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PHILHEALTH CIRCULAR 
No. ~ L?r- 1?0 II 

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

SUBJECT : Z Benefits for Children with Hearing Impairment 

I. RATIONALE 

~ 

Loss of hearing can be disabling. For children younger than 14 years old, this means 
hearing loss that is greater than 30 decibels, while it is hearing loss greater than 40 
decibels for children aged 15 to less than 18 years, in the better hearing ear (WHO, 
2015). Hearing loss can be mild, moderate, severe or profound. It could affect one 
ear or both. Hearing loss can result from either congenital or acquired conditions. 

Timely recognition of hearing impairment is very important among children primarily 
due to its impact on the development of their co=unication abilities (WHO, 2015). 

Delays in language development can happen when the disability is not addressed. It 
could spell the difference on the chance of children to participate in education· 

activities, and eventually on opportunities to gain meaningful employment. It is 
estimated that hearing impairment is the fifth highest cause of years lost due to 

disability for both genders and across all ages (IHME, 2013). 

The WHO estimates the overall prevalence of hearing impah:ment in the Philippines 
ranging from 3.43% to 6.13% (WHO, 2013). A local estimate through modeling 
suggests that there are 1.5 M of less than 19 years of age who have hearing 
impairment (PFP, 2016 [unpublished]). 
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Hearing impairment can be confirmed with a diagnostic test. Children fitted with 
hearing devices and provided with habilitative / rehabilitative speech therapy can 
gain functionality in hearing and co=unication. There is evidence that when 
interventions for :hearing loss· ate,-I'rdvhl~cr at an early age, speech and language 

'' . ~ . ' '., .. ltl 
development improv"e (11cP~ers;,n:;:z012). However, access to specialized care and 

hearing aid is costly, often prohibiting access among the poor (WHO, 2001). Failure 
to address the unmet need for hearing aid could lead to more of these children not 

being able to complete school and participate meaningfully in the society (UN, 2005; 

as cited in Olusanya et al., 2007). 
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In 2009, the country legislated Republic Act 9709 "Universal Newborn Hearing 

Screening and Intervention Act of 2009." This mandated the provision of universal 
access to hearing screening at birth, and possible referral. The Philippine Health 

Insurance Corporation (PhilHealth) benefit Newborn Care Package covers for this 

screening. However, there is no further support for follow-up and access to hearing 

aid device when warranted. 

PhilHealth is mandated to ensure financial risk protection, with provisions towards 

persons with disabilities. Thus, the PhilHealth 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 the marginalized that are enrolled in the program while 

ensuring the provision of quality healthcare services. 

This Circular describes the benefit package for children with hearing impairment, 

covering services from assessment, provision of appropriate devices and 

habilitation/ rehabilitation, such that hearing can be preserved and rehabilitated. 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 of health service for children with hearing 

impairment under the Z Benefits. 

III. SCOPE 

IV. 

0 
0 

This Circular shall apply to all health care institutions (HCis) that are contracted to 
provide the Z Benefits for children with hearing impairment, and other relevant 

stakeholders involved in the implementation of the Z Benefits. 

DEFINITION OF TERMS 

A. Assessment - process of examination, interaction, and observation of a child 
with potential or actual health conditions, and the degree of limitations in 
function, activity and participation. Assessments are required for the provision 

of the assistive device and rehabilitation services. TlJ.is also refers to the process 

of diagnosing the. degree of.l;tearing .loss in a child presenting delay in auditory 

milestones -and/ or co~.;ru2~tion iss~es, and sensorineural hearing loss. 

B. Assistive Device - any device that is designed, made and adapted to help a child 

te perform tasks such device inay include those used in aural rehabilitation of 
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children with hearing impairment. For this policy, the assistive device specifically 
refers to the hearing aid. 

C. Aural habilitation - refers to the provision of a hearing aid and speech therapy 

services, which aims to assist children in their development of age appropriate 

speech and language skills. With optimal amplification and auditory skills as pre­

requisite to the development of speech and language, verification and validation 

of hearing aid fitting is an essential component. 

D. Contracted Health Care Institution - a health facility that Is Phi!Health­

accredited and enters into a contract for care with Phi!Health. 

E. Hearing aid fitting verification - refers to the process of determining if 

amplification or hearing aids meet a set of standardized measured that include 

basic electroacoustics, comfortable fit, and real-ear electroacoustic performance 

with reference to evidence-based fitting prescription most suitable for pediatric 

cases. 

F. Hearing impairment - refers to a child with hearing loss with greater than 30 

decibels, while it is hearing loss greater than 40 decibels for children aged 15 to 

less than 18 years, in the better hearing ear. Hearing impairment, is a result of 

either congenital or acquired conditions, and can be categorized into mild, 

moderate, severe or profound. 

G. Lost to follow-up - means the patient has not come back as advised for 

immediate next visit: (a) For audiological follow-up, this means that the patient 

has not come back for follow-up within two months from the scheduled 

appointment; (b) for speech therapy, this means that the patient has not come 

back for follow-up within one month from the scheduled appointment. 

H. Pre-authorization - a decision from Phi!Health that determines if the patient 

has passed the eligibility and minimum clinical selections criteria required for 

avaihnent ofthe Z Benefits. 

I. Speech therapy - refers to services provided by a Speech and Language 

Pathologists to assist in the acquisition of auditory skills and the development of 

speech and language appropriate. 

J. Z Benefits - benefit packages that focus on providing relevant financial risk 

protectjpq,ag..ains.t ii.LJ.e~ses .perc;eiv~_d,_as medically and economically catastrophic. 

: ,;:·:r; ~:;:·;_~b,~:\~.~:~;~ ··:"-.r:i~~ ··~:/.n·, 
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V. CONTRACTING HCis AS PROVIDERS FOR THE Z BENEFIT FOR 
CHILDREN WITH HEARING 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, PhilHealth shall initially engage with identified tertiary government 

HCis for the provision of specialized multi- and interdisciplinary health care delivery 

for this Z benefit. Subsequent contracting of other capable government and private 

HCis shall be done to expand benefit utilization and improve implementation 

efficiency. Phi!Health Circular 2015-014 provides guidance on the contracting 

process. 

The prescribed minimum standards of care of HCI as providers for children with 

hearing impairment are provided for as Annex VI in this Circular. 

Coordination and collaboration with the contracted HCis for the Z Benefits for 

children with hearing 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, etc. 

The contracted HCI shall designate at least one Z Benefits Coordinator to perform 

the tasks specified in PhilHealth Circular 2015-35 Section V, providing guidance and 

navigation services to patients, coordination with PhilHealth, and encoding of patient 

information. 

VI. MINIMUM STANDARDS OF CARE 

The Z Benefits for children with hearing impairment shall include the following 

healthcare services (Table 1) to be rendered by the multi- interdisciplinary team. 

Table 1. Mandatory and other services for Z Benefits for children with hearing 
impairment 

Mandatory Services Other services 

A. Diagnostic audiologic assessment* 

1. Otoacoustic Emission (OAE) Test and 

Auditory Bra'ins\~m )}espons~ (ABit)i·f~r 0 tp 
' I . ~ • ' < ' • , i'~ 

less than 3 years old · · . · ... 

2. Age appropriate Behavioral Audiometry by , 

an Audiologist for age 3 to less than 6 years 
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Mandatory Services Other services 

old 

3. Diagnostic Pure Tone Audiometry by an 

Audiologist or Audiometrist or PRC -

Licensed Otolaryngologist with valid 

certification of good standing from the 

Philippine Society of Otolaryngology - Head 

and Neck Surgery for ages 6 to less than 18 

years old, only for moderate hearing loss 

B. For moderate and severe to profound hearing When warranted, and only after five 

loss: (5) years from last hearing aid fitting, 

1. Hearing aid fitting and verification replacement of hearing aid can be 

2. Hearing aid device, batteries and ear mold prescribed by an Audiologist, endorsed 

3. Ear mold refitting by a PRC -Licensed Otolaryngologist 

with valid certification of good 

standing from the Philippine Society of 

Otolaryngology- Head and Neck 

Surgery and implemented by an 

Audiologist (for ages 0 to 5 years old) 

or Audiometrist (for ages 6 to less than 

18 years old) or Philippine Board of-

Head and Neck Surgery certified-

physician. The signatures need to be 

affixed. 

c. Speech Therapy** 

* The diagnostic audiologic assessment should be verified by a PRC -Licensed 

Otolaryngologist with valid certification of good standing from the Philippine Society of 

Otolaryngology- Head and Neck Surgery. 

