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TO

ALL CONTRACTED HEALTHCARE PROVIDERS FOR TH_,
Z BENEFITS AND ALL OTHERS CONCERNED

SUBJECT : The Guiding Principles of the Z Benefits (Revision 1)
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RATIONALE

The Philippine Health Insurance Cotporation (PhilHealth) started implementing the 7, Benefits on
June 21, 2012, per PhilH ealth Board Resolntion (PBR) Ne. 1629 5. 2012. Thesce benefits focus on
providing financial risk protection against illnesses perceived as medically and economically
catastrophic affecting many Filipinos, espeaally those belonging to the margnalized sector of
society. With the 7 Benefits, every patient enrolled in the program is provided.quality caic. that
is at par with current standards of practice.

Contracted healthcare providers (F{ICPs) for the Z Benefits provide state of the art treatment that
tnerease the survival rate from catastrophic diseases. For instance, in most soid cancers, surgery
by trained surgeons is the primary mode of treatment and can be curative in ecarly stages;
chemotherapy by medical oncologists/pediattic oncologists is the primary mode of treatment
before and after surgery for these solid cancers; radiotherapy by trained raciaton oncologists is
usuzlly used for control and palliative care of cancer. All ofthese emphasize the multidisciplinary-
interdisciplinary approach to patient care, with each discipline respecting the role and expertise
of the other.

Further, the 7 Benefits also promote patient empowerment so that patients become active
participants in health care decision-making. Patients are being informed and educated about their
illness as well as their responsibilities in adhering to agreed treatment plans and all of these in
the background of attaining patient satisfaction.

PhilHealth, the contracted HCPs and all key stakeholders are partners it the development,
implementation, and enhancement of the Z Benefits that aim to achieve better health outcomes.
With the belp of the Z Benefits, patients are ushered back to society as productive citizens #hat
contribute to the economic growth of the country.

PhilHealth developed these guiding principles to demionstrate the Corporation’s commiitinent to continsons quality
improvenent through the enhancement of service delivery and the improvement in the overall inplessentation of
the Z Benefits. This Circnlar is a result of several policy reviews conducted with key stakebolders. The

provisions in this Circular capture the pertinent inputs from experts, representatives from the

PhilHealth Regional Offices (PROs), other PhilHealth offices, and most importantly, from

patients who are members of the National Health Insurance Program.
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II. OBJECTIVE

A. General Objective

This Phillealth Circular establishes the guiding principles of the Z Benefits and defines the
policies and procedures in the delivery of quality health services to all members.

B. Specific Objectives
1. Update the minimum standards of care or the mandatory services based on #be best
avatlable evidence and current standards of practice that are applicable and transferrable

to the local setting;

2. Standardize the forms used for pre-authorization and claims filing;
3. Establish the s of the Z. Benefits Information and Tracking System (ZBITS);

4. Recognize the role of instituting quality standards, performance indicators, and other measures for the
monitoring and evaluation of the Z Benefits;

5. Establish regular policy review of the Z Benefits sing a valid and acceptable

methodology;
N
S____ 6. Integrate marketing and promotional activities for the Z Benefits # promote and
N increase public awareness;

7. Promote individual patient empowerment through the Member Empowerment Form
5_"‘ o (ME Form) by encouraging patient participation in health care decision-making and
improve patient adherence to agreed treatment plans to achieve good clinical

p—
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L ) outcomes and patient satisfaction;
<
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8. Emphasize the multidisciplinary-intetdisciplinary approach to patient care in
partnership with health care professionals in the contracted HCPs;

9. Tntroduce the concept of “patient navigation” into the Z Benefits in partnership with
key stakeholders, experts, and patients;
10. Introduce the field monitoring of the Z Benefits;
11. Highlight the importance of contracting all capable HCPs in the expansion of service coverage,
particularly for Z Benefits.
III. SCOPE

This Circunlar shall apply to all HCPs that are contracted fo provide the services under the Z Benefits, and
other relevant stakeholders involved in the implementation of the said benefit packages.
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IV. DEFINITION OF TERMS

A.

Contracted HCPs — a PhilHealth-accredited health facility that enters into a contract with
PhilHealth for the provision of specialized care.

Co-payment — a pre-defermined amonnt agreed upon by the contracted healthcare providers and
PhilHealth that will be charged fo patients covering the share for amenities, or any additional or
upgrade of services per cycle of care of the Z Benefits. Co-payments shall have a fixed Bt or cap that
is not to exceed the corresponding rate of the Z Benefit package being availed of. These shall be
stiplated in the individual contracts of the healthcare providers.

Conditional/Other setvices —additional services that may be necessary to provide quality care
based on clinical protocols/ guidelines/ pathways accepted by the Corporation that are different from
the mandatory services and may be given only when indicated or as necessary.

Cycle of care for the Z Benefits — A range of health services and care settings that includes
assessment, diagnosis, frealment, managenent, and rebabilitation of a patient suffering from a diseass,
injury, or disability.

Lost to follow up —a term used to characterize a patient who has not refurned to or followed-np
at a health facility as advised. The specific definition varies across the Z bensfit packages.

Mandatory services — essential services that contracted HCPs are obliged to provide based on
clinical evidence and/ or excpert consensus as approved by the Corporation,

Member Empowerment (ME) Form — a docunment that reflects the following: that the patient
is informed of their Z Benefit package, treatment choices and options, freatment schedule and follow-
ups, menber roles and responsibilities, member education, and counseling, and other pertinent conrses
of action. It is jointly signed by the beneficiary or bis/ her gnardian or representative and the attending
healthcare provider in-charge upon diagnosis.

Multidisciplinary — Interdisciplinary Team (MDT) Approach— an approach to patient
care involying team members from different professional backgrounds or work disciplines, with each menber
providing specific services while working collaboratively together towards the goal of providing the best care
#o the patient.

Pre-authorization — an approval process of PhilHealth that gives the contracted HCP the

information that the patient bas passed the eligibility and minintum clinical selections criteria required
Jor the availment of the Z Benefits.

Quality care — The extent to which health care services provided to patients tmprove or achieve
desired health ontcomes. To achieve this, health care must comprise all mandatory and other services
required to produce the desired health outcome, following a multidisciplinary-interdisciplinary team
approach in the delivery of patient care.

Reference HCP — is a coniracted HCP (as defined) where, in addition, shall provide technical
and administrative services, such as but not limited to, the creation and maintenance of a patient
registry hub, costing and procurement of agreed mandatory services, seiting standards of caré and

capacity butlding of prospective contracted HCPs.
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L. Referral partner/facility — any partner/facility with which a contracted HCP has a
Memorandum of Agreement (MOA), as approved by the Corporation, to provide services for the
continuity of care.

M. Z Benefits — benefit packages that focus on providing relevant financial risk protection against
illnesses perceived as medically and economically catastropbic.

N. Z Benefits Information and Tracking System (ZBITS) — electronic patient information,

monitoring, and tracking system for the Z Benefits that intends to ensure the timely provision of service
to PhilHealth members.

V. POLICY STATEMENTS

A. ESTABLISHING THE Z BENEFITS INFORMATION AND TRACKING
SYSTEM (ZBITS)

1. The ZBITS is the information tracking system that shall be developed by the
Corporation, in collaboration with relevant stakeholders and experts, that aims to track

‘ all Z Benefits patients in contracted HCPs from diagnosis up to improvement, death or
lost to follow-up, and during the referral of patients to other contracted HCPs;

2. The ZBITS aims to facilitate the following:

a. Generation of routine reports, such as but not limited to, benefits utilization,
benefits payment, support value, and co-pagyment,

b. Monitoting #he provision of #he minimum standards of care {or mandatory services)
and other requirements relevant to the implementation of the Z Benefitr,

Generation of relevant data which may be useful for policy research and benefits
enhancement, actuarial study, planning, and marketing, among others;

Yok
oL

. Determination of clinical outcomes such as survival, morbidity and mortality rates
based on local data gathered from contracted HCPs and other outcomes of care
that are pertinent to the Corporation, such as patient satisfaction, among others;

Other undertakings in the improvement and future implementation of the Z
Benefits.
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3. The modules for the ZBITS shall be included in the Health Care Institntion (HCI)
Portal. Thus, all contracted FICPrs ate required to have the HCI Portal installed in
their facility;

for patient tracking that are identified to have importance for policy research,
benefits enhancement, quality improvement and other undertakings such as the
determination of clinical outcomes of care and other factors related to the quality
of service provision in all contracted HCPs for the Z Benefits;

4. The Reference HCPs shall provide PhilHealth the minimum data elements required
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5. Once the ZBITS is developed, the data clements identified by the reference HCPs
shall be included in the ZBITS Module of the HCI Portal;

6. The HCP shall designate anthorized personne/ to access the ZBITS module based on
the guidelines set by the Corporation.

The guidelines and the specific details of the ZBITS shall be contained in 2 separate

issuance.

B. DESIGNATION OF THE Z BENEFITS COORDINATOR

Contracted HCPs shall be required to designate at least one (1) Z Benefits Coordinator
per Z Benefit Package, whose responsibilities may include, but are not limited to the
following, as may be deemed necessary by the contracted HCP:

1. Guide and navigate Z patients by facilitating timely access to the services required
for the Z Benefits. Guiding Z patients enrolled in the program aims to overcome
health care barriers in the availment of the said benefits to ensure patient adherence
to agreed treatment plans with the goal of achieving good clinical outcomes and
ultimate patient satisfaction;

2. Coordinate with PhilHealth o7 matters pertinent to the Z Benefits availment of
candidate patients, such as filling out of forms and assessing eligibility requirements

before pre-authorization; and provide feedback and other inputs required by
PhilHealth;

3. Encode pertinent dinical information and other data (e.g. demographics, etc)) of all
patients diagnosed with the illness/condition covered by the Z Benefits, whether
or not the patient fulfills the selections criteria for pre-authorization;

4. For patients who fulfilled the selections criteria and with approved Pre-
authorization Checklist and Request (Annex “A”), the Z Benefits Cootdinator shall
encode all other pertinent data elements;

(i
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t':. g__ 5. Other duties and responsibilities that may be assigned by the contracted HCP such
D as ensuring completeness and accuracy of all attachments needed for pre-
L0 authorization, claims filing and reimbursement, that shall facilitate the
é g

implementation of the Z Benefits;

6. The Z Bencfits coordinator may handle more than one Z Benefit package provided that this will
not compromise the performance of functions and the quality of services vendered to patients.
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C. GENERAL RULES FOR AVAILING OF THE Z BENEFIT PACKAGES

7. All eligible PhilHealth members are qualified to avail of the Z Benefit packages #»
accordance with existing guidelines on granting immediate eligibility to members.

The eligibility of the member is determined upon application for pre-anthorigation of the patient
availing of the Z Benefits.

o 5 f
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Patients who are not yet regisered in PhilHealth shall complete member registration before they
apply for pre-anthorization.

All contracted HCPs should remind these patients #o #pdate their member profiles and
preminm contributions, as applicable, to ensure continnity of care under the Z Benefits.

2. The membership category of the patient that was declared npon approval of the pre-anthorization
request shall be followed throughout the availment of the benefit packages, as applicable:

Example 1:  Acnte lymphocytic lenkemia. The nembership category upon approval of the pre-
anthorization request shall apply for the three years that the benefit package will be availed of by the
mentber.

Escample 2: Peritoneal dialysis (PD) First. The nembership category npon approval of the pre-
anthorization request shall apply for the whole calendar year.

Exanmple 3:  Children with disabilities. The membership category upon approval of the pre-
anthorization request shall apply for one cycle of care. |

3. The PhilHealth Benefit Eligibility Formr (PBEF) shall be the primary proof of benefit ‘
eligibility. A PBEF with 2 “YES” iudication is sufficient to mean that the patient is eligible.
Submission of other documents, such as Member Data Record (MDR) and
PhilHealth Claim Form 1 (CF1), shall NO Jonger be required,;

4. A NO zndication on the PBEF means the member shall present MDR, Proof of Contributions or
duly accomplished CFT,;

5. Co-payment shall be fully discussed with the patients to inform thewr of the possible additional
charges covering the share for amenities, or any additional or upgrade of services of the Z Benefits;

6. The co-payment for the Z Benefits, not exceeding the rate of each benefit package, shall be reflected
in the individnal contracts of contracted HCPs,

D. RULES ON PRE-AUTHORIZATION

1. Newly diagnosed cases shall be eligible for the Z Benefits. A newly diagnosed case is
defined as a firs/-fime diagnosis in a patient who has not previously undergone treatment
for the same condition in the Z Benefit Package that is being availed of by the patent.

. This includes the laterality for applicable conditions. Contracted HCPs shall be
responsible for enrolling only newly diagnosed patients into the Z Benefits.

L Date: ‘E’A?/(zag/
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Exemptions in the definition of newly diagnosed cases are end-sfage renal disease
(ESRD) requiring kidney transplantation or peritoneal dialysis; limb amputation
requiring external limb prosthesis (ZMORPH), expanded ZMORPH, coronary artery
disease, congenital heart disease, existing hip conditons requiting surgery, developmental,
mobility, hearing and visual disabilities in children, among others; which shall be stated in
specific guidelines in the future expansion of the Z Benefits fot other catastrophic and
special conditions.

.
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. The approved Pre-authorization Checklist and Request shall have a validity period per

Z Benefit package. All contracted HCPrs are responsible for tracking the validity of
their approved pre-authorizations. Contracted HCPs shall swbwit new pre-
anthorigation checklists and requests prior fo the expiration of the validity of any of their
approved pre-anthorizations if needed.

Once the member has complied with #he clinicall selections critera for availing of the benefit

packages, the contracted HCP shall proceed with the process of secking approval for

pre-authorization. The pre-authorization process involves the following steps:

a.

The contracted HCP must completely accomplish all forms required for pre-
authorization before the submission of the Pre-authotization Checklist and Request;

While the submission of the Pre-authorization Checklist and Request is #o? yez fully
antomaled, an original copy of this Checklist and Reguest, along with a photocpy of the
propetly accomplished ME Form (Annex “B”) shall be man#ally submitted to the
Local Health Insurance Office (LHIO) or the branch of PhilHealth Regional Offices
(PROs} with jurisdiction over the contracted HCPs. The said documents may also be scanned
and emailed to their respective PROs for approval:

Once the ZBITS module for pre-authorization is functional, the contracted HCP
shall submit the Pre-authorization Checklist and Request and #he ME Form through
the HCI Portal;

The PhilHealth Regional BAS Head or authorized representative shall release to the
contracted HCP the approved/disapproved Pre-authorization Checklist and
Request within a maximum of seven (7) working days from the receipit of the pre-anthorization
application;

If the application for pre-authorization is for an emergency case, the rules for the
submission of the accomplished Pre-authorization Checklist and Request &y a
contracted FICP shall be reffected in their respective issnance;

If the deadline for submission of the Pre-authorization Checklist and Request falls
on a weekend or a holiday, the contracted HCP shall comply with e mannal
submission of requirements on the first working day after the weekend or holiday.

For electronic submissions of pre-anthorization checklists and requests, Phillealth shall view
and issue approval{ disapproval on the first working day afler the weekend or holiday.

If the delay in the submission of the Pre-authorization Checklist and Request is
due to natural calamities or other fortuitous events, the contracted HCP shall be
accorded an extended period of submission;

The validities of all approved Pre-authorization Checklists and Reguests are summariged
in Annex Q"

Laboratory results shall not be required as attachments to the Pre-authorization
Checklist and Request. Instead, these should be attached in the patient’s chart and
should be available during #he monitoring and evaluation of the 7 Benefits
implementation;
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i. An approved Pre-authorization Checklist and Request guarantees e/igibility to the Z
Benefit Package, provided, that the patient complied with the selectton criteria.

E. FILING OF CLAIMS FOR THE Z BENEFITS

1. After the receipt of the approved Pre-authorization Checklist and Request and before
filing a claim for reimbursement, the contracted FHICP must render all the mandatory
services (Annex “J”) and other services afilizing a multidisciplinary-interdisciplinary
approach to patient care as prescribed in the specific issuance.

The contracted HCP should ensure representation of each specially required in the MDT as
ennmerated in the standards for contracting FICPs for the respective benefit packages;

2. Tofile a claim for reimbursenient, the contracted HCP shall submit the following to PhilHealth:

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

b.  While the submission is not yet fully antomated, a photocopy of the approved Pre-authorization
Checklist and Request signed by the patient, parent or guardian, and the bea/theare
providers as required by the respective benefit packages, for the first tranche;

For electronic subniission of pre-astherizations, the original capy of the pre-anthorigation signed by
the health care provider and the patient or patient representative shall be presented to PhillHealth.
PhifHealth, o the other hand, shall only retain the photocapy or electronic copy of the approved Pre-
anthorization Checklist and Reguest;

c. While the submission is not yet fully antomated, a photocopy of the propetly
accomplished ME Form for the first tranche;

ME Forms are accomplished in duplicate. The contracted FICP shall provide ome
original copy of the properly accomplished ME Form to the patient while the
other copy should be attached 7o the patient’s chart as a permanent record,;

d. PhilHealth Benefit Eligibility Form (PBEF) printout attached as proof of ‘
eligibility during the pre-authorization process;

¢.  Properly accomplished PhilHealth CF2 for all tranches;

The Health Finance Policy Sector (HFPS) shall take chatge of monitoring compliance to
the contract between the contracted HCP and PhilHealth in terms of the co-payment of Z
Benefit patients;

J Ovriginal or certified true copy (CTC) of the Statement of Account (SO.A)

The SOA shall be bear the signatures of the member or patient, or his/ her representative,
and of the antherized signatory of the billing section of the contracted HCP confirming that
the information in the SOA are frue and correct.

The co-payment declared in CF2 should match the co-payment in the SOA sunbmitted for
| the specific tranche.
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& Checklist of Mandatory and Other Services (Anuexc “C") for the corresponding tranches of
the avatled Z Benefif package;

h. While the subniission is not yet fully amtomated, photocopy of the completely
accomplished Z Satisfaction Questionnaire (Annex “D”).

i. Corresponding Checklist of Requirements for Reimbursements (Annex “E”);

j. Photocopy of the operative record for surgical procedures for vetification,
validation and audit purposes;

k. Photocopy of the completely accomplished Breast Cancer Medical Records
Summary Form (Annex “O”) for the second tranche of the Z Benefits for
breast cancer;

The contracted HCPs shall file claims according to existing policies of PhilHealth;

Rules on late filing shall apply;

If the delay in the filing of claims is due to natural calamities ot other fortuitous
events, the existing guidelines of the Corporation on the provisions of special privileges fo those
affected by fortuitons events shall apply;

There shall be NO direct filing by members.

F. EVALUATION OF CLAIMS FOR THE Z BENEFITS

1.

3.

4.

A filed claim shall undergo review for the completeness of all forms submitted, The
signatures of attending PhilHealth-accredited doctors, attesting that all the
mandatory services were provided to the patient, are required.

a. Only doctors who performed the procedures, as reflected in the operating record and anesthesia
records, should sign the CF2;

b. Al doctors providing services to Z beneficiaries should be accredited unless the doctor is a
traineey

The checklist of the mandatory and other setrvices (Annex “C”) per Z Benefit
Package must be attached #o the claims application;

The Policy on Return to Sender (RTS) shall not apply for the Z Benefit Packages.
It is the contracted HCP’s responsibility to ensure that all documents are
completely filled out and in order, before submission to PhilHealth, The PROs and
LHIOs have the prerogative not to accept incomplete documents. However, they
should directly coordinate with the contracted HCPs regarding the deficiencies in
the documents submitted. Once the documents are complete, contracted HCPs can
submit these to PhilHeaith for payment of claims within the required filing
schedule;

All claims shall be processed by PhilHealth within 30 working days from fhe receipt
of daims application; provided, that all requirements are submitted by the contracted
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HCP. (Refer to Annex “E” for the list of requirements for reimbursement per Z |
benefit package.);

5. Claims shall be denied payment in the following instances:

a. If a mandatory service was not provided by the contracted HCP;

b. TIf the required signatures in the forms are missing;

c. Incompletely filfed-out forms;

d. While submission is not yet fully automated, incomplete attachments, such as a
photocopy of the approved Pre-authorization Checklist and Request, ME Form,
Z Satisfaction Questionnaire (except for the PD First Z Benefits), operative
record, and other forms required under the Z Benefit packages;

e. Late filing.

6. The contracted FICP may apply for a motion for reconsideration (MR) for all
denied Z Benefit claims based on existing PhilHealth policies.

G. PAYMENT OF CLAIMS FOR THE Z BENEFITS

1. For Tranche 1, only claims with approved Pre-authorization Checklist and Request
shall be processed and paid accordingly. Claims for succeeding tranches based on the
order of tranche payment shall be paid (Amnex “R”); provided, that the preceding tranche
payments were made except for spedfic cases indicated in the respective issuances;

2, All claims shall on/y be paid to the conttacted HCP,

3. In the event of a death of a patient during the course of treatment for conditions that require
continuing mandatory services, such as those for chemotherapy, radiation therapy, rehabilitation
or provision of PD) solutions or other services under the Z Benefits, OR if a patient 5 declared “lost
to follow-up,” (Annex “S*) the contracted HCP may still file claims for the payment of

-~

{ specific tranches for services rewndered to the patient. For these instances, the FICP should submit a

) | notarized sworn declaration for “lost to follow-up” patients, OR photocopy of the death
ﬁ_‘; - \:E" cerfificate or a notarized sworn declaration issued by any of the following for expired patients:

! x
}U‘;{)ﬂ_ o a. Local civil registry
4, ¢\ b. Local Government Units® Social Welfare and Development Service
= “ c. Philippine National Police (PNP)
d. Armed Forces of the Philippines (AFP)

S In instances that patients were declared “lost to follow-up” by the contracted HCP, yer
- — were provided services under the Z Benefits in other HCPs, claims for the succeeding
tranche payments for the particular Z package shall be denied;

Al contracted HCPs shall submit a monthly veport of expired Z patients to the Membership
Section of their respective PhilHealth Regional Offices for appropriate tagging;
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Claims reimbursement of expired or deceased patients that constitute a violation of the provisions
of the Revised Implementing Rules and Regulations of the National Health Insurance Act of
2013 (RA 7875 as amended by RA 9241 and 10606) shall be validated withont prejudice to
the filing of appropriate kgal action.

H. MONITORING OF THE Z BENEFITS

1.

Utilization and Compliance

PhilHealth shall monitor the implementation of the Z. Benefit packages. This may include #e
field monitoring of specific Z packages provided by contracted HCPs. The method
and its corresponding tools and consent forms (Annex “L”) were developed for
purposes including benefits monitoring, benefits enhancement, policy research, and
continuous quality improvement.

The performance indicators and measures to monitor compliance w#th the policies of
the Z Benefits of all contracted HCPs shall be established in collaboration with
relevant stakeholders and experts. These shall be incorporated into the relevant monitoring
policies of the Corporation.

Policy Review

a. A regular policy review of the Z Benefits shall be conducted. The Benefits
Development and Research Department (BDRD) of the HFPS of the
Corporation, in collaboration with all relevant stakeholders, experts, and
representatives from the PROs, shall take the lead in the policy review process.
The methodology (Annex “I”) for the initial policy review of the Z Benefits has
been established. Improvements to the methodology of the policy review shall be
made as necessary based on #be future thrust and directions of the Corporation.
The results of the review shall gnide policy decisions regarding benefits
enhancements, rates adjustments, and future directions pertinent to the Z
Benefits.

b. Contracted HCPr may provide PhilHealth with the pertinent data of complicared
cases which consequently needed the provision of additional services other than those
included in the specific Z benefit packages. Confracted HCPs shafl use the List of
Additional Services (Annex "P") when transmitting relevant data of these cases to
PhilHealth, Data from this form shall be used for policy research and benefits
enhancement. This form shall be submitted to the BDRD and a copy thereof
shall be provided to the PhilHealth Regional Office concerned. The contracted
HCP shall afse be requested to provide a copy of the complete record of the case
for validation purposes.

I. MARKETING AND PROMOTION

In order to educate the general public and increase their awareness of Z Bewefits and to
promote informed decision-making and participation among patients, bealtheare
professionals, healthcare providers, and other stakeholders, marketing and promotional

activities shall be undertaken fo/foning the integrated marketing and communication plan
of PhilHealth.
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J. CONTRACTING HCPs AS PROVIDERS FOR THE Z BENEFITS

With the mandate of PhilHealth to provide financial risk protection against
catastrophic illnesses and to pay for quality health care services, the Corporation has
the prerogative to negotiate and enter into contracts with healthcare providers and
professionals, among others, regarding the pricing and implementation of programs
that are pertinent to the delivery of quality health care services on behalf of its
members.

It was the original intent of the Z Benefits for PhilHealth fo contract only tertiary government
HCPs for the implementation of the catastrophic benefits for the marginalized sectors of society to
access healtlh services that meet the minimum standards of care. Such services shall be provided by
HCPs in the private sector without ingposing out of pocket payments on patients. However, in areas
where there s no tertiary government hospital or the hospital is not capable to provide the required
services, Phillealth bas the prerogative to contract private healtheare providers to render specialiged
care for catastrophic conditions strictly following the existing rules for contracting (PhilHealth Board
Resolution No. 1904 5. 2014).

LIST OF ANNEXES (Annexes shall be uploaded in the PhilHealth website)

Annex “A”: Pre-authorization Checklist and Request form

Annex “B”: Member Empowerment (ME) Form

Annex “C”: Checklist of Mandatory and Other Services

Annex “D’ Z Satisfaction Questionnaire

Annex ‘B - Tranche Regnirenent Checklists

Annex “F” : PD First Passport (Refer to PhilHealth Circutar No. 2016-021)

Annex “G” :

Letter of intent for transfer of PD Care to referral PD Center
(Refer to PhilHealth Circnlar No. 2016-021)

Q\ Annex “H”: Transmittal Form
S___‘ Annex “1” : Methodology for the Policy Review
N Annex “J” : Summary of mandatory and other services
ﬁ\ Annex “K”: Summary of Z Benefit codes
~3 Annex “L”: Field monitoring of the Z Benefits
% 5 Y Annexe "M”: Checklist of patient fransfer (PD First)
—a & (Refer to PhilHealth Cirentlar No. 2076-021)
D Annex “N”: Summary of age requirements for the Z Benefits
L0 \o,| Annex “0O”: Breast Cancer Medical Records Summary Form
2 : Annex “P” : List of additional services for complicated cases
gi\ Annese Q" : Summary of the validity of approved pre-anthorization
o Annexe "R” : Sumemiary of tranche paymients
& Annex “87 : Summary of the definition of lost-to-follow-up

|
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VI. PENALTY CLAUSE

Apny violations of this circular, terms and conditions of the contract, and all existing related PhilHealth Circulars
and directives shall be dealt with accordingly.

VII. SEPARABILITY CLAUSE

Int the event that a part or provision of this Circular is declared nnconstitutional or rendered invalid by any Conrt
of Law or competent anthority, those provisions not affected by such declaration shall remain valid and effective.

VIII. TRANSITORY CLAUSE

A. Upon publication of this Circalar, PhilHealth shall dissemiinate this information to contracted FHCPs, and
enstire the availability of revised forms in the website and the deployment of necessary revisions in the clains

Sysiemy

B. Claims filed with approved pre-authorizations prior to the date of the effectivity of this PhilHealth Circular
shall follow the provisions of PhilFlealth Circalar No. 2015-035 entitled "“The Guiding Principles of the Z
Benefits,”

C. Claims filed for the Z Benefits for Premature and Swmall Newborns with adwission dates prior to the
effectivity of this PhilHealth Circular shall follow the provisions of PhilHealth Circitlar No. 2015-035;

D. All others not ennmerated shall abide by this PbilHealth Circular upon ils effectivity.
k IX. REPEALING CLAUSE

—---——--&?‘-_ This policy repeals Phillealth Circalar No. 2015-035 titled “The Guiding Principles of the Z Benefits” and

\'YJ PhilHealth Cireslar No. 2017-0014, Item V. B.2.d titled “Submission of Statement of Account (§OA) or its
Q ] Eguivalent for All Case Rates Claines Retmbursement (Revision 1).”

AN b

g~ “;;f,} X. DATE OFEFFECTIVITY

AU on!

r A0 - : ' , L

L ¢ b,! This PhilHealth Circular shall fake effect on January 1, 2022 after completion of publication in a newspaper

-

ol

‘ , > of general cirenlation. A copy shall thereafler be deposited to the National Admintstrative Register at the
University of the Philippines Law Center.

"—-——-—--J|’lease be guided accordingly.

Date Signed: I\ ,94 ’20?4

The Guiding Principles of the Z. Benefits (Revision 1)
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Republic of the Philippines m
PHILIPPINE HEALTH INSURANCE CORPORATION X
Citystate Centre, 709 Shaw Boulevard, Pasig City é% ﬁ
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 i
www,philhealih.gov.ph

UNIVERSAL HEALTH CARE

Case NO. IIIIIIIIIIIIIIIIIIIIIII
Annex “A-ZMORPH?”
HEALTH CARE INSTITUTION (HCD)
ADDRESS OF HCI
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
O Male OO Female
2. PhilHeathDDNumber [ [ [-[ T T T TTTTTI-[]

B. MEN]BER (Answer only if the patient is a dependent; otherwise, write, “same as above”)
*. 1 1. Last Name, First Name, Middle Name, Suffix

| 2. PhilHealth TD Number B ENE "l'rl-\.l [ 1-[]

Fulfilled selections criteria [ Yes If yes, proceed o0 pre-auﬂwnzanon apphcauon .
ONo Ifno, spec1fy reason/ s and encode

PRE-AUTHORIZATION CHECKLIST, FOR ZMORPH
FITTING OF EXTERNAL LOWER LIMB PROSTHESIS BELOW THE KNEE
Place a check mark (v) on the appropriate lower limb: : :
1 Right lower hmb O Left lower hmb - Right & left lower hmbs

L . Placea(v) if yes orNA if not apphcable

N
}.._
’ N QUALIFICATIONS s‘
! q 1. Age ’ “[ 278 years
P g % || 2. Status of post—amputauon 21O at least three months post—amputanon, if acquired
%«}E %“ = || 3. Wheelchair mdependent, O with or without crutches -~
A - community- ambulator O cane or walker
1’5\ ' (Any cy“fljeﬁ!/awn,g) ;o B : B . )
& 2 (|4 Absence of thé following on O fresh ornon-healing wound -
I physical exarmnauon O neuroma or painful residual limb
S | [5. Tick mobvedbmb "0 rghtlimb . O lefilimb  [1 bothlimb
Conforme by Patient/Parent/ Guardian: Antested by Attending Rehabilitation
Medicine Specialist
Printed name and signature Prnted name and signature
PhilHealth - -
Accreditation No.

Revised as of November 2021

€3 PhilHealthoffictal €J{2) teamphilheatth {Z) actioncenter@philhealth.gov.ph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Tmunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE

RALUSHGAN 2T KALINGA PALA $4 Lkna?

/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)
when filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank.

SR

oy

S

'D:j‘ie:42 <

MASTER
COPY

Revised as of November 2021 Page 2 of 3 of Annex A - ZMORPH
ﬂPh[IHea[thofﬁclal Qteamphilhealth @acﬁoncenter@philhealm.gmtph
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
v philhealfh. gov.ph UNIVERSAL HEALTH CARE

PRE-AUTHORIZATION REQUEST FOR ZMORPH
FITTING OF EXTERNAL LOWER LIMB PROSTHESIS BELOW THE KNEE

DATE OF REQUEST (mm/dd/ yyyy):
This is to request approval for provision of services under the Z benefit package for
in
(Patient’s Lass, first, suflix, middle wans) (Name of HCI)

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

s

The patient is aware of the PhilHealth policy on co; p@m’

appropriate hox): . Mjﬂ,.‘, .

O Withont copayment T e L

O With copayment, for the purpose gfisr =" -7~ < . '

Certified correct by: ‘_.rf : ~Certified correct by: e
A " et T N g ! g;

(Printed narie. and s1gnature)
Executive Directot/ Chief.of Hospital/

F S . Medical Duector/ Medlcal Center Chief
PhilFzalh T = T PhilHealh T
Accreditation No. [/} - A1 T Accreditation No. AT e -
- B S . i I A I . l*f
N e .
] ] A
q——1 " "-‘} ~) .: o
} L (Pnnted niame and signature)
."{ I ;" r Pauenr/ Parent/ Guardian
iy 2 S (ForPhﬂHealth Use Only)
ne S (o APPROVED ‘ -
€Y O DISAPPROVED (State reason/ s) '
A g l“% % E L
LT
) ’ (Printed dame: and sng,namre) o
S | Heador authorized Tepiésentative, Benefits Administration Section (BAS)
_—
INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | 0 APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS (if received by
LHIO):
O Approved O Disapproved Activity Initial | Date
Released to HQA: Received by BAS:
This pre-authorization is valid for one hundred O Approved O Disapproved
eighty (180) calendar days from date of approval
of tequest. Released to HCI:
Revised as of November 2021 Page 3 of 3 of Annex A - ZMORPH
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Bouievard, Pasig City
Call Center: (02) 8441-7442 Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Case No.

Annex “A—-ALL”

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

'A.'PATIENT 1. Last Name, First Name, Middle Narne, Suffix. . | SEX

* D Male O Female

h""ZPhﬂHealthIDNumber ||||||I||||l||:|

"B. MEMBER O Same as patient (/IIHWL’!' the ﬁllawz:{g only if the patiert is a dg perzdemj

1. Last Name, FJI‘SI‘. Name Mlddle Name Sufflx 5 !

L e e . i
Femems ¢ L

0| 2. PhilHesKTD Number x,_;,[ -CLI 0] | 1 | -0

1 Fulfilled selecuons critetia [ Yes If yes; proceed to pre-authonzatlon apphcatlon
A EI No If 10, specify reason/s and encode
Lu >“ .': = ; B .- . . — “',,:-'
I__ Q‘- f“- d ’_’J ) - ) N.p»"‘" e ..,.:“':. ) ) »:.?:__
U}O o Iy
<O\ 2 ~’PRE-AUTHORIZATION CHECKLIST
= 2 T Acute Lymphocytic/. Lymphoblastlc Leukemla
by . : .»‘J : Standard Risk~ -
f:.j i; L ; ,.'_!'m,‘” e - ‘.4-;.5*- = = ‘r ’
S A o e Place a check mark (+)
QUALIFICA’I‘ION ‘ T e YES
Age 11010 years and 364 days R
S AR Conforme by Parent/ Guardian:
Printed name and signature
ATTESTED BY ATTENDING PHYSICIAN
Place a check mark (v)
QUALIFICATIONS YES

1. Bone marrow aspirate morphology ALL FAB L1 or 1.2%

2. No CNS mvolvement based on:
a. CSF cell count and differential count

b. Clinical findings

3. If male, no testicular involvement
If feruale, put “NJ/.A”

* L3 morphology is excluded

Revised as of Nopember 2021

@ PhilHealthofficlal @@ teamphilhealth @ actioncenter@philhealth.govph




Place a check mark (v)

DIAGNOSTICS

YES

DATE DONE
(mm/ dd/ yyyy)

CBC WBC count <50,000/uL. or <50,000 cells/uL or <50 x
10%/pL or <50 x 107/L

CSF cell count white blood cell (WBC) not more than 5 x 106/ L._.

.v" o

Gemﬁed correct by Attendmg Phy51c1an

P ' Printed name and signature

PhilHealth

al

"+ Accreditation No.

/Note

\

Once approved, ‘the contracted HCP shall print the approved pre- authonzauon form and have this
signed by the parent or guardtan and healthcare providers, as applicable. "'This formi shall be submitted
to the Local Health Insurance OfflCC (LH[O) or? the PhlIHealth Reglonal Off;ce (PRO) when filing the
first tranche N

There is no need to attach labomtory results However these should be mcluded in the patient’s chart
\and may be checked dunng the tield momtonng of the. Z Benefits. Please do not leave any item blank. /

Page 2 of 3 of Annex A - ALL
@ PhilHealthofficial @0 teamphilhealth §Xd actioncenter@phlilhealthgovph




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442  Trunkline: (02) 8441-7444 é
www.philhealth.gov.ph

”.ﬁl!if!‘.?:?h.tiE.“.EL‘?.‘?.‘}!'}‘
PRE-AUTHORIZATION REQUEST
Acute Lymphocytic/Lymphoblastic Leukemia (Standard Risk)

DATE OF REQUEST (mm/dd/yyyy):
This is to request approval for provision of services under the Z benefit package for
in
(Patient’s Jast, first, suffix, middie nane) (Name of HCP)

under the terms and conditions as agreed for avaﬂment of the Z-Benefit Package

The patient is aware of the Phill-lealth policy on co- pcyrmem‘ aﬂd agmed ta avail of Ibe bemﬁt paaéage (Dlease tick
appropriate box): o

O Without co-payment N * TS R

O With co-payment, for the pmpa.re qf B - N

Certified correct by: *’”“ ‘ ;”i««“""f g G@nified correct by: ; R "
N y ‘ - _...f"‘ I .1 4 ‘,E
N (Printed name and s1gnature) S -~ (Printed name and 51gnature)
‘S Artendmg Phys1c1an ‘ Executive Director/ Chief of Hospital/
N o ra Medical Directof/ . Medzcal Center Chief
Q PhlFeakh - T T T T 1 -] | Philean _ ~
N Ax!rcredita.tion No. ||+ A . _ | Accreditdrion No. . ; :
N _\'j!w E Lo n o : Mj"- :
i 2 B Gy
el S ! - _ &
‘%-L <, o :‘ T R o (Pnnted name and signature)
= g\, AR K ~ Parent/ Guardian
b ‘:. %u‘;_ ' R o e e e e e e e
S L T (For P}n]Health Use Onl)a

0 APPROVED . =
O DISAPPROVED (State reason/ s)

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

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS

Activity Initial | Date | O APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS
(]f received bYI_.I_I[O): (Printed name and signature)

Head or anthorized BAS representative

O Approved [ Disapproved Activity Initial {| Date
Released vo HCP: Received by BAS:
This pre-authorization is valid for sixty (60) O Approved O Disapproved
calendar days from date of approval of request. Released to HCP:

Revised as of Nogember 2027

@ PhilHezlthofficlal mteamphilhealth @actioncenter@phllhealth.gov.ph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline; (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAI. HEALTH CARE
EAUILGOAN AT 2

Case No.

Annex A — “Breast CA”

HEALTHCARE PROVIDER (HCP)

ADDRESS OF HCP

SEX
O Mz O Female

2. PhilHeath IDNumber [ | J-L L L LTI L1 1 1-[]

A.PATIENT | 1. Last Name, First Name, Suffix, Middle Name

. | 1. Last Name, First Name, Suffix, Mlddle Name —«—mhﬁ*

O Same as patient  (Answer the following only if the patient is @ dependent)

-

g

=

+ | 2. PhilHealth ID Number,:;é;’v [ | |,':‘|'“"'

IIIID

Z2XY,

o, H

' % ™
Fulfilled selections criteria [] ‘_Ygs If yes; proceed 179) pne authonzauon apphcatlon

E_l No~ If 1o, spec1fy reason/ s and encode : ‘!

MASTER
rt)a'fe: /= j

s f”PRE-AUTHORIZATION CHECKLIST %
5 Eatly Bteast Cancer

copPY

Yes

g QUALIFICATIONS e R
. ﬁ_%c:.} A ; e .5 re o
Al

1. No prewous chemothempy for breast ‘cancer Ao
2. Noj prewous radiotherapy for-breast cancer o
§YIV g j T T " ;.;:":,, i,,,% ’ .:,: . ,,:*;?;e?’gi
fh - G f G S BN A
CLINICAL STAGE" (Choose only one except when breast cancer is
bilateral) (Early bredist cancer definitions. Sofirce: 4 JCC: NCCN o1, 2022)
cStage 0: TisW(duetal carcindma: inzsita) NO MO.* -5
cStage IA: T1 (umor<20mm) NOMO - o™
cStage IB: TO NI M0;. T1. (jumor.<20mm) Nimi M0
cStage ITA: TO N1 MO; T1-N1-M0; T2 (tumor >20mm but_<50mm) NO M0
cStage ITB: T2 N1 M0; T3 (tumor>50mm) NO MO
cStage IIIA: TO N2 MO; 'T1 N2 M0; T2 N2 M0; T3 N1 M0; T3 N2 M0

Place a (v) if YES

Left | Both

Right

Centified correct by Artending
Surgeon:

Centified correct by Attending Conforme by Patient:

Medical Oncologist:

Prnted nare and
signature

Printed name and signature Printed name and signature

PhilHealth Accreditation No. PhilHealth Accreditation No.
LIV TP TP L=

Revised as of November 2021

3 PhitHezithofficial {3C) teamphilhealth Eactioncenter@phihealthgov.oh




/Note: \

Once approved, the contracted HCP 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 PhllHealth~Reg10nal Office (PRO)
when filing the first tranche. s

There is no need to artach laboratory results. Howevez, Lhese should be mcIuded mn: the pauent 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 the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City 'ﬂ
Call Centerz (02) 8441-7442 | Trunkline: {02) 8441-7444 ’”‘"”
www.phithealth.gov.ph

UNIVERSAL HEALTH CARE
[ T

PRE-AUTHORIZATION REQUEST
Eatly Breast Cancer

| DATE OF REQUEST (mm/dd/yyyy):

| This is to request approval for provision of services under the Z benefit package for
in
(Patient’s Jass, first, suffix, middle name) (Name of HCP)
under the terms and conditions as agreed for availment of the Z Benefit Package.

:«-.m BT "‘t““".,w

,_,.w.:m’

The patient is aware of the PhilHealth policy on co pqymerzt a:zd qgmm’ to a.va:] 4 tIJe !mtq’ it packqge (please tick
appropriate box): g " :

O Without copayment
O Wath co-payment, for the p:;rpcm qf i :

Certified correct by: o Cemﬁed correct by: j
(Pnnted name’ and signature) f,.ff ;M o ':,jj-’: (Prnted name, and SIgnature)
Arteggjglg Surgeon . T Attending Medlcal Oncologlst
§ B e : Aoobe o gccredhaﬁonNo ,5- _ :'!F; f B
| o ,n.»:"’ o Cenified correct b'Y-- -
3 L [
™ (Printed name and SIgnature) 0 ; (ancd nameé and signature)
%)‘ - I ?% Pauent ¢t LL T Executive Diréetor/ Chief of Hospital/
—0 o L : C ‘ Meédical Duector/ Medical Center Chief
e wsee T Thibelh. P
‘28\,_‘ b e | hccrediarion No, ¢ - -
. ,w,w(For Phllf‘IG_EilthUse Only)
o

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

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS

Activity Initial | Date | 0 APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS
(1{: received byLI‘]IO): {Printed name and signature)

Head or authorized BAS representaiive

B Approved O Disapproved Activity Initial | Date
Released to HCP: Received by BAS:
This pre-authorization is valid for sixty (60) 00 Approved O Disapproved
calendar days from date of approval of request. Released to HCP:

Revised as of Nozember 2027 Page 3 of 3 of Annex A - Breast CA
€ PhilHealthofficial €3 teamphithealth () actioncenter@phlilhealth govph
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COPY

L

al Date: / 9..4_‘2‘/20-7-/

Republic of the Philippines

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

Call Center: (02) 8441-7442 | Trunkiine: (02) §441-7444

worephilbealthgov.ph unvessa weaurn cane
Case No.
Annex “A — CABG”

HBEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Suffix, Middie Name SEX
R O Mzl O Ferake
.. |2 PhiMHeathIDNumber [ |-[TT T TTTTT1-[]
'B. MEMBER | 00 Same as patient  (Answer the following onty if the patient is a dependent)
V .. | 1, Last Name, First Name, Suffix, Middle Name

| 2. Phillleakh ID Number | _I.w,:l?-"l:“l AI'”I [ 1] | [1-[]

Fulfilled selections criteria [ Yes.* If ¥8s,. proceed 0 pre—authonzamon apphcatlon
|:I No If no, spec:fyreason/ sand encode

v
i

P

3
i

PRE-AUTHORIZATION CHECKLIST k G
Standard Rlsk Elective Coronaty A.rtery Bypass Graft (CABG) Surgery

e J

M -"; A a ‘Place a check mark (v)
QUALIFICATIONS | YES
At least 19 ycars ‘of age R . = G

e

ATTESTED BY A’I‘TENDING CARDIOLOGIST or CARDIOVASCULAR SURGEON

li

o
H i ; i T 3 ] . ) 2 : ; o J:.' I)Iace a Check mark (‘/)
QUALIFICATIONS . B S

1. Stable coronary arery disease requiring ELECTIVE ISOLATED CABG with
indication.based on coronary anatomy, symptom sevetity, “left ventricular
funcuon, and/ or wablhty tests; non-inyasive tesung completed and discussed
with patenit - : e

2. Check current’ mcdlcal status: .-

a, NOT in severe decompensated heart failure by New York Functional
Classification (NYFCIV)

b. NOT with severe angina by Canadian Cardiovascular Society (CCS
Class IV)

¢. NO other cardiac/ vascular procedures/interventions planned to be
done with coronary artery bypass graft surgery during this admission

d. NO history of dialysis and NO current requirement of dialysis

Revised as of November 2021
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Place a check mark (v)
QUALIFICATIONS YES

3. Based on past history:

| a. NO previous thoracic/cardiac surgery through median stemotomy

| b. NO previous transcutaneous cardiac intervention within 30 days before
| contemplated schedule of coronary artery bypass graft surgery

4, ONLINE EUROSCORE I and Society of Thoracic Surgeons (STS) sconng

predictive of low mortality risk (<5%) e
> AL . Dlacea c'hméck mark (V)
DIAGNOSTICS* ‘ ,: - i o YES "DONE

’ (mm/dd/yy)

1. Coronary Angiography: coronary ‘anatomy amenable for CABG R
and consistent with Class’I and Ila’ mdlcatlons for CABG surgery '
and discussed with patient

2. Current status of myocardial v1ab1]1ty Consistent with benefit
from CABG and discussed with patient

*Must be done at least within one fiscal (1) year from date of receipt of pre-authonzauon
checklist and request by the Local Health Insurance Office (LHIO) or t.he PhLlHealth Reglonal Office

Certified coxr_qét by: - ‘ i-Centified conjec‘é by  : 3 |
(Pnnted Hame e and signature) - (Printed name and signature)
Artendmg Cardiologist | Auending Cardiovascular Surgeon
Q PhilFeakh - T 1| | PhiFeath . — ~
Accreditation No. | e B I : .Accmdita;t.i_nnNo.
&_. Date signed (mmm/dd/ yyyy) Date signed (mm/dd/yyyy)
1\_ . _ . 5 M.
¥
O Conforme by:
o Y
iy
G - B (Printed name and signature)
) Panent
bR, Date signed (mm/dd/yyyy)
R
a Note: \

Once approved, the contracted HCP 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 LTHIO or PRO when filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank.

N\

Page 2 of 3 of Annex A - CABG
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline; (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
EAVHUTAN AT BAIIMBE PATA 48 LLERY

PRE-AUTHORIZATION REQUEST
Standard Risk Elective Coronary Artery Bypass Graft (CABG) Surgery

P/ N

DATE OF REQUEST (mm/dd/yyyy):

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

n

(Patient’s lass, first, suffix, middle warme) (Name of H CP)
under the terms and conditions as agreed for availment of the Z Benefit Package.

The patient is aware of the PhifHealth policy on co-payment and qgmed f0 a1 avatl qf the bengﬁt package (please tick

appropriate box):
O Withont co-payment

O With co-payment, for the purpose of:

Certified correct by: ; % - C}mﬁed cqiin’:ct by: “} |
(Printed name and mgnature) _ -7 (Pnnted name and mgnﬁfure)
Artending Cardmloglsh o , .~ Autending Card10vascular Surgeon
Phillealth 5 1 T Ph:]Heah.h T ; _
Accreditation No. f‘ '5" s Accrednauon 1 ;’:‘
' {*No. i ) :'
Conforme by: s G:rtified correct by: ;g-": , ,3
p S
(Pnnted name and s1gnarure) _—.—~ 1 (Pnnted nime and 51gnature)
i Y Patient . - Executive Difector/ Chief of Hospital/
,l'j’-. A g.f‘a Mechcal Dmector/ Mechcal Center Chief
B Y ' Ph!lHea.hh & B -
;‘;f i } Accmdnanon No & _,:‘"“
\L " (For PhﬂHealth ke Only)
O APPROVED

O DISAPPROVEDJ (State reason/ s)

(rinted nan;e‘ai{d signétme)-v-'
Head or authoriged representative, Benefits Administration Section (BAS)

INITTIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | 0 APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed 1o BAS (Printed name and signature)
(lf received byLI‘ﬂO) ; Head or authorized BAS ‘grq)mmtaﬁve
O Approved O Disapproved Activity Initial | Date
Released to HCP: Received by BAS:
‘This pre-authotization is valid for one hundred | O Approved O Disapproved
eighty (180) calendar days from date of
approval of request. Released 1o HCP:

Revised as of November 2021
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Republic of the Philippines ﬁim

PHILIPPINE HEALTH INSURANCE CORPORATION { Iﬁ

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UNIVERSA::EA.LTH CARE
Case No.
Annex “A — Cervical CA”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A, PATIENT j 1. Last Name, First Name, Suffix, Middle Name SEX
; O Mak U Femak
R 2. PhilHealth ID Number | | A= IMI 1 I wl HEEE |:|
O Same as patient  (Answer the folfonin ing mzbv if the palzmt na Lf¢mdm0 e
1. Last Name, First Name, Sufﬁx, Mlddle Name i %,
» o :. . : i g " ‘1 e —
2. PhﬂHealthID Number : - . : -
Fulfilled selections cntena eiL'_I Yes If yes proceed to pre-authorization apphcatlon
' O No “If o, spec1fy reason/s and encode
N PRE-AUTHORIZATION CHECKLIST i
N o -Cervical Cancer ‘ -
Q; P R g Place a check mark (v)
R |[QUALIFIGATIONS ~ ~ ~ = ¢ R YES
oo 3 1. B1opsyresult ' ; T
W= % 2. No previous: radiotherapy for cervical cancer- A
e ﬂ: o 3. Noprevious chemotherapy for cervical cancer i
L {1 4. Treatmentplan B 5 EE
5O 5. No uncontrolled co-morbid conditions o
l f Vi i - ~"Place.a check mark ()
é3 FIGO Clmlcal Staglng 5 ~YES DATE DONE (mm/dd/yyyy)
P Stages: (Choose.only one) T
Stage IAl ." -; . ey, T
Stage TA2
Stage IB1
Stage IB2
Stage I1A1
Stage I1A2
Stage 11B
Stage JIIA
Stage IIIB

Certified correct by Attending Gynecologic-Oncologist:

Printed name and signature

PhilHealth - -
Accreditation No.

Revised as of November 20121

9 PhilHealthofficial QO teamphilheaith acticncenter@phithealthgovph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION l‘h

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE

EAULISRN A1 Rayingd Baka 43 LawaT

Note: Once approved, the contracted HCP 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) when filing the first tranche.

There is no need to attach Iaboratory results. Fowever, 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.

Revised as of November 2021 Page 2 of 3 of Annex A -Cervical CA
€3 PhilHealthofficlal €3 teamphihealth Zactioncenter@phihealthgovph




Republic of the Philippines lﬁl\

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

PRE-AUTHORIZATION REQUEST

UNIVERSAL HEALTH CARE
Cervical Cancer

DATE OF REQUEST (mm/dd/yyyy):

This 15 10 request approval for provision of services under the Z benefit package for

in
(Patient’s Lass, first, suffixc, middle narse) (Name of H CP)
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):

The patient is aware of the PhilHealth policy on co- Treatment modality: (tick appropriate box)
| payment and agreed fo avail of the benefit paﬂéagc @lmxe -0 chemoradiation: chcmothempy, cobalt
lick appropriate box): -] and bmchytherapy (low dose) or primary

O Withont co-payment surgery for stage TA1, TA2- 1Al

O1 With co-payment, for the purpose of+ .+ . | O ‘chemoradiation: chemotherapy, linear
A accelerator and bmchythempy (low/ high
T dose)
Certified correct by: Ry a - Cerr:ified comectby: !
(Printed nathe and 51gnamre) i (Printed name ‘and signature)
R" Attendmg Gynecologlc-Oncologst: Executive Director/ Chief.of Hospital/
S , A Medical Dmector/ Medlca.l Center Chief
——— N [ PhletE T PhilFealth
[\ Accreditation No, i 1 7| | Accreditation No. - - -
g }155 _s.sg ff’:.. . C(jj]fon'negbjr ' ‘
A Y] Ii!iis : 5:‘;j 7 s . :
'_LEIE g‘ |Ei‘! O A PRI B (Pnnted name and signature)
3 § T A e & Patlent
£\es ' .f =
= (For PlulHealth Use Onl)a
1 O APPR@VED s
&5 O DISAPPROVED (State reason/ s) 3 'Z
e S i

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

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | O APPROVED

Received by LHIO/BAS: 0 DISAPPROVED (State reason/s)

:(Eifndors.ed;c{)BALls_H O (Printed nare and signature)

fecetvea by ' Head or anthorized BAS representative

O Approved O Disapproved Activity Initial | Date

Released 1o HCP: Received by BAS:

This pre-authorization is valid for sixty (60) O Approved O Disapproved

calendar days from date of apptoval of request. Released to HCP:

Revised as of November 2021

@PhllHealthofﬁclal @ L teamphllhealth (Z)actioncenter@philhesalthgovph
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION 3
Citystate Centre, 709 Shaw Boulevard, Pasig City 'ﬁ‘? @M
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 e
e ( ) wwwphilhe(!illh.govph ( ) UNIVERE::‘;%:’{H CARE
Case No.
Annex “Al1 -EMORPH"
HEALTH CARE INSTITUTION (HC])
ADDRESS OF HCI
A.PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX

O Male 0O Female

2. PhilHealth ID Number | I l'| LT T T TT] I'I:l

B. ]\;[EMBER (Answer only if the patient is a dependent; otherwise, write, “same as above™)
1. Last Name, First Name, Middle Name, Suffix

2. PhilHealth ID Number - i | B -1

Fulfilled selections criteria [J Yes If yes, proceed to pré-authrization apphcatlon
O No If 1o spec1fy reasorn/s and encode

PRE-AUTHORIZATION’;C"I:IECKLIST FOR EXPANDED ZMORPH. _
Uppet and Lower Limb Prosthesis

(\J\ ~ Placea(v) if yes or NA 1f not apphcable
QUALIFICATIONS; 5 S Ly
& a. Age> 18 years old o
| b. At least three months post-amputation, if acquired J
{ c. Wheelchair independent, community-ambulator with or without
0 crutches, cane or walker .- .
or ~ | d. On physical examination: no fresh or non- healmg wound,
(0] >- 'rg neuroma or pamful residual limb, no motor strength of <4/ 5 and
=0 S limitation of motion of upper and/or lower hmbs, no
A incoordination or poor balance .
% U Place a check mark (+') on the type of prostheses to be glven 10 the anent
Z Beneﬁts* |  _.Right | - Left |  Both
' LLowerlmb ‘. - S e
g . Above knee/ knee dlsarl:rculanon
—_— B. Hip disarticulation

C. Van Ness Rotatlonplasty
II. Upper limb
A. Below elbow
B. Above elbow

* For cases mvolving more than one amputations, the patient cannot claim for two prostheses with the same
laterality in either the same limb.

Conforme by Patient/ Parent/ Guardian: Artested by Attending Rehabilitation
Medicine Specialist
Printed name and signature Printed name and signature
PhilHealth - -
Accreditation No.

Revised as of November 2021

€2 PhitHealthofficial €3¢ teamphilheaith () actioncenter@philhealth.gov.ph




Once approved, the contracted hospital shall print: the approved pre authonzatlon form and have this
signed by the patient, parent or guardian and hiealthi care providers, as applicable. This form shall be
| submitted to the Local Health Insurance: Ofﬁce (LH[O) or the PhllHea]th Reglonal Offlce (PRO)
‘ when filing the first tranche. o b

There is no need to attach laboratory results However these should be included in the pauents chart
and may be checked dunng the fleld momtonng of the Z Beneflts Please do not Ieave any itemn blank.

L n . r t
. . .
.
.
¥

. ‘.
" b j § y |
_=|7£ B ...(g‘ < ;i‘
F S . 2
¢ ¥ J“: _=' 4 i
| o ' f:r - <
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0
Revised as of November 2021 Page 2 of 3 of Annex Al - EMORPH
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

PRE-AUTHORIZATION REQUEST FOR EXPANDED ZMORPH
Upper and Lower Limb Prosthesis

DATE OF REQUEST: (mm/ dd/yyyy):

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

_—:.;w p— ‘-1. 1!_

(Paxient’s loss, first, suffie, middls name)

| (Name of HCI)

under the terms and conditions as agnsed for availmcnt of the Z Benefit Package

,f o

[
.,;

The patient is aware of the PlleHealtb palzg/ id 20 p@rmmf”and agreed 2o avail of the bem_aﬁt pméage (please tick

apprapriate box): r, ,j e ] o
O Without co-payment j# 7~ & : i !
O With co-paymient, far the purpose of 7. k; o
i ?‘ i oo _i;..q"" ;”-;, T
Certified correct; by' g“f. E Cerfied correct by:ﬂ o
(Pnnted name and; 51gnature) o (Pnnted name. and 51gnau1re)

Attendmg RehabﬂmanonMedlcme Spec1allst"

- Executive'Director/ Chief of Hospital/
Medlcal Dlrector/ Medical Center Chief

f! # .

o _ T R T 1. —
Accreditation No. { . AccradmauonNo A .' ‘

i 1 ni £ N LT

T L o

il Vo — =

PR

A

%

(Printed name and signature)
Patient/ Parent/ Guardian

O APPROVED
O DISAPPROVED (State reason/s)

(Printed name and signature)

Head or authorized representative, Benefits Administration Section (BAS)

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | O APPROVED

Received by LHIO/BAS: O DISAPPROVED (State reason/s)

Endorsed to BAS (if received by

LHIO):

O Approved 00 Disapproved Activity Initial | Date

Released to HCI: Received by BAS:

T_his pre-authorization is valid for one hundred O Approved O Disapproved

z;grlézrugi(-l) calendar days from date of apptoval Released 1o HCT:

Revised as of November 2021

Page 3 of 3 of Annex A1 - EMORPH
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I}ejmblic af the Philippines lﬂ‘\

PHILIPPINE HEALTH INSURANCE CORPORATION ii

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UNIVERSAL HEALTH CARE
Case No. INIVERSAL HEALTH CAR
Annex “A2 - EMORPH?”
HEALTH CARE INSTITUTION (I‘ICI)
ADDRESS OF H(
APATENT| L. L [SEX
S ] T \“*‘ IMa]e O Female
o hibea D Nober I -I I I I [TTT IO
BM:EMBER (Answer on1y1f' nbe pztxent s, a; dependem otbemse, write, “same as’ above")
' 7| 1. Last Name, First: Name, Middle Name, Suffix }* . "'f’z
e S N b
2. PthHealth ID Nugber _ - L T [I-[]

o+

Fulfilled select;lons criteria EI Yes Ify yes proceed to pre-authonzauon :Ipphcatlon
,r' § A No +If o, specify reason/s and encode

1y i -! ""-?
e ) & Py i

2 i A Y FEN o
4 T ot H s

A ™ o T Era—

B e i §

ey 5 E L

. A . i

GENERAL QUALIFICATIONS - 'w Yes
Age > 18%years old :

At least 3 months post-onset e

Upper limbs > 4 with fair trunk control and full range of motion, if

,L,.,

4

ET' bilateral
o 5 || 4 | Unaffected limbs > 3 with fair trunk control and full range of motion, if
>~ % unilateral
(I/‘P% 2 |5, | Ambulatory with assistive device
« O\ No fresh or non-healing wound
p3

Place a (v} if yes or NA if not applicable

. &) QUALIFICATIONS SPECIFIC TO ANKLE FOOT ORTHOSIS Yes
— 2 J [ ["Weakness or absence of dorsiflexors and/or plantartlexors, +/- grade 1-

2 spasticity with full range of motion achieved passively

2. | Equinovarus +/- foot rotation and +/- grade 1-2 spasticity with full

range of motion achieved passively

3. | Pain & Instability secondary to sensory or structural deficit in a Charcot

Arthropathy

:__’L_%S‘_

Revised as of November 2021

@) rhiHeatthofficial teamphilhealth &) actioncenter@philhealthgovph




Place a (¥) if yes or NA if not applicable

QUALIFICATIONS SPECIFIC TO KNEE ANKLE FOOT ORTHOSIS Yes

Quadriceps MMT of <3 +/- sensory loss , +/- instability (genu recurvatum)
with hip/knee flexion contracture <20 degrees e ,

e Place a (v) if yes or NAJf not apphcable

QUALIFICATIONS SPECIFIC TO HIP KNEE ANKLE FOOT . Yes
ORTHOSIS | ' V
Hip, knee, ankle & foot rnuscles MMT 3 +/- sensory loss, +/- mstablhty,
with hip /knee flexion contracture <20 degrees

,“ ’ i

1; - _"' .:)( N ’ : .A B
’)} ' : . g -

Place a check mark (\/) on the rype of orthoses to be g1ven to the pauent

- %

N Beneﬁts B nght Left Both
Ankle Foot Oi'il'choisis | ’ oy
Knee Ankle fjgot Orthesis
Hip Knee An}de Foot Orthosis -
o Conforme by Patient/Parent/ Guardian: 7= Attested by Attending Rehabilitation
3 . = Medicine Specialist
! ﬁf\—' bt
: § Printed name and signature Printed name and signature
N PhilHealth _ _
&L\" _’g Accreditation No.
e,
(™
g
S O ")’
o Note: \

' Onice 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 Cffice (PRO)
when filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank )

-

Revised as of November 2021 Pape 2 of 3 of Annex A2 - EMORPH
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Republic of the Phihi)piues

PHILIPPINE HEALTH INSURANCE CORPORATION .ié

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Twunlkline: (02) 8441-7444
www.philhealth.gov.ph

PRE-AUTHORIZATION REQUEST FOR EXPANDED ZMORPH
Lower Limb Orthosis

DATE OF REQUEST (mm/dd/yyyy):

This 1s to request approval for provision of services under the Z- beneflt package for

(Patient’s Jast, first, suffix, middle nam) | .

under the terms and conditions as agreed for avallment of t.he Z Benefit Package 1 sé

T ™

T

appropriate box): o
O Without copayment 7 y»

O With co-payment, ﬂratbe ‘purpase of

UMNIVERSAL HEALTH CARE
TAIVTUDAN AT KAUNGA FAEA 1A LIFAT

Certifted correct by {j '_ S V
‘g ; s ety o
FJ i 2 ' e
(Prifited name and. SIgnature) ol B (Pnnted name and signature)
Artendmg Rchablhtatlon Medicine. Speaahst B wExecunve Dlrcctor/ Chief of Hospital/
Q\ 7 , Medlcal Dlrector/ Medical Center Chief
‘9 PRlHeakh <] [ 1 F =111 1 1.1 | = _ -
Accreditation No§ TaES
, PN
N
o i (Printed name and signature)
i~ = Patient/ Parent/ Guardian
A\ o
%"8 2| (For PhilHealth Use Only)
= O APPROVED
O DISAPPROVED (State reason/s)
&
[
(Printed name and signature)
Head or authonzed representative, Benefits Administration Section (BAS)
INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | O APPROVED
Received by LHIO/BAS: [0 DISAPPROVED (State reason/s)
Endorsed to BAS (if received by
LHIO):
O Approved O Disapproved Activity Initial | Date
Released to HCI: Received by BAS:
This pre-authorization is valid for one hundred O Approved a Disapproved
eighty (180) calendar days from date of approval
of request. Released o HA:
Revised as of November 2021 Page 3 of 3 of Annex A2 - EMORPH

€) PhilHeatthotticial Q) teamphilhealth {F)actioncenter@philhealthgovph




Republic of the Philippines lﬂm

PHILIPPINE HEALTH INSURANCE CORPORATION Y
Citystate Centre, 709 Shaw Boulevard, Pasig City é ﬂ .
Call Center: (02) 8441-744.2 | Trunkling: (02) 8441-7444 " g
wnw.philhealth.gov.ph UNIVERSAL HEALTH caxe

Case No.

Annex “A3 - EMORPH”

HEALTH CARE INSTITUTION (HC)

ADDRESS OF HO

T,
T Rt ST

A PATIENT] 1. Last Nasme, Firt Necue, Middle Name; sufﬁx TSR
A LA ."| O Male. T Female

‘2PhﬂHealthIDNumber J‘lllllIIIIIID

:B. MEMBER | (Aaswer only if the _paaenrzs d dependenr, otherwisc, write, “same as above’)’
N e { v
o 1. Last Name Fnst Name Mddle Name, Suffix E T

',! -

2. PthHealthIDNumber I -ITTT1 l | IJ |- |

(.

Fulfilled selecuons ctiteria [ Yes" If yes, proceed 1o pre-authonzanon apphcatlon
O No If 10, specify reason/s and encode

f'l o
."__ié:' o ji. X “ zn e

“J i Ea

‘r’:' . o - e ii _u""

.‘l: ;
PRE-AUTHORIZATION CHECKLIST FOR EXPANDED ZMORPH
"’ ¢ Spmal On.hosm :x_‘z

i ;

R e Place a (/) 1f yes or NA if not applicable
General Qualiﬁcations R . Yes

Age > 18 ‘years old -
Upon diagnosis and/ or post-operatlve clearance

No sensory deficit overbody segmert of application

Upper and lower limb manuil muscle strength of > 3

. 5.:"

Te—

/
202/

R

Da‘?e:/:”/'z/
RS RELE RN

PY

MASTE
pofe

Place a (¥) if yes or NA if not applicable

Qualifications for Thoracolumbosacral Spinal Orthosis Yes
Thoracolumbar (T12-12) spinal fractures involving posterior elements
Primary or metastatic lesions to the thoracolumbosacral spine

.

Place a () if yes or NA if not applicable

Qualifications for Lumbosacral Spinal Orthosis Yes
1. | Lumbosacral fractures (L1-L3)
2. | Primary or metastatic lesions to the lumbosacral spine

Revised as of November 2021
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MASTER
CoPY

/Note:

Place a (v) if yes or NA if not applicable

Qualifications for Cervicothoracic Spinal Orthosis Yes

Cervical spine fractures (C3-C7) without neurologic deficit

Torticollis

Metastatic lesions without neurologic deficit

_*;_ﬂ,,_‘_

=TT e e

P #
_u-.- fn

Tick the box corresponding to the type of spmal orthosxs Y be ‘given to the pauent.

{ "»_,

O Thoracolumbosacral custom molded- spmal orr_homs
O Lumbosacral custom molded spinal orthosis DRI
O Cervicothoracic custom molded spmal 01thos1s L b

~

0Dc:

Artested by_AItendj:I;g}{Rehabi]itation
Medicine Specialist

TG > - i
b ¥ . i F N Nt
A v P 2 o

2 g AT

Dated >/ ""3/20.2../

_“Printed name and signature

(]

' PhiMeakl” ! ;
.. Accreditation No.

e

~

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)
when filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank.

J

Page 2 of 3 of Annex A3 - EMORPH

Revised as of November 2021
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; {02) 8441-7442 | Trunkline; (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
TURIUOL T LAGINGA ol Bh LAKAT

PRE-AUTHORIZATION REQUEST FOR EXPANDED ZMORPH
Spinal Orthosis

DATE OF REQUEST (mm/dd/yyyy):

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

n
(Patient’s fass, first, suffic, middle nawie) s (Na.me of HCI)
under the terms and conditions as agreed for ava:lment of the Z Benefit Package

The patient is aware of the PhilHealth palzgf o1 0 pqymemf and agreed m a&'az[ of the b.eh'f;ﬁt paﬂ(.age (please tick

appropriate box):
O Without copayment

O With copayment, for the j)mpase rf .....

Centified correct by: ‘ o Certified correct by:

(Printed nafme and 51gnature) : (Pnnted name and signature)
Attending Rehabmmuon Medlcme Spec1ahst Executive Director/ Chief of Hospital/
g s Medical Director/ Med1cal Center Chief
N [Phlfer : PRlbealh
§ Accreditation No. | | - S+ . T A:credrtauon No. - -
N g ' : Confor.rne by
\ doo S S
N Ef / ' ’ L -+ (Printed niame and signature)
N NN ' ‘ Patienr./ Parent/ Guardian
o ok .
5 Ve (For PhﬂI—Iealth Use onl)a

a APPROVED ,
O DISAPPROVED (State reason/ s)

MASTER

1 COPY
S

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

s

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | O APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS (if received by
LHIO):
O Approved O Disapproved Activity Initial | Date
Released to H(: Received by BAS:
This pte-authorization is valid for one hundred O Approved O Disapproved
eighty (180) calendar days from date of apptoval
of request. Released to H(IL:
Revised as of November 2021 Page 3 of 3 of Annex A3 - EMORPH
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Republic of the Philippines lﬁh 2

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
EAIULUTAN AT KALINDA PAEA 14 LAHAT

Case No.
Annex “A - KT”
HEALTH CARE PROVIDER (FHCP)
ADDRESS OF HCP
A.PATIENT 1. Last Name, First Name, Middle Name, Suffm.w‘mw - SEX
. T ) -0 Male O Female
| 2. PhilHealth ID Number - T BREEN [ T | [ 1-[]
B :MEMBER O Same as patient (Af:.rwert/:e ﬁf!awzqg ouly#f 2‘)513 paﬂmruadepmdemj
Eg 1. Last Name, Flrst Nams Middle Narne, Suffix r
MmN (-1 | T[]

¥

Hulfilled selecnons ctiteria [ Yes If ’yes , proceed 1o pre- authonzanon apphcatlon

- PRE-AUTHORIZATION CHECKLIST .
o3 lfi’.nd Stage fRenal stease reqmnng Kldney Ttansplantatlon (Low Risk)

TTESTED BY ATTENDING NEPHROLOGIST or TRANSPLANT SURGEON
l,*; ST o (Place v if YES or NA if not applicable)
QUALIFICATIONS T YES
1. On chronic dialysis because of end stage renal dlsease except for pre-emptive

quneytmnsplantauon L ‘
2. Ant-HCV negative . . NS — i
\

N
! Ll:l E“ ; 5 o No If no, specify reason/s and encode
. A . 4
ma" Yy ; /J‘u ,
«a:;;\%: _— _
= ‘ !" ) o "";

3. Absence of current severe illness (congestive heart failure class 3-4), liver
cirrthosis (findings of small liver with coarse granular/ heterogeneous echo
pattern with signs of portal hypertension), chronic lung disease requiring
OXygen, elc.

4.. Absence of the following: hemiparalysis, mental incapacity such that informed
consent cannot be made, and substance abuse for at least 6 months prior to
start of transplant work-up.

5. No previous history of cancer (except basal cell skin cancer).

6. If patient is FIIV-positive, the HIV-1 RNA viral load should be below
detectable levels while on anti-retroviral therapy (<50 copies/mL) and CD4 +
count should be >200 cells/ mm3

Revised as of November 2021
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(Place v'if 'YES or NA if not applicable)

QUALIFICATIONS YES

7. If the patient is HbsAg positive, all the following conditions must be met:
(If NA, write “NA” under 7a, b, ¢, and d, then proceed to Item No. 8.)
a. absence of liver cirrhosis
b. HBV- DNA <2,000 IU/ml
c. cleared bya gastroenterologist, who is a member of the medical staff of

the transplant facility

Clearance by the gastroenterologist

_-"'_ O e "

Pnnted name and srgnature of = 7,

5 gastroenterologmt T

Philieath” - _ T T

Acereditation No, " BEE

d. The patient is informed that if there shall be addmonal cost of ot.her

interventions, these shall be sourced from other financing sources.

I was informed’ that if there shall be additional cost of other 1 mtervem:lons,
these shall be sourced from other fmancmg sources; and I understand thatI

will require ; antiviral prophylaxrs foras long as it is indicated. L
i Conforrned by: J s

: o . . ="Printed name and signature’ ‘
o S El patient O parent O ‘guardian
8. If the re(:1p1ent is MV IgG negauve, any of the followmg should quahfy-

(If NA, vmte “NA”under 8a and b.)
a. Donor should be CMV IeG negatlve, OR

b. Rec1p1em: 1s CMV IgG negative and donor is CMV IgG posmve

I understand ‘that I will require CMV pto hylams foras long as it is
indicated and I'am informed that I Wlll be responsible for the additional cost

of thi§’ med1cauon and other mtervennons

Conformed by:

Printed name and signature
O pauent [J parent O guardian

7

PY
Dale

MASTER
>

44
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(Place v if YES or NA if not applicable)

DIAGNOSTICS

1. For pre-emptive kidney transplant and diabetic: 24-hour urine creatinine I Yes
clearance or calculated glomerular filtration rate (GFR) (CKD-EPI formula) or | 00 NA
nuclear GFR should be less than 20 mL/min /1.73m’

2. For pre-emptive kidney transplant and non-diabetic: 24-hour urine creatinine I Yes
clearance or calculated glomerular filtration rate (GFR) (CKD-EPI formula) or | O NA
nuclear GFR should be less than 15 mL/min /1.73m

3. Lownsk: O Yes
a. Primary kidney transplant (no previous solid oxgs.n transplant)

b. Single organ transplant : . . O Yes
¢. Negative tissue crossmatch . é B .*”: I Yes
d. Historical Panel Reactive Antibody (PRA) Class 1 &2 negative ' 1O Yes
s 1 ONo. I
¥ il } d “NO”’
; " | answere.1
: R F Ss | ande2
Q\ e. If Histoncal Panel Reactlve Antlbody (PRA) Class 1and/or2is .«
N posmve, must fulfill the following: ¢ 0
Y qe.l Histoncal PRA less than or equal to 20% e 7 [ Yes
g\ ;_'!‘ € 2No donor spec1flc antlbody (DSA) in the potennal rec1p1ent 1 Yes
e & ::;; : ij‘;: . o : i ¥ — e
Ui = ii o :
~a. A i 3 Cemfled Oorrect by Attendmg Nephrologist or
o {1 ‘- o Trans lant § eor:
LO ’ iy . PR
SN (A
| B : e Printed name and signature
L_j e "'.,»Iv . k‘"“Ph.I]HCalth : _
Vo) J S Accreditation No,

/Note:

~

Once approved, the comtracted HCP 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 Philtealth Regional Office (PRO)
when filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blank. /

Revised as of Nopember 2021 Page 3 of 4 of Annex A - KT
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Republic of the Philippines ®
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City m ‘i
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UMIVERSAL HEALTH CARE

KALUAUGAN AT KALINGA PARS J4 LAHAT

PRE-AUTHORIZATION REQUEST
End Stage Renal Disease requiring Kidney Transplantation (Low Risk)

DATE OF REQUEST (mm/dd/yyyy)

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

in
(Patient’s Jast, first, suffix, riiddle name) (Name of HCP)
under the terms and conditions as agreed for avalhnent of the Z Beneflt Package

The patient is aware of the PhilHealth policy on co-, pqymeﬂt aﬂd agneed fo azfazl qf the &eﬂg" 1t paoéage (please tick
appropriate box): ;

O Without co-payment

O With co-payment, for the pﬂq’m.re cy“

2 P

Conforme by Patient/ Parent/ Guardaan

(Printed name and sxgnature)
| Please tick appropriate- ‘box
| O Chair, Department of Adult Nephrology
ﬂ v 0 Chair, Dept. of Pediatsic Nephrology
3t O Chair, Depa.n:ment of | ‘Organ Transplantation
N (Pq;ﬂtzi;na;neNir;cﬁﬁolglg;wmtm ) . |-B"Executive Director/ Ghief of Hospital/
o ‘ Medical Dlrector/ Medical Center Chief

T

&
—

o :? ﬂ.‘ ‘,;:f.:
fom | A

A
: ’i

‘!i{ ‘

'“;,_ . - L e ar

(Printed name and sigiiatare) ==
Head or anthorized representative, Beneﬁts Administration Section (BAS)
INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | 0 APPROVED
Received by LHIO/BAS: [0 DISAPPROVED (State reason/s)
Endorsed to BAS
(]f recetved by LI‘]IO) (Printed nawe and signature)
Hoead or authorized BAS representative

O Approved O Disapproved Activity Initial | Date
Released to HCP: Received by BAS:
This pre-authorization is valid for one hundred O Approved O Disapproved
eighty (180) calendar days from date of apptoval
of tequest. Released to FICP:

Revised as of Nopember 2021 Page 4 of 4 of Annex A - KT
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UMEVERSAL HEA.I.TH CARE
Case No.
Annex A — “Prostate CA”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP

““““ TEREX
Y O-Make O Female

"»IIIIIIJIID

E 1 O Same ar paﬁem‘ (An.rxwr zbe l/owmg ol J' y’ fﬁe pafzeﬂt:.r a dependent) ‘r{, L g

. i
T
H

b PRE-AUTHORIZATION CHECKLIST ' © °f
_ N_Prkostate Cancer L

ez

Fulfilled selectlons criteria [ Yes If yes, proceed to pre-authonzatlon apphcatlon
o [‘_'?1 No If no, spec1fyreason/ s and encode

ATTESTED BY ATTENDING I’HYSICIAN

) P‘T{

Date: (< '2/!

TER

EJ(?/A : R T LA e (Place a ¥if YES)
= YR QUALIFICATIONS T e L YES
No previous md10therapyfor prostate cancer .-+ . ool
) No uncontrolled & morbld condmons L
o * ‘ o,
-2 S T e (Place a vif YES)
DIAGNOSTICS R YES ?ﬁg%
(T1a-T3c), Tumor Grade (Gleason’s score of 6-9)
No evidence of metastasis (documernted by any of the following):
O Bone scan
[ Pelvic CI/MRI
O PET Scan
(Attach results to the patient’s chart)
Conforme by Patient/ Guardian: Certified correct by Attending Physician:
Printed name and signature Printed name and signature
PhilHealth - -
Accreditation No.

Revised as of November 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

(]
Citystate Centre, 709 Shaw Boulevard, Pasig City ¢
Call Center: (02) 8441-7442 | Trunkline; (02) 8441-7444 (‘yﬁ
www.philhealth. gov.ph UNIVERSAL HEALTH CARE

/Note \

Once approved, the contracted HCP shall print the approved pre-authorization form and have this
signed by the patient or guardian and health care providers, as applicable. This form shall be subrmitted
to the Local Health Insurance Office (LHIO) or the PhilHealth Reglonal Offlce (PRO) when filing the
first tranche. et S

There is no need to attach laboratory results. However these should be mcluded in the patient’s chart
and may be checked during the field monitoring of the 7 Benefits. : Please do.not leave any item blank.

- Loy :
N . W Tt 5,

-

e e

N
3
0 S
U= %
— o
25|
© 3
3
fam)
—

Page 2 of 3 of Annex A — Prostate CA
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AN

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City ﬂ
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 € ““—”ﬂﬁ
www.philhealth.gov.ph

UNIVERSAL HEALTH Cake
PRE-AUTHORIZATION REQUEST
Prostate Cancer

DATE OF REQUEST (mm/dd/yyyy):

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

(Patient’s last, first, suffie, middle nans) .
under the terms and conditions as agreed for ava:lment of theZ Beneflt Package

The patient is aware of the Phillealth policy m: 0% _p@fmmt ﬂﬂd a;gmd 0 amz[ of the beng?t parkage (please tick

apprapriate box): yrz‘# -7 i L
O Without co-payment y?‘id-ji.e-“”-ﬁ _ : ey i § !
O With co-paynsent, for the pmpa.re qf«* i/ A ! L
—— K 7 T
." - .—.i e il d vi.
Certified correctby: <" e -Cemﬁed correct by: I i
By A ; L ;{a‘
“g o J R 5
(Printed name’ and signature) .~ 1 (Printed name and mgnature)
Al:cendmg Surgeon f’; & Attending Mechcal Oncologlst
FhilFedth N [ [ Preah T 1o T ~
Accreditation ) ,",5 j” = O | Accreditation No, £ :
No. Af e s e Jf
Confomle by.lilji : ‘-!:.,V P - B Cemfled comct by- L
b ' i o
(Pnnted name; and SIgnature) j A o (Prmued narie e and signature)
1 Lo i M utiv g;lrector/ Chief of Hospital/
li | *" Medical Ditector/ Medical Center Chief
S o PhJIHcahh N
rl:__h'- T : Ascmdmuon No. - -
) e
v or ] PhﬂHealth Use Only)
S O APPROVED
____}__ O DISAPPROVED (State reason/s)
~L
iy
™~ (Printed name and signature)
Ei > & | Head or authoriqed representative, Benefits Administration Section (BAS)
AN 5 INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
‘;j@@ Activity Initial | Date | L1 APPROVED
< A< Received by LHIO/BAS: O DISAPPROVED (State reasor/s)
= ™
Endorsed to BAS
. (]f received bY LI‘IIO) (Printed name and signature)
g Head or authoriqzed BAS representanive
O Approved O Disapproved Activity Initial | Date
Released to HCP: Received by BAS:
ThiS pre-authorization is valid for Sixty (60) D Approved D Disapproved
calendar days from date of approval of request.
Released 1o HCP:

Revised as of November 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION I.
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 5
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
TaIICOAN AT EALINDS PARA £5 LAMNT

Case No.
Annex “A - TOF”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
' O Mak O Female
2. PhiealthDNomber [ [ |- T T T T T T TT1-[1]

.B. I‘AEMBER : O Sawe as patient  (Answer the following only if the patieut is a dependent)
S 1 1. Last Name, First Name, Middle Name, Suffix

2. PhilHealth D Nuber _i‘.l_-rél'lr.-__:f-_ml [] IK.I T--I'-J [ {-[]

L E P .
~.,~v‘ e Ta it

Fulfilled selections critetia [ Yes If yes, proceed to pre—authonzauon apphcanon
E No ‘If no, specn‘y reason/ s and encode ;
!

# ’f :‘E - E Lo ¥
-f o EAR -‘. ey e 1

“PRE-AUTHORIZATION CHECKLIST | ;
‘ Tetralogy of Fallot Surgery

N *Place a check mark ()
QUALIFICATIONS A S| YES
Age 1 to 10 years. and 364 days a 3

|Ir ' ’ ~ -

¥ = - w-

ATTESTED BY ATTENDING PEDIATRIC CARDIOLOGIS'I‘

:_‘
. .g,{

222 03,

i i + . ¥ L
ﬂ('}' T LI i il R Place a check mark (v)
Hﬂ_ gg QUALIFIEATI'ONS . ERPEE ‘ o .‘ : YES
g O\p’ ‘ 1. Check past history- ~
S o a No prevmus ca{dJac surgery or mterventxon such as BTS (Blalock

Taussig Shut) ~ .
b. NoPDA Stenting or - e
c. No residual VSD from prévious open heart surgery for total correction
2. Check physical examination:
No hepatomegaly or
No edema lower extremities
3. No congenital chromosomal abnormalities or other congenital defects, except
Trisomy 21 (Down’s syndrome)

——

]DC:

Revised as of November 2021
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Place a check mark (v)
DATE

DIAGNOSTICS! YES DONE
(mm/dd/yyys)

Based on the results of 2D Echocardiogram OR, if applicable,
cardiac catheterization OR CT angiogram:?

a. Confirmed Tetralogy of Fallot OR Confirmed Ventricular ~| T
Septal Defect and pulmonic stenosis, severe (Thls is sunﬂar
to TOF morphology)’

b. No other associated congcmtal heart dlsease (CHD) that !
includes the following: .~ - . P

i absent pulmonicvalve ‘
ii. pulmonary valve atresia - .
ii, atrioventricular septal defect (AVSD) P

c. Confluent and adequate pulmonary artery sizes OR
acceptable pulmonary valve annidus

d. NO ma]or aorto—pulrnonaly collateral arteries (MAPCA’s)

#

t Must be done at least wmhm one fiscal (1 ) year from date of receipt of pre-authorizarion.
2 Arach OFFICIAL 2D ECHO RESULTS in the patient’s chart g
3 By morphologic’ classification of < TOF, the components of TOF, which mclude a VSD_ mth pulmonic  steriosis,
infundibulovalvar, may be of the same nature as the acyanotic VSD with pulmonic stenosis. The difference lie in the degree of
overriding and dilatation of the aora which is absent in VSD with PS. As such, clinical presentation will be cyanosis in TOF and
acyanosis in the, pure VSD with PS types. Despite the difference in moxphologlc components and clinical presentation, the
surgical proccdurc of TOTAL CORRECTION wilt be the same for both. This includes:
L VSD.Parch Closure <
ii. +RVOT repair with or withour parch OR -
ii. + infundibulectémy of the infundibutar muscle

/20.2/

Q—ﬂ Certified cor{qg:t by:'& e ‘- ;;,Gonfrormc by
or \m (Printed name and signature) (Printed name and signature)
D~ = Attending Pediatric Cardiologist Parent/ Guardian
BE= % =} P 5 _
| Accreditation No,
¢
3 o \‘-J
I
Y| o ~
&
&

Once approved, the contracted FHCP 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) when
filing the first tranche.

There is no need to attach laboratory results. However, these should be included in the patient’s chart
and may be checked during the field monitoring of the Z Benefits. Please do not leave any item blankj

NI

l

Revised as of November 2021 Page 2 of 3 of Aonex A - TOFE
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

PRE-AUTHORIZATION REQUEST
Tetralogy of Fallot Surgery

UNIVERSAL HEALTH CARE
KALUSESAN AT KAIINOR FARA 15 LARAT

DATE OF REQUEST (mm/dd/yyyy):
'This is to request approval for provision of services under the Z benefit package for
in R i
(Patient’s Jass, first, suffisc, middle nanre) i (Name of H CP)

under the terms and conditions as agreed for avallment of the Z Bénefit Package

The patient is aware of the PhilHealth pal@ oeci p@mem aﬂd agreed o avail of tbe bmg/' 3 paaéaga (please tick
appropriate box):
O Withont co-payment H
O With co-payment, jor the p:;@ 2 qf

-+ by & W ]

Certified correct by: _,.»i,»"" _ . { Certified correct by: j;f& o
(Pnnted fdme and s1gnature) . (Printed namie and 51gnamre)
Please tick appropnate box .f o Executive Director/ Chief of Hospital/
\ 1 Chair, Department of Pedlatnc Catdiology | Medical Dlrector/ Medlcal Center Chief
N O Chief, Division of Pedlatnc CV Surgery--- - ot A
PElFedE 7 o
\R Accreditation No./ | - ;~':- 4, 7 AccredaauonNo ‘ i -
~ i el L .
H Jf R 'CQﬁfbme b},
83}_ © Y &E - e -+ #(Printed name and signature)
QO & i;"{‘- S T gt Patient
A | - 3 RO
€O ] * (For PhilbHealth Use Only)
=2 O APPROVED S
| O DISAPPROVED (State reason/s)
&)
(]
e

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

INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS

Activity Initial | Date | O APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS
(lf received by I.I'I[O): (Printed name and signature)

Head or authorized BAS represertative

O Approved O Disapproved Activity Initial | Date
Released 1o HCP: Received by BAS: -
This pre-authorization is valid for one hundred O Approved O Disapproved
eighty (180) calendar days from date of approval
of request. Released to HCP:

Revised as of November 2021
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philheaith.gov.ph

L5

UNIVERSAL HEALTH CARE
RAUIGDAW LI KA3HER FARA 13 LabiaT

Case No.
Annex “Al - VSD”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
' O Mak O Female
[ 2. PhilFealth ID Number HEgEEERERERER I‘I:I
B. MEMBER O Same as patient  (Auswer the following onty if the patient :.fadepena’my
w1, Last Name, First Name, Mlddle Na.me, Suffix- _
2. Philliskh 1D Nunber I [-1 1 1] I I TIT11-0J

Fulfilled selections criteria . [J Yes If yes , proceed 1o pre-authorization apphcanon

- EI No If no, speafy reason/s and encode

f“ X

s
SRR,

» + PRE-AUTHORIZATION CHECKLIST ;

’} Ventricular Septal Defect (VSD) Closure -
S S ! ' S Place a check mark ()
N QUALIFICATIONS ‘ : N YES
} Age 1to 10yedrs and 364 days ‘ . y
~ I ATTESTED BY ATTENDING PEDIATRIC CARDIOLOGIS’I:
o w' { ; . " Place a check mark (v}
0> = o — T DATE DONE
> % || DIAGNOSTICS! e YES | Dovann
N Based on 2D Echocardlogram.
L0 & a. Confirmed ventricular septal defect penmembmnous,
=2 5ubaorr.1c or subpulmonic; or inlet type
b. NO combined shunts such as atrial septal defect or
o atrioventricular septal defect, Aoropulmonary window
o c. NO other associated congenital heart disease (CHD): such as

coarctation of the aorta, or moderate to severe aortic
wsufficiency needing replacement

d. INO unstable congenital anomalies

to +1

e. Pulmonary artery maximum systolic pressure gradient
<55mmHg or pulmonary valve annulus with a Z score of -1

f. Pulmonary arterial pressure (PAP) normal , mild to moderate
or less than 2/3 the systolic blood pressure, with
hemodynamic studies, if applicable

! Must be done at least within six (6) months from date of reweipt of pre-autborization
2 Amach OFFICIAL 2D ECHO RESULTS in the patient’s chart

Revised as of November 2021
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HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

A PA’-I'IENT

1. Last Name, First Name, Middle Namc, Sufflx

SEX

ey o D Male O Pem-a-l-e

,‘2 PhilHealth ID Number II | I I [ I I 1T I l -]

'B. IV[EMBER [ Same as patient (Answer, e ﬁ!/aw:rzg only if the patteﬂt is a dependent)
1. Last Name, Fust Name Mlddle Narne, Suff1x H
2 Pl-ulHealthIDNumber | | T I HER | | | | -]

Certified correct by: "+ - _(.bnfonne by: ; g"-

{Printed n;me and signatu’.t:g) : (Printed name and mguannt-)

Attending Pediatric Cardiologist Parent/ Gua.ldla.n

PhilHezlth ,};‘ . ) e
Accrediation No, 7 | 1 ot e e R N

/No te: ‘g

Once approved, the contracted HcpP sha[l print the approved pre-authorization form and have this
signed by the patlent, parent or guardian and health care proyidess, as applicable. This form shall be
submitted 1 to the Local Health Insurance Offlce (LHIO) or the PhilHealth Regional Office (PRO)
when filing the first tranche:~ - =

There is nio need to auach laboratory resulrs However, r.hese should be included in the patient’s chart
and may be checlied dunng the fxeld momtonng of the Z Benefits. Please do not leave any item blank.

~

J

: ”‘"/JKZOZ/ -

MASTER
COPY
_0313

-

Revised as of November 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Bonlevard, Pasig City

Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
ERUIIURAN M VAT FATK 43 LAKAT

PRE-AUTHORIZATION REQUEST
Ventricular Septal Defect (VSD) Closure

DATE OF REQUEST (mm/dd/yyyy)
This is to request approval for provision of services under the Z benefit package for
in
(Patient’s /asz, first, suffix, middle nams) - ~(Name of HCP)

under the terms and conditions as agreed for avaﬂment ‘of the Z Benefit Package

The patient is aware of the PhilHealth po/zgi on m p@meﬂt and agreed to avail of the bemf i3 padzage (please tick

appropriate box):
O Withent co-payment

O With co-payment, for the pmpase zy’

Cerufied correct by: ‘* Cenified correct by: f
(Printed name and mgnarune) ~ (Printed name and signature)
Please tick appropriate box Executive Director/ Chief of Hospital/

O Chair, Departrient of Pedlamc Cardxology Medical Director/ Medical Center Chief

~\. | O Chief, Division of Pedlat.nc Ccv Surgery —m T _
n FulHeakh i ~ T | PhlFeE - -
(9 Accreditation No. ! ! : iy | : ' A’cc:edila‘tion No. S - -
N E
\ ! _ Gonforme by‘
A - (Prmted name and signature)
3 . - Pauent
y (For PhilHealth Use Only)
4 APPROVED . - ’
O DISAPPROVED (State reason/ s)
(Printed name and signature)
Head or anthorized representative, Benefits Administration Section (BAS)
INITTIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | O APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
E".ndors_ed w BAS (Printed nante and signazure)
(If received by LI—HO): Head or authoriged BAS representative
O Approved O Disapproved Activity Initial | Date
Released to HCP: Received by BAS:
This pre-authorization is valid for one hundred O Approved O Disapproved
eighty (180) calendar days from date of approval
of request. Released 1o HCP:

Revised as of November 2021 Page 3 of 3 of Annex A1 - VSD
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

o philesthgovph AL HEALTY A
Case No.
Annex “A2 —VSD”»
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP .
EPRTERT SEX y
e ';:‘," - o i:l Maleg |:| Female
*1 2. Phillealth ID Number L l IHE l K T l TTT1-03 I
R O Same as patient Mrﬁmﬂrtfm ﬁ//aw?.gaﬂj i the pdfzeﬂfz.mdqbeﬂdmd AT = ;
' | 1. Last Name, Fn;st Naxne Mddle Name, Suffix ; RIS
e PhﬂHealthIDNumber . | EE il—l [TTTTIT]- I

R ut Ty
_g, g> B o . )

Fulfilled selectlons criteria [1.Yes IF yes, proceed to pre-authonzauon apphcatlon
0 No If no, specify reason/s and encode

fﬁ Bt _; o
Fe R f.. s

poz/

PRE AUTHORIZATION CHECKLIST

}‘ Ventncular Septa] Defect (V SD) Closuce w1th Assomated Spec1al Clinical Conditions
} S 3, A R " Place a check mark (v)
r N QUALIFICATIONS N P YES
5 15 Age 11010 years and 364 days . m : ,‘ L s
i__ Q- Q e ,W» " o
EEL ATTESTED BY ATTENDING PEDIATRIC CARDIOLOGIST
<V i Place a check mark (v)
-2 ; T ~ DATE
h DIA’(’;"N”()’S’TICSI YES DONE
¥ {mm/dd/yyyy)
o || 1.Based on 2D Echocardiogram:?
a. Confirmed ventricular septal defect perimembranous, subaortic,
subpulmonic, or inks fype

b. NO combined shunts such as atrial septal defect or atrioventricular septal
defect; Aorto-putmonary window

¢. NO LV Outflow tract obstruction (CHD): such as coarctation of the
aorta

2. Any of the following may be allowed:

‘& Associated patent ductus arferiosus

®  Moderate aortic insufficiency not warranting replacement

o Pulmonary or Ariery Pressure > 2/ 3 of systemsic pressure with reactive
pulmonary bed by ECHO documented by_ cardiac catheterization

®  Down’s Syndrome

1Must be done at least within six (6) months from date of reeipr of pre-anthorization
2 Artach OFFICTAL 2D ECHO RESULTS in the patient’s chart

Revised as of November 2021
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HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

"1 1. Last Name, First Name, Middle Name, Suffix SEX

O Make Ul Fewake

: -f 2. PhilHealth ID Number

MT]-COTTTTTTTT11-

1 O Same ar patient  (Answer the following only if the pzzz'tmt zsadepmdemj P
1. Last Name, First Name, I\/IlddleName Suff:x uT_ R

+*-~{ 2, PhilHealth ID Number ..

m-lllllllrrll

[
1

Centified correct by:

Lo Oonformeby' K: x

(Pnnted name and mgnature)
Attending Pedxatnc Cardiologjst

(Printed name and mgnature)

Parent/ Guardian s

PhilHealth JE
Accreditation ;’V
No. '

/Note

when filing the fust tranche :

S g

Once appmved, the contracted HGI? shall pnnt the approved pre- authonzauon form and have this
signed by the patient, parent or guardian and health caré providers; as applicable. This form shall be
submitted to! the Local, Health Insurance Offu:e (LHIO) or- the Planealth Regional Office (PRO)

There is no need to-attach labor‘;to;;r"msdm However, t_hese should be mcluded in the patient’s chart
and may be checked dunng the field momtonng of the Z Benefu:s Please do not leave any item blank.

Revised as of November 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION N5,
Citystate Centre, 709 Shaw Boulevard, Pasig City :':s
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 =
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
EAUNIUEAN AT FALINGA PARA, 35 LAHAT

PRE-AUTHORIZATION REQUEST
Ventricular Septal Defect (VSD) Closure with Associated Special Clinical Conditions

DATE OF REQUEST (mm/dd/yyyy)
This is to request approval for provision of services under the Z benefit package for

n

(Patient’s fass, firsy, ;;ﬁzx, wutdddle name)

appropriate box):
O Withont co-payment

D With co-payment, for the purpose.
Certified correct by: ’

it

(Printed name and sxgnature)
Executive Director/Chief of Hospital/
Medical Director/. Medlcal Center Chief

(Printed name and mgnatum)

Please tick appropriate “hox
O Chair, Departmerit of Pediatric Card;olo
O Chief, D1v1510n of Pedlarnc CV Surgery:.

AN [PhilFeakh [ T EER _
? Accreditation “Accreditation | 4 | 7
No ; et 1l
-———“\\- — 7
|
o g
: I (Pnnted name and signature)
R +_Patient/Parent/ Guard1an
e -
C'\ -

M

MASTER
COPY

(Printed name and signature)
: Head or anthorized representative, Benefits Administration Section (BAS)

b

INTTIAL APPLICATION COMPLIANCE TO REQUIREMENTS

Activity Initial | Date | 0 APPROVED
Received by LHIO/BAS: O DISAPPROVED (State reason/s)
Endorsed to BAS
(1f received bYLI'IIO). (Printed name and sigraturs)

Head or anthorized BAS representative
O Approved O Disapproved Activity Initial | Date
Released o HCP: Received by BAS:
This pre-authortization is valid for one hundred | O Approved O Disapproved
eighty (180) calendar days from date of i
approval of request. Released to HCP:
Revised as of November 2021 Page 3 of 3 of Annex A2 - VSD |
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION i‘ﬁ )
Cltyst:lite Centre, 709 Shaw Boulevard, Pasig City

Call Centcr‘ (02) 8441-7442 | Trunkline: (02) 8441-7444

NIVERSAL HEALTH CARE
www.philhealth.gov.ph UNIVERSAL HEALTH CAR

|

)

Numero ng kaso:

Case No. ‘
Annex "B-ME Form"
}
| MEMB]?_'.R EMPOWERMENT FORM
| Magpaaldm, tumulong, at magbigay kapangyarihan
Inform, Support & Empower
Mga Panuto: i . a §
Instructions: ) -

1. Ipaliliwanag at tutulungan ng kinatawan ng ospxtal ang pasyente sa pagsasagot ng ME form
The health care provider shall explain and assist the patientin filling-up the ME form. s y

2. Tsulat nang maayos at malmawang mga unpormasyon na !makaﬂangan. ; '
Legibly print adl information pmwdzi :

3. Pamasamga kata.uungang nangangaﬂangan ng sagot na "00” o "hind{", lagyan ng marka (\/) ang, angkop
na kahon.

i, 1

For ftems requiring a “yes”, or “ue” response, tick @pmpnareﬁl m'rb a check mark (V). ’.
R\ 4. Gumarnit ng karagdagang papel lnmg Iﬂnalmla.ngan. Lagyan ito ng kaululang rm.rka at 1]a.klp ito saME
form. i
‘9 Use additional blamé :beef.r if ﬁemmg, label pmperé& afza' attach securely to this ME form. | ‘ g
; 5. Ang ]anonuata.ng ospital na magkakaloob ng dalubhasang pangangalaga sa pagpapamnn ng kopya ng
ME Form. -
\l The ME form shall be reproduced: lg t.b: confracted bealth care institution (FICI) providing .y)maﬁ'{ed eare.
A 6. Dalawang kopya ng ME form ang kailangang: ihigay ng kinontratang ospnal. Ang mga kopyang
™~ ' nabanggit ay ilalaan para sa pasyente at sa ospital.
LY Duplicate copies of the ME form shall be niads avaitable by the contracted H C? —oue for tbe pat:ent and one as filk copy
> & of the ram‘ma‘ed HC providing the spmal:ged eare.
4. o 7. Parasa mga pasyenteng gagamitng Z Benefit for Moblhty Orthoses Rehabxhtauon Prosthesis
) | ! Help (ZMORPH), ukol sa pagpapalit ng artipisyal na ibabang bahagi ng hita at binti, 0 Z
R P Benefits para sa mga batang may kapansanan, isulat ang N/A sa tala B2, B3 at D6. Para
‘ naman sa Peritoneal Dialysis (PD) First Z+Benefits, isulat ang N/A para sa tala B2 at B3.

MASTER

For pauems availing of the Z Mob.llny Orthoses Rebabjﬁtauon Prosthesis Help (ZMORPH) for
fitting of the exteral lower Jimb prosthesis, or Z Benefits for children with disabilities, write
N/A for items B2, B3 and D6 and for PD First Z Benefits, write N/A for items B2 and B3.

LQ

— s
5.‘

PANGALAN NG OSPITAL
HEALTH CARE INSTITUTION (HCI)

ADRES NG OSPITAL
ADDRESS OF HCT

Revised as of Novesber 2021
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MIAS TER
COPY

@

A.Impormasyon ng Miyembro/ Pasyente

A Member/Patient Tnformation

PASYENTE (Apelyido, Pangalan, Panggitnang Apelyido, Karagdagan sa Pangalan)
BATIENT (Last nanse, First name, Middle name, Suffix)

NUMERONGPI—HLHEAL'IHIDNGPASYENI’EDD DDDDDDDDD l:”:l

PHI.HEALTH ID NUMBER OF PATIENT

MIYEMBRO (kung ang pasyente ay kalipikadong malukmabang) (Apelyldo, Pangalan P;mggmang Apely:do, Karagdagan sa
Pangalan)

MEMBER (if patient s a dependent) (Last narze, First name, M:ddk mmfe, Suffix)

NUMERONGPI—IILI—IEAL’IHIDNGMYEMBRODD DDDDDDDDD L]

PHIILHEALTH ID NUMBER OF MEMBER

PERMANENTENG TIRAHAN .+ -7« . o
PERMANENT ADDRESS a L G .
Petsa ng Kapanganzkan (Buwan/Araw/’ Taon) Edad Kasarian
Birthday (rer] ddf ) Agé Sex ;
Numero ng Telepono . +Numero ng Cellphone Ermail Address
Telephane Number . *'| Mobile N wonber Ewail Address
Kategorya bilang Miyembro: = ; T
Membership Category: 7 :
Direct contnibutor, *
Direct m:rfnbmar )
O Empleado ng pnbadong scctor R Kasambahay/ Hamebald Hegb
Employed private . s SRR T u Tagamanﬁho ng Panilya/ Family driver
O Empleado ng gobyerno : ) O Filipinong Manggagawa sa ibang bansa
Enployed govermment - Migrant Warker/ OF W
g O May sariling pmagkalmlutaan . ° O Land-based 01 Sea-based
\ Self earning Lo T ' - Lapd-based Sea-based
—_— O Indibidwal o0 0 L e .+ E1 Habambuhay na kaanib/ I ifetine Membor
v Indsvidual "~ S -+ 0O Filipino na may dalawang paglamamamayan/Nalatira
™~ O Sole proprietor .. - =2 saibang bansa
Sole proprietor . . } Filipino with Dual Citivensbhip{ Living abroad
[ O Group enrollment scheme -+ - O Foreign national/ Foreign national
o Gronp enrollment schenre
£
| Indirect contributor
“ Inrdirect contributor |
[ O Listahanan [ Inisponsuran ng LGU
Listabanan LGU-spansored
& 0 4Ps/MCCT O Inisponsuran ng NGA
4Ps fIMCCT NGA-spensored
[0 Nakatatandang mamamayan O Inisponsuran ng pribadong sector
Senior Citizen (RA 10645) Private-sponsored
O PAMANA O Taong may kapansanan
PAMANA Person with ditability
O KIA/KIPO
KL4/KIPO
O Bangsamoro/Normalization
Revised as of Navemiber 2021 Page 2 of 8 of Annex B — ME Form
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Vaoay

2 /2

Date:

MASTER
COPY

De:

B. Impormasyong Klinikal

.B. Clinical Information

1. Paglalarawan ng kondisyon ng
pasyente
Description of condition

2. Napagkasunduang angkop na plano
ng gamutan sa ospl
Applicable Treatment Plan agreed spon

with healthare provider

3. Napagkasunduang angkop ma o
altematibong plano ng gamutan sa | .07 -
ospital T
Applicable  alternative  Treatment Phn
agreed npon with health care provider -

C. Talatakdaan ng Gamutan at Kasunod na Konsultasyon‘

C. Treatment Schedule and Follov=up V.tstt/s

Petsa ng unang pagkakaosp1tal 0
nsultasyona - -

(buwar/ araw/ taon) s

Datz of initial adwiission to HCT or " §

consule (mm/ d’d/ w) i

» Para sa ZMORPH/ mgabamug may -
kapansanan, fto ay rurmmukoy sa paghonsulta
para sa rehabiliasyon ng external lower limb
pre-prosthesis/ device, Para maman'sa PD Firsy, | s
fto ay ang petsa ng konsubasyon o pagdalawsa | ¢ ‘
PD provider bago magsmau]a ang unang P
exchm!;e' el o

« For ZMi OI{PI 1/ rAtMm: wﬁ‘b disabilities (CIWDy),
this vefers to the consultprior 2o the protision of the
derice and or rebabiliiation, For PD First, this refers to
Hhe date of mediéal corisuliaiion or visit to the PD
Provider prior to the .rfan' ry’ the first PD excchange,

2. Pansamantalang Petsangsusunod | .-
na pagpapa-ospital o
konsultasyonb (bwan/araw/taon)
Tentative Datef s of succeeding admission
to HCI or consultt (mmf dd{yyy)

b Para sa ZMORPH/ mga batang may
leapansanan, ito ay pewa ng paghlapat at

pagsasayos ng devive, Para naman sa PD First,
1o ay ang kasunod na pagbisita sa PD Provider,

b For ZMORPH/ CWDS, this refers to the
meassirement, fitting and adistments of the detiee, For
the PD First, this refers to the nexd visit fo the PD
Protider.

|

3. Pansamantalang Petsa ng kasunod
na pagbisita ¢ (buwan/araw/taon)
Tentative Date/ s of follow-up visit/ s
(] dd] yyyy)
¢ Para sa ZMORPH/ mga batang may
lkapansanan, ito ay ummrtukoy sa rehabilitasyon
ng external lower limb post-prosthesis.
¢ Far ZMORPH/ QWD this refers to the external
lower Kb post-prosthesis rebabifitation consult.

Revised as of Nogewber 2021
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O

D..Edukasyon ng Miyembro
ber E {

of applisib

1 Ipmahwanag ﬁg kinatawan ng ospital ang un ng aking karamdaman.
My health care provider excplained the nature of ney condition] disability.

2. Ipinaliwanag ng kinatawan ng ospital ang mga pagpipiliang paraan ng
gamutan/ interbensyon 4
My heaith care provider explained the ireatiment options/ intervention’.

d Para sa ZMORPH, ito ay ukol sa pangangmla.ngan ng pagblbigay at rehabﬂltasyon
para sa pre at post-device,
¢ For ZMORPH, this refers 1o the need ﬁ:r pm and pan’ a’ewm _pmw.rwr.' and rebabilitation.

3. Ipinaliwanag ng kinatawan ng ospltal ang mga posxbleng mga epekto/ masamang °
epekto ng gamutan/ interbensyon. !, i
The possible side effects] adﬂem: éffects of tn’atmmt/ mtem:zz‘sz were excplained to wre.

4, Ipinaliwanag ng kinatawan ng ospital ang kmlangang serbisyo para sa gamutan ng
aking karamdaman/ interbensyon. -
My bealth care pravm'er explained the mdndatag; Jerwce.r and ofher services required jbr z'be P
treatment of my w:zdtfzon/ mtementwn )

5. Lubos akong nasry.ahan sa pahmnag na ibinigay ng ospital.
Lam .rat:gr ed with the e:qb/amﬂan gzvefz 10 mue {JJ, ;fg: heaith care pmwder

6. Naibigay sa, akm nang | buo ang unponnasyon na ako ay mahusay na: aalagaan ng
mga dalubhasang doktor sa aking piniling kinontratang ospital ng PhilFealth at
kung gustuhin ko mang lumipat rig ospital ay hindi ito maka- aapekto sa alang
pagpapagamot.

I bave been ﬁt/_!y z?_szfmed that I will be cared for by. all z‘i;e  pertingnt medzm[ and aflied
specialties, as wéeded, present it the Phil-ealth mniracted HICI of my choize and thas preferring
another contracted H CI for the said {ﬁeaalzzed eare wz!l wot affect my treatment in any way.

7. Ipinaliwanag ng Kinatawan ng ospital ang kahalagahan ng pagsunod sa panukalang
gamutan/ interbensyon. Kasama rito ang pagkompleto ng gamutan/interbensyon
sa upang ospital kung saan nasimulan ang aking gamutan/mterbensyon.

My health care provider explained the iniporiance of adbering to niy freatnient plan/ intervention.
This includes completing the course of treatment/ interveniton in the contracted HCI where niy
treatment/ intervention was initiated.

Paalla: Ang hindi pagsunod ng pasyente sa napagkasunduang gamutan/interbensyon sa osphal ay
maaaring magresulta sz hindi pagbabayad ng mga kasunod na claims at hindi dapat itong ipasa
bilang case rates.

Note: Non-adberence of the patient to the agreed treatwient plan/intervention i the HCI may result to denial of filed
clainas for the succeeding tranches and which should not be filed ar case rates,

age 4 of 8 of Annex B — ME Form
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gyan ng tsek (V) ang anglkiop na

i mark () sBpasite appripr

L i ot ahpilicab,
. Blmgyan ako ng ospital ng talaan ng mga 2 susunod kong pagb151ta
My health care provider gave me the schedule/s of my follow-up visit/s.

tulong pinansiyal o ibang pang suporta,
a. Sangay ng pamahalaan (Hal.: PCSO,

¢. Pauent Suppont Group
d. Corporate Foundation

support, when needed.
a. Governiment ageny (ex. PCSO, PMS L
b. Civil society or won-government orgiasi:
& Patient Support Group
d. Corporate Faundation

9. Ipnaalam sa akin ng ospital ang unpormasyon tungkol sa maaani kong hingan ng
b. Civil society o non-government organization v e

e. Iba pa (Hal. Media, Religious Group, PO]-ll;lCla.n ?etc )
My health care provider gave e information wbm 1 ‘g9 ﬁr ﬁﬂﬂua o g a d i ber ans @r

e. Others (ex. Media, Relz‘gzém Gmup, Polftmcm,

kung kinakailangan.
PMS, LGU, etc.)

I have been ﬁtmﬁﬁed by my health care p
specialized care of #y condition. L L

10. Nabigyan ako ng kopya ng hstahan:_'ng mga kmontmta.ng ospital para

I have been ﬁ/{y zrg)%rmed t'gy ;?gy bea[f
benefit amzlmem‘ on tbe Z Bemj' r.r'_ '

kondlsyon/ kapansanan

11. Nabigyan ako ) g sapat na, kaalaman funggﬂ sa‘beneplsyo at tuntunin ng P}ulE{ealth

b. Ipinaliwanag sa akin ¢

. I
1 e _J/ ‘302/
§~’
:é:
§
£y

mlyembro at kanilang kalipikadong

Y

MASTER
co

1 fulfill alf selections iriteria ﬁ)rﬂy} mrzdztm / z il

Paalala: Ang polls1ya g’ NBB' ay maaanng makamit ng mga sumusunod na

ospital: inisponsuran, maralita, kasambahay, senior citizens at miyembro ng
iGroup na may kaukulang Group Policy Centract (GPO).
Note:  NBB policy is applicable 1o the following members when adwitted in werd
accomnodation: sponsored, indipent, housebold help, senior citizens and iGronp mentbers with
valid Gromp Policy Contract (GPC) and their qualified dependents.

maldkinabang kapag na-admit sa ward ng

Lﬁ

and e.

¢, Nauunawaan ko na sakaling hindi

expenses

Para sa inisponsuran, maralita, kasambahay, senior citizens at miyembro
ng iGroup na may kaukulang Group Policy Contract (GPC) at kanilang
kwalipikadong makikinabang, sagutan ang c,d ate. |
For sponsored, indigent, household help, senior citizens and iGroup

members with valid GPC and their qualified dependents, answer ¢, d

magkaroon ng kaukulang gastos na aking babayaran.
I understand that I may choose not to avail of the NBB and may be charged out of pocket

ako gumamit ng NBB ay maaan akong

Page 5 of 8 of Annex B — ME Form
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d. Sakaling ako ay nagpalipat sa mas magandang kuwarto ayon sa aking kagustuhan
o turmanggap ng ,éaragdagang serbisyo na hindi kasama sa bengpisyo, nanunawaan ko na
di 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 to upgrade gy room accommodation or avarl of additional services that are
ot fncluded in the [}mgit  package, I understand that I can no longer denrand the lJmpz'm] to
grant mie the privilege given fo NBB patients (that is, no out of pafkei‘ pqywetzt :{paﬂ —
discharge from the bospital) g e
¢. Ninanais ko na lumabas sa polisiyang NBB_ang PhllHeah:h at. dahll dxto e
babayaran ko ang anumang halaga na hindi sakop ng benep:sy) saPhilHealth .|
I opt out of the NBB policy of P/leHea!ﬁb anf Lo wz![zng 1o pay i tcp of my szlHeath I ?
benefite :
f. I’u:rfxiapayag akong magbayad ng ! hanggang sa hala.gang PHP *o i

para sa; ;f} L 1
I agree 10 pay as much as PHP f’ et ﬁr'{be ﬁllawng: i
[ Paglipat ko sa mas magandang lmwmto, o A g

I choose to tgbgrade ) room acmmmadaawz, o . 5 H ST
O anumang karagdagang serblsyo, mlmym N
additional :erzfzare:, Specify £ F

LR
T o f S 3
P : B

*Tto ay'tmannyang halaga. lamang na gagabay sa pasyente kung magkano ang
lanyang: baba}man at hmdl dapat gawing batayen parasa pa.gtutuos ng -
lmwentasng nagugol fia gastusin sa paglakaospital ria baba}amn ng PhﬂHealth.
This #s an estimated ammzt that, gmdef the: patmzt o how mmb tbe oﬁt qf pa.c/éet iy be
and .rbaz;.kf not be a basis jbr anditing. r!azm.r retmbz;r.rement < o

Ang mga sumusunod na ‘katanungan ay pata sa mga rmyembto ng formal
R\ at mformal economy at kanilang mga kahpxkadong malnkmabang

The faﬂom:g are appbcable to fognal and m.f'oxmal economy and their
‘9 qualified dependents ) o et

o ‘ Nannnndllmn kna maaari akong magkamon ng babayaran para sa halagang
h1nd1 sakop ng benépisyo'sa PhilHealth.
T understand that there may be an additional payment on fop of my Phillleaith benefits.

{f, h. Pumapayag akong magbayad ng hanggang sa halagang PHP *
> para sa aking gamutan na hindi sakop ng benepisyo ng PhilHealth.

\ I agree 10 pay as niuch as PHP * as additional paymient on top of rry
§T PhifHealth bensfits.

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

) kanyang babayaran at hindi dapat gawing batayan para sa pagtutuos ng
e — | lawenta ng nagugol na gastusin sa pagkakaospital na babayaran ng PhilHealth.
This is an estimated amonnt that guides the paticnt on hew much the ont of pocket may be
and should not be a basis for anditing caims reimbursement,

12. Limang (5) araw lamang ang babawasan mula sa 45 araw na palugit sa
benepisyo sa 1sang taon para sa buong gamutan sa ilalim ng Z benefits.

Only five (5) days shall be deducted from the 45 confinersent days benefit limit per year for
the duration of my treatnient/ tntervention under the Z Benefitr.

Revised as of Novenher 2021 ' Page 6 of 8 of Annex B — ME Form
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E. Tungkulin qtiResponsabllldad ng Miyembro

g i SN
1. Nauunawaan ko ang aking tunghkulin upang masunod ang nararapat at nakatakda
kong gamutan.
I understand that I am responsible for adbering fo w1y Ireatnient schedute.

2. Nauunawaan ko na ang pagsunod sa tinakdang gamutan ay mahalaga tungo sa
aking paggaling at pangunahing kailangan upang magarmt ko nan.g buo ang y .
benefits. Y
I understand that adberence to my treatment schedule is zmparz‘ant i termns af clinical azttmmes
and a pre-requisite o the full entitfenent qf tbe VA ber:qﬁf: :

3, Nauunawaan ko na tunglulin kong sumunod $a. mga pohs1ya at patalwan 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 mgkagaxmt ng Z benefits. '
I understand that it s miy responsibility to follow and comply with all the policies and procedures
of PhilHealth and the health care provider in order 1 avail of the full Z benefit package. In the
event that I fail o m;rgpfy with policies and procedures of PhilHealth and the bealth care B
provider, I waive z‘be pnwlege of availing the Z hemg“ 5. , o

F. Pangalan, Lagda, Thumb Print.at Petsa

F. Printed Namé, Signature, T]mmb Lrintand Date

&\ Pangalan at Lagda ng pasyente:* - Thumb Print Petsa
Printed name mm’ J‘{gﬂafﬂf? qf palient® (kv.ng ‘hindi miakakasular (buwan/ araw/ taon)
@ © angpasyente)
k L N - {t paf{.ﬁerszunab[e to write)
N *Para sa mga ménor de-edad, ang magulang o'tagapag-alaga ang |+*
o pxp]nm o maglalagay nig thumb print sa ngalan ng pasyente,
g * For minors, the parent or griaidian affixes their Jrgmtmr or tbymb print bere
o B on bebalf of the patient.
i Z‘ ™
| i-g;{j e Pangalan at lagda ng nangangalagang Doktor: Petsa (buwan/araw/1aon)
AL () \ Printed nanse and signature of Attending Doctor Date (mm/ dd{yyp)
>
| - I Mga Sakssi:
Witnesses:
I Pangalan at lagda ng kinatawan ng ospital: Petsa (buwan/araw/1aon)
o J Printed name and signature of HCI staff member Date (] dd yyp)
Pangalan at lagda ng asawa/ magulang / pinakamalapit na kamag- Petsa (buwan/araw/taon)
anak/awtorisadong kinatawan Date (mm]dd]yyy)
Printed name and signature of spouse/ parent{ next of kin [ anthoriged guardian or
representalive
O walang kasama/ no companion
Revised as of Novewsher 2021 Page 7 of 8 of Annex B — ME Form

€3 PhilHealthofficial () teamphithealtn (F)actioncenter@philhealthgav,ph




/|20 2/

i

WEILYE

TER
By

A5

C: ”7‘9' Dat

1w

L B

L

iﬁgagqg-qgnay rig PhilHeslth para sa'Z benefits

G. PhilHealth Z Coordinator Coiifact Detiils
Pangalan ng Tagapag-ugnay ng PhilHealth para sa Z benefits na nakatalaga sa ospital
Narme of PhilHealth Z Coordinator assigned at the HCT

Numero ng Telepono Numero ng CellPhone Email Address
Telephone number Mobile number

H..Numerong maaaring tawagan:sa. PhilHealth
H. PhilHéaith Contact Details
Opisinang Panrehiyon ng PhilHealth
Phillealth Regional Qffice No.
Numero ng telepono
Hotfine Nos.

1. Pahintulotssa pagsusuri satalaan ng pasyente J. Rahinwlovna mailagay ang smedial. data sa Z
1. Conserit to accéss palient record benefit information and tracking system (ZBITS)

] Consent to enter.-medical data in the Z
Jr‘mfarma tion & tracking system

Ako ay pumapayag na suniin ng PhilHealth ang aking
totohan;

Ako ay pmnapayag pa.mailagay ang alang
52 ZBITS na kailangan sa Z
wulitari ko din ang PhilHealth na
itig’ personal na impormasyong
mga kinontratang ospital.

Ako ay nagpapaumay na walang pananagutan ang PhllI‘IEtaIth o sinumang opisyal, empleyado o kinatawan
mula sa pahintulot na: nakasaad sa itaas sapagkat kusang-loob ko itong ibinigay upang makagamit ng Z
benefits ng PhilHealth. ™ o

I herely bold PhilHealth or any of its qﬁicm, employees and/ or representatives free from any and all Fabilitées relative to the
herein-mentioned consent which 1 have voluntarily and willingly given in connection with the Z claim for reimbursemsent before
Philtealth.

Buong pangalan at lagda ng pasyente* Thumb prnt | Petsa (buwan/araw/taon}

Printed name and signature of patient* (Kung hindina | Date e/ dd/ypyy)
makasusulat)

* Para sa mga menor de edad, ang magulang o tagapag-alaga ang pipimma o e a:;z:;::;;;nable

maglalagay ng thumb print sa ngalan ng pasyente.

* For minors, the parent or guardian affixes their signature or thumb print here on bebaif

of the paitent,

Buong pangalan at lagda ng kumakatawan sa pasyente Petsa (buwan/araw/taon)

Printed name and signature of patient’s representative Date (mm/ ddypp)

O walang kasama/ ne companion

Relasyon ng kumakatawan sa pasyente (Lagyan ng tsek ang angkop na kahon)
Relationship of representative to patient (tick appropriate box)

O asawa O magulang O anak O kapatid Otagapag-alaga O walang kasama
spoise parent child next of kin sHardian 19 Sompanion

Revised as of Nowsmber 2021 ' Page 8 of 8 of Annex B — ME Form

@3 Pritkteaithofficial §2() searmphilhealth () actioncenter@phithealthgovph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02) 8441-7442  Trunkline: (02) 8441-7444
www.philhealth.gov.ph

it
URNIVERSAL HEALTH CARE
RALGIN QAN At EagiliZh Paks 4 LaHAY

Case No.

Annex “C1-ALLY

CHECKLIST OF MANDATORY AND OTHER SERVICES
Acute Lymphocytic/Lymphoblastic Leukemia (Standard Risk)
Induction Phase

Tranche 1

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP S T

T
L

“A-PATIENT | 1 Last Narae, Fis Nameerddle Name, Sufflx SEX"

) || Ma!e O Fewale
|2 vhtean oot [L-LITLTL] [0-O1
B MEMRER: | O Same ar patzem‘ é‘lmzwrtbe jb[/wwng aﬂﬁi ff the patient is a dependent) i

. . 1. LastNamc, FnstName, Mlddle Name, Suffix l

‘‘‘‘‘

| 2. Ph]]HealthIDNumber f”'“l [1-TTT1 | | [T 11-[]
DATE OFEND OFH\‘DUCHON PHLASE (] ddgr9) :

%“-

\ f!:r,{ s ; ( o ., .... — ‘! N ;j"
A TR T TN T N
Place a () iny the appropriate tick box if #¢ service Sgiven o
.ffl"'MANDATOR:Y:SERVICES- v [ OTHER SERVICES
{ S . i : (As needed/ as indicated)
ey A Dxagnosncs , - PR
. N : .
oo K O Bohe marrow asplmte examination (moxphoioglc
EK S assessment of BMA smears) et |
240, [0 CSF analysis with WBC differential count -
;:‘ O\ 1 O CBC(withplawelevrcounty .~ --= | .
[0 Alanine aminotransferase (AL'I)
& O Bilirubin
o O Creatinine '-';'jfr..;' - , S s -
O PT/PTT SR DR L
Electrolytes :
O Sodium O Calcium
O Potassium O Chloride
! -‘ | g  ; O Magnesium
o e e [0 Phosphorous/ Phesphate

Revised as of Nevember 2021
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fren

LEPY

ne: ﬂd/\j' DaTezi

.eaSTER

Place a (v') in the appropriate tick box if #he service is given

MANDATORY SERVICES

OTHER SERVICES
(As needed/ as indicated)

O Uric acid

O 2D echocardiography

O Chest X-ray T

==C1*Flow tyrometric

Immunophenotypmg

" O CSF cytospin -

0 Abdominal ulrasound

01 Evaluation of infection (ex.
blood culture)

O Others, indicare (ex.
cytogeneucs)

| Blood support and processing:

O Blood typmg

0 Cross'matchin'g”"

[ Blood screening

a Blood products (packed
% RBC/platelet concentrate/
" fresh trozen plasma)

Cbmplete list of med1c1nes given

Chemotherapy- |

O ‘:Systemlc T

R predrusone or dexamethasone
E] vmcnsnne S

I:l doxorubicinV

O Intrathecal

O Single (methotrexate) OR

O Tnple (methotrexate, cytarabine,
hydrocortisone)

Other drugs:

O diphenhydramine

O hydrocortisone

Ant-emetics;

O ondansetron

O metoclopramide

... { Pain medications:

[ nalbuphine

1 tramadol

Revised as of Noventber 2021

Page 2 of 3 of Annex C1 - ALL
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Place a (v') in the appropriate tick box if #be service is given

OTHER SERVICES
(As needed/ as indicated)

Anesthetics:
-] keétamine .,
. O propofol "~
- .| Sedatives (prior to procedure):
"0 midazolam
O diphenhydramine . .

Antimicrobials: |+ Y

MANDATORY SERVICES

O cotrimoxazole

[ ceftriaxone.

O ceftazidime .

O amikacin =~}

O anifungd o) specy

i . £
_ O 'other antimicrobials based on
. |-, hospital antibiogram specify,

it ' IS

Certified cé_ﬁcct by Conforme by:

LY .
A . L o

(Print:ed hé.:_ne and signauq%&) (Printed name and signature)
Attending Physician Parent/ Guardian

m{m . _ —| | Date signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

Revised as of Noweniber 2021 Page 3 of 3 of Annex C1- ALL
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Republic of the Piuhppmes _m E

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02) 8441-7442  Trunkline: (02) 8441-7444 @ é
www.philhealth.gov.ph

UNIVERSAL HEAL"F"I‘! CARE
FALUEDGAN AT FALINGA P4 A 1ARRT
Case No.

Annex “C2 - ALL”

CHECKLIST OF MANDATORY AND OTHER SERVICES
Acute Lymphocytic/Lymphoblastic Leukemia (Standard Risk)
Consolidation, Interim Maintenance and Delayed Intensification Phase

Tranche 2

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

1. Last Name, First Name, Middle

Chemothempy

O Systemic

O prednisone or dexamethasone O doxorubicin

vincristine O L-asparaginase
cytarabine E -

O
d
O cylophosphamide
O methotrexate (IV and oral)
[ é-mercaptopurine
O Intrathecal

O Single (methotrexate) OR

O Trple (methotrexate, cytarabire,
hydrocortisone)

Revised as of Novenzber 2021
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Place a () in the appropriate tick box if e service is given.

MANDATORY SERVICES

OTHER SERVICES
(As needed/ as indicated)

Other drugs

0O MESNA

O hydrocortisone

Anti-emetics

[0 ondansetron

O metoclopramide

Antiticibials e

[0 cotrimoxazole ™. |

ceftriaxone " ¥

ceftazidime . -

antifungal (oral); specify,

O
D '
[ amikacin i
O
|

Orher antiziicrobials based on
hospital anublogram

Spec1fy-

O B}o_’éd producé

. P
L EE

i

}f

Gerfiedcomeciby . - [ Coformeby

;5 =" . "

(Pnnted namie and, 31gnarure) N
Atbendm ‘Physician . - .

(Pnnted name and signature)
Parent/ Guardian

Accreditation No. o
Deate signed (mm/dd/yyyy) ~~

PhilHealth 1] EEEES Date signed (mm/dd/yyyy)

Revised as of November 2021
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PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02) 8441-7442  Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Republic of the Philippines l‘m
o®

AN AT EATIMGA PAES §4 Taid]

Case No.
Annex “C3 — ALL”
CHECKLIST OF MANDATORY AND OTHER SERVICES
Acute Lymphocytic/Lymphoblastic Leukemia (Standard Risk)
After 6" Maintenance Cycle
Tranche 3
R
HEALTH CARE PROVIDER (HCP) . B “
Ty
ADDRESS OF HCP 'f* Ty S
A PATIENT | 1. Last Name Flrst Name Mldd]e Name, Sufflx SEX i
o i f‘f Ll e | Affczie |:| Female

2. P}uIHealthIDNumberfw || I L] 111 | | | | | - D

| B. I\dEMBER O s ame as patient meer he following only if the patient is a a':pma’mﬂ

i 1. Last Name, F1rst Name Mlddle Name, Suffix f >, i:i-:ﬁf
i : i ;

"'*PhﬂHealthHDNumber IlIIIIIIIIIIID

‘‘‘‘‘‘‘‘

PY
Date

C

MASTER
4y

{30: .

, , i ,." 5
Place a (/),;m T.he appropnate tick box Jf the service.is gtven - _ f
SRR OTHER SERVICLES
WANDAEQBY SERVICES .e:““.’f' (As needed/ as indicated)
A Dlagnostlcs B e e
O CSFAnalysis WBC dlfferentlal count 0O Chest X-ray
O CBC with: platelet count o O Bone marrow aspirate examination
o O Alanine aminotransferase (ALT)
‘ g O Creatinine
O Bilirubin
O Amylase
O Cranial CT scan
O CSF cytospin
5 0 Minimal residual disease by flow
cytometry

Revised as of Negember 2021
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-

Place a (¥') in the appropriate tick box if #be serice is given.

MANDATORY SERVICES

OTHER SERVICES
(As needed/ as indicated)

Complete list of medicines given

Chemotherapy

O Systemic

O prednisone or dexanethasone

O doxorubicin

O vincristine

O methotrexate (oral)

00 6-mercaptopurine

{1 Intrathecal

O Single (methotrexate)’ OR

O ‘Triple (methotrexate, cytarabme

hydrocomsone) .
_______ .| Antiemetics [ 1]
B ' O ondansetron
‘ - O metoclopramide «
:. *‘ Abntimicrobials :
‘ ‘ O cotrimoxazole”
~ . = = —
% e O cefrriazone.
S | : ) Ocefrazidime
A 0O amikacin
h‘ v O3 antifungal (oral), specify
~ -0 Other antibiotics based on
L 4 =" hospital antibiogram
L @ Specif
}J} % o pecLy:
£\
=
l ; 10 Blood products
o
a
Cerufied correct by: Conforme by

(Printed name and signature)

(Printed name and signature)

_ Attending Physician Parent/ Guardian
Phifeah - ~| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)

Revised as of Novepsber 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION Y ?
Citystate Centre, 709 Shaw Boulevard, Pasig City

Call Center: (02) 8441-7442 | ‘Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
KALUBUDAN AL WALIND A PAFA 16 LaHAT

Case No.

Annex “Cl- Breast CA¥

CHECKLIST OF MANDATORY AND OTHER SERVICES
Early Breast Cancer

Post-Surgery
Tranche 1
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A/PATIENT | 1. Last Name, First Name, Middle Name, Suff S "7“:' SEX
B e Ll*Male O Female
. |2 PhilFiealth ID Number" .~ I 13- I | I TTTITI-L]
B.MEMBER | OO Same ar patient (Atzswer the foblowing only if the patient is a dependent) | ‘ r
| LLast Narne, Fn'st Name, M1ddle Name, Suffix E '
& ] |2 PhﬂHealth ID Number - d -
ﬁ Place a () in the appropnate tick box:" e ;o
N I MANDATORY SERVICE S ] staws
gz\: S || A Procedure: (m _y ane of the _fb//wwng) - S Y Check laterality:
U O Mod; ﬁed radical mastectory - L S -, OR breast
‘% O \& 1 Total mastectonsy with Sentinel liph-node bng,g' . : . # | O L breast
-z O Partid. mastectony of the breass/ Jumpectonsy with axillary bhmph ‘vode dmeman O bilateral breast
O Parsial fmftm‘myf/ bf:ﬂpefto/@! nf the breaxt with Iem‘me/ ﬁmpb mm’e bmpgr
&3 a‘... & . P ” .
Y MANDATORY SERVICES E “OTHER SERVICES

T ““as needed/as indicated
B. Dlagnosucs - o L o L
O Mammography for a]l ﬁmak 40 _year; ald )

and above .

For fema]e, ]ess tban 40 years old
(any of the following):

L1 Mammograply

O Ultrasound of breast and axillary bed

For rmale patients
O Ultrasound of both breasts and axillary bed

O Histopathology
O ER/HER*

Revised as of Npwesber 2021
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OTHER SERVICES
as needed/as indicated

0 CBCwith platelet count*

[0 Chest X-ray PA and lateral views*

O Alkaline phosphatase*

O Ultrasound of whole abdomen*

O EQG __ .. . _

0 -Greatinine S

.0 PT/PTT
" .. O CP clearance N

Electrolytes* S

-0 Sodium

O Potassium

O Chloride s

O Phosphate:
- O Urinalysis*

O 2D echo™*

O SGPT*
|~ O.SGOT*. .~
"3 " O Complete list of medicines given: (may
' -attach a separate sheet)

MANDATORY SERVICES

not required for cStagéEQ‘IjC!S
**not required for HER negative breast cancer

%/ ’f/!%zz

Certified correct by: Certified correct by:

o Dale: /

(Printed name and signature) (Printed name and signature)
L Attending Surgeon Artending Medical Oncologist
PhilFicalls — — | PhiFzakh ~ ~

Accreditation No, Accreditation No.
Date signed (mm/dd/yyyy) Date signed (mm/dd/ yyyy)

MASTER
COPY

DC:

Conforme by

(Printed name and signature)
Patent

Date signed (mm/dd/ yyyy)

Revised as of Nogesmber 2021 Page 2 of 2 of Annex C1 - Breast CA
€3 PhilHeatthofficial £2C) teamphilhealth (F)actioncenter@philhealth goviph




Republic of tie Philippines l‘l\

PHILIPPINE HEALTH INSURANCE CORPORATION p
Citystate Centre, 709 Shaw Boulevard, Pasig City 'i' I‘i
Call Center: {02) 8441-7442 | Trunkline: (02) 8441-7444

wwiw .philhealth.gov.ph =
UNIVERSAL HEALTH CARE
WAL Al RAlnGa 2ara T4 QaRAl

Annex “C2— Breast CA”
CHECKLIST OF MANDATORY AND OTHER SERVICES
Eatly Breast Cancer

Upon completion of one (1) month hormonotherapy or last eycle of chemotherapy for
stages I-IIIA and upon completion of surgery for stage 0-1A not requiring chemotherapy

Tranche 2

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

A. PATIENT | 1. Last Name, First Name, Middle Namc, Suffix™ " * T IWEX
O Mzt O Fewal

2. PhilFealth ID Number, ".?*I [ -1 I [TTITTTT]-[]

B. NIENIBER O Same a5 patient  (Answer. the Jollowing ounfy if the patient'is a dependent) '"'(“h
' 1. Last Name, Fust Name Middle Name, Sufflx |

K
L

_____N Place a (¥) in the appmpnatc tick box..

l ' OTHER SERVICES
s ATORY SERVICES . as indicated/as needed

A Histopathologlc Stage (Indlcate) ] J B

v L B phmthmmber.j - -0

N

B. Complete list of medicines given:
Hormonotherapy (for ER+ BrCa): 1 .
O Tamoxifen* x 5 years - . O dedrogate x5 years
l Chemotherapy™(any one of the followmg '
3 treatment protocols):
B = O Adjuvant therapy = -~ -
- [0 Neo-adjuvant therapy**

O ACx6 cycles. .
doxorubicin / eplrublcm“"M for
patents with cardiac dysfunctions,

‘ cyclophosphamide

0 CME** x 6 cycles
cyclophosphamide, methotrexate,
fluorouracil

*not required for Stage 0 DCIS

**In order 1o achieve the expected pathological response of necadjuvant therapy, the full 4 to 8 cycles of chemotherapy and anti-HER2 neu

trearment if HER2 +, depending on the protocol used, is given prior 1o surgery provided there is clinical response.

***for elderly or those with heart disease who cannot tolerate doxorubicin; epirubicin can be given instead of doxorubicin in patients with history
of heart disease

#Tamoxifen is given for ER+ BrCa after cywotoxic chemotherapy and can be given together with trastuzumab in pre- and post-menopausal
patients; Letrozole cannot be given to premenopausal patents

Revised as of Newember 2021
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OTHER SERVICES

MANDATORY SERVICES s needed/as indicated

O Docetaxel-Carboplatin (TCh) x 4

cycles
For ER-HER- BrCa

O ACx4cycles + T x4 cycles
doxorubicin/ epirubicin***,
cyclophosphamide, docetaxel

O TCyx4cycles

docetaxel, cyclophosphamide

|:| Biolbgic tber;@;: tra;fzi{zm}bb?# x 18 cycles
-1 Anti-emetic, specify,

. : b E
) O Antimicrobials, specify.
5 S oy R
g / E—
w0 sd o[ O Painrelievers, gpedfy -

O Other medicines, JP"@ ; |

7

e LRI IR S T
Ry : & A

## Trastuzumah for I-!ER+ BrCa; md&xcﬁqﬁ:b&cmp}':feg;imen’aﬁﬁ(}l-ﬂ AC+THH (doxorulgjch-: and uastuzumab (H) cannot be given
simultaneously} ! b FE D L S
;; i
£

Certified correct by: /

fme

+.~| Certified correct by ‘

(Prifited name and signature)- -~~~ © +{ .-t (Printed name and signature)
Attending Surgeon | . Anending Medical Oncologist

PhilHealth _ - | . | PhlHealth _ _

Accreditation No, I T I I ] T Accreditation No.

Date signed (mn/dd/yyyy) — ~ Date signed (mm/dd/yyyy)

/F

Conforme by:

’ ‘7/"/J[ 20

Patient

Date signed (mm/dd/yyyy)

(Printed name and signature)

SPY
Daie:

Q

S
N
g

Aot
L
—
v
Sy
2

Revised ag of Nowmber 2021 Page 2 of 2 of Annex C2 - Breast CA
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline; (02) 8441-7444

UMIVERSAL HEALTH CARE
KAUITUGEAN KT XAYNGS PARA 44 (AT

www.philhealth.gov.ph
Case No.
Annex “C1- CABG”
HEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
"A/PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX
Ll O Mat O Female
|2 PhiHwthIDNember [ |-LLEELTTTT]-[]
BNIEN[BER O Same as patient  (Answer the following only fe‘be pmmfz.ma’qpmdeﬁ{} ) "_:,"" -
i o L LastName,FnstName,Suffm,MddleName Tl Tl
12 PhﬂHealthIDNun{Ber I I | I [T I I I I -0

CHECKLIST OF MA‘NDATORY and OTHER SERVICES
Standard Risk Electlve Coronary Artery Bypass Graft Surgery (CABG) Tranche 1

Place a (V') in the appropnate tick box. If tl;g :emzce is done or given,

E“,

H

MANDATORY SERVICES

OTHER SERVICES
s needed/ gs indicated

Preoperative laboratory tests: Such as

I{Ia_t_elet count:” . .
Blood typing

TOZ/

./-?/2)

Date:

TER
PY

TBS, AT T
BUN. R
Creatmﬁie oo S

Chest X—ray' (PA/ lateral)

12-lead ECG

Room air arterial blood gas

Proume-INR

Plasma thromboplastin time

g

g
45

DC:_@

P A

O|0o|oooooooooo;gd

Medications

Tick appropriate box if not gi\féﬁ ..

O Beta blocker OR calcium antagonist

O contraindicated
O will cause adverse reaction

[0 Statin

O contraindicated
O will cause adverse reaction

O Ace inhibitor OR ARB

O contraindicated
O will cause adverse reaction

O Aspirin OR anti-platelet

O contraindicated
[ will cause adverse reaction

O Preoperative antibiotic prophylaxis

O contraindicated
O will cause zdverse reaction

Revised as of Nevember 2021

@Ph[IHealthofﬁclal @Qteamphi!health actioncenter@philhealthgov.ph




Place a (v) in the appropriate tick box if 2e service is done or given.

MANDATORY SERVICES OTHER SERVICES
as needed/ as indicated

[ Open heart surgery under general
anesthesia

O Immediate postoperative care at surgical
ICU

O Blood bank screening and blood
products, as indicated

O Continning postoperative care

O Additional laboratory tests

O Postoperative antibiotics (IV and oral)

Treatments
O Incentive spiromet

"OVIE Prophylaxis
O Nebulization with medications
such as beta agonist + steroid or
salbutamol/ pulmonary
physiotherapy
O Blood glucose monitoning
[ Wound dressings/ wound care
I Renal replacement therapy
O Other medications, specify:

0 Pulmonary care, as indicated, such as
ventilator support; nebulization witha
beta 2 agonist a/ome or with steroid or
anticholinergic combinations

[0 Other specialty services as needed, such
as pulmonology, nephrology, neurology,
infectious disease, etc.

I
&
Certified correct by: Certified correct by:
(Printed name and signature) (Printed name and signature)
Attending Cardiologist Attending Cardiovascular Surgeon
PhiFaldh PhilFealth
Accreditation No. - - Accreditation No. - -
Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)

Revised as of Novesmber 2021 Page20f 3 of Annex C1 - CABG
@ PhilHeafthofficial @Qteamphifhealth acﬁoncenter@philhea!th.gov.ph




HE ALTHCARE PROVIDER (HCP)

ADDRESS OF HCP

A.PA’I'IENT 1. Last Name, First Name, Suffix, Mlddle I‘Jarnya”‘“w Lo | SEX

' .“‘Male O Female

2. PhilHealth ID Number

“TTCLITILIT [T

: B MEMBER | O Same ar patient (Answer'; .’be _fa[/a:m;g onfy if the patient is a dependient)
. 1. Last Name, Fxrst Name,wSufflx, Middle Name

|2 Phil}Iealth,ID Numbe"f' e

BENEREN l{ N|.-r|,;=|' -0

7 L ; e
Certified correggby‘.' " B T Cemfled correct by-
(Printed name and signature) (Prmted name and signature)
I' Anesthesiologist Authonzed Blood Bank Staff
PhilHeakh ¢ - PRCLicense No
Accrednation No. 4l S
Deate signed (mm/ dd/yyyy) e 'Date SJgncd (mm/ dd/yyyy)
e et
Conforme by:
(Printed name and signature)
Patient/ Guardian
Date signed (mm/ dd/ yyyy)
Revised as of November 2021 Page 3 of 3 of Annex C1- CABG
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LA

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

wnwphilbealth.gov:ph vessaL Heas cate
Case No.
Annex “Cl.1 - Cervical CA”
FEALTH CARE PROVIDER (HCP)
ADDRESS QF HCP
A.PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX

- _:' a Male O Female

2. PhilHealth ID Number |_J__H|||l|||||ﬂ___|
B. NIEMBER O Same as patient  (Answer the ﬁ!loszg oty if the pafzeﬂtaadqudem‘) “ .
T 1. Last Name, First NamE, Sufflx, Mlddle Name T -’e‘ff}

2PhﬂHealthH3Number'_m||||||||||D

CHECKLIST OF MANDATORY and OTHER SERVICES '
Surgery fot Cervical Cancer Stage TA1, JA2- IIA1 . 3

H
s

Place a (v) in the appropnate tick box'if #he service is done or given. ;!
OTHER SERVICES

MANDATORY SERVICES as needed/ as mdlcated
Preoperative Laboratory' R
O GG’ Lo _.0 Partial thromboplasunmne
R\ O Platelet count ; ST 0 CT scan or MRT'
O Blood typing .- ' _ . { O Blood support (screening, processing)
‘%‘ O Chest X—myz . REe S R Cystoscopy
}&ﬂ 0 ECG o o BREE I
| OFms ;. —
N | oekde
e Y O Creatinine "~ e
l LA & O AST/ALT ~© - E
%{{h ] Pro-time- L
2 ) O Usnalysis: -, T
. O Histopathology o
%\ O TV-UTZ,» e i
J O Prcfgpgf%ﬁx&e’%ntibiotic prophylaxis R -
=) ‘ A O Procedure done
. o . t  Date of procedure:
R TEET R LR For Stage 1A1 alone:
e o . Extrafasctal/ Total Hysterectomy with or
without bilateral salpingoophorectomy
For stage 1A2 -1B1:
2 Radical Hysterectomy with bilateral pelvic
. lymphadenectomy, paraortic lymph node
R S oo | sampling

Revised as of November 2021
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MANDATORY SERVICES

OTHER SERVICES
as needed/ as indicated

(Tick appropriate box; choose one)

O bilateral salplngoc)phorectomy
O transposition of ovaries

{0 Blood transfusion support

Postoperative laboratory,_

7 C.BCWlth plateletﬂ .

-

. OEG ™ ..

.~ Electrolytes ™

_ Postopem_tive medications

O Analgesics ;

J Antibiotics

o .0 Hematinics
Cerufied correct by 7 [ Certified correct by:
;:%55; - fJ Cone _'T ki
(Pnnted narme and sxgnarure) (Printed-name and mgnature)

Gynecologlc Oncologzst e " Executive Director/ Ghief of Hospital/
: s : Medical Director/ "Medical Center Chief
PhilHealth (l; [ . : TS i .:";? PhJJHea.lth ei“"s‘ i . _
Accreditarion No it : m i B Acc:ednauonND _: : ., '
Date 51g11ed (mm/ dd/ yyy}j ) - -Date sxgned (mm dd/yyyy)
X — T
i‘% Lo =" [ Conformeby:

(Printed name and signature)
Patient

Page 2 of 2 of Annex C1.1 -Cervical CA

@ PhilHealthofficial Qé teamphilhealth @ actioncenter@philhealth.govph



Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

UNIVERSAL HEALTH CARE
KALUITOEN M FLIIMGA 2438 $4 LAt}

www.philhealth.gov.ph
Case No.
Annex “C1.2 — Cervical CA”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF H¢cP
T | 1. Last Name, First Name, Suffix, Middle Name SEX
T O Mzl [ Female

2. PhilHealth ID Number

IIII‘“III'*I=mIIIIJ|:l

I

A O Same as patient  (Answer the ﬁ[bmﬂg oly if the pat:em‘ g, dqtm:dmt)
1 1. Last Name, First Name, Sufflx, Mlddle Name T

R

2, PhlIHcalth ID: Number

; -||-

:f'
3

CHECKLIST 0 MANDATORY and OTHER SERVICES J |

Chemoradlanonxmth ‘Cobalt'and Btacf y }}éiapy (Low Dose) for Cérvi ;
Place a (¥) in the appropnate tick box it 1he .renm #s done or given, PO
MANDATORY SERVICES ¢ OTHER SERVICES
g as needed/ as. mdlcated
Preoperative Laboratory S
0 CBC/ / S O Partial thromboplastm time
O Plteletcounmt » " =" ‘O CT scanor MRI:"
O Bloodtyping .~ -._''0 Blood support (screening, processing)
O ChestXeray i @ ] 0..Cystoscopy”
O EQG" 7 . _ A Proctomgmmdoscopy
~ A
\ O Nae K, G
A O Pro-time. .- - L
xS O Urinalysis ==z~ = 250~
L] >~ -:{-:' O Histopathologf o
i Ug}%\ ' 1 O Blood transfusion Support
5 Radlatlon Treatment Summary Date of Procedure

O Pelvic cobalt radiation

O Low dose brachytherapy

(start mm/dd/yyyy —end mm/dd/yyyy):

Dates of Procedure (mm/dd/yyyy):

Revised as of November 2021
. E 5 PhilHealthofficlal E ;i : )teamphllhearth @acﬁoncenter@philhealmgwph




MANDATORY SERVICES

Chemotherapy medications (Check only one chemotherapy per cycle)

Cycle Cisplatin Carboplatin Others:

(specify)

Remarks

I

11

I11

v

v

VI

Chemotherapy Treatment Summary

Cycle Date (mm/ dd/,yyi;:y‘)-: T
i F

d

Sl B g

& e

-~

77 + OTHER SERVICES T
Pre chen;?;nlipiapylabomtgrir xas per cycle 7
,."};! { Cycde | €CBC Creatinine “Mg Urinalysis
g ya
7]
N
L
m -u
W>- % _ .
0 a Hematinics | Others: specify
wci
<L 3 ’
2
Sh
_— 2
Post treatment Medications (home medications)
Cycle Anti-emetics Analgesics Hematinics | Others: specify
I
1I
I11
v
Vv
Vi

Revised as of November 2021

Page 2 of 3 of Annex C1.2 -Cervical CA
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HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
SRR L Malke [ Female
2. PhilHealth ID Number HEgEEEREERE I‘D
B.MEMBER | OO Same as patient  (Answer the following only if the patient is a dependent)
3 1. Last Name, First Name, Middle Name, Suffix
2. PhiltfealthDNumber [ T |-[_ I T LT TTTT]-[]
Cerutied correct by: L e :C(brtifiﬁd; correct By. -
(Printed name and s1gnature) ... |7+ (Printed name.and signature)
Gynecologic, Oncologlst JO R Radiation Oncologlst
Phieth G KRR e ~
Acereditation No. . K | Accreditation No. ‘
Date signed (mm/ dd/ yyyy) .| Date signed (mrn/ dd/ yyyyﬁ

;‘ : A
(Pnnted name and &gnatune) ] .‘ (Printed name and signature)
il Panem: P - | Exetutive Director/ Chief of Hospital/
S ' fl_ T Medlcal Director/ Medical Center Chief
T | PhlFkath o [°
Date SJgned (mm/ dd/ yyy)b . o crdiatonNo. ~ -
i' .2 e e o "]?ati signed (mm/dd/yyyy)

Lo s

ER
/
e

Revised as of November 2021 Page 3 of 3 of Annex C1.2 -Cervical CA
€3 Philkeaithofficial £3() teamphiheslth {E)actioncenter@philhealthgovph
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22/

OPY
Dale

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth gov.ph

Case No.

)Y

aiedLs
UNIVERSAL HEALTH CARE
MALSBUGAN A1 FAIENDL FAPa 48 LaNAT

Annex “C1.3 — Cervical CA?
HEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP

A, PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX

O Mak O Female

077 | 2. PhilHeath IDNumber LA FT T LIl T T 11-[]

B.MEMBER | O Sawe as patient  (Answer the ﬁlbuw{g onh _}' if the palieit 5 a- dgﬁmﬂ’m{}

1. Last Name, First Name;, Sufflx, Mlddle Name "

-k

B
i

.-2 PhﬂHealthIDNumber - | ] I I I HE |:

CHECKLIST OF MANDATORY and OTHER SERVICES

Chemorad:atwn with Linear Accelerator ;

and Brachytherapy (Low/ ngh Dose) for Cervical Cancet

(

MASTER

DC:_{?J'L

i

'e?’ i fz‘w
Place a (v) in the appropnate uck box if tbe service isdone orgiven
MANDATORY SERVICES' OTHER SERVICES
, as needed/ as indicated
Preoperanve Laboratory' AT e o
O CBC - o ' oo RN Part:lal thrombopla.stm time
O Platelet count. . _ . O.CT scan or MRI
O Blood typing. R .0 Blood support (screening, processing)
O Chest Xoray Lee = 7T O Cystoscopy
O ECE LT - O Proctosigmoidoscopy
= Na,K g b mRE SRS =
[0 Creatinine N ‘
O AST/ALT — - -
O Pro-time )
0 Urnnalysis
O Histopathology
B TV-UTZ R R
o T . . { O Blood Transfusion Support
Radiation Treatment Summary Date of Procedure
a. Pelvic radiation (start mm/ dd/yyyy —end mm/dd/yyyy):
O Linear Accelerator
b. Brachytherapy (tick one of the Dates of Procedure (mm/dd/yyyy):
following)
O Low dose rate
O High dose rate

Revised as of November 2027
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MANDATORY SERVICES

Chemotherapy medications (Check only one chemotherapy per cycle)

Cycle

Cisplatin

Carboplatin

Others:
(specify)

Remarks

I

I1

IT1

IV

v

VI

Chemotherapy Treatment Summary =

Cycle

Date (mm/ dd/ yyyy)

"‘1':.
AR

5

R
E

OTHER SERVICES

Pre cherﬁotherapy Iabomtorjf exams per cycle -

Cycle IS T

C’BC e

Creatmme

Urinalysis

Support medications

Cycle

Anti-emetics

G-CSF

Hematinics

Others: specify

I

II

111

v

v

VI

Post treatment Medications (home medications)

Cycle

Anti-emetics

Analgesics

Hematinics

Others: specify

1

I1

111

v
A\
VI

Revised as of November 2021 Page 2 of 3 of Annex C1.3 -Cervical CA
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HEALTHCARE PROVIDER (HCP)

ADDRESS OF HCP

[ 1. Last Name, First Name, Suffix, Middle Name SEX
O Male 0O Female

2. PhilHealthIDNumber [T |-CT T T T T TTT]-[7]

O Same as patient  (Answer the ﬁl!amng only if thet

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

PhilHealth
Accreditation No. - -
Date signed (mm/dd/yyyy)
1)
X
e [y
> =
-0 o
L
28
2
i
o
Revised_as of November 2021 Page 3 of 3 of Annex C1.3 -Cervical CA
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth gov.ph

UNIVERSAL HEALTH CARE
GALCATGAN AT EAUINGS PATA 65 LARAY

Case No.

Annex “C11- EMORPH”

HEALTH CARE INSTITUTION (HCI)

ADDRESS OF HCI

=SEX

B&Male O Female

five (5) steps wn:h assistive, devxce -
4. Prosthesis user, possesses competent Skl and lmowledge regarding prosthesis

Ry
‘? Centified correct by: Cenified correct by:
~ (Printed name and signature) (Printed name and signature)
{ Anending Rehabilitaton Medicine Specialist Executive Director/ Chief of Hospital/
Y ‘ __Medical Director/ Medical Center Chief
o -\i_'r Eil-telfl?tnﬁon No. - - i&ﬁﬁl‘;‘bn No. - -
E ? gv Date signed (mm/ dd/yyyy) Date signed (mm/dd/ yyyy)
Conforme by:
(Prnted name and signature)
Patient/ Parent/ Guardian
Date signed (mm/ dd/yyyy)
Revised as of November 2021 Page 1.0f 1 of Annex Cl.1- EMORPH
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Case No.

Annex “C1.2 - EMORPH”

HEALTH CARE INSTITUTION (HCI)

ADDRESS OF H(I

A PATIENT"| 1. Last Name, First Name, Middle Narne, Suff1x , SEX
B e e |:| Male 0O Female

[TTTTCIT-0

f?

| 2. PhilHealth ID Number I | ]' I

| (Answer only if the _pat:ent:s dependenr, othemase, write, “same as! 3bove

i CRITERIA FOR DISCHARGE {, ie Yes
L External upper limb prosthesxs prowded Is. asvprescnbed with; properly_ahgned
and fitted socket, suspensior, cable systéms and terminal devie
2. 'The upper Timb stump s free of pain, bhster, vascular compromjs -
h}’pememitlwty after 30 siniites; ofuse - - 50
3. Upper limb prosthesis provides at the minimum- body mngercomplenon and
mamna]lyassxsted Upper extremity gross motions > - <7
4. Prosthesis user possesses competen sklll and. lmowledge regardmg prosthesis
7, doffi g, Cleaning;: nd falling techniques
Certified correct‘ib,'y' "Cemfled correct by:
B\ (Printed name and signature) (Printed name and signature)
Antending Rehabilitation Medicine Specialist Executive Director/ Chief of Hospital/
,J_% Medical Director/ Medical Center Chief
ThilFealth PhilFlealth
{W Accreditation No. - - Accreditation No. - -
%] | Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)
E ﬁ: S Conforme by:
30
- L
P2\ ™ (Printed name and signature)
Patient/Parent/ Guardian
":j Date signed (mm/ dd/yyyy)
=
S

Revised as_of November 2021 Page 1 of 1 of Annex C1.2 - EMORPH
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
EALIASZ AN 11 ¥4LieCA Jaza 22 LasaT

Case No.

Annex “C1.3 - EMORPH”

HEALTH CARE INSTITUTION (HC)

ADDRESS OF HOI

 ACPATIENT | 1. Last Name, First Name, Mlddle Name, SuffJ; MW” SEX

S D Male O Female
2 PthHealthIDNmnber V|~a~f~| e Hl | | | 110

BMEM:BER (Answer only if the paﬂenus # dependem otbemse, write, “same as above”)
R I N LastName, n*::t “.ame,Mlddle Name - Suffix SRR

[ DN (T1- (LTI -0

DESCHARGE CHECKLIST FOR EXPANDED ZMORPI—I

i

Lower Limb Orthosis KR

g’

;;f;'; f A "f .¢  Tranche1 _;’f‘l L
k;i‘;-’ At i E f}'; Place a check (v) mark
7 CRITERIA FOR DISCHARGE ENRY Yes
1. Extemal lower hmb orth031s provzdedls as prescnbed Wlth appropnate ahgnment
and fit’ - T

2. 'The lower limb is- free of bhsters, vascular compromlse, pam, hypersensmvlty
| after; 30 minutes-of ‘oithosis weight-bearing while standing and/ or walking

3. Lowerlimb 6rthosis allows safe ambulation with.or without assistive device

4. Ol‘[hOSlS user possesses competent skill and knowledge regarding don.mng,

doffing} cleanmg ’precaumns and faEmg techniques
Certified correct by' L e Certified correct by:
s (Printed name and signature) (Printed name and signature)
= Attending Rehabilitation Medicine Specialist Executive Director/ Chief of Hospital/
o Medical Director/ Medical Center Chief
‘ F—l PilFcalth _ | Phiifeath . ~
Accreditation No. Accreditation No.
| EE! . & | Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)
O, &
}(:';O Conforme by:
£ H
.2 .
(Printed name and signature)
5 Patient/Parent/ Guardian
i P Date signed (mm/dd/yyyy)

Revised as of November 2021 Page 1 of 1 of Annex C1.3 - EMORPH
@ PhilHeafthofficial @@ teamphilhealth fzg actioncenter@philhealthgovph




2/

/-?/2/"20

Dale:

yjPY

MAaS TER

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02) 8441-7442 | Trunkline: {02) 8441-7444
www philheaith.gov.ph

UNIVERSAL
RALLZUTAM A A

Case No.

HEALTH CARE
AIKGR 0204 38 LataT

Annex “C1.4 - EMORPH”

HEALTH CARE INSTITUTION (HCT)

ADDRESS OF HCI

i T
e R et By

A PATIENT | 1. Last Name, First Name, MIddle Name, Suffjx “SEX

D Male [ Female

-2Ph11HealthIDNumber |I I | [ | I ] I HENE ’:I

B. N[EN]BER (Answer onI_VJf the} paacnt is a depeﬂdem, otherwise, write, amt.j _a.s abqvq ")
S Y LastName Fn’stName, Mlddle Name, Suffix . N
3
2PhilHealthIDNumb'er N T-CT11 [ TITT-03
DISCHARGE CHECICLIST FOR EXPANDED ZMORPH
N " _;;"" _ Spinal Orthosis
¢ o Tranche 1 K
};iﬁf o e e {» B HV;,;_ePlace a check (v') mark
o CRJTERIA FOR DISCHARGE Y Yes
1. Spmal orthosis prowded is as prescnbed with proper ahgnment arid appropriate
flt 3{“ ' f

2. The[body. segment] trunk/ torso 15 free of bhsters vascular compromlse, pain,
hypersens1t1v1ty after 30 minutes of use -7

3. Spindl orthosis user possesses competent. skill and knowledge regarding donning,
doffmg, cleamng précautions and fallmg techmques

Certified correct. by- Certified correct by:

b

ot o

(Pnnted name and signature)

(Prnted name and signature)
Antending Rehabilitation Medicine Specialist

Executive Director/ Chief of Hospital/
Medical Director/ Medical Center Chief

PhilHealth _ _ PhilHealh _ _
Accreditation No. Accreditation No.
Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)

Conforme by:

(Printed name and signature)
Patient/ Parent/ Guardian

Date signed (mm/dd/yyyy)

Revised as of November 2021

age 1 0f 1 of Annex C1.4 - EMORPH
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Case No.

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www,philhealth.gov.ph

Annex “C2 -

HEALTH CARE INSTITUTION (HCI)

ADDRESS OF HO

Z Benefits

Both

I. Lower hmb

prosthesm 27 Hip dlsamculatlon

.| 3.+ Van Ness: Rotauonpla&y

II. Upper: hmb;a‘ 1.4, Below elbow: -
prosthesis = Above elbow 3
111. I_owerJme' 6. Anklefoot % -
[ 7:--Knee anklefoot.

orthosis

|78, Hip knee ankle Toot

TV, Spinal orZHBéib

O fThomcolumbosacrai - |

O Lumbosacral

O Cervicothoracic

Rehabilitation Sesslons “1 Dates Performed
Physical therapy OR
Occupational therapy
Certified correct by: Certified correct by:
(Printed name and signature) (Printed name and signature)
Attending Rehabilitation Medicine Specialist Executive Director/ Chief of Hospital/
& Medical Director/ Medical Center Chief
"o || PhilFeakh _ [ | PhilFealth _ -
il Accreditation No. Accreditation No.
Date signed (mm/ dd/ yyyy) Date signed (mm/dd/yyyy)
Conforme by:
(Printed name and signature)
Patient/ Parent/ Guardian
Date signed (mm/ dd/yyyy)

UNIVERSAL HEALTH CARE
CAUSUTARL A1 EALIHOA FAKA S5 LaRA!

EMORPH”

Page 1 of 1 of Annex C2 - EMORPH
€3 PhilHealthofficial €20 teamphilneatth (Z) actioncenter@phllheaith.govph
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444 i
www.philhealth.gov.ph UNIYERSAL MEALTH caRe

Case No.
Annex “C1-KT”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP — S
A PATIENT | 1. Last Naome, Fit N Mddle Name, Suff]x - Rk

=] Maie O Fewake

lzPhﬂHealthIDNmnber‘ '-|||l||||||||||j

| B N]E:MBER O Sawe ar pat:ent {Answer. tbe jblla.wzn;g only if the patient is a dependens) |
1. Last Namf:, Fn'st Name Middle Name, Suffix ‘

;\ -

12 PlanealﬂlIDNumber | [ J-L1 11 I B I | [1-[]

J

aCHECKLIST OF MANDATORY AND OTHER SERVICES
End Stage Renal Dlsease reqmrmg Kidney Transplantatlon (Low Risk)

,; B - Tranche 1 ‘
oL ‘ TR ‘}:»sf’

Place a (‘/) in the appropnate tick box Jf z‘be service is done orgiven’:

MANDATORY SERVICES “OTHER SERVICES
- as ‘needed or as indicated

O Cardlology cleamnce for recipient -- O _ Cardiology clearance for donor
[ Pre-transplant evaluarion/ labs (Phases 1,2, | O Hemodialysis or peritoneal dialysis during

3 and 4) for donor and recipient eandidares” admission for transplantation
I Transplantation $urgéry with living or e Tl

deceased donor
1 Immunosuppressant induction therapy,

unless identical twin or zero HLA-antigen

R
—f
}_\ mismatch
N

O

Immunologic risk- Negative tissue
crossmatch between donor and recipient,
& primary kidney transplant, single organ
transplant, PRA class 1 and 2 negative or
ey l PRA <20%; no donor specific antibody

Revised as of November 2021
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MANDATORY SERVICES OTHER SERVICES

Immunosuppression options:
(Tick any one of the following)

O Calcineurin mhibitor + mycophenolate +
prednisone with or without induction
a. cyclosponne + mycophenolate mofetil
or mycophenolate sodium +
prednisone OR
b. tacrolimus + myco
mycophenolate sodi

Calcmeunn mh1b1tor + mT@R-mhibltor

l{)’\
N . S diiata B
}‘ | Anti-rejection therapy
~ O Methylprednisolone 500 mg IV per day for
EE - % three days _
~a S O Graft renal biopsy
g C.J: = Certified correct by: Conforme by:
< ‘ (Printed name and signature) (Printed name and signature)
) Attending Nephrologist or Transplant Surgeon Patient/ Parent/ Guardian
(%) Phillealth
a Accreditation No.
Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)

Revised as of Novenber 2021 Page 2 of 6 of Anmex C1- KT
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION ‘ﬁ?ﬁé
Citystate Centre, 709 Shaw Boulevard, Pasig City o

Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www_philhealth.gov.ph UNIVERSAL HEALTH CARE

TALURETAS AT LALINDS FARA $8 LAHAT

PRE-TRANSPLANT EVALUATION FORM FOR KIDNEY TRANSPLANT RECIPIENT
Attachment to Tranche 1%

Please answer all questions completely and accutately. Tick appropriate boxes.

Name (Last, First, MI) s

TER

PY

3

| BC: 79 'Da?e:/_z,@é-o z/

M4

C

Withont co-payment With co-payment et A . e ;
Age _ Sex Male TFemale le Status Single Mamed Widow  Separated
Race ] Hospltal No. [
Permanent Address L K
i o ."r S Tel No.__1
Present Address S f . ;
e ." .l Tel. No._ ¢
Attending Nephrologlst *’ ) 2~ Transplant Surgeon ;r*'t.-
Name of Donor (Iast, First, MI) : S
Primary Renal I Dlsease .-f": _ s i;‘-‘j S = SR . _ Chmcal Biopsy Proven
Duration of Dmlysxs j - . Mode'of Dialysis *Noné HD o D, spec1fy
KT H]story[ I, 2od 5'" Specify, ___ . _Otheromgan grafted
Anemia management > BT, . - - of units Date of last BT,
?f g EPO, Dose ool ux
Past Medlcal/SoclalHistory' PR PR R
HPNI - DM-- -~ ‘Ashma  --~Renal Stone COPD # of Previous
CAD - Stroke ~ PVD _ - LiverDisease Lupus Pregnancies
Splemzr-:btcm,iy‘’_n:w A “Others, specify
Previous Surgeriéé =0 < Allergies
Smoking (Pack years) Alcohol Intake
Family history HPN DM CAD Orhers, specify,
B RN N T T B o e e e e e s o
Hematology (_ /_ /)
*WBC *Hgb *Het *Platelet _ *Bleeding Time *PT *PTT
Blood Chemistries {__ /__ /)
*Creatinine *BUN *FBS * Cholesterol *Trg
*UricAcid___ *ALP_ SGOT__ *3GPT____ *Albumin __ *Ga__
*P *K *Na #nract PTH
Urine Examination (__ /__ /) Deferif patient if anuric.
*Sp. Gr. pH Protein Sugar  Blood WBC RBC
- *Urine culture and sensitivity (_ /_ /)
Mhourwine (/7 ) ECC TP

* These attachments to Annex C1-KT are for the reference of the contracted HCP which may be used for policy research.
PhilHealth shall require submission of these forms; however, the PhilHealth Benefits Administration Section need not
assess the clinical contents thereof during elaims evaluation.

Revised as of November 2021 Page 3 of 6 of Annex €1 - KT
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*Stool Examination with occult bloed test (_ / /)

*Throat swab culture and sensitivity (__/ /)

*Chest Xy (__/_ /)

*Whole AbdomenUS(_/ /)

ECG(_/_/_) I
#2D EChD (_/._/’_) EF % o :- ’ T i e

Spuume/s{__ / /)

Chest CTsean(_/__/_ )~

EGD(_/_/ ) A
Colonoscopy (__ /_, /_)

Aorto-iliac duplex ultrasound of arteries and veins, when indicated(__ /_ /)

Carotid doppler, when mdlcated (_/J : -*] A K

Dobutamine St.resstcho, when mdrcated (____/ /__) o L &

N Ii 3 ,.r . . ' # :
Cardiac scmng:aphy /. 2 /_) . S
Serology: (_V /.-——) . e
*HBs Ag_ v *Ann-I-IBc C - A HBS HBV DNA e ’“‘Anu HCV_ _ HCV-RNA
}\ I—IIV/HACI‘ ! ] *VDRL ’*CMV /TgGtiter_.__*EBV___*PSA (for males >50y0)___
[9 Immunology: i ”*PRA Screen G /_) Class I % Class I %
\T ] “PRA Spec1f1c if PRA Screen Posmve PRA Specific/ PRA Single Antigen Bead
= Co/f ) oz
“~ *Tissue Crossmatch ( 7/ __)
o i |} *Blood Type *Tissue Typing A ) B , DR s No. of HLA Mismatch
W>= &
— .ﬁg Immunization Status [ Hepatitis B(_/__/_) [OPneumovax( /_ / )Y DOFm(_/_/_)
E:g{‘ ‘-q (learances (Indicate the dates and physicians)
< - I *Pre-transplant Ortentation *Ethics Committee, if INRD
~
A *Cardiovascular Pulmonary
8 Infectious Urology/Gynecology.
Dental Others
* Mandatory service
Centified correct by Antending Nephrologist or
Transplant Surgeon:
Printed name and signature
PhilHealth
Accreditation Ne.
Date signed:

Page 4 of 6 of Annex €1 - KT
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N

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION é}
Citystate Centre, 709 Shaw Boulevard, Pasig City Qm:

Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhiealth.gov.ph UNIVERSA'L HEALTH CARE

RTILEAN 4T KAtIndA FALs Ha tank]

PRE-TRANSPLANT EVALUATION FORM FOR KIDNEY TRANSPLANT DONOR
Attachment to Tranche 1%

Please answer all questions completely and accurately. Tick appropriate boxes.

Name (Last, First, Middle)

Without co-payment With co-paynent

Age Sex Male Female‘b JdvﬂStarus Smgle Marned WidOW Separated

Race RO

Permanent Address o

Hospltal No I i

Tel. No.

Present Address LA S

Tel No J’- ;’

Name and address of :,
change in address: a ,‘ ;r'

PR ;
L N

Tel_.' No.

Nephrologist | :

Urologist __-

Transplant Surgeonr

PhllHealthIDNol"llllJJIII

*

PRE-KIDNEY DONATION DATA
Name of Rec1p1ent (I.zst, First, MI) o

Specific relat:onshlp to the recipient— — ~
Living Re]ated Donor

parent ~ sibling. .- o "“Chlld

Living Non-related Dotior”
State rclauonshlp

first cousin ~ nephew/niece avnt/uncle

Past Medical and Social History - ™
No Disease HPN
Previous Surgeries

Allergies

DM Asthma Renal Stone

Smoking

Alcohol Intake

pacle years
drinks/per dayx years

Others, specify

Family history

HPN DM Renal Disease, specily

Crhers, specify

* These attachmemts to Annex C1-KT are for the reference of the contracted HCP which may be used for policy research,
PhilHealth shall require submission of these forms; however, the PhilHealth Benefits Administration Section need not
assess the clinical contents thereof during claims evaluarion.

Revised as of Novenber 2021
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PRE-KIDNEY DONATION TESTS frecent laboratory tests and indicate dates)

Hematology( /  / )
WBC *Hgb *Het *Platelet *Bleeding Time T #PTT

Blood Chemistries ( / /)

*Crea BUN *FBS *Chole *Trg
*SGPT *K *Na G P *Unic Acid
Others e —
Urine Examination: ST T T T
* (_/ /_)SpGr. pH Protem Blood Sugar WBC _RBC:
"~ /) 24-hour urine TP orUnneProtem Creallning TAto
"(_/ /Y Urine culture and sensltmty P . LA
Serology: I T
“HBs Ag Reactivé, - .. "}
Ant-HBc Reactivel; oo
Ant-HBs Reactive; - -
*Anti- HOV ] Reactive
*HIV/HACT y ben—rcéctive Reactive: h
*VDRL/TPPA (¢ -': °5Non -reactive Reactive: . -
*CMV 1gG 45 _ijeganve Posmve
EBVIgG "/ /) /" Negative ‘
Malarial Smear{ /. A 508 Negative
Other tests: e V
Stool Exam with Occult Blood: (. _) ~~~~~ S
* ChestX-ray(_/ /_) e L i
#

o m]/ min Nonnahzsd GFR.-.: o ml/min
ml/min . %, Left ml/ mm e %

A B, TR ,

*Blood Type ™ L
No. of HLA Mismatch ~ et Den

3

N {

~ CLEARANCES (Trdicate the a’ater and pfgyxzaarzﬁ
%

-
®

£

<

Cardiovascular (__ /_ /)
Pulmonary /7 /)
Infectious /7 /)
Uwlegy (_ /_ /)
Gynecologic 7/ /7 )
Others {( /7 /7 )

* Pre-transplant Orlentation { /_ /) * Ethics Committee, f LNRD (__ / /)

— s Mandatory service
Certified correct by Attending Nephrologist or

Transplant Surgeon:

Printed name and signature

PhilHealth
Accreditation No.

Date signed:

Page 6 of 6 of Annex C1 - KT

Revised as of Nowember 2021
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Case No.

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02) 8441-7442 | Trunkline: {02) 8441-7444

-philhealth. gov.ph UNIVERSAL HEALTH CARE
LS LSBaAR Y FALIGA AR 85 Ea1R1

Annex “C2 - KT*

LABORATORY MONITORING FOR RECIPIENT AND DONOR FORM
End Stage Renal Disease requiring Kidney Transplantation (Low Risk)

SGPT (1x)
Lipid profile (1x)
Therapeutic drug level (2x)
Donor (Should be done within one month after discharge)
CBC(1x}
Creatinine (1x)
Urinalysis (1x)
Cerufied correct by: Conforme by:
(Printed name and signature) (Printed name and signature)
. Antending Nephrologist Patient/ Parent/ Guardian
Pl o - —| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)

Revised as of Noveprher 2021

€3 PhilHealthofficial () teamphilhealth () actioncenter@philhealthgovph




Republic of the Philippines ' ﬁ
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

URMIVERSAL HEALTH CARE

FALESUGAN AF ELLINGA FATR bA faATal

IMMUNOSUPPRESSIVE MEDICATIONS

End Stage Renal Disease requiring Kidney Transplantation (Low Risk)
Attachment to Tranche 2

Patient's Name

Date of KT

Present Medications

cyclosporin

mginthePM [ .
Brand name; B

25 mg tab

100 mg tab

- mycophenolate_pi’q!étil ng v tabs
Brand name: ,» P 5 ’

tabs

sy ‘ .
mycophenolate e?'odmm
Frog
Brand name;” o d
b

S

2

w:‘_};i_mes a day

o

Brand na.r_ﬁgj‘é:’

everolimu.}’:é' - times a day
times a day
- pted.nisoneu times a day
Brand name:
'}&_ﬂazarhioprine times a day
\ Prand name:
X
N
Attending Physician

License No.

DC:

* This attachment to Annex C2-KT is for the reference of the contracted HCP which may be used for policy research.
PhilHealth shall require submission of this form; however, the PhilHealth Benefits Administration Section need not assess
the clinical contents thereof during claims evaluation.

Revised as of Novewsber 2021 Page 2 of 2 of Annex C2 - KT
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Republic of the Philippines l‘

PHILIPPINE HEALTH INSURANCE CORPORATION Ié

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center; (02} 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
RALST0AM AT FAIIKDA FAVA £ bAMAT

Case No.

Annex “C — Prostate CA»

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

AVPATIENT | 1. Last Name, First Name, Middle Name, Sufflx s SEX
e E]""Male O Fenale

w'x‘”'

| 2. PhilHealth ID Number _ - |
| O Same as patient (Answer the: ﬁi[awzﬂg only if the parzmt isa a’@mdenu

1. Last Name, Fust Name_Mlddle Name, Sufflx ;,1}
|2, PhiFeaih I Number— 7 -‘5I [TT LT LLI-T1
e I" Ed = f
CHECKLIST OF MANI)ATORY AND OTHER SERVICES

>‘ Prostate ‘Cancer fﬁ! _
N 3
Place a (v) in the appropnate tick box. 'E . ; K 7
MANDATORY SERVICES ' GTHER SERVICES
_ as needed/as indicated
R)" Surgery dq?q (any of tel}e;follquqg)_'- ac D CP Clearance ";fr
19 O oP%';g rafchcal prostatectormy: | O Chest X—ray
ﬁ". O laparoscopic fadical prostatectomy i" _ EGI% - L
\ 3 Cort needle biopsy or TURP.specimen | . [ Abdommal ultrasound
0 O Prostate specific antigen (PSA) _.~|[" O Boné’scan
2 T e _O0:CT scan/MRI of pelvis and/or
" abdomen

0 PET Scan
O Creatinine
O FBS
O GBC
O Electrolytes
O Urinalysis
O Medicines, specify:

Centified correct by: Conforme by:

(Printed name and signature) (Printed name and signature)
_ Attending Physician Patent/ Parent/ Guardian
e No. - ~| | Date signed (mm/dd/vyyy)
Date signed (mm/dd/yyyy)
Revised as of Nowember 2021 Page 1 of 1 of Annex C — Prostate CA
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

v ptielheonsh oSS, e e
Case No.
Annex “C1-TOF”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
1, Last Name, First Name, Middle Name, Suffix SEX
O Mak O Female
2. PhilHealthDNumber [ [ I-[ T T T TTTTTI-[]
O Same as patient  (Answer the following ony if the patient is a dependent)
1. Last Name, First Name, Middle Name, Suffix
2. PhilHealth ID Number -[]

OTHER SERVICE
as needed/ asm lcated

mfundlblﬂectomy oF; py?worzag;
valvotomy

Intra-operative medicines

Anesthetic medicines: (any of the following) O dexamethasone

O sevoflorane O calcium gluconate

O fentanyl O sodium bicarbonate
O midazolam O potassium chloride
[0 atropine [ magnesium sulfate
O ketamine O heparin

[ esmeron O protamine sulfate

Revised as_of Novenber 2021

€ Philkealthofficial ) teamphithealth Eactioncenter@philhealth govph




'Da?e; / '?/

Place a (¥') in the approprate tick box if DONE or GIVEN m -

MANDATORY SERVICES

OTHER SERV’ICES

" as. needed/ as. indicated "

E ‘57
o4

V Inc;tropes, as indicated: (any of the followmg)

[0 dopamine -~ 1
- O ‘dobutamine i
0O nitroglycerine \

" [0 epinephrine ;’!‘

= Blood products support

N
o :r,g

[0 Fresh whole blood (FWB) L
. O Packed red blood cells (pRBC)

O Ventlatory support;;

Postoperatve Laboratory ¢/
[0 CBCwith platelet /.
O Chest x-my(ponable) ;
O PT
O PTPA

O No, K, G e P

O ABG

(Pre-discharge) laboratory and djagnostlcs
O GC -
O Chest X-ray (PAL)

OO0 Transthoracic echo prior to discharge
(Autach results in the patient’s char)

[ Fresh frqzznrplasm (FFP) L

Postoperative medications
Inotropes: (any of the following)
dopamine

dobutamine
nitroglycenine drip
epinephrine

oooao

O calcium gluconate

Pain relever
[0 tramadol OR
O ketorolac OR
O other pain reliever: specify

Sedanve
O midazolam OR
O propofol OR
O fentanyl
U other sedative: specify

antimicrobials

12 blocker

oral digoxin

oral diuretic

oral vasodilator

OOooonoo

paracetamol or ibuprofen

Revised as of November 2021

Page 2 of 3 of Annex C1 - TOF
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FEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A.PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
' O Mak O Female
2. PhilHeathIDNamber [ [ I-[ T T T T T T T T ]-[]
B. ME:MBER U Same as patient  (Answer the following only if the patiznt is a dependent)
e 1. Last Name, First Name, Middle Name, Suffix
2. PhilHealth ID Number HEQEEEEEEEE ]“D
Centified correct by: R i'&nified correct by:
(Printed name and 51gnarure) o - (Ponted name and signature)
Cardiovascnlar S eon S e @ Cardiovascular AneSthesmlo 1st
Phillzalth T -1 T | Philealth =
Accreditation No. , Y o Accreditation No. - -
Date signed (mm/dd/ yyyﬁ + | Datesigned (mm/dd/yyyy)
3 “: rjf V',,:-” h;f.l ='4|
Certified correct by~ A7 | Cenified correct by:
‘J" _i' < :-;. - ‘
(Pnnted name and mgnature)" e (Pnnted name and sxgnature) |
Attendmg Pedzatm Cardga{ggm ©© 7wl Executive Director/Chief of Hospital/
e ; 1 Medical: Dlrector/ ‘Medical Center Chief
PhiFealt - T 1 | PhilBeal - T _
Accreditarion No, : : Accrednauon No. - 1
Date 51gncd (mm/ dd/ yyyy) ) Datc 51gned (mrn dd/yyyy)
Documents I'g_cewed b’y. T Confonne by:
R\ (Printed nafne 'andrsignaﬁlre)’ — (Printed name and signature)
Z Benefits Coordinator Parent/ Guardian
Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)
Qs
~
A ™~
Revised as of November 2021 Page 3 of 3 of Annex C1 - TOF
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION ﬁ,

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

wvw philhealth.gov.ph nayeRsaL heaurh cage
Case No.
Annex “C1-VSD”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP

CACPATIENT | 1. Last Name, First Name, Middle Name,.Suffi)_”;T TIETILSEX
' EI*Male [ Female

2. PhﬂHealthIDNumber | | | i I I l I I | I I |- l:l

B. IV]ENMBER O Same as patient (Amwer the ﬁ/[wm;g ngj.r if the paticpt is a dependens)
S 1. Last Name, First: Name Middle Name, Sufflx 5

.-”‘ )

2 Phileh D Nber : TI-CLLL] L] [ H ]

4
B

i

:
=

' VENTRIGULAR SEPTAL DEFECT R

P

CHECHIST OF MANDATORY and OTHER SERVICES

o VA Tranche 1 P -
Place a (v) in appropnate tick’ box if DONE or GIVEN. A
: ' OTHER SERVICES |

: ATORY SERVICES as needed/ as indicated |

-f ; Preoperaave Medications, Labora toLy 2 and Ancillary procedure

H

OO CBCwith platelet erh biood wping . | ‘Plase indicate: zf ‘Additional laboratory and or ancillary
O Na,K, Cl G - |-procedsere: -~
h [ Creatinin h . "0 2D ECHO CFDS if initial echo was done ontsid
& U Protime * i O Others (pecify):
*——}\ O Partial thromboplasun time - -
‘ N O Chest x-ray (AP 1) - e e
,‘i U Pre-operative antimicrobial prophylaxis
‘e & Procedure done: VSD Patch closure
T Do~ Intra-operative Medications, Laboratory and Ancillary procedure
| UH b £ |I" Anesthetic medicines: (any of the following)
! . (_:. &y ’ O Sevoflorane O Dexamethasone
> O Fentanyl O Calcium Gluconate
37 0 Midazolam I Sodium Bicarbonate
|0 Atropine O Potassiurn Chloride
2 || 0 Ketamine O Magnesium Sulfate
O Esmeron 0 Hepann

O Protamine Sulfate

Revised as of November 2021
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Place a () in the appropriate tick box if DONE or GIVEN,

MANDATORY SERVICES

OTHER SERVICES
as needed/ as indicated

[ Venulatory support
Inotropes: (any of the following)
O Dopamine

0O Dobutamine

O Nitroglycerine

O Epinephrine

Blood products support
[0 Fresh whole blood (FWB)
O Packed red blood cells (pRBC)

EI Fresh frozen plasma (FPP)

e

%

Respiratory support
O Ventilator
O O2 Mask/ Cannula

Laboratory and Anczll'agz Pfocedure ) .‘ Sy

Postoperative Medlca l:lons, Laboraroxy :md Ancillary pracedure :
o ?.i E] Others (Specify) .

O CBCwith plateler: - A I
O Chest x-ray (portable) N
O A
D v :;'i.

O 2DECHO- CFDSTIE/’IE R A
Medlcatlons ,'g T -~ | Medications = © -
Inotropes (any’of the followmg) e Paralysm #

N Dopamme s
O Dobutamme C

O Nitroglycenne DI:J.p o SN

O Epmephnne
Others Specify -

Sedative

[ Midazolam OR

O Propofol OR

O Fentanyl

O other sedative: specify:

o Rocuromum

L Pam rellever

e .‘; .0 Tramadol OR

O Ketorolac OR
O other pain reliever: specify

Other Medications
Caleium Gluconate
Antimicrobials

D Blocker

Oral Digoxin

Oral Diuretic

Oral Vasodilator
Paracetamol Or Ibuprofen
Others (Specify):

OOOO0O0O0O0O

Pre-discharge Medications, Laboratory and Ancillary procedure

O CBC aud Plateler Connt
O Chest x-ray (PAL)

O Transthoracic echo prior to discharge
(Attach results in the patient’s chart)

Revised as of November 2021
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b

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

14 1. Last Name, First Name, Middle Name, Suffix

SEX
O Mak O Female

T T 11-[1

PhilHealth
Accreditation No.

Certfied cogi‘re t
% ;

Date signed (mm/dd/yyyy)

Documents received by:

Conforme by

(Printed name and signature)

(Printed name and signature)
Parent/ Guardian

p Z Benefits Coordinator
g ate signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

Revised as of July 2021

Page 3 of 3 of Annex C1 - VSD

€ PriHeatthofficial €2{)teamphilheaith () actioncenter@philhealth govph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City

Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www,philhealth.gov.ph

Case No.

Annex “C - ZMORPH”

BEALTH CARE INSTITUTION (HCT)

ADDRESS OF H(I

A, PATIENT"| 1. Last Name, First Name, l\/hddle Narne Suff '“””'“”j”f“" 4-SEX

S " {H*Male [ Female
" | 2 PhilFleakth ID Narmber .- ”|.4|l|||||||||||:]

: B _MEIV[BER 1 (Answer only if the panenus a dependent; otherwise, write, “samné as above’ﬂ
o - 1. Last Name Fns"Name, M1ddle Name, Suffix B

P PhﬂHealthIDNumben -1 it |f [T 1-[1

ity DISCHARGE CHECKLIST FOR ZMORPH
FITTING OF EXTERNAL LOWER ‘LIMB PROSTHESIS BELOW THE KNEE

iy

Place a check mark (/) on the apptopriaté lower limb prosthesis:
O Right lower ]me | Left lowerhmb M Right and left lower Izmbs

S e T Place a check (v) mark

A -

s CRITERIAFORDISCHARGEA f.f Yes

1. Extemal below knee lower Emb prosthes1s provided is as prescnbed with
appropnate pressure tolerant & sensitive areas, well-fitting socket, good
suspension, a.h.gned shank and stable prosthetic:foot while standmg and walking.

2. 'The below knee stump is free of pain, blister; vascular compromise,
hypersensmvn:y after 30 mmutes of prostheue welght bearing while standing & /
or walkirig, . -

3. Prosthesis-user ambulates on even and uneven surfaces within expected gait

| parameters and steps up 8 down five (5) steps with or without assistive device.

4. Prosthesis user possesses competent skill and knowledge regarding prosthesis

donning, doffing, cleaning, precautions and falling techniques.

o
ﬁ-_j Certified correct by: Certified correct by:
o ! _ - - _
S | (Printed name and signature) (Printed name and signature)
= Attending Rehabilitation Medicine Specialist Executive Director/ Chief of Hospital/
Medical Director/ Medical Center Chief
TPhilHeakh _ 7| Phillicakh _ .
Accreditation No. Accreditation No.
—_— Date signed (mm/dd/yyyy) Date signed (mm/dd/ yyyy)
Conforme by:
(Printed name and signature)
Patient/ Parent/ Guardian
Date signed (mm/dd/yyyy)
Revised as of November 2021 Page 10of 1 of Annex C - ZMORPH
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Phil Hea [th Annex “D”
5

0= Share your opinion with us!
e

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. Piease
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 PhilHealth call center at 8441-7442. Your
responses will be kept confidential and ahonymous.

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

1. Z benefit package availed is for:

[ Acute lymphoblastic leukemia O Orthopedic implants

O Breast cancer L1 PD First Z benefits

O Prostate cancer [ Colorectal cancer

[ Kidney transplantation [ Prevention of preterm delivery

O Cervical cancer . I Preterm and small baby

O Coronary artery bypass surgery [ Children with developmental disability
O Surgery for Tetralogy of Fallot [ Children with mobility impairment

[ Surgery for ventricular septal defect [ Children with visual disability

[0 ZMORPH/Expanded ZMORPH [ Children with hearing impairment

Respondent’s age is:

O 19 years old & below
[ between 20 to 35

O between 36 to 45

O between 46 to 55

O between 56 to 65

1 above 65 years old

Sex of respondent
O male
O female

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?
O adequate
0O inadequate
I don’t know

Revised as of November 2021 . Page10f 2 of Annex D




MASTER
COPY

‘ 0C: =5 I Date: /2/92/%3/

Revised as of Noevember 2021

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)

[0 excellent

[ satisfactory

[ unsatisfactory

(1 don’t know

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?

LI excellent

L satisfactory

{1 unsatisfactory

1 don’t know

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

[ less than half

[ by half

1 more than half

[0 don’t know

Overall patient satisfaction {PS mark) is:
1 excellent

[ satisfactory

L] unsatisfactory

[ don’t know

If you have other comments, please share them below:

Thank you. Your feedback is important to us!

Signature of Patient/ Parent/ Guardian

Date accomplished:

Page 2 of 2 of Annex D




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

UNIVERSAL HEALTH CARE
EAIISUCAN AT KAILHOR PARA L4 [AHAT

www.philhealth.gov.ph
Case No.
Annex "E1-ALL”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP

| 1. Last Name, First Name, Middle Name, Suffix SEX
O Mak O Fewale

|- [

_||1||1

-

ki

Requlrements

Please Check

1, Checkltst of Requlremcm:s for Re
(Annex E1-ALL) -

(Annex A-ALL) _

2. Photocopy of approved Pm —Authonzanon Gheckhst‘ &t Request

3. Photocopy of cornpletelyaccomphshcd ME FORM (Annex B)

Ehg1b111ty Form (PBEF) and CF 2 -

4. Properly accomplishéd Phillealth: Clalm Porm (CF) 1 or PhilHealth Benefit

5. Checklist of Mandatoryand Other Semces (Annex C1-ALL)

6. Photocopy of completed Z Satisfaction Questionnaire (Annex D)

DATE COMPLETED (ws/ ddf yyyy):

DATE FILED (] dd] )

Cerufied correct by:

Conforme by:

(Printed name and signature)

(Printed name and signature)

. Auending Physician Parent/ Guardian
Phitleat - —| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)
Revised as of Novesmber 2021 Page 1 0f 1 of Annex E1- ALL
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www-philhealth. gov.ph pveRsaL nEar care
Case No.
Annex “E2 — ALL”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP R
A PATIENT| 1, Last Name, First Name, Mlddle Nama, Sufflx SBX 5

g Ma!e O Fewale

2, PhﬂHealth IDNmnber

Whilzil TTTTT rl -0

“MB O Same as, pat:emf (Amwer The ﬁ/[awmg oily f the patient is a d@endemj
s io] 1, LastName First Name, MiddlefName, Suffix af-

.°'
AJ N

|z I’hﬂHea.lth D Number

R EEREEEEE | [0

DA’IE OF END OF H\TIENS I.FI CATI ON OR RE-INDUCTI ON PHA,.S‘E (mm/ ddf yyw)

g

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2)
Acute Lymphocyuc /! Lymphoblastlc Leukemla (Standard Risk)

e

Consohdatlon, Intenm Mamtenance and Delayed Intensification Phase

o

Requn:ements b

S L Please Check
1. Checklist of Reqmrements for Reunbursement (Tranche 2)
(Annex E2-ALL). -

2. Properly sicomplished P/)zifzha!fﬁ C/azm Fmﬂ 2

3. Checklist of Mandatory arid Other Services (Annex (2-ALL)

4. Photocopy of completed Z Sausfaction Questionnaire (Annex D)

DATE COMPLETED (m:/ 4d/ yyyy):

DATE FILED (mzm/ dd/ yyyy):

Certified correct by:

Conforme by:

(Printed name and signature)

(Printed name and signature)

. Attending Physician Parent/ Guardian
gﬂ’iﬁﬁm o, - Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)
Revised as of Norember 2021 Page 1 of 1 of Annex E2— ALL

€2 philHealthoficial () teamphilhealth &) actioncenter@philhealth.govph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION Y
Citystate Centre, 709 Shaw Boulevard, Pasig City 2 @M
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Case No.
Annex “E3 - ALL”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP i R
APATIENT | 1. Last Name, Fis NameMMlddle Name, Sufflx T B SEX..
el e S D Ma/e O Ferwale

UNIVERSAL HEALTH CARE
FALIZUCAN AT KaliBGa PAEL 34 LakiaT

g PhﬂHealthIDNumber ‘_fl'l ] | [ 1] I I I I L1-0]

BMEIVIBER O Same as patzem ; (}%Imwer the.foligwing aﬂ_fy f the patient is @ dg pmde;:;)

s
B

L Last Name, First Name, Mlddle Name, Suffix i

.,f

2 ]?hﬂHealthIDNumber | [ i-1 11 | l | | | LI-L1

DATE OF END OF 6 MAH\I’IENANCE CYCLE (]l ) |

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 3)

Acute Lymphocytlc / Lymphoblastlc Leukemla (Standatd Risk)
- _ ‘ Aftel: 6“’ Mamtenance Cycle I

1
i

FE

g

Requltements e e ‘Jy Please Check

1. Checklist of Requnjgmer_vl_ts, for Reunbursement CT ranche 3)
(Annex E3-ALL) |

2. Properly.decomplished szﬂ-Im/z.‘b C’!azm Fom 2

3. Checklist of-Mandatory-and Other Services (Annex C3-ALL)

4. Photocopy of completed Z Satisfaction Questionnaire (Annex D)

DATE COMPLETED mm/ dd/f yyyy):

DATE FILED (mm/ ddf yyyp):

Cerufied correct by: Conforme by:
(Printed name and signature) (Printed name and signature)
- Attending Physician Parent/ Guardian
e o, - —| | Date signed (mm/dd/yyyy)
Date signed (mm/ dd/ yyyy)

Revised as of November 2021 Page 1 of 1 of Annex E3 —ALL

€3 Phil-ealthofficial ) teamphilhealth () actioncenter@philhealthgoviph



Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION ;@

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UN|_\{ER5AL(7;iEALTH CARE
Case No.
Annex "E1 - Breast CA”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
i O Mak O Femate
2. PhilHealth IDNumber [T T |- | I [ L]-0
B.MEMBER | O Same as patient  (Answer the ﬁl]oﬂm;g only if the patiint is a dqtmn‘zmj
st 71, Last Name, First Name, Mlddle Name, Sufflx c R
2.Phj]I—Iea1d1n}-Nurhber ;|||||L||||||||:|

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 1)
. Post-Surgery of Early Breast Cancer -

L&t
: +

Requirements . / i : ’ , 'PIease Check

1. Checklist of Reqmrements for Rclmbursement (Tranche 1) P
(Annex E1-Breast CA) 5 e |

2. Photocopy of approved Pre —Authonzanon Checkhst & Request S

| (Annex ‘A-Breast CA)

3. _Photocopy of Completely Accomphshed ME. Form (Annex B)

Properly accomplished PhilHealth Claim Form (CF) Lor PhlJHealth Beneflt

Eligibility Form {PBEF)-and CF 2 -

Checklist of Mandatory and Other Services (Annex Cl-Breast CA) |

Photocopy of . completed Z Satisfaction Questionnaire (Annex D)

Photocopy of acconplished surgical aperative report. .

Photocopy.of accomplished anesthesia veport - ‘

S

b

NREE

DATE QOMPLETED (mi/ ddf yyyy):
DATE FILED (mm/dd/ () L
‘\\}\ Cerufied correct by: Centified correct by:
@ (Printed name and signature) (Printed name and signature)
q ' Auending Surgeon . Attending Medical Oneologist
k- iccreditalion No. - - Eccmdhadon No. - -
o . \ag Date signed (mm/dd/yyyy) Date signed (mm/ dd/yyyy)
L ®©
t,;% < Conforme by:
4
= < i (Printed name and signature)
. Patient
Deate signed (mm/ dd/yyyy)

Revised as of Nowmber 2021 Page 1 of 1 of Annex E1 - Breast CA
€ philHeatthofficial £2() teamphilhealth (&) actioncenter@philhealthgovph




Republic of the Philippines

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

PHILIPPINE HEALTH INSURANCE CORPORATION

a
ah

=y

v philficalth.gov.ph UNIVERSAL HEALTH CARE
Case No.
. Annex “E2 —~ Breast CA”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP

A.PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX

O Mz O Female

1 2. Philbealth ID Number

HEg N Ildmlll |- []

B NIEMBER O1 Same as patient  (Answer the following ondy.sf thE piatient i5 @ deﬁmdmt) o
Ce { 1. Last Name, First Name, Sufflx, Middle Name T

‘?sx

E
e T i

III III III III []

12, P}u]HealthIDNumber

]

Upon completion of one (1) monﬂrhormonotherapy or last cycle of chemotherapy for
stages I-1IIA and upon completlon of surgery for stage 0-IA not reqmmg cbemotherapy

Requirements 'r : 0 j o ",." P_lejg'ée Check
1. Checklist of Reqmrements for, Re.tmbursement (T: mnche 2) A
(Annex E2- Breast CA) s T _ﬁf’ g
2. Properly acconiplished PhilHealth Cla.lm Forif 2 Sy R
3. Checkdist of Mandatory'and Other Services (Annex Q-Breast CA) _..+"
4. Photocopyiof completed Z Satisfaction Questionnaire {Anriex D) .~
5. Photocopy of Breast:Cancer Medical Records Summary Form (Anh’ex Q)

MASTER

7 [ Certified cotrect by
m (Pnnted name and mgnarure) - (Printed name and signature)
3 Artending Surgeon 1 7:% Attending Medical Oncologist
™, [Philfeath _ _T | PhilHeath _ _
Y, [ YAccreditation No. Accreditation No.
wy Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)
~
> "E‘ﬁ Conf b
CL\ onforme by:
8 Q (Printed name and signature)
Pantent
Date signed (mm/dd/yyyy)
I3
o
—

Revised as of November 2021

Page 1 of 1 of Annex E2 - Breast CA

3 PhlHealthofficial ) teamphithealth () actioncenter@phlihealth.govieh




MASTER

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UNIYERSAL HEALTH cAge
Case No.
Annex “E1 - CABG”
TEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
- ALPATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX
o v O Mak O Femal

y I I I | - D
K
%

Please Check

L.

Photocopyof completely accom;

hshed ME-FORM {(Annex B)

4. Properly acmmpbxbed PhﬂHealth Cizum Form’ (CF) 1 OR PhJ]He lth Béneﬂtu

. Oornpletecl Checklist of Mandatory and Other Semces (Amlex GCABG)

. Photocopy of completed Z Satisfaction Quest10nna1re (Annex D)

5
6
7. Photocopyof accomplished surgical operative:teport:;
8. Photocopyiof accomphshed anesthesm report-

Certified correct by:

(Printed name and sgnaﬁﬁ’e)g

(Printed name and signature)

Attending Cardiologist Executive Director/ Chief of Hospital/
Medical Director/ Medical Center Chief
PhilHealth PhilHealth
__m itarion No. - Accreditation No. - -
Ifaba signed (mm/dd/ yyyy) Date signed (mm/dd/ yyyy)
Sm 3 N Conforme by:
SN
C (Printed name and signature)
OR Patient
Date signed {mm/dd/yyyy)
5
)=t
Revised as of Nopember 2021 Page 1 of 1 of Annex E1 - CABG

€3 Philealthofficial £2{Heamphilhealth actioncenter@philhesith.govph
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#

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 84417442 | Trunkline: (02) 8441-7444

www.philhealth.gov.ph UNIVERSAL HEALTH CARE
Case No.
Annex “E2 — CABG”
HEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX
EO O Mak O Fewale

2. PhilHealth ID Number | | [~[-= III%IIIIIID

01 Same as patient  (Answer the following only if e, patientisa d@m{fenﬁ T .
1. Last Name, First Name Sufflx, Mlddle Name y ER)

B. MEMBER

) PhﬂHeahhm..Nmﬁbefﬂ 0 - I [ 1 -0

,y'",xé _-w‘v .‘li

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2)
Standard Risk Electlve Coronaty Artery Bypass Graft Surgery (CABG)

B

2

:‘r > .? . s E
Requirements ¥ ’ ' * | Please Check
1. Checklist of Requirements for- Rennbursement (Tranche 2) (Annex EZ CABG)
2. Properly accomplished PhilHealtl Claim Form 2 - :
3. Completed.Cardiac Rehabilitation Form ..~ 4 5 G
4, Completed Cernflcate of OPD Fo]low-up consultation g R
.*-‘;; ‘ 2 .' A '
a\ Certified cox‘rect by' A Cernfxed correct: by'
}“ (Pnnted name and s1gnature) ““.u""‘, (Pnnted name and signature)
N | Artendmg Cardlologxst T Exéeutive Director/ Chief of Hospital/
g . I - : = "Medical Director/ Medical Center Chief
o .1 || ThilHeth I ;j_ T | hilfeath _ _
L] S .zg Accreditation No. B N B N Accreditation No.
—0. o | Date signed (mm/ dd/ yyyy) oo Date signed (mm/dd/ yyyy)
A
I Certifted correct by: Conforme by:
) I (Printed name and signature) (Prnted name and signature)
= Authorized Cardiac Rehabilitation Staff Patient
~————"| Date signed (mm/dd/yyyy) Date signed (mm/dd/ yyyy)

Revised as of Nowesmber 2021

Page 10f 1 of Annex E2 - CABG

3 PhitHealthofficial {3)teamphithealth (Factioncenter@philhealth govph



COPY

LDaTe:BﬁJ{Z—/

MASTER

ne:

PHILIPPINE HEALTH INSURANCE CORPORATION

Call Center: (02) 8441-7442 | Tmunkline: (02) 8441-7444

Republic of the Philippines

Citystate Centre, 705 Shaw Boulevard, Pasig City

W philhealth.gov.ph pversaL wEALTH cane
Case No.
Annex "E1.1 — Cervical CA”
FEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
ACPATIENT | 1. Last Name, First Name, Suffix Middle Name SEX
Cael s O Mzl O Femalk

| 2. PhilHealth ID Number

Iw.,IIIIIIIIIIIID

BMElviBER

U Same as patient  {Answer the ﬁ![owng onbyif the parzerzt i a’qaendemy
.| 1. Last Name, First Narne Suffix Mlddlé *Narne '

[ ]

il PhllHealthIDNumber E

«”' ;’ £

L i
] N L 1.
| E| 11 T 1 }
R s L

CHECKLIS'I' OF REQUIREMENTS FOR REIMBURSEMENT

Requirements

Surgery for Cemcal Cancer Stage 1A1, JA2- IIAI )

o P[ease Check

1. Checklist of: Requirements for Relmbursement (Annex E1.1- Cemcal CA)
2. Photocopy of approved Pre *Authonzauon Checklist &Requesr s
(Annex A-Cervical CA):" -

3. Photocopy of completely accompllshed ME FORM (Annex: B)

B

Praperky accomplished PhilHealth Claim Form (CP) Tor PhﬂHealth Beneflt
Eligibility Form (PBEF) and CF2

Checldist of Mandatory and Other' Semcés (Annex CI T Cemcal CA)

Photocopy of completed Z Satisfaction Quesuonnalre (Annex D)

Photociy of accomplished operative .rmgzm! mporf " .__ o

Pbatom}?)f of accomplished anesthetic report’

D SN oy

Origindl copyrof medical certificate of the ¢ our.—panent follow up consultation
(within 2 weeks post—op) w1th wntten request for outpatient pap smear 3

months from surgery -

10. Photocopy of hxstopathology result (defmmve surgery)

Certfied correct

by:

Conforme by:

(Printed name and signature)

(Printed name and signature)

. Gynecologic Oncologist Patient
Ao oo o, - ~| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)

Revised as_of November 2021

Page 1 of 1 of Annex E1.1 -Cervical CA

@ PhilHealthofficial @@t&amphilhealth actioncenter@phllihealth.gov.ph




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

v philhealth govph UNIYERSAL HEALTH CARe
Case No.
Annex "E1.2 - Cervical CA”
HEALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Suffix, Middle Name SEX
AP ; O Mk O Female

“ | 2. PhilHealth TD Number

,‘III“!IIIIIIIIII:]

B VEMBER

o 1. Last Name, First Narne, Suffxx M1ddle Name

O Same as patient  (Answer the following only if the, pa:z.mt iva dgpmdeyzt T

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT

Chemotad:anon wu:h Cobalt and Brachythetapy (Low Dose) fox Cemcal Cancer

Requirements .7 - ‘“ff' R

1.

Checklist of Requlrements for: Rezmbursement (Annex E1.2- Gerv1ca1 (CA)

2,

Photocopy.of approved Prf: -Authonzauon Checklist &Request Py
(Annex A:Cérvical CA) ,° S

L

Photocopy of completely accomphshed ME FORM (Annex: B)

Properlyaciomplished Phillealth Cialm Form (G’f‘) 1 or P]:n]I'Iealth Beneflt
Eligibility Form (PBEF) and CE2

Checklist of Mandatory and Oth "'Servmes (Annex CL Z-Cemcal CA)

o

Photocopy completed Z Sausfaction Questionnaire (Annex D)

Origénal copy of medical certificate of Out-Patient Follow up' Consultation
(within 2 weeks post-procedure) with-wiitten, request for out-patient pap
smear 3 months post—procedure L L

Certified cornect by' e -

”Genified correct by:

(Printed name and 51gnature)
Gynecologic Oncologist

{(Printed name and signature)
Radiation Oncologist

PhilHeakh
Accmc[rtal:lon

PhilHealth

Accreditation No.

-} Date signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

Nl
AN
N N,
™
-7}
&
a
-,

Conforme by:

Patient

(Printed name and signature)

Date signed (mm/ dd/yyyy)

Revised as of Nevember 2021

Pagel of 1 of Annex E1.2 -Cervical CA

€3 PhilHealthofficial £} teamphilheatth (& actioncenter@shllhealthgovph




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

v philhealth go.ph mvERSAL HeALTH caRs
Case No.
Annex "E1.3 - Cervical CA¥
HE ALTHCARE PROVIDER (HCP)
ADDRESS OF HCP
A.PA'I'.[ENI' 1. Last Name, First Name, Suffix, Middle Name SEX
S ; ’i i O Maek O Fewalk
| 2. PhilFleakth ID Number ..[* T IMI l | I | | I [ T1-[]
| O Same as patient  (Answer.2hé. ﬁ![owmg orz{y if the patient is a da peﬂdmt) 2
{ 1. Last Name, Fust Name, Suff:x Mlddle Nanm -
: - R ‘ig_'. R
ey Ph]]I-Iealth“ID‘Num“be,r S .| - TTTTI-11

; .

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT
Chemoradiation with Linear Accelerator {.:i el
and Btachytherapy (Low/ High Dose) for Cervical. Cancet
Requitements /" Ao . Please Check
1. Checklist of/Requirements fqr_R:unbmsement (Annex E1.3- Cemcal CA)
2. Photocopy of approved Pre -Authonzauon Checkhst & Request L
(Annex A-Cervical CA) -
3. _Photocopy of completely accomphshed ME FORM (Annex B)
4. Properly mecomplished Philllealth Clalm Form (CP) 1 or PhﬂHeaIth Beneflt
Eligibility Form (PBEF)and CF2 -~ =
5. Checklist of Mandatory and Other Serv1ces (Annex Cl 3 Cemcal CA)
Photocopy completed Z Sausfaction Questionnaire (Annex D)
7. Original ooy of medical certificate of Our-Patient Follow up Consultation
(within'? weeks post:procedure) with 3 Wntten request for out-patient pap
smear 3 months posn-procedure N

o

Certified correct by' _ o = e Certified correct by:
\ (Printed name and signature) (Printed name and signature)
—= Gynecologic Oncologist Radiation Oncologist
}\ PhlFlealth — — | Phifeaih _ _
~ Accreditation No. Accreditation No.
o | Date signed (mm/dd/yyyy) Date signed (mm/dd/ yyyy)
m
:? Conforme by:
Mo
(Printed name and signature)
Patient
Date signed (mm/dd/yyyy)
Revised as of November 2021 Pmmm;w

€3 PhilHeatthofficlal €3 teamphilhealth (& actioncenter@philhealthgoviph




Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
KACHISORM AT EAUNGA PATA 35 LAUAT

Case No.

Annex "E1- EMORPH”

HEALTH CARE INSTITUIION (HCD

ADDRESS OF HO
A~PJ’3LTIEI\TI' 1. Last Name, First Name Mlddle Name, Sufflx < SEX - y
it | [ Male, O Female

. l; 2. PhilHealth ID Number

'7-11 IBEEER

[TTTT1-[]

B. MEMBER.

(Answer only ) J.f' tbeﬁpaaeﬂrzs a dependenr otherwise, write,

‘same. gs a_bqvef)

o Last Name First Name, Mlddle Name, Suffix

EWIIILJIIIIIIIIEI

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (T RANCHE 1)
o Expanded ZMORPH A ;

| -f:--fi 2. Ph]]Health ID Number

;} o
£ } T

Requirements - P R s R

1. Checklist of Reqmrements for Reunbursement (Annex El EMORPI—I)

2. Photocopy of approved Pre —Authonzatlon Checkhst &CRequest (Annex A-
EMORPH)

Photocopy of- completely accomphshed METF ORM (Annex B)

Properly aceonplished PhilHealth Claim Form (CF) 1 01’ PhilHealth Benefit
Eligibility Form (PBEF) and CB2 =~ &
Discharge Checkhst for Expanded ZM@RPH (T ranche 1) (Annex ClI-
EMORPH) ="

Photocopy of completed Z Sausfactlon Questionnaire (Annex D)

Please Check

3
4,

5.

Cerufied correct by: Cerufied correct by:

(Printed name and signature)
Artending Rehabilitation Medicine Specialist

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

ik e

PhilHealth _ _ PhilHealth _ _
Accrediation No. Acereditation No.
o | Date signed (mm/ dd/yyyy) Date signed (mn/dd/yyyy)
> w
E% « Conforme by:
<
s O (Printed name and signature)
Patient/ Parent/ Guardian
. Date signed (mm/dd/yyyy)
'S
a

Page1 of 1 of Annex E1 - EMORPH
@ PhilHealthofficial @@ teamph:l health {23 .actloncenter@ph lhealth.gov.ph

Revised as of November 2021




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City é
Call Center: (02) 84417442 | Trunkline: (02) 8441-7444 e
. philhealth gov.ph UNIVERSAL HEALTH CAe
Case No.
Annex "E2 - EMORPH”
HEALTH CARE INSTITUTION (HCD)
ADDRESS OF HCI

A. PAT[ENT 1. Last Name, First Name, Middle Name, Sufflx

“\

| 2. PhJJHealthIDNumber [ HB 1‘

Kialel s

B. WI\ABER (Answer only if, ;ﬁe pauenr isa depeudém o:bemse, write, “same as above”)

1. Last Namef First Name Ivhddle Name, Suffix E
;",e -
2R Ph]]HeaIthIDNumber I [ J-[ 11 l I L I I []-[]

é’ & . e A
CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (T RANCHE 2)
;” : Jf' - Expanded ZMORPH

sc
it T

Requirements’ S i f-' A Please Check

1. Checklist of Reqmrements for Reunbuzsement (Annex EZ-EMORPH)

2. Photocopy of approved Pre—Aathorization Checkhst &Request
(Amnéx A-EMORPH)

3. Photocopyof completely accomphshed ME FORM (Annex B)

4. Properdy. a:mr;a;blzrbed PhilHealth Claim Form (GF) Lor PhJ]Health Benefit
Eligibility Form (PBEF) and (F 2.~~~

5. Discharge Checklist for Expanded ZMORPH (T ra.nche 2) (Annex Q-
EMORDE) .

6. Photocopyof: completed Z Samfaéﬂon Quesuonnam: (Annex D)

Centifted correct by: Cernified correct by:
.N\ (Printed name and signature) (Printed name and signature)
\ﬁ Arntending Rehabilitation Medicine Specialist Executive Director/Chief of Hospital/
N _ __Medical Director/ Medical Center Chief
) =TT T T F :
- No.
Hi — || Date signed (mm/dd/yyyy) Date signed {mm/dd/yyyy)
=y -
2 Conforme by:
(Printed name and signature)
Patient/Parent/ Guardian
Date signed (mm/dd/yyyy)
Revised as of November 2021 _ Page1 of 1 of Annex E2 - EMORPH

@3 Phitieatthoficial €3{) teamphilhealth (Z) actioncenter@phitealthgovph




S

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8341-7442 | Trunkline: (02) 8441-7444

www.phithealth.gov.ph

Case No.

Annex "E1-KT*

P/ N
ﬂk

UNIVERSAL HEAI.‘IH CARE
wa AT

HEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

o o
s T ’\.!
e ,,_-,s-»- i i,

A.PATIENT' | 1. Last Name, First Name, Suffu{,fMlddle Name SEX

=7 e O-Mse O Femake

2. Ph]]HealthIDNumber ;

_,.-MHIIIIIIIIIIIIZI

R\ O Same as patients” {Amwer the following onby if the patient is a de;bendemj

| 1. Lasu Name] Fifse Namme, Suffix, Midle Narre :
.-4 ? l il

4

2, PhﬂHealthIDNuInber i

‘,.I"IIIIIIIIIIIIEI

f
o7

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (T RAIJ\JCHE 1)
End Stage Renal Dlsease requmng Kidney Ttansplantatlon (Low Risk)

!;‘ -I

Requltements {,,KT A

7 | Please Check

1. Checkhst of Requxrements for Reimbursement (Tranche 1) t
(Annex E 1-KT) : E* ,,.\ k,c ggjf

2. Photocopy'of approved Pne -Atmhonzauon Gheckhst &:Request
(Annéx A-KT) s omeve

he

Photocopy.of: completely accomplished: ME FORM (Annex B)

4. Properly decomplished PhilHealth Glaim Form (CF) 1’or PhilHealth Benefit
Eligibility Form(PBEF) and CF:2 © -

5. Checklist 6f. Mandatory: and Other. Semces (Armex C1-KT) with the
following attachmenits;. =2
a. Pre- Tnmsplant Evaluatlon Form For Kidney Transplant Recipient
b. Pre-Transplant Evaluation Form For Kidney Transplant Donor

= | 6. Photocopy of completed Z Satisfaction Questionnaire (Annex D)
-\ﬁ 7. Photocopy of accomplished surgical operative report of recipient and donor

ﬂl\ 8. Photocopy of accomplished anesthesia report of recipient and donor

)
o h\ Certified correct by: Conforme by:

[
E:l E:_ S (Printed name and signature) (Printed name and signature)
RO\ \ Attending Nephrologist or Transplant Surgeon Patient/ Parent/ Guardian
g O philbiets - —| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)

Revised as of Nevember 2021

Page 1 of 1 of Annex E1- KT

@ PhiHeatthotficial ) teamphilheatth &9 actioncenter@phithealth govph



Republic of the FPhilippines

PHILIPPINE HEALTH INSURANCE CORPORATION i‘%

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: {02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE
FRIVRUBAN AT LALINGS PAKS 1A LAWAY

Case No.
Annex “E2 — KT”
FIE AL TH CARE PROVIDER (HCD
ADDRESS OF HCP —
A PATIENT | 1. Last Name, First Name, Sulf; Mlddle Name T3EX

O Mek O Female

2P}ﬁn{ea1th1DNmfiBef".wllHIIIIIIIII:I

' B. MEMBER | O Same as patient=" (Answier the following anly if the patient is a d@eﬂa’enﬂ
: .+ | 1. Last Name Fnsr. Name, Suffix, Middle Name

!V F

z.PhilHealthHDNmnber ,['lIIIlIIIIIIID

R
S F

‘J: ¥

CI-IECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2)
End Stage Renal stease requmng Kldney Ttansplantatlon (Low Risk)

.~r . . R r

Requitements, B o : ’ . Please Check
1. Checklist of Requn‘ernents for Rclmbursement (T mnche 2)
(Annex E2-KT) -

2. Properly accomplished PhilHealth Claim Form 2

3. Monitoring For Recipient And Donor Form (Annex GZ K'I) with the
| fo]lowmg attachment:
| Immunosuppressive medlcamons )
4. Photocopy of completed Z Sansfacuon Quesuonnmre (Annex D)

‘ Certified correct by‘ S Conforme by
{\ (Printed name and signature) (Printed name and signature)
A= ttendmg Nephrologist or Transplant Surgeon Patient/ Parent/ Guardian
el o, - —| | Date signed (mm/dd/yyyy)
Date signed (mm/dd/ yyyy)

Revised as of Nowember 2021 Page1of1 of Annex E2 - XT
€ Pritealthofficial £3{L)teamphilhezlth ‘ actioncenter@philhealthgovph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www,philhealth.gov.ph

RALBLIZAN 2] FRITNGA FATS 5 Lakal

Case No.

Annex "E — Prostate QA”

BEALTH CARE PROVIDER (HCP)

ADDRESS OF HCP

O Mak [ Femak

7":||||||||D

: B N[ENIBER O Sawe as patient (Amwm' he. jbl!omng only g’ the patiént is a dependent) v,

: A PATIENT | 1. Last Name, First Name, Middle Name, Suffic — - TSEX

| 2. PhilHealth ID Number = s

| T
} 1. Last Name, First? Name, MlddleName, Sufflx ?l A
| : : ;,f’ 4“? v i ol
| 2. PhJ]HealthIDNumber oI.:..- - I_I } ! 1 1-1
— — o
s‘ f' A, 3 i;
| CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT
. Prostate Cancet : : '_:;
’ ¥ TR i
“Requltements i;‘é”" ..’,;f”" Please Check

[y

Checklist of mRequlremenrs for Reimbursemeiit (Annex E- Prostate CA) S

2. Photocopy,of Approved. Pre —Authonzatlon Checkhst & Request 5 7

(Annex AlProstate CA) W

Photocopy of Accomplished ME FORM (Annex B) 2 v

4. Properly accmplnbed PhilHealth Claim Form 1 (CF 1) or PhﬂHealth Benef1t

Eligibility Form (PBEF) and CF2 -

5. Checklist bf Mandatory and Other Servicés for Prostate CA (Annex C-Prostate
A

Photocopy completed Z Sansfaction Quesnonnaure (Annex D)

=

e

7. Photocopy of accomplished-surgical opefitive report
8. Photocopy of accomplished anésthesia report
BN
BN .
% Certified correct by: Conforme by:
oo S K (Printed name and signature) (Printed name and signature)
'Ll_.l o & Attending Physician Patient/Parent/ Guardian
RTE
g C:,\.’ Polblealts - —| | Date signed (mm/dd/yyyy) II
) [Date signed o/ &/ yy)
I
—_ 2]

Revised as of Navember 2021 Page 1 of 1 of Annex E — Prostate CA
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION y ?,
L0

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

UNIVERSAL HEALTH CARE
KAIFIE2AN AT AAITHGE FATA 15 LakAT

/Y

www.philhealth.gov.ph
Case No.
Annex “E1~TOF”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A. PATIENT { 1. Last Name, First Name, Middle Name, Suffix SEX
o . O Mak O Female
Qo 2. PhillealthIDNumber [T J-[ T T T T TTTTI-[]
B.MEMBER | O Sawe as patient  (Answer the following only if the patient is a dependent)
~ | L. Last Name, First Name, Middle Name, Suffix
2. PhilHealth ID Number ~ []]- I I I I I I LI ]

CHECKLIST OR REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 1)
Tetralogy of Fallot-~ Electlve TOF Repair
L " : Place a check mark (¥)

,"'l

Requirements Fra o ' o © | YES

1. Checklist of Reqmrements for: Reunbursement (Armex E1-TOF) A

Photocopy of approved Pre - Authorization. Checklist & Request (Annex A TOF)

Photocopy of completed ME FORM (Annex B)

hal Bl

Properly accomplished PhilHealth Claim Form (CF) 1 or PhilHealth Beneflt Ehglb]]lty
Form (PBEF)-and CF 2 2

Signed Checklist of Mandatorgynerﬁld Other Services (Annex C1- TOF)

5. S
6. Photocopy of completed and signed Z Satisfaction Quesuonna:re (Annex D)
7. Photocopy of accomplished surgical operative report ! . :
8. Photocopy'of accomphshed anesthesia report. . ; o
I I ‘! . 8 -
Certtfied correct by- BT I Ceruﬁed correct by'
(Pnnted name and signature) (Prmted name and signature)
Attendmg Pedmmc Card:alogm" I ‘Executive Director/ Chief of Hospital/
N _ EE Mechcal Director/ Medical Center Chief
PRIFieals T ‘_-,ﬁPhJ]Heahh _ ~
Acecredization No, . o B Arcreditation No.
Date stgned (mm/ dd/ yyy)a Date signed (mm/dd/yyyy)
Documents received by: Conforme by:
(Printed name and signature) (Printed name and signature)
Z Benefits Coordinator Parent/ Guardian
Date signed (mm/dd/ yyyy) Date signed (mm/dd/yyyy)
Revised as of November 2021 Page 1 0f 1 of Annex E1 - TOF
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

mmgalﬂh UNIVERS;:.;;EALTH CARE
Case No.
Annex “E2 - TOF”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A.PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
L O Make U Femake
|2 Phibetb D Namber [T 1-CETTL T T T-[]
B.MEMBER | O Same as patient  (Answer the following afz{} if the parieiit is a dy _pmdmz)
4. | 1. Last Name, First Name Mlddle Name, Sufflx
,2Ph11HealthIDNumber |||I|||||||||E|

Ey

CHECKLIST OR REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2)
Tetralogy of Fallot - Electwe TOF Repair

2 . Piace a check mark (v)
Requirements -+ o YES
1. Checklist of Reqmