatisfactory 
D don't know 

9. If you have other comments, please share them below: 

Thank you. Your feedback is important to us! 

Signature of Patient/ Parent/ Guardian 

Date accomplished: ______ _ 

Revised as of September 2017 Page 2 of 2 of Annex D 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No. _____ _ 

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Call Center (02) 441-7442 Trunkline (02) 441-7444 

www.philhealth.gov.ph 
, 

Annex "E - Mobility Impairment" 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) 
·. 

PHILHEALTH ID NUMBER OF PATIENT ITJ-1 I I I I I I I 
MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF MEMBER rn-1 I I I I I I I 
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 

MobilitY Impairment~ Yearly·Services and Replacement 

I 1-D 

I ·1-0 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement 

(Annex El- Mobility Impairment) 
2. Completed Phi!Health Claim Form (CF) 1 or Phi!Heali:h Benefit Eligibility 

Form (PBEF) and CF 2 , · 
3. Checklist of Mandatory Services for Mobility Impainnent .. 

(Annex C -Mobility Impairment) 
4. Photocopy.of completed Z Satisfaction Questionnaire (Annex,D) ' 
DATE COMPLETED: 
DATE FILED: 

-
Certified correct by: ·Certified correct by: 

(Printed nanie and signature) (Printed name and signature) 
Attending Rehabilitation Medical Specialist Executive Director/Chief ofHospiral/ 

Medical Director/ Medical Center Chief 

~;~~~~: •• N •. 1111 1-1 I I I I I I H ~;;~~~:~ •• N •. I I I I H I I I I I I H 
Date signed (mm/dd/yyyy) Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) 

ctober 2017 Page 1 ofl of Annex E- Mobility Impairment 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No. ____ _ 

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Call Center (02) 441-7442 Trunkline (02) 441-7444 

www .philhealth.gov .ph 
, 

Annex "El - Mobility Impairment" 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) 

PHILHEALTHIDNUMBEROFPATIENT [0 -I I I I I I I I I 1-D 
MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix) 

PHILHEALTH ID NUMBER OF MEMBER [I] -I I I I I I I ! I 1-D 
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 1) 

Mobility Impairment 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement 

(Annex E1- Mobility Impairment) 
2. Photocopy of approved Pre-Authorization Checklist & Request 

(Annex A- Mobility Impairment) · 
3. Photocopy of accomplished ME FORM (Annex B) 
4. Completed Phi!Health Claim Form (CF) 1 or Phi!Health Benefit Eligibility 

Form (PBEF) and CF 2 . . 
5. Checklist of Mandatory Services for Mobility Impairment (Tranche 1) 

(Annex C1 -Mobility Impairment) 
6. Photocopy of completed Z Satisfaction Questionnaire (Annex D) 
DATE COMPLETED : 
DATE FILED: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Rehabilitation Medical Specialist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~~::' .. ~anNa. I I I I 1-1 I I I I I I 1-1 ~~~:~anNa. I I I I 1-1 I I I I I I 1-1 
Date signed (mm/dd/yyyy) Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) 

As of October 2017 Page 1 of 1 of Annex El- Mobility Impairment 
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Republic of the Pllilippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case~o. __________ _ 

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Call Center (02) 441-7442 Trunkline (02) 441-7444 

www.philhcalth.gov .ph 

Annex "E2 -Mobility Impairment" 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First name, Middle name, Suffix) -- - -- -
'· 

PHILHEALTH ID NUMBER OF PATIENT rn~1 I I I I I I I I 1-D 
MEMBER (if patient is a dependent) (Last name, First name, ~ddle name, Suffix) 

PHILHEALTH ID NUMBER OF MEMBER DD-1 I I I I I I I I 1-D 
CHECKLIST OF REQUIREME~TS FOR REIMBURSEME~T (TRANCHE 2) 

· Mobility Impairment ' 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement 

(Annex E2- Mobility Impairment) : 
2. Comj>leted Phi!Health Clalrri Form 2 (CF2) - " 

3. Checklist of Mandatory. Service for Mobility Impairment 
(Tranche 2). (Annex C2 -Mobility Impairment)- , 

0 

4. Photocopy' ot completed Z 'Satisfaction Questionnaire (Annex D) ; 

5. Certificate of completed training on the safe and - functional use ·of devices 
(photocopy) - . 

DATE COMPLETED: 
DATE FILED: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Rehabilitation Medical Specialist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~::~~~:~,nNo. I I I I 1-1 I I I I I I 1-1 ~~~:::~on No. I I I I 1-1 I I I I I I 1-1 
Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/dd/yyyy) 

As of0ctober2017 Page 1 ofl of Annex E2- Mobility Impairment 
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Case No. 

