
Page 1 of 2 of Annex F



           

To be filled-out by the Beneficiary 

Name:_____________________________ 

PIN:_______________________________ 

Member: ____  Dependent: ____ (please check) 
Date of Appointment: _____________ 

 
___________________________ 

(Signature over printed name) 

 

 
To be filled-out by the PhilHealth personnel 

 

ATC: _______________ 

 
___________________________ 

(Signature over printed name of Authorized Personnel)  

 
Beneficiary’s Copy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      Request for Authorization Transaction Code (RATC) 

PhilHealth’s Copy 
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