** Eligible children with hearing impairment can only avail of a maximum of two sets of 
therapies per fiscal year for moderate hearing loss and six sets for severe to profound 

hearing loss, respectively. Each set of therapies has a maximum of 26 sessions. 

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

A. Assessment of patients 

1. The provision of- services' for the ·Z Benefits for hearing impairment shall 

cover only those cases ~at fulfill the followihg selections criteria: 

a. Age must be 0 tb 17 years and,364 days old 
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b. The child must have undergone professional assessment and is deemed to 
have all of the following: 

1. Presence of delay on auditory milestones and I or communication 

issues at home I school 

11. Sensorineural hearing loss presenting with either moderate or severe 

to profound hearing loss described as: 

a) Moderate hearing loss - three frequency (500Hz, 1OOOHz, 

2000Hz) average threshold between 41 dBHL to 60 dBHL 

b) Severe to profound hearing loss - three frequency (500Hz, 

1000Hz, 2000Hz) average threshold greater than or equal to 61 
dBHL 

111. Absence of signs and symptoms of an active ear infection (e.g. otalgia, 
otorrhea, fever, tenderness) 

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

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

3. These children with hearing impairment must be eligible to avail of 

PhilHealth benefits at the time of pre-authorization. 

4. 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. A pre-authorization from PhilHealth 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 
PhilHealth Benefits Administration Section (BAS) in the region for approval. 

2. Contracted HCis. shall follow the .p_rescribed process of seeking approval for 
' ~ "".... • • • • • 1 ·; - -•:-~..,, ·.;, -~ 

the pre-authorization·is describe!ll in PhjlHealth Circular 2015-035 Section 
1-' . -

VII. · .. · 

. ·,· 
3. The approved Pre-Authorization Checklist and Request shall be valid for one 

fiscal year from the date of appro~al by.PhilHealth provided that the child has 
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not turned 18 years of age. All contracted HCis are responsible in tracking 

the validity of their approved pre-authorizations. The contracted HCI shall 

inform PhilHealth in cases when the validity has lapsed. When needed, a new 

Pre-Authorization Checklist and Request may be submitted if services were 

not provided at the end of the validity period of the prior request and if 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 benefits 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 Member 

Empowerment Form or ME form (Annex B). 

7. The ME Form shall be discussed by the attending health professional/sand 

accomplished together with the parent/ guardian or patient to be enrolled in 

the Z Benefits. The ME Form aims to support parent/ guardian or patients to 

become 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 better health outcomes and patient satisfaction. 

Guidelines on Reimbursement 

1. The package codes and corresponding rates per laterality of the Z Benefits for 

children with hearing impairment are specified in the following tables: 

'· 
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Table 2. Description for assessment and hearing aid provision of children 0 to 
less than 3 years old at the time of approval of pre-authorization 

ZCode Description RATE (PhP) 

Assessment and hearing aid provision, with moderate 
hearing loss 

a. Assessment: OAE Screening and ABR 

Z020.1 b. Hearing aid fitting, hearing aid device, batteries 53,460.00 
good for five years, ear mold and hearing aid 
verification 

c. Ear mold refitting every six months for five years 

Assessment and hearing aid provision, with severe to 
profound hearing loss 

a. Assessment: OAE Screening and ABR 

Z020.2 b. Hearing aid fitting, hearing aid device, batteries 67,100.00 
good for five years, ear mold and hearing aid 
verification 

c. Ear mold refitting every fow: months for five 
years 

Table 3. Description for assessment and habilitation of children 3 to less than 6 
years old at the time of approval of pre-authorization 

ZCode Description RATE (PhP) 

Assessment and hearing aid provision, with moderate 
hearing loss 

a. Assessment: Age Appropriate Behavioral 
Audiometry 

Z020.3 45,400.00 
b. Hearing aid fitting, hearing aid device, batteries 

good for five years, ear mold and hearing aid 
verification 

c. Ear mold refitting once a year for five years 
- -

Assessment and',hear!~g -~J.a provision, with severe to 
profound hearing loss ; 

Z020.4 54,100.00 
a. Assessment: Age Appropriate Behavioral 

Audiometry -
Product Team for Special Benefits Page 8 of21 
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b. Hearing aid fitting, hearing aid device, batteries 
good for five years, ear mold and hearing aid 
verification 

c. Ear mold refitting once a year for five years 

Table 4. Description for assessment and habilitation for children 6 to less than 

18 years old at the time of approval of pre-authorization 

ZCode Description RATE (PhP) 

Assessment and hearing aid provision, with moderate 
hearing loss 

a. Assessment: Diagnostic Pure Tone Audiometry 

Z020.5 
b. Hearing aid fitting, hearing aid device, batteries 43,880.00 

good for five years, ear mold and hearing aid 
verification 

c. Ear mold refitting once a year for three years 

Table 5 Description for speech therapy assessment and sessions 

ZCode Description RATE (PhP) 

Speech therapy assessment and sessions for 
moderate hearing loss 

Z020.6 22,100.00 
Includes speech evaluation, speech therapy sessions, 
and counseling 

Speech therapy for severe to profound hearing loss 

Z020.7 
Includes speech evaluations, speech therapy sessions, 63,420.00 
and counseling 

Table 6. Description for hearing aid replacement* -.. . ... 
Z Code " Descfi'ption RATE (PhP) 

' ' 
·. 

-. 

Z020.8 
Replacement of hearing aid for moderate hearing 

43,670.00 
loss, 5 to less than 18.years old 
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Includes hearing aid fitting, hearing aid, batteries 
good for five years, ear mold and hearing aid 
verification 

Replacement of hearing aid for severe to profound 
hearing loss, 5 to less than 18 years old 

a. This is only available to d1ose who have been 
Z020.9 enrolled prior to rile age of six years old 48,670.00 

b. Includes hearing aid fitting, hearing aid, batteries 
good for five years, ear mold and hearing aid 
verification 

* Replacements of heanng ruds will be available to iliose who have been 

enrolled prior to rile age of six years old and availed of rile hearing aid under 

rile Z Benefits. This will require a new application for pre-auiliorization. 

2. The above rates are inclusive of applicable government taxes. Discounts for 

persons wiili disabilities will be governed by specific terms espoused in 
Republic Act 10754 "An Act Expanding rile Benefits and Privileges of 

Persons wiili Disabilities (Amending RA 7277)". 

3. The rates cover rile hearing aid, its prescription, fitting, and fitting evaluation 

for one ear only. In cases where hearing loss is asymmetric, rile ear to fit will 

depend on rile configuration of hearing loss for boili ears. When one ear has 

moderate hearing loss and oilier ear is severe or profound, rile ear to fit is rile 

side wiili severe or profound hearing loss. When one ear is severe and rile 

oilier is profound, rile ear wiili severe loss is fitted. 

4. There shall be no out-of-pocket expenses for rile availment of rile Z Benefits 

for hearing impaimlent for all member categories of Phi!Healili, except for 

upgrades of services. This shall be reflected as co-payment arrangements will 
be arranged wiili rile contracted HCis and shall be stipulated in rile individual 

contracts of HCis . 

5. HCis shall establish ilieir own guidelines on rile administration of 
reinlbursement funds including how professional fees will be dispensed. 
Monies in excess of rile amount needed to deliver rile services will be utilized 

to develop rile hearing clinic/ facility. 

6. Rules on pooling '?fc~rof~ssional. f~es. !Jl-gov?mment hospitals apply. 
' . :.•. . .>i r" ~:, I 

D. Claims Filing and Reinlbursemen t 
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1. After receipt of the approved Pre-authorization Checklist and Request by the 

contracted HCI, the contracted HCI can only file a claim for reimbursement 

upon rendering all mandatory services specified in Section VI. Table 1 of this 

Circular, within the context of a multi- and interdisciplinary approach to 

patient care. 

2. The claim application filed by the contracted HCI shall include the following 

documentation: 

a. Transmittal Form of claims for the Z Benefit Package (Annex H) to 
be used by the contracted HCI per claim or per batch of claims; 

b. Photocopy of the approved Pre-authorization Checklist and Request 
(Annex A) signed by the patient or the 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; 

c. Phi!Health Benefit Eligibility Form printout or its equivalent (e.g. 
Claim Form or CF1) attached as proof of eligibility during the pre­
authorization process; 

d. Photocopy of the properly accomplished ME Form (Annex B) for the 
first tranche; 

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; 

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

f. Checklist of Mandatory Services (Annex C) for the corresponding 
tranches; 

g. Corresponding Checklist of Requirements for Reimbursements 
(Annex E); and 

h. Photocopy of the accomplished Z Satisfaction Questionnaire (Annex 
D); 

1. Photocopy of the ABR waveform tracing; 

J· Certificate of completed hearing aid verification (Annex J) signed by 
the Audiologist; 

c ;.--:·-" 

'~ . . \ .. 
k. 

l. ·-

Certificate of completecf~p_eech ~erapy sessions (Annex K); 

' 1. Photocopy of hearing test result for hearing aid replacement 
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Table 7. Summary of forms to be utilized in claims filing and reimbursement 

Benefit package Forms Required 
I. Assessment and hearing aid provision 

Tranche 1: a. Checklist of Requirements for Reimbursement (Annex E1) 

Assessment b. Pre-authorization Checklist and Request (photocopy) (Annex A) 
c. ME Form (photocopy) (Annex B) 

d. Phi!Health Benefit Eligibility Form or equivalent (e.g. Phi!Health 

CF 1) 
e. Phi!Health CFZ 

f. Checklist of Mandatory Services (Annex C1) 

g. Z Satisfaction Questionnaire (photocopy) (Annex D) 

h. Photocopy of the ABR waveform tracing or applicable hearing 

test result 

Tranche 2: Hearing a. Checklist of Requirements for Reimbursement (Annex EZ.l) 

aid provision b. Phi!Health CFZ 

c. Checklist of Mandatory Services (Annex CZ) 
d. Z Satisfaction Questionnaire (photocopy) (Annex D) 

e. Certificate of completed hearing aid verification (Annex]) 

Tranche payments a. Checklist of Requirements for Reimbursement (Annex E3.1) 

for ear-mold b. Phi!Health CFZ 

refitting c. Checklist of Mandatory Services (Annex C3) 

d. Z Satisfaction Questionnaire (photocopy) (Annex D) 

II. Speech Therapy 

Speech Therapy a. Checklist of Requirements for Reimbursement (Annex E-Speech 

Therapy) 

b. Phi!Health CFZ 

c. Z Satisfaction Questionnaire (photocopy) (Annex D) 

d. Certificate of completion of speech therapy sessions (Annex K) 

III. Replacement 

Replacement of a. Checklist of Requirements for Reimbursement (Annex E-Hearing 

assist:ive device Aid Replacement) 
b. Pre-authorization Checklist and Request (photocopy) (Annex A) 

11 ME Form (photocopy) (Annex B) c. - d. Phi!Health Benefit Eligibility Form ox equivalent (e.g. Phi!Health 
'l--

rY: '" CF1) 
!.u>-. ·~ 

Phi!Health CFZ 0") e. 
~--D.. Cl 
U)Q 

~ 
f. Checklist of Mandatory Services (Annex C-Heating Aid 

'~0 Replacement) '-:.:; 
"'- Z Satisfaction Questionnaire (photocopy) (Annex D) g. - . - ----.·--· 

h. Phqtocopy of the.•hea~g test result 
Cl 

3. Patients should keep their used ~t repl~ced devices and are discouraged to 
sell or donate them. · 
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4. Rules on late filing shall apply. 

5. 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). 

6. There shall be no direct filing of claims by members. 

7. The claims shall be evaluated according to the process stipulated in 

Phi!Health Circular 2015-035 Section IX. 

8. Terms of claims payment described in Phi!Health Circular 2015-035 Section 

X applies. 

9. The description of services, tranche payment, amount, schedule of filing of 
tranches and the frequency of availment of the benefit packages for children 

with hearing impairment are described in the following tables (Table 8 to 12): 

Table 8. Description of services, tranche payments, amounts, filing schedule and 

maximum availment for the Z Benefits for children with hearing 

impairment, age 0 to less than 3 years, for assessment and appropriate 

assistive device 

Description Tranche Code Amount (PhP) Filing Schedule 
Maximum 

Availment 

I. Moderate Hearing Loss 

Assessment 1 Z020.11 1,250.00 Within 30 calendar Once upon 

days after enrollment 

verification of 

assessment results 

by an Audiologist 

and 
recommendations 

by a PRC - Licensed 

Otolaryngologist 
with valid 
certification of good 

. . standing from the 

Philippine Society 

of Otolaryngology-

-------· .Head and Neck . :.;, .. Surgery . .. 
Hearing aid 2 Z020.12 39,010.00 Within 30 calendar Once upon 

fitting, hearing days upon enrollment 
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Description Tranche Code Amount (PhP) Filing Schedule 
Maximum 
Availment 

aid package certification of 
(hearing aid and completion of 
batteries good hearing aid 
for 5 years), verification 

verification, ear 

mold 

Ear mold Eleven Z020.13 1,200 per tranche Within 30 days after Eleven (11) 
refitting (11) 

Z020.14 
ear mold refitting ear mold Z020.15 

tranches Z020.16 refitting 
as needed Z020.17 every six 

Z020.18 
Z020.19 months after 

Z020.110 provision of 
Z020.111 hearing aid 
Z020.112 
Z020.113 device, 

within five 

years 

II. Severe to Profound Hearing Loss 

Assessment 1 Z020.21 1,250.00 Within 30 calendar Once upon 

days after enrollment 
verification of 

assessment results 

-<== by an Audiologist 

~ and 
!.. 

recommendations 
fY. c' 
LU>- 'o• by a PRC - Licensed 
1-D_ C: Otolaryngologist (J)() 
<r:o with valid 

2 ~~ certification of good 
I j 

standing from the 

~· Philippine Society 
of Otolaryngology -
Head and Neck 

Surgery 

Hearing aid 2 Z020.22 45,450.00 Within 30 calendar Once upon 

fitting, hearing days upon enrollment 

aid package certification of 

(hearing aid and completion of 

batteries good hearing aid 

for 5 years), '.I: verification 
. ,. '. . t'•;:' 

verification, ear -
mold 

Ear mold Seventeen Z020.23 
Z020.24 

1,200 per tranche Within 30 days after Seventeen 
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Description Tranche Code Amount (PhP) Filing Schedule 
Maximum 
Avaihnent 

refitting (17) 2020.25 ear mold refitting (17) ear mold 
tranches 2020.26 

refitting 2020.27 
as needed 2020.28 every four 

2020.29 months 
2020.210 
2020.211 within five 
2020.212 years after 
2020.213 provision of 
2020.214 
2020.215 hearing aid 
2020.216 device 
2020.217 
2020.218 
2020.219 

Table 9. Description of services, tranche payment, amounts, filing schedule and 
maximum availment for the Z Benefits for children with hearing 
impairment, age 3 to less than 6 years, for assessment and appropriate 

assistive device 

Description Tranche Code 
Amount 

Filing Schedule 
Maximum 

(PhP) Availment 

I. Moderate Hearing Loss 

Assessment 1 2020.31 600.00 Within 30 calendar Once upon 

days after enrollment 
verification of 
assessment results 
by an Audiologist 
and 
recommendations 

oc>- ," by a PRC - Licensed LU ,., 
r-D- d Otolaryngologist 
t:"JO with valid 
<u-E certification of good ""-d. 

..: standing from the 

g Philippine Society 
of Otolaryngology-
Head and Neck 

Surgery 

Hearing aid 2 2020.32 38,800.00 Within 30 calendar Once upon 

fitting, hearing days upon enrollment 

aid package certification of 

(hearing aid and . ·- ---- ·- --·--· completion of - " ,. ,, . 't• ·~ ~.r: 

batteries good 
. ' , . ·-~·:"·-·. •,•&(,~::'•l)'fi hearing aid ., ' ; '"I •.l 

. ·- . --·- ·- -- -I ! 
for 5 years), verification 

verification, ear : 
i 

---
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Description Tranche Code 
Amount 

Filing Schedule 
Maximum 

(PhP) Availment 
mold 

Ear mold Five Z020.33 1,200 per Within 30 days after Five refitting 
refitting tranches as Z020.34 tranche ear mold refitting Z020.35 once a year 

needed Z020.36 within five 
Z020.37 years after 

provision of 

hearing aid 

device 

II. Severe to Profound Hearing Loss 

Assessment 1 Z020.41 600.00 Within 30 calendar Once upon 
days after enrollment 
verification of 

assessment results 

by an Audiologist & 

recommendations 

by a PRC - Licensed 

Otolaryngologist 
with valid 

certification of good 

standing from the 

Philippine Society 

of Otolaryngology -
Head and Neck 

Surgery 

Hearing aid 2 Z020.42 47,500.00 Within 30 calendar Once upon 

fitting, hearing days upon enrollment 

aid package certification of 

(hearing aid and completion of 

batteries good hearing aid 
for 5 years), verification 
verification, ear 

mold 

' 
Ear mold Five Z020.43 1,200 per Within 30 days after Five refitting 

refitting tranches as Z020.44 tranche ear mold refitting 
Z020.45 once a year 

r:f.>- Qj needed Z020.46 \vithin five 
IJJ ·- Z020.47 years after O"J 

1--Q... Cl 
tj)Q 

~ 
provision of 

! <::"((.) hearing aid --·--
I ~- ol~ :.> 

device ~- ' .. ' 4·"· 1 
I 

l I 

I 0 ' 0 
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Table 10. Description of services, tranche payment, amounts, filing schedule and 
maximum availment for the Z Benefits for children with hearing 
impairment, age 6 to less than 18 years 

Description Tranche Code 
Amount 

Filing Schedule 
(PhP) 

Moderate Hearing Loss 
Assessment 1 Z020.51 600.00 Within 30 calendar 

days after verification 
of assessment results 
by an Audiologist or 
Audiometrist, and 
recommendations by a 
PRC - Licensed 
Otolat}'ngologist with 
valid certification of 
good standing from 
the Philippine Society 
of Otolaryngology -
Head and Neck 
Surgery 

Hearing aid 2 Z020.52 39,680.00 Within 30 calendar 

fitting, hearing days upon 

aid package certification of 

(hearing aid and completion of hearing 

batteries good aid verification 

for 5 years), 
verification, ear 
mold 

Ear mold Three Z020.53 1,200 per Within 30 days after 

refitting tranches as Z020.54 tranche ear mold refitting 
Z020.55 

needed 

Maximum 
Availment 

Once upon 
enrollment 

Once upon 
enrollment 

Three 
refitting once 
a year within 
five years 
after 
provision of 
hearing aid 
device 

Table 11. Description ofspeech therapy services, amount of payment, filing schedule 
and maximum availment fo~ t)l~· Z Benefits ·for.Cliil'ilr~n with hearing impairment 

1 ", , • , ' ' - ~' I 

'. Maximum 
Description Tranche Code Amount (PhP) Filing Schedule 

Availment 
. -· . -
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Description Tranche Code Amount (PhP) Filing Schedule 
Maximum 
Availment 

I. Moderate Hearing Loss 

Speech Two 2020.61 11,050.00 per Within 30 days Two sets of 
Therapy** tranches for 2020.62 tranche after the last therapies 

one year session for one set starting from 
(as needed) of therapies the date of 

completed initial speech 

therapy 

II. Severe to Profound Hearing Loss 

Speech Six tranches 2020.71 10,570.00 per Within 30 days Six sets of 
Therapy** within three 2020.72 tranche after the last therapies 2020.73 

years (as 2020.74 session for one set starting from 
needed) 2020.75 of therapies the date of 

2020.76 
completed initial speech 

therapy to be 
availed for a 
maximum of 
three years 

.. 
** Eligtble children With hearmg nnpamnent can only avail of a rnaxunum of two sets of 
therapies for moderate hearing loss and six sets for severe to profound hearing loss, 
respectively. Each set of therapies has a maximum of 26 sessions. 

·Table 12. Description of replacement service, amount of payment, filing schedule 
and maximum availment for the Z Benefits for children with hearing 

impairment, for children 5 years to less than 18 years old 

Amount Filing Maximum 
Description Tranche Code 

(PhP) Schedule Availment 

Replacement of 1 2020.8 43,670.00 Within 30 No less than 5 
hearing aid for calendar days years from the 
moderate upon last fitting, 
hearing loss: 5 submission of within the age 

years to less assessment of eligibility 

than 18 years and plan 

old 

Replacement of 1 2020.9 48,670.00 Within 30 No less than 5 

hearing aid for - -- -. -- -. -- - ·calendar days years from the -, .... J. r: •,_ :: ~·· ~ ;1.:./: 

severe to . : ... .:· .. :: ~ :~<...:!:··~}; : upon last fitting, .. . ' - -. ·-· -
~ubmission of within the age profound 

' ' 
hearing loss: 5 assessment of eligibility 

- . ~ 
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Description Tranche Code 
Amount Filing Maximum 

(PhP) Schedule Availment 
years to less and plan 
than 18 years 
old 

Nate: Replacements of hearing aids will be available to those who have been enrolled in Z 
Benefits prior to the age of six years old and have previously availed of the hearing aid under 
the Z Benefits. Availment of this benefit will require a new application for pre-authorization 
from PhilHealth. 

~ ~ 
"' 

10. A patient is enrolled to the Z Benefits for Children with Hearing Impairment 
at time of diagnosis and fitting of hearing aids. 

a. For diagnostic evaluation with ABR, Conditioned Play Audiometry, and 
Pure Tone Audiometry, payment is given as first tranche upon 
confirming a diagnosis of either moderate or severe and profound 
hearing loss. Diagnostic evaluation can only be filed once the ear and 
frequency specific thresholds are obtained from the patient. 

b. Succeeding tranches cover for aural habilitation with hearing aids for 
moderate or those with severe and profound hearing loss. The z•• 
tranche covers the device, its prescription, fitting, and fitting verification. 
Batteries and ear mold corresponding to five years from time of issuance 
is included with device sticker attached as proof of regulated device use. 

c. Speech therapy services is covered for a maximum of 52 sessions per 
year or per cycle of care. One cycle of care can be availed of once for 
moderate hearing loss and three times for severe to profound hearing 

loss. 
d. 

rf. 
!..!.!>- 'r' 

"' 

For replacement of hearing aid on those with moderate or severe to 
profound hearing loss, availment should be no less than 5 - year interval 
from the time of last fitting (e.g. during enrolment). The amount covers 
the device, its prescription, fitting, and fitting verification. Batteries and 
ear mold corresponding to five years from the time of issuance is 
included with device sticker attached as proof of regulated device use. 
Replacements of hearing aids will be available to those who have been 
enrolled prior to the age of six years old and availed of the hearing aid 

under the Z Benefits. This will require a new application for pre-

I-ll. 0 
(f)Q 

<J:u 
2 ~ 

u 
0 

authorization. 
- --._-. : .:_ ·ii 

·, . ' :- _, ' 
• J' •• •.,- ·l "· ' :- • ..- ,i•l -

11. In the eveni: tha_!:_ t!le. patiei)J expires or is declared "lost to follow-up" in the 
course 'of the rehabilitation therapy,. the contracted HCI may still file claims 
for the payment of seivices re_~de~ed' to PhilHealth. The contracted HCI 
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should submit a sworn declaration (e.g. notarized) for all "lost to follow-up" 
patients and for those who expired. 

"Lost to follow-up" means the patient has not come back as advised for 

immediate next visit. For audiological follow-up, this means that the patient 

has not come back for follow-up within two months from the scheduled 

appointment. For speech therapy, this means that the patient has not come 

back for follow-up within one month from the scheduled appointment. 

For speech therapy sessions, at least 20 of the 26 recommended sessions pet 

tranche should have been completed for the treatment to be eligible for 
claims reimbursement. 

12. In instances that these patients who were declared ''lost to follow-up" by the 

contracted HCI were provided rehabilitation services in other HCis, claims 

for the succeeding rehabilitation services for this particular Z Benefit package 
shall be denied. 

VIII. MONITORING AND POLICY REVIEW 

'-' 
c.:.' 

Benefit package implementation shall be monitored. Contracted HCis shall comply 

with Phi!Health guidance in establishing the HCI Portal that will facilitate efficient 
tracking and reporting of patient outcomes through the ZBITS. 

Field monitoring of service provision by contracted HCI shall also be conducted. It 

shall follow the guidelines, 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 reVlew 
described in Phi!Health Circular 201 5-035 Section XII. 

IX. MARKETING, PROMOTION AND PATIENT EMPOWERMENT 

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

their caregivers as active par~cipant~ _.!?_health care decision-making. Phi!Health 

Circular 2015-035 S~ction XIII ~peci~~f guidapce to this end. 

X. REPEALING CLAUSE 
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Provisions of previous issuances inconsistent with this Citcular are hereby amended, 

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

XI. EFFECTIVITY 

This citcular shall take effect after fifteen (15) days of complete publication in a 

newspaper of general citculation and shall therefore be deposited with the National 

Administrative Register, University of the Philippines Law Center. 

XII. ANNEXES (These annexes shall be uploaded in the PhilHealth website) 

A. Pre-authorization Checklist and Request (Annex A) 

B. ME Form (Annex B) 

C. Checklist of Mandatory Services (Annex C) 
D. Z Satisfaction Questionnaite (Annex D) 

E. Checklists for Requitements for Reitnbursement (Annex E) 

F. HCI Standards as Providers for Children with Hearing Impaitment (Annex F) 

G. General process flow for the provision of care for a child with hearing 

itnpaitment (Annex G) 

H. Transmittal Form for the Z Benefits (Annex H) 

I. Sample CF2 (Annex I) 
J. Certificate of completed hearing aid verification (Annex]) 

K. Certificate of completion of speech therapy sessions (Annex K) 

~(L~~ 
DR. CELESTINA MA. JUDE P. DE LA SERNA 
Interim/OIC President and CEO 

Date Signed: o'slc;)f 1c 

0 
D 
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Republic of tile Pllilfppines 

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 "A- Hearing Impairment'' 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

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

PHILHEALTH ID NUMBER OF MEMBER rn -I I I I I I I I I 1-D 
Fulfilled selections criteria DYes If yes, proceed to pre-authorization application 

ONo If no, specify reason/ s and encode 

PRE-AUTHORIZATION CHECKLIST 
Z BENEFITS FOR CHILDREN WITH HEARING IMPAIRMENT 

Place a (.I') in the status column if ves 
General Qualifications Status 

1. The child's age is 0 to 17 years and 364 days old 
2. The child must have undergone professional assessment and was diagnosed 

to have all of the following: 
D Presence of delay on auditory milestones and/ or communication issues 

at home/ school 

D Sensorineural hearing loss presenting with either moderate or severe to 

profound hearing loss (rick one) 
D Moderate hearing loss 
D Severe - Profound hearing loss 

D No signs and symptoms of an active ear infection 

Conforme by Patient/Parent/Guardian: Attested by Attending Otolaryngolo gist 

VJO ~ ~t~U Printed name and signature Printed name and sirature 
~ PhilHealth 

Accreditation No. DJJJ-1 I II I I 1-D 
u 
t::J 
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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. Tbis form shall be 
submitted to the Local Health Insurance Office (LHIO) or the Phi!Health Regional Office (PRO) 
when filing the first tranche. 
There is no need to attach assessment/ diagnostic 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. 

As of March 2018 
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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 

PRE-AUTHORIZATION REQUEST 
Z BENEFITS FOR CHILDREN WITH HEARING 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 PATIENT) (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): 

0 No Balance Billing (NBB) 
0 Co-pay 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/ Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~ta~onN<> I I I I 1-1 I I I I I I 1-1 ~~oJ~~onNo.l I I I 1-1 I I I I I I 1-1 
Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

(For Phi!Health Use Only) 

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

(Printed name and signature) 
Authorized Personnel, Benefits Administration Section (BAS) 

INITIAL APPLICATION COMPLIANCE. TO REQUIREMENTS 
Activity Initial Date D APPROVED 

Received by LHIO/BAS: D DISAPPROVED (State reason/s) 
Endorsed to BAS (If received by 
LHIO): 
D Approved D Disapproved Activity Initial Date 

Released to HCI: Received by BAS: 

This pre-authorization is valid for one (1) fiscal D Approved D Disapproved 
year from date of approval of request. Released to HCI: 
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epublic 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 "C- Hearing Aid Replacement'' 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR HEARING IMPAIRMENT 

HEARING AID REPLACEMENT 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

PHILHEALTH ID NUMBER OF PATIENT [I] -I I I I I I I I I 1-D 
MEMBER (answer only 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 I 1-D 
Place a check (..I) on the appropriate boxes 

Place a (,() on the box for the age group, category of hearing impairment and mandatory 
service rendered to the child: 

Age Group Category of Hearing Mandatory Service 
at Pre-authorization Impairment 

0 Age 5 to less than 0 Moderate hearing loss 0 Hearing aid fitting 
18 years old 0 Severe to profound hearing 0 Hearing aid replacement 

loss 

Certified correct by: 

(Printed name and signature) 
Attending Otolaryngologist 

0 Hearing aid verification 

0 Batteries 

0 Ear mold 

Certified correct by: 

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

~~;~:~,.N, I I I I 1-1 I I I I I I 1-1 ~~~~f!,.N,. I I I I 1-1 I I I I I I 1-1 
te signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

~ 
~~------------------~~~==============~ '"" Conforme by: 

r.x: Qj 
L\J >- ;:;_; 

I ~s~ 
u 
0 

As of March 2018 

m teamphilhealth 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) 
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Republic of tlte Pltilippines 

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

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

~--

Annex "Cl- Hearing Impairment'' 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR HEARING IMPAIRMENT 

ASSESSMENT (TRANCHE 1) 
HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

PHILHEALTHIDNUMBEROFPATIENT [I] -I I I I I I I ! I 1-D 
MEMBER (answer only if patient is a dependent) (Last name, First name, Middle name, Sufftx) 

PHILHEALTH ID NUMBER OF MEMBER rn -I I I I I I I I I 1-D 
Place a check(,() on the appropriate boxes 

Place a (,./) on the box for the appropriate assessment/ evaluation that was given to the 
child accordit12: to the category of hearit12: impairment: 

Age Group Assessment Done Category of Hearing Impairment 
at Pre-authorization 

D Age 0 to less than D Otoacoustic emission test D Moderate hearing loss 
3 years old (OAE) 0 Severe to profound hearing 

0 Auditory brainstem response loss 
(ABR) 

0 Age 3 to less than 0 Age Appropriate Behavioral 0 Moderate hearing loss 
6 years old Audiometry 0 Severe to profound hearing 

Specify, loss 

0 Age 6 to less than 0 Diagnostic pure tone 0 Moderate hearing loss 

18 years old audiometry 

Certifted correct by: Certifted correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 
Phi!Health I I I I 1-1 I I II II 1-1 Phi!Hcalth I I I I 1-1 I I I I I I 1-1 Accreditation No. Accreditation No. 

'-'' e signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

Conforme by: 
Oi Of. 

LU>-
.,.._ 

(Printed name and signature) "' l-D- Cl Patient/Parent/Guardian 

c~o~ Date signed (mm/ dd/yyyy) 
<-.! .. () 

~ 
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Republic oftlte 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 --~ --PnaTD<TADO ---
Annex "C2- Hearing Impairment'' 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR HEARING IMPAIRMENT 

HEARING AID PROVISION (TRANCHE 2) 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI --
-_,;_:;.::..: :=-:.--· 

PATIENT (Last name, First name, Middle name, SuffiX) _ ----- -
,.-~ _ ...... -r- - II 

_ _,..--- -- - - ( 

---- -. 
., 

c 
:\ 

·, 

PHILHEALTHIDNUMBEROFPAl!E}~iJ.·:rn--1 1 1 .I 1 1 1 1 .. 1 1-o 

MEMBER (answer only if patient is a·dep-endent) (Last name, First name, Middle naine, SuffiX) ' 
--·<-"'// __ ---":. _/· ; .·l 

PHILHEALTH ID NUMBJ';R-0hrnMBER rn -I .. ' I I I I I I 11 I 1- 0 
- / // f r r 

/~· E j j -' 
' ' J J i 

Place a (.f) on the..J)?i for the apnropriate;-age group, category ofhefi'ring Up:pairment 
and services that were rendered .. to the child: / '' :-

Age Group; f Categdry of Heii:ing Impairment Mandatory,cServices 
at Pre-authoriZation / ...- ____ ---~ / · / -'· · 

D Age 0 to 'e'ss .than J2( Moderateliearing loss ' /d He~g aid fitting 
3 years olp , ' D Severe to profound hearin'g f D l:f~;U:ing aid device 

·I: " loss ,'-' 
,I ; , ,./ _ -~ _ ~- -_::_; / 9 ;;,Fi~aring aid verification 

D Age 3 td less th.h- D · Moderate hearing_ loss .-·~~_jiJ' Batteries 
I! "• D E ld 6 years old ', __ D Severe to profound hearing-· ,.:C ,. - ar mo 
\ ·.. '-----loss------ -· ~--:·~:.-:=-:-· 

\. _.:·_.:.-

D Age 6 to les~ t?an D Moderate ~earin:lfioss 
18 years old · ~.. - - -_ - :~ -- - --

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief _,. Health 

11111-1111111 1-1 ~~;~~~~o.No I I I I 1-1 I I I I I I 1--1 A' reditation No. 

D te signed (mm/dd/yyyy) Date signed (mm/dd/yyyy) 

r.f. 
UJ>-

.,.... 
Conforme by: "' 1---D- Cl 

tOO~ (Printed name and signature) 
~(.) 
'5 Patient/Parent/Guardian 
«--

Date signed (mm/ dd/yyyy) 

u 
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Republic oftloe Pllilippines 

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 "C3 -Hearing Impairment'' 

CHECKLIST OF MANDATORY SERVICES 
Z BENEFITS FOR HEARING IMPAIRMENT 

EAR-MOLD REFITTING (TRANCHE No. __ ) 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

PHILHEALTH ID NUMBER OF PATIENT [I] -I I I I I I I i I 1-D 
MEMBER (answer only 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 i 1-D 
Age Group Category of Hearing Mandatory Service 

at Pre-authorization Impairment 

D Age 0 to less than D Moderate hearing loss D Ear mold refitting every six 
3 years old months for five years 

D Severe to profound hearing D Ear mold refitting every four 
loss months for five years 

D Age 3 to less than D Moderate hearing loss D Ear mold refitting once a year 
6 years old D Severe to profound hearing for five years 

loss 

D Age 6 to less than D Moderate hearing loss D Ear mold refitting once a year 
18 years old for three years 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 
PhilHeallh ll I I 1-1 I I I I I I 1-1 Phi!Health I I I I 1-1 I I I I I I 1-1 Accreditation No. Accreditation No. 

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

- Conforme by: 
G. 

cr. Qj 
(Printed name and signature) 

I.U>- ..--
C"J Patient/Parent/Guardian :-CL 0 

tnO 

~ 
Date signed (mm/dd/yyyy) 

<=to 
~-..2: 
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Republic of tile Pllilippi11es 

PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No. _____ _ 

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

www.philhealth.gov.ph 

Annex "E- Hearing Aid Replacement'' 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF I-ICI 

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

Pl-IILI-IEALTH ID NUMBER OF PATIENT [I] -I I I I I I I I I 1-D 
MEMBER (answer only 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 I 1-D 
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 

Requirements Please Check 
L Checklist of Requirements for Reimbursement (Annex E)Hearing Aid 

Replacement) 
2. Photocopy of Pre-authorization Checklist and Request (Annex A) 
3. Photocopy !viE Form (Annex B) 
4. Phill-Jealth Benefit Eligibility Form or equivalent or Claim Forml (CFl) 
5. Phill-lealth Claim Form2 (CF2) 
6. Checklist of Mandatory Services (Annex C -Hearing Aid Replacement) 
7. Photocopy of completed Z Satisfaction Questionnaire (Annex D) 
8. Photocopy of hearing test result 
DATE COMPLETED: 
DATE FILED: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/ Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~~~~onNo. 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) 

M:bf >larch 2018 Page 1 of 1 of Annex E- Hearing Aid Replacement 
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Republic of tile Pllillppilles 

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- Speech Therapy'' 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

-----POW;I1n(1"Af>O ---

PHILHEALTH ID NUMBER OF PATIENT rn+-'1 I I I 1··-1-..1 I 1-D 
MEMBER (if patient is a dependent) (Last name, Fi):st·name,.Middle name, Suffi.x) · .. \. 

_:r_ ... • __ _.,./ - -·· --- r' ·-.. '· :, 

PHILHEALTH ID NUMBER OF ~"MBER- DO -I - ~ -- 1-• I I I I ., I i 1-D . . - ' .. /,/I .. --;. / I . -I 
CHECKLIST 9f,.!Uj:<;2PIREMENTS fOR REIMBURSE~ENT ,' , . 

/ /' ~ SPE~,C:H TI-£.EIUPY / , t 
t • f -.. - J 

Requirements ' ..t'"' ' I Please Check :! / ·' 
1. Checklist of Requirements for ReiinburseffientCAnnex E) / . .. ; 

•' .·• 
2. Phi!Health Claiffi-Form2 (CFZ)'' ' .- / ;; 

3. Photocoov of.'co'moleted Z Satisfaction Questionnaire·(Annex D)/ ~ .: 

4. Certificate of Completed-Speech Therapy Sessions (Annex K) f {' .'1'· .. 
DATE COMPLETED : : ' 

DATE FILED: ' ' 
!• 
' I -

Certified correct by: 
, ---- . - - -
1--·-

It\ •. ·. 
(Prirl~ed name·and_si~(Ure)~ .- r 

A ttenC:Iing Otolaryngologist 
-1:., -. ·. -~ 

~-

PhilHealth 11 Tr~1-1 -r- 1·1· 1 ·1--r- r-r Accreditation No. . -- - · - · -

Date signed (mm/dd/yyyy) 

'" ~ (r.l 

'-' 
0 

s of arch 2018 

-.. 

,.• . -._:·· 

- •' 

' ' ) 

--·,.If'" - - - ' ·'" 
C:ertified correCt: by: 

.-··. -:" .-·· ,. 

.· ---;_ ·(Printed name and signature) 
. ::)Executive Director/Chief of Hospital/ 
.;..· 

Medical Director/ Medical Center Chief 

~~::::~onNo.l I I I 1-1 I I I I I I 1-1 
Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) 

Page 1 of 1 of Annex E - Speech Therapy 
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Republic of the P/Jilippilles 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Case No.------

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

www.ohilhealth.gov.ph 

Annex "El- Hearing Impairment" 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

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

ASSESSMENT 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement (Annex E1) 
2. Photocopy of approved Pre-Authorization Checklist & Request (Annex A) 
3. Photocopy of completely accomplished ME FORM (Annex B) 
4. Completed Phi!Health Claim Form (CF1) or Phi!Health Benefit Eligibility 

Form (PBEF) 
5. Phi!Health Claim Form 2 
6. Checklist of Mandatory Service for Hearing Impairment (Annex C1) 
7. Photocopy of completed Z Satisfaction Questionnaire (Annex D) 
8. Photocopy of the ABR waveform tracing or applicable hearing test result 
DATE COMPLETED: 
DATE FILED: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/ Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~~on No_ I I I I 1-1 I I I I I I 1-1 ~~"~onNo.l I I I H I I I I I I 1-1 
I ate signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 

~8~ 
Patient/Parent/Guardian 

Date signed (mm/ dd/yyyy) '<...-
~ 

\!arch 2018 Page 1 of 1 of Annex E1- Hearing Impairment Aijlf 
'-' 

m teamphtlhealth IJ www.facebook.com/PhtiHealth YoufmD www.youtube.com/teamphtlhealth I; actJ.oncenter@phdhealth.gov.ph 



Q~ 
LIJ>-
~-D.. 

Republic of tire Plrilippi11es 
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 "E2.1- Hearing Impairment'' 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

-c.=-
~ 

w .,_ 
0') 

0 

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

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

PHILHEALTH ID NUMBER OF MEMBER [l] -I I I I I I I I I 1-D 
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2) 

HEARING AID PROVISION 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement (Annex E2.1) 
2. Phi!Health Claim Form2 (CF2) 
3. Checklist of Mandatory Service for Hearing Impairment (Tranche 2) 

(Annex C2) 
4. Photocopy of completed Z Satisfaction Questionnaire (Annex D) 
5. Certificate of completed hearing aid verification (Annex J) 
DATE COMPLETED: 
DATE FILED: 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Otolaryngologist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~=:~00 No. I I I I 1-1 I I I I I I 1-1 ~=~u~onNo.l 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) 

~0 ~ ~(.) 

(j 
Cl Page 1 oft of Annex E2.1 Hearing Impairment !arch 2018 
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Republic of tire Plrilippines 
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 "E3.1- Hearing Impairment'' 

HEALTH CARE INSTITUTION (HCI) 

ADDRESS OF HCI 

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

PHILHEALTHIDNUMBEROFPATIENT rn-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 rn -I I I I I I I I I 1-D 
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT-FOR EAR MOLD 

REFITTING 

Requirements Please Check 
1. Checklist of Requirements for Reimbursement (Annex E3.1) 
2. Phi!Health Claim Form2 (CF2) 
3. Checklist of Mandatory Service for Heating Impairment (Annex C3) 
4. 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 Otolaryngologist Executive Director/Chief of Hospital/ 

Medical Director/ Medical Center Chief 

~~~~!:onNo. I I I I 1-1 I I I I I I H ~~:::onNo. I I I I H I I I I I I H 
Date signed (mm/ dd/yyyy) Date signed (mm/ dd/yyyy) 

ll Conforme by: 

(Printed name and signature) r.r.. Qj 

!.LI>- ..... Patient/Parent/ Guardian C'J 
f-lL 0 Date signed (mm/ dd/yyyy) 

v>o ~ :-;;u 
~~ 

I g 
As of March 2018 Page 1 of 1 of Aonex E3.1- Hearing Impairment 
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Annex "G- Hearing Impairment" 

General Process Flow for the Provision of Care for Children with Hearing Impairment 

Assessment 

Hearing aid fitting 
Hearing aid device 

Batteries good for 5 years 
Ear mold 

Hearing aid verification 

Speech therapy 

YES 

Hearing aid replacement 
{will require a new pre-authorization) 

u 
0 

Ear mold refitting 

NO 

NO NO 



Annex "1- Hearing Impairment'' 

~~ SAMPLE CLAIM FORM 2 FOR HEARING IMPAIRMENT (TRANCHE 1) 

Cl II P!!.iJ.t!!2!!h 
This fonn may be reproduced and Is NOT FOR SALE 

CF2 

Date of 

assessment 

.... ~p· ~r.;;;--lt 
IMPORTANT REMINDERS: Series# L _L _l I I I I ~====== 
PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE APPROPRIATE BOXES. r 

;.:\'~·~-~.,.~-~-~~-§ru!'!,_,~~-~~~!""""'~!~!~~!""""""'~~~~..,.!rnml~"""!"!":""i~""'~-,:,:"""""""-::;:;;;l~:i~~~~~~~~~~~~~~-~i Date of 

:i 1l! verification of 
' .H,9,3,0,0,5,9,4,3 assessment 

>.N•m•ofH~IIhC.miMHmtlo•' Ul I OF THE EAST0 ' 'MF· .1\IEDICAL results 

~'-~AM~~;'~~64~A~IIII~onot~•A,~BLVD~~~~~QUJIEZONCITY~I~~~~~~~~~~~ 
L"""""'''"""" DELACRUZ JUAN JR. MASIPAG 

_ _ -·Usti'C!mo! fht.Name NamiiExtmoklnOR/S'AAIIJ MlddlaNama {I!Dmple:De.AOUJZJL!ANJR.SIPAG) 

t rererrea by another Health care Institution (HCJ)? ~ 

~ ~ -·- l ·u U 1 L 0 1 7 I """"" ''"'"" 
'-"""""'m'"'""'""' ~"" -- ~-'--i;-'- ,.. ' ' ~ 1 ~::;:::;I i"'U'" OUTPATIENT ~~ 

""" 0-,M-~- 2 0,1 7, •--"""""'"''LJ__J'L---'--J -l...,ll•• 
month dav ~ hc:ur mi'l L....J 

Write 

OUTPATIENT 

in lieu oftime 

admitted & 

discharged 

4. ~nt Disposition: 

"'lJ a. 1mproved 0&"'1'""· ,. .. , __l_ ,-L, ,-, nm.,, 1, 1 JD--0'" TickYESifthe 
L----J0bd..:,_:.:T_=:-:....::::;"mim;;!.:1,;ij=£.!="',.l;;±="-..::::::1o,;;.£~i;=!bt:Jbd.::. _____ HI- patient was 

D'·""""'"" D c. Home/Discflaf!JE!d Against Metflcat Advise """"'dll.ckn-.JIIeolthc.n:lnltllution referred by 

D d.Absccndad Bullofr!oNUmbcrllndSln:etNarlle aty/MllnldDIIitY f'nMa ~ea~e another HCI 
Reason/s for mfem~l/tra!Ser: 

I '· T""' 

Indicate the diagnosis of the child 
(T.DmfciJW!fO&gniiSisles (Use additional Cf2 if necessary): 

~ fsls ICD-10 CrKkJ/s Rlllated Procedure/a (If them's any) RVS co&! l).:lte r:l Pluooduro ':!!l~~~r.:)l!:~~:., 
L~Ji=-l l--1-:==-==-.::::=====---===~--- --- I ""' 

--.;;._ ---·------- ---1- ---- := ""'~ ~ ... := -
---"'-------- ---1-- ---- ; - = ~"' ~ "~ 
---'------- ---1-- ---- := ... := ~ght := -----"· := ""' := Right := "~ 

-.,· 

This is not 

required as 

this is done in 

an out­

patient 

setting 

----·- := ""' := Right ~ "~ 
---'------- ---+- _____ i= ""'i= RIQht ~..,.,'---++Indicate the ---• := ""' := .,,. ~ ..., laterality 
____ m. ~.mt Right Both 

d. .. '·------- ---+- ----- := ... := Right ~ -

~;.~--~ -~ -~ -~ "~o~~~~===~=:-:=:-:=:-:=~:~-:-:-:-:-:-:-:-:-:-:-:-:-:-:--~==~~~~~~~:=0~ ... ~:=:±~~"']~:±~-§:::--it Indicate the , ""' I ~ght I"~ diagnosis 

"-'!8?:---<he<kbox--om/-"~-~ ==~-J----
0 Rad!Othar.lpy (l!NAC) Chomolherapy 

o--(OOBALT) 1 

b.ForZ-BenefifPilcbge Z·BenefitPackageCode: Z020.11 Tranche 1 
c. For MCP Pi;1cbge (enumerJte fotJr dates {mm-dd-nwl of pro-flilf4l chedr-upg) 

'---~~----·~--------'---------·--------
d. For TB DOTS Pild:ilge 0 Intenslw Phzle D Malntenancll Phase 

e. For An/miJ/8/llJ Pddrilg8 (write the datoq {mm-dr/-mrl when l/18 following doses ofY<Kdne Jm'V g/lien) I /fOre Anllllll~ V..ct::IM: (ARV).. iW1Jes ImmUDOgfobulltJ (RIG) I 
Day 0 ARV Day 3 ARV Day 7 ARV RIG Othenl (Specify) 

f. For Newbcm Cam P3dage 0 Essential Newborn care 0 Newborn Heartng 5creen1ng Test 0 Newborn scmenng Test I For Newborn Screening. 
. p1ed5t1 altildl NBS Fl1rer Slider hem 

For Essential Newborn Care, (dJedl: applicable boxe!.) 

Indicate the 
appropriate 

"Z benefit 

package 

code" and 

order of 

tranche 

_.": .. ~'"'~"""'~-~n~w.~rAIDS""':~-~~~1'3~·~"9':'_"_:"'~bo:~~-~·~=""":'~::-~=======---------------.----++ This is not •-••"""',."'"""" I required 
llCD 10 or RVS COde: l b. Second Case Rate 



Annex "1- Hearing Impairment'' 

10. Professional Fees I Olarges {Use addiUonal Cf21f necessary): 

Tick this box 
Aco'editation Number 1 Name of Aaredlted Health Care Proresslonal/ oare Signed 

--------------~~:-~~~~~~~~--~------1----------------------r==============-+t if patient 
AmeditatlonNo.:,l,2 ,3,4,.,5, 6, 7,8, 9,0,1,-~ paid no 

r--£0 CI7JiiiJ on ........ 
~ "' additional 

D ----""''"'"'"""''""'I '----- Professional 

JUANA DELACRUZ, MD 
Slgnab.rre Over Printed Name 

Datu Signed: ~- L...J_J- '----'--:::'::---'--_J """"' ..., .... fee 

Atcreditiilion No.: L-.L.L_J__J' L-.L-'--:..L--'---'--'_J - L.J Tick this box 

SJgnab.Jre <M!r Pttnted Name 

D~ Signed: L__L_J- L....J.__J- l-L,L,-L.J 

D No co-pay on top of f'td~ Benefit 

'~.nh"======---~ if patient D With co-pay on top of PhllHealth Be 
paid an 

rnooth day .,.,.., 

0 No ~ on top of PhllHeallh Benefit 

Signature over Prlnted Name D With co-pay on top of Phl!Hea!th Benefit P _____ _ 

Dale""""'' L-L.J- L-L.J- ''-'-c='c-L.J """"" ..., .... 
PARTW- CERTIFICATION DF CONSU!>!PTIDN DF BENEFITS AND CONSENT TO ACCESS PATIENT RECORD/S 

NOTE: Member/PaUent should sign only after the applicable charges have been filled--out 

additional 

Professional 

fee, indicate 

amount 

Tick this box 

if patient has 

A. CERTIFICATIONOFCONSUMPTIONOFBENEFITS .----------------------++ NQ OUt Of 
17PhUHeal!trbenefitlseooughtocoverHCJan, dPFctrarges. I pocket 
~.. the member/patient. 

1:,::=~- I T~'~:t: I payment 

n . · --- TI~thisb~ 
The benefit of the member/patient was completely consumed pnor to ~ OR the benefit of lim member/patient Is net completely CD!1SUtnl'd BUT with 

L

~:·~~~~~··;·;·~~~,~·:·~~·~m~~~--~-~··~·::--~--::M::~~·::::·~::~~~~====~============================~----11r if patient has a.} The total co-pay f'or the following are: 
an out of 

Total Actual Amount after Application of 

,-t--,..,-- Discount {I.e., personal discount, l'fu1Health Benefit Amount after PhOHealth Deduction k 
Chargd" SeniorOtlnm/PWD pOC et 

Total Health Care 
Institution Fees 

.) f'l.trthascs/Exnses NDT Included In the Health care Institution Charges 

Total cost of purchase/s for drugs,lmedldnes antJ/ormedkal5uppll!!s bought by 
the patfent/memberwlthln/outslde the HCI duling ~t 

Total cost of diagnostic/laboratory examinations paid f'or by the patient/member 
done within/outside lha HCl du!lng conHnement 

W01E: nJia/ Adua1 a-gos s/JQuld be boucd (In Sbtnmed al A«Dunt {SaA) 

D. CONSENT TO ACCESS PATIENT RECORD/$ 

-· "'' by 7-(Check="""'"'"'"""''"..-="'i, D Member/Patient D HMO 

0 others {I.e., PCSO, PrOmissory note, etr.) 

Amount P ;;:;:::;:-:;;;o;:;-::::;;:::, 
Paid by (Chsck aUth;K app/les}: 

D """""'"""'"' D HMO D Others (i.e., PCSO, Promissory note, etr.} 

D None D Total Amount P 

D None 0 Total Amotmt p 

I hen:!by consent tD the ~ 11)' Ph!!Health of the paUont's roodical R!COfds for the pwpose of verifying the veracity of this dalm. 

payment 

1 hereby hold Phi!Health or any of Its officers, employees and/or representatives froo from any and aD llabmtles relative tD the herein-mentioned consent which I have ...uluntaflly 
and wJIOng!v given In cnnnedlon with this claim for reimbursement before Phi!Health. Affix 

=-,-JJ~U~A~NJM~A~S~I~PA~G~D~E~LA~CR~U~Z~,j,J~R-::::::;:;:::---------------------ttsignature of 
Signature a.oer Printed Name of Member/Pal.lent/Aulttortzed Representative patient 

~W~: ~-~-L_L~_L~ 
month day VI"'• 

"''""'""'"' ,., D _.. D """ D """"' """"""""ID""-""'' D D patient: Sibling Others, specify ______ _ 

Reason for signing on D Patient Is lncapacltJtild 
behalf of the member/patient: D other Reasons: 

II patientfrepresen!at!Ye 1s ur ~ m write, 
put rtgbt thumbrnalk. Piltlenf/ epresentatlvo 
should be assisted by an HCI ·---+------+---1>1 
a.edt the a~ box: 

D "'""' D ..,..,.,. ..... 
PART IV- CERTIFICATION OF HFALTH CARE INSJITUTION 

I certify that sav/res rendered were recorded In the patient's chart •nd health cam Institution IUOIT!s and that the herein lnfonnation given are lnle 
ami"'"""'-

Indicate date 

signed 

Affix 
signature of 

HCI 

-~M~IG~U~E~L~D~E~LO~S~S~A~N~T~O~S~~~~==~R~EC~O~R~D~S~O~F~FI~C~ER~===---~~~~~·~1~0~-~1~9~-~2J0~1~7~---+t ""!~" representative 
Slgnaturo OVer Prlrlted Name of Authortmi mmtfi wt ~ 

HCI-""' 



Republic of tile 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 -----FAOTEICrADQ ---

Case~o. ____________ __ 
Annex "J- Hearing impairment'' 

Z BE~EFITS FOR CHILDRE~ WITH HEARI~G IMPAIRME~T 

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

ADDRESS 

CONTACT NUMBER 

~ 

Printed name and signature 

As of March 2018 

.~,~-::.:..~---~ .. ~..:...:·:..-'" . ~,.,._ 
.- ~- . -- - - --..,._ 

.<::·;:~~:>-· "7 
- - -,\ ---, _, 

-- ' 

Certified by: 

Printed name and signature 
Attending Audiologist 
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Annex "K- Hearing impairment'' 

Z BE~EFITS FOR CHILDRE~ WITH HEARIN"G IMPAIRME~T 

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

ADDRESS 

CONTACT NUMBER 

'·"'· 

Printed name and signature 

As of March 2018 
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Certified by: 

Printed name and signature 
Attending Speech Therapist/Pathologist 
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