Republic of the Plrilippi11e,'O 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
www.philhealth.gov.oh 

,.___,.,..,..,.,., 

Annex "E3- Mobility Impairment" 

HEALTH CARE INSTITUTI1N (HCI) 

ADDRESS OF HCI 

PATIENT (Last name, First naTe, Middle name, Suffix) 
-- -. 

I . 
PHILHEALTHIDNUMBER pFPATIENT [0 -I. I I I I I I I I 1-D 
MEMBER (if patient is a depen , ent) (Last name, First name, Middle name, Suffix) 

' -

' " 

PHILHEALTH ID NUMBER_ PFMEMBER rn -I I I I I I I I I 1-D 
CHECKLIST OF REQU · REMENTS FOR REIMBURSEMENT (TRANCHE 3) 

Mobility Impairment 

Requirements Please Check 
1. Checklist of Requii:ements f< r Reimbursement 

(Annex E3- Mobility Impair nent) 
2. Completed Phi!Health Claim Form 2 (CF2) -
3. Photocopy of completed Z ~ atisfaction Questionnaire '(Annex D) 
4. Certificate of outcomes after rehabilitation sessions (photocopy) 
DATE COMPLETED: 
DATE FILED: ' -

-~ 

Certified correct by: Certified_ correct by: 
-

(Printed_name'and s_i~ ature) _ . (Printed name and si~ature) 
Attending Rehabilit!'tion Mec icalSpecialist' Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~~'1u~on No. I I I I 1-1 I 11111-1 ~~~~~~onNo. I I I I 1-1 I I I I I I 1-1 
Date si~ed (mm/dd/yyyy) Date si~ed (mm/dd/yyyy) 

l Conforme by: 

(Printed name and si~ature) 
Patient/Parent/Guardian 

Date signed (mm/dd/yyyy) 

As of October 2017 Page 1 of 1 of Annex E3- Mobility Impairment 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
www.philhealth.gov.ph 

ANNEX F 
-Plv<>o""""'~ ,.,_.,_...,,.,.,;..,.,.,r~ 

~--- ... ,<l<......rl<> 

Self- assessment/ Survey Tool for Z Benefit Package Providers for Children with Disabilities 
Mobility Impairment 

NameofHCI: ----------------------------------------------------------

Date of Survey: _______________ Time started: Time ended: ----------

Directions for the HCI: 

1. Put a check (.f) in the box if the service is available or an (X) if the same is not available in the HCI. 

2. For outsourced services, put an (X) in the "no" box and state in the remarks that the service is outsourced 
and write the name of the outsourced service provider. 

. •· if' . ..x;~x·C ;x•c:. .• "• . • • 
.... 

:~: 
... ·u-rr: .. I -d~·~ ... ~;;·· 

· ''i +>!·'·;·· , ·.;;"~~';IJ C)!((,~:;:?[C ll:;i;iiL.; •l • !Yes lt-io !'yes 1:~<>~ . • .... •·•~.i:: T~ · 
1 T : and A~~•~il: •• ,:nn 

u ~an I DOI-fli~~no~to 
1.2 ~an • ;nn 

2 ~~pr. =,y 
Mandatory Services as stated in ,. 

2.1 OR with formal referral process to a licensed referral 

-z:u ' 
i. Ot ' for ~..;h;l;;:; 
ii. n1y>1~a.o. -· · .'.~nd 

~"" for 
111. Pre- and post-prosthetic evaluation for limb 

Joss and 
iv. Provision of prosthesis, orthosis, seating 

r1P,,;.~ and wheelchair 

fi2 DPJ..nJ.. u :Unit with :areas for: 
i. :area for ~n1.:1;..., & ,, 
ii. Therapy area for Physical Therapy and 

~hnno1 ·' • ~•n• 
111. Prosthetic/ orthotic wheelchair and seating 

devices workshop for casting, fabrication, 
' ' , fitting & ·p~.; •• 

~ 
lV. Mobility training area with 'uneven 

. ramo and stairs. 
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screening, casting, fabrication, assembly, fitting 
and 

n. assembly, modifications, 
maintenance & 

111. Storage Area for prosthetic & orthotic 
wheelchair, seating devices' components, tools, 

and wheelchairs 

Compliant to BP 344 To 
Of Disabled Persons By Requiring Certain Buildings, 
Institutions, Establishments And Public Utilities 
To Install Facilities And Otber Devices" especially: 

(fi teamphilhealth 

1. Ramps 
ii. Restroom for PWDs 

Basin 
Stepping stool 
Goniometer 
Steel and flexible tape measure 
Flexible tape measure 
Bandage & tailor scissors 
Stump / body calipers 
Rulers: 12 inch-ruler+ 1 meter steel ruler 
Cutter with replaceable blade 
Pencil markers/indelible pencils 
Cling wrap 
Casting tubes 
Plaster of Paris rolls/bandage (4 and 6 inches) 
Stockings/Cling wrap to be applied on residual limb for 
casting 
Vaseline 
Disposable gloves 

masks 

I'J www.facebook.com/PhiiHealt Yoa(g www.voutube.com/teamohilhealth Q; actioncenter@philhealth.gov.ph 



Rectification 
Metal table with mandrel holder 
Sandbox for setting plaster molds 
Sink with plaster trap 
Plaster of Paris powder with container 
Bucket 
Heavy duty balloon wisp for mixing plaster 
Plaster mixing bowl 
Spatula 
Staple gun 
Surforms for shaping/ shaving positive mold (flat, half 
round, and round) 
Wire screen/ mesh Sandpaper p240 
Tubes for positive mold 

Fabrication 
Equipment and tools 

teamphilhealth 

Oven with socket frame 
Router 
Vacuum Forming Stations (Vacuum Pump & 
Connection Kit & Enveloping Suction Tubes) 
Air Compressor 
Dust aspirator and filter 
Work benches with bench vise & vise grip 
Sewing machine 
Hand Drill 
Cast cutter 
Jigsaw and steel hacksaw 
Heat Gun 
Anvil 
Riveting bar 
Soldering iron 
Pipe Cutter Heavy Duty for Steel Pipes 1/8" To 2" 
Deburring Tool 
Ballpen Hammer % - lLb 
Set of metric Allen keys 

Rubber Mallet MlO 4SOG 
Center/hole punch 
Contouring Instruments for orthoses 4-6Mm 7 -9mm 
Halfround, round & flat files W / Handle 
Protective eyeglass 
Ear muffs/ plugs 
Thermal gloves 

Cone&Drum 

tlj www.facebook.com/PhiiHealt Yo- www.voutube.com/teamphilhealth ~~~ actioncenter@philhealth.gov.ph 



3.2 

Screwdrivers 
Level 

Consumables 
Sanding sleeve with varying grit 
Polypropylene/polyethylene plastics 
Different foams and sizes (3mm, 6mm, 12mm) 
Ethylvinyl acetate 
Rugby 
Industrial mask 
Industrial gloves 
Vdcros 

Webbings/sttaps 
Rivets 
Buckles 
Stockinettes (cotton and nylon, sizes: 2, 3, 4, 5, 6 
inches) · 

Prosthetic 
assessment, 

Clinical Area 

Fixed equipment / gadget 

Low Assessment Bed and Foot blocks (set of 4, surface 400 
mm x 300 mm. Heights: Varied from 15-150 mm) 

Workbench 

3.3 

rn teamphilhealth 

Therapy Floor Mat 
Metal Tape Measure 
Goniometers 

Privacy screen 

Catalogue of sample wheelchairs 

For assembly, 

Set of metric combination spanners (8 mm to 22 mm) 
Set of imperial combination spanners 

& 

Long-stem types are best- preferably with a T -bar handle 

Foam cutting instruments: Hacksaw blade/ kitchen 
knife/Electric kitchen knife 
Wrench 
Long nose Pliers 
Large scissors 
Safety glasses 
Hand wood and metal Saw 
Flat or Half round File 
Rubber Mallet 
Hammer 

IJ www.facebook.com/PhiiHealt Yanii!m www.voutube.com/teamphilhealth a: actioncenter@philhealth.gov.ph 
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4.1 

Screwdrivers (l'tUl1JlS 

Tire Pump 
Tire Gauge 
L-square (90 ') ruler 
Spirit/bubble level 
Electric jigsaw 
Electric Drill 
Drill bit for wood & metal 
Pop riveter 
Spoke key 
Contact glue for wood and foam (for intermediate services) 
1 sheet each of% inch and 1 inch Marine Plywood (for 
intermediate services) 
10 pes Blocks of Firm/Chip Foam (for intermediate 
services) 
10 Wedges of Fim>/Chip Foam (for intermediate services) 
10 webbing buckles that match 1 inch and 2 inches webbing 
straps (for intermediate services) 

1 roll each of 1 inch and 2 inches webbing straps (for 
intermediate services) 
Metal Brackets (offset and L-brackets) (for intermediate 
services) 
Directory of wheelchairs available in the area that conform to 
the ISO 7176, 16840 standards 
Catalogue of available cushions in the area 
Wheelchair Repair Kit (fire Pump, wrench, tire repair kit) 

Rehabilitation Medicine Specialist who is a 

the Board of Rehabilitation Medicine with: 

Wheelchair Professional certified by the Philippine 
of Wheelchair Professionals as an Intermediate Wheelchair 
Assessor and 

fS:I teamphilhealth II www.facebook.com/PhiiHealt You~ www.youtube.com/teamphilhealth Iii actioncenter@philhealth.gov.ph 
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PhilHealth Survey Team 

Surveyor's Name 

HCI Management Team 

u 
0 

Names of Management Team 

Designation Signature 

Designation Signature 
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Annex "G -Mobility Impairment" 

General Process Flow for the Provision of Care for a Child with Mobility Impairment 

Assessment and Prescription 
- Orthosis, OR 

- Prosthesis, OR 
- Seating device, OR 
- Wheelchair 

- Measurement 
- Casting (tor orthosis or prosthesis) 

- Fabrication 
- Fitting 

Rehabilitation Service 
.(Physical or Occupational Therapy) 

Yearly service or replacement 
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Republic of tire Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
www.philhealth.gov.ph 

TRANSMITTAL FORM OF CLAIMS FOR THE Z BENEFITS 

NAME OF CONTRACTED HEALTH CARE INSTITUTION (HCI) I ADDRESS OF HCI 

Instructions for filling out this Transmittal Form. Use additional sheets if necessary. 
1. Use CAPITAL letters or UPPER CASE letters in filling out the form. 
2. For the period of confinement, follow the format (mm/dd/yyyy). 

::!:::::: ~~~i;'!~~h 
'""'"''""t"·:r;<-d~>..:· 

Annex "H" 

3. For the Z Benefit Package Code, include the code for the order of tranche payment. Example: breast cancer, second tranche should be written as "20022". 
4. For the Case Number, copy the case number that is provided in the approYed pre-authorization checklist and request. 
5. The Remarks column may include some relevant notes which pertain to the filed claim that need to be relayed to PhilHealth. 

Case Number Name of Patient Period of Confinement Z Benefit Package Remarks 
(Last, First. Middle Initial, Extension) Date admitted Date discharged Code 

l. 

2. 
3. 

4. 
5. 
6. 
7. 

8. 
9. 

10. 

Designation 

Printed Name and Signature (mm/dd/yyyy) 

As of October 2015 Page 1 of1 of Annex H 
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Annex 111-Mobility Impairment, 

n SAMPLE CLAIM FORM 2 FOR MOBILITY IMPAIRMENT (TRANCHE 1) I Date of initial 

€il Th15 fonn may be reproduced and Iii NOJ FOR SALE consult/ 

m1 P,!;!,iJ.t!!r.~!,th CF2 assessment 

Series# 1 

~·~.' Date of "-·''""'"'""I ~· completion 
1. PhUHe-alth AOtredit&tfon of measure-
l. Name of Hulth Care lnstltuUon: (OF THE EAST ,, .CENTER ment 
3. Ad<.lteS!S: 64., , BLVD =TV . 

Write 
1. Name of P.aUent: DELACRUZ JUAN JR. MASIPAG OUTPATIENT 

~- ··- "-~IJA/SlVIDl -- {~:DSACII\IZAIIJ'Illl.sm.G) 

in lieu of time 
~ ~ 

"'""""'' lUUJ._L017 
.....,, ~- ~- ~ admitted & 

3. coi!finement I'Riod: ... '··-=·-· J'" OUTPATIENT ..... 
·~ ~ discharged 

.. " ·-·M·~· 2 a 1 1 '· ·-..:;- ,•, ~ ,I I"' I J'" 
1) - "" 

,.., 

-IZ'f····- 0 e. &pll'l1d, Date: ...L •. J'L.L ,., T~•, ,•, ,n ... o"' Tick YES if the 

D b. Re<:overed D f. T~erred/Ref..rred 
patient was 

D L. ~/Ors£Nfged Aqalnst MeOcal ~ 
-dllrl<oqlliulti>Cooo.~ referred by 

D d. A!xitord.d 
~-...,~~- -- - ""~ another HCI 

RNsoo]s lbrr~er: 

I ' j "'"" lJ I I 
This is not 

Indicate the diagnosis of the child 
required as 

7. Dl~claarge Dlal]nos!s/es (Uw addltlun.tl c;;Fllf nereS"><~ry): ..,_ JCD-10 Cod<l/s Related l'l'owdurv/s {If there's any) """"' Oate d l'roredtll'\' this is done in 
• i= 

... 
p!! ""'' r=.., an out-•. 

""' 
" := 

"'' ~=- F""' patient 

b. 1 i= 
""' ~=- ""- setting 

L := 
"" F""' r=_ .. i= 
"" F= ""'' ""-

'· ' 
:= 

"" F ""'' ""- Indicate the 
L i= 

"" ~ '•"' = ... laterality .. F : = ... 
d. 1 F F''""' = ... 

F= F= ""'' = ... .. ""' - Indicate the 

" "" - I""' diagnosis 

"""""''""'""""""-""'l=:.::.:.""""'·""'t"""""""""'·---- Indicate the 
: Perltllr111i11 Dlaly!ils -·-"""""'"""" 

appropriate Radllrtho!rr;,py(UNAC) 

- Radiotherapy (COBALT) SimpleO<.>brld~t I 11Z benefit 
b. Fer i!-&!nlidiN'.d:.Jg.J Z•Benll'fll Padtage Code: Z1804A Tranche 1 package 
c.ForNG"~(~~fwrrhM{mfiHid.m'y}of~Jir:hed:"UpS) 

code" and 
1 , ' • 

d. For TB001S~ D lntl'nslve ""-' D ~., f'l'laal order of 
.... For Alllmal8iti1 ~ t- the dines l~mrl ,.,_ tlw fcJ1Dwlng drJsFtl d .....an> .-v {JM'n} l~tt~rl': '-"" ~~ ~-fARV.I. ~ TmmtmO(Ib&tl• flllGJ I tranche 

DayDARV Dil\'3ARV Day 7 ARV .,. Otben (Spedfy) 

f. For NndKJm Citr> P.1tUge D Ess.mt!al ~ Gi>re D NeoMxm ~ Screening TolSt D rftowbom ScM.'nlng Tll'>t I For Newborn ~nlno. 
pkasP ;;,t1iJdl NElS Filb!¥' $/'Jt:il'l' />t't'<! 

For Essomtl.ll Newbom C;a~, (chl'dtapplicable bo:~~es) 
I 8 lmmedl.lte drying of newborn 8 r0'1l011y t~ damping B Weighing of the newborn 8 BCG vacclr\atJon D Hep;ltl~ B vau:ln3bcn 

Ear1r sklrrto-sl<!n conbrt Ey<> prop~~ Vl!arJUn ll a:lministration Non~atbn of ~/baby for earfv brv~ In illation 

" L;aboratory NumbN: This is not 

{ I 
required 

llCD1DorRYSCOde; r b. Sc!o:ond CJso Rate 

1-

oc '" ll.l >- "'Ce 
1- (.}.. Cl 

~~~ 
~ 

u 
0 

-~ 



Annex "!-Mobility Impairment, 

·- -· Tick this box 
'"""~c.~.,.,~..,. I""""'""' ~~· 

if patient 
Ar.<:Ti'ditallonNo.:,l,2 ,3,4 ,-,5, 6, 7,8, 9,0,1,-~ 

~ 
paid no 

JUANA DElACRUZ, MD additional 
Signature OVet Printed rlame ' Professional 

~te Slqn«<: L_l_j -L_l_j -· "' ~· fee 

Acmld.tl!tlon No.: -'---' D No co-~ on top of Phl!Ho!alth &!rlorflt Tick this box 

Slgrulllrv OW<r i>flnted Name D Wltfl co-p3y 011 top if patient 

Oatv S.tgnl'd: L_l_j L_l_j paid an -· "" ~ 

additional 

A«rOO<tabon No.: 
' ' ' ,- '---' Professional 

D No co-pay on top of PMHealh ~fit fee 
Slgrl~ture Ovt'r l'rirltOO Namo: Owlthco-payontnpoff'fli~Ht>a~th~t f' 

DaW Sign«!: L....L..J. L...L...J-- "" - Tick this box 
PART III- CERTIFICATION Of CONSUMPTION Of BENEFITS AND CONSENT TO ACCESS PA~~~~~C~.~~JS 

NOTE: Member/Patient sboufd sign 011/y after the <'lppflmble c/Ntf!JE'S have been t71/ed-oot if patient has 

NO out of ._ 

-0~ I pocket 

'""'""'""'-'" 
payment 

I'""""""'""" 1' 

I'""' 
I ""'"' "'" 1: Tick this box n 

" '""'"· "'"' if patient has 
a.) Tht' total co-pay for tha following a~v: 

an out of 
TotalNtUal 

Amoont alter ,llppllatiOI'I of 

"'-'" 
D&ount (i.l'., ~ dis<o=t, Phill-Jl.atth O..nl'fit Amount after Ph~H .. alth o..dU(.tfon pocket 

Soi.'nlor Otlwl/FWO 

Tctal Health c.are """"' ' payment 
Institution ko.!s P31d by {ChedJ!Ich.ilt 3f'('lies): 

B"""""-"' o-O!;hoeos (Lt> .. PCSO, Promissory notv, t>tt,) 

Total ProfiiSWrlJl Arnmml p ,_ 
Paid by {Cilfd· a!J t!ut ~s): 

If«'"'"'""' B M<'mbo.>f/Patrent D HMO imdnoo· 

-"="'""' ~ {1.111., PCSO, PrOmissory nota, ert.) _, 
b.) Purtha~ NOT~ ill the Health CJno Institution Charges 

Total cost of pur~ts tor dn.~'medtdnes~/or mediCal supplieS bought by Onone D Total Amount p 
the palll'nt)ITIE'mh« wlthln/outslde the Hd ®ring CO!\htlen'le<lt 

Total C05t of ~tatort ex~ paid for by the patlomt/member D·~ D Total Amount P dona withinfoutstd<;p the HU during ~t 

"N01F.' Tof;;J/ Actwl ~ $ht)ujj be /used on Sl3tmwnl of Acrount (SUA) 

B. CONSENT TO ACCESS PATIENTRECORD/S 

I herebyton5el'lt to tho; ~xamlnatlon by F'hUHea!th of~ pali"flt's !1111dkal records for the~ of wrifylno} th11 wracity of this claim, 
1 hl>111by hold Phlll-Jl.a!th or any of Its offirers, t'll1plo~ alld/or repri.'St'l\tatlves fA1EI from any :md an llab!Un<!'S !\'~to tire h~n-mentloned tcnsent whk.h thaW! voluntartly 

Affix and wl'l!ngty gll\'n m c~tlon ¥1Ith tin dalm for relmbul>o1mf.'l"lt boo-for"' PMHI!alth. 

JUAN MASIPAG DElACRUZ, JR. ""'"of 
Signature Owr Pt!nted Naroo of ~/Pment/Auttiorlztod R~tatlw patient 

Dat.P- Slgrwd: L....L..J - L....L..J -- ... - I ··-~•"'""' D ....,.. D "'" D ,~ .... Indicate date ,.,....esalt:atl'll!totlll!l!llllllber{D D 
path/'llt:: Slb!<ng other!;. Spoofy 

=dJ:=n~~~ signed 
Rl!3ron tnr signing on D Pati!.nt Is Iocapacitato.:l D P<!Mnt D Repn>Serbt!w behatf of the nwrn~r/path<nt: D Other Rloilsom;: 

Affix 

1 uortify th.dt <WrY!ns rPIIdemd werp t'KDtd«<lll the PJllml''l tllilrt .md bru/th are Institution ncord:J 4ml tllilt rhl' IJeroln WtJ~JrUition given 4ro t~ signature of 
r .mtl ctJnPCt. 

HCI 

~ 
MIGUEL DELOS SANTOS RECORDS OFFICER 1 0 1 9 2 0 1 7 

representative 

-:::' HO Ro!ptesenl:al!w """" """"" ' ~-- ~ '-oJ;-' 

r..c ~ !.!.!>- "' 
to~~ ~(..) 

u 
0 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre. 709 Shaw Boulevard, Pasig City 

Call Center (02} 441-7442 Trunkline (02} 441-7444 
www.philhealth.gov.ph 

Case No.-------

.. --~''"'"·'M,' -""""""·' ... ~'""'~ 
""··'-ll~'·"'~"''·""'""" 

Annex "J - Mobility Impairment" 

Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

PATIENT (Last name, First name, Middle name, Suffix) I BIRTHDAY (mm/dd/yyyy) 

ADDRESS 

CONTACT NUMBER 

CERTIFICATE OF .COMPLETED TRAINING ON THE SAFE 
AND FUNCTIONAL USE OF THE DEVICE 

This certifies that patient-------------------~ has completed 

the training on the safe and functional use of the device--------------

Remarks Qfany): -----------------~--------

Conforme by Patient/Parent/Guardian: Certified by: 
D Attending Medical Specialist 
0 Rehabilitation Therapy Specialist 

Printed name and sifature 

~~~!on No. [ill]-I I I I I II-D 
~ 
~ Printed name and signature 

0:: Qj 

Ul >- "'ro 

~~i 
0 
0 

As of October 2017 

~ teamphilhealth 

Page 1 of 3 of Annex J - Mobility Impairment 

IJ www.facebook.com/PhilHeaJth Yau[D www.youtube.com/teamphilhealth ~ actioncenter@philhealth.gov.ph 
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Rep11blic of tire Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pasig City 

Call Center (02) 441-7442 Trunkline (02) 441-7444 
wwv.-.philheallh.gov.ph 

Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 
Attachment to Annex J 

IMPORMASYON NG PASYENTE 
PATIENT INFORMATION 

Petsa ng Kapanganakan (Buwan/ Araw /Taon) 
Birthd'!J' {tnm/ dd/.mJ) 

D Prosthetic User 
D Primary User 
Pinanggalingan ng Impormasyon: 
S ottrce if info~tation: 

Kasarian 
Sex D Lalaki 

Male 
D Orthotic User 
D Established User. 
[) Magulang D 

Parent 

TA,LATANUNGAN (QUESTIONNAIRE) 

D Babae 
Female 

Tagapag-alaga 
Guardian 

Panuto: Punan ng angkop na impormasyon ang bawat patlang. Lagyan ng tsek (.I) ang kahon na 
tumutukoy sa inyong opinion ng serbisyo sa klinika. Sumangguni sa kahu!ugan ng mga sagot sa 
ibaba. 
Directiot/: A11s1Per the follotl'ing items I!J putti11g check marks ( >~') on the box that comspomls to your answer. 
Reftr to the ituns belmv for the interpretation if anstvers. 

4: Lubos na Nasisiyaban (Very Satisfied) 
3: Nasisiyahan (Satisfied) 
2: Hindi Nasisiyaban (Dissatisfied) 
1: Lubos na Hindi N asisiyaban (Very Dissatisfied) 

Gaano ka nasisiyahan sa mga sumusunod? 
Hozv satisfied are you with the followinJ!.? 

I. Prosthesis or Orthosis (Device) 

1. Pagiging komportable ng iyong. prosthesis/ orthosis tuwing 
ginagamit ito ng mahabang oras 
Comfort if your device 1vhen used for a lo11gperiod if time 

2. Panlabas na an yo ng iyong prosthesis/ orthosis 
Visual appeara11ce if your device 

3. Sukat ng prosthesis/ orthosis 
Fit if your device 

4. Pagsuot at pagtanggal ng prosthesis/ orthosis 
Ease if donni11g and d'!!ftng ifyour device 

5. Bigat ng prosthesis/ orthosis 
Weight if your del'ice 

October 2017 

4 3 2 1 

Page 2 of 3 of Annex J- Mobility Impairment 
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Gaano ka nasisiyahan sa mga surnusunod? 
How satisfied are yo11 with the]ollmvinf!.? 4 3 2 1 

II. Serbisyo (Services) 

6. Pakikitungo ng prosthetist/ orthotist 
Treatment if the Prosthetist/ Orthotist 

7. Pagpapaliwanag ng prosthetist/ orthotist sa mga proseso sa 
klinika 
Explanation if the Prosthetist/ Orthotist abo11t tbe clinic process 

8. Pagbibigay ng tagubilin ng prosthetist/ orthotist ukol sa 
paggamit ng prosthesis/ orthosis 
Instructions provided f?y Prosthetist/ Orthotist 1vhen using 
prosthesis/ orthosis 

9. Paggawa ng mga desisyon ng prosthetist/ orthotist patungkol 
sa prosthesis/ orthosis 
Prosthetist/ Orthotist's decision about 111} prosthesis/ orthosis 

10. Pagsasaalang-alang ng prosthesist/ orthotist sa inyong mga 
opinion at desisyon 
Prosthetist/ Orthotist's consideration about your own opinions and 
decisions 

11, Pakikipag-ugnayan ng prosthetist/ orthotist sa ibang mga 
propesyonal ukol sa inyong serbiyo-medikal? (Doktor, Physical 
Therapist, Occupational Therapist, etc.) 
Prosthesis!/ Orthotist's coordination 1vith other healthcare professionals in 
regards to your treatmmt plan? (Doctor, Pf?ysical Therapist, 
Occupational Therapist, etc.) 

12. Pagiging mabait at magalang ng mga tauhan 
Courteousness and respectfulness if the staff 

13. Pagbibigay halaga ng mga tauhan para sa iyong karapatang 
pang-pribado 
Privacy riJ!.hts provided in the clinic 

Pasilidad (Facility)--- --- - -- -

14. Pasilidad ngklinika 
Facilities if the clinic 

15. Pagkakaroon ng sapat na mga rampa, elevator, at palikuran 
para sa mga Persons with Disabilities (PWDs) 
Availability of ra1nps, elevators and cot'!forl rooiJJs for Persons 1vith 
Disabilities (i>JI7D~) 

~ 
16. Kabuuang serbisyong iyong natanggap 

Overall service that was provided 

.... 
cr.: a; Karagdagang mga komento o suhestiyon: 
LU>- .,.. 

Further comments or suggestions: "' 1-IJ... 0 

wo~ ~u 
i 
' . 
' 0 

'WL' L_-_As.of October 2017 Page 3 of 3 of Annex J- Mobility Impairment 
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Republic of tile Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No.-------

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Call Center (02} 441-7442 Trunkline (02) 441-7444 

www. philhealth. gov. ph 
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Annex "K- Mobility Impairment" 

Z BENEFITS FOR CHILDREN WITH MOBILITY IMPAIRMENT 

PATIENT (Last name, First name, Middle name, Suffix) I AGE 

PRECRIBED DEVICE/S (with laterality as applicable 

CERTIFICATE OF OUTCOMES AFTER REHAB,ILITATION SESSIONS . - ' . 

Date of.Therapy Sessions Name & Signature 
Name & Signature 

Date of MD of Patient/ 
Consult Physical Occupational Accompanying 

of Attending 

Therapy Therapy Person 
Physician/Therapist 

. 
. ,, 

. 
---

As of October 2017 Page 1 of 1 of Annex K- Mobility Impairment 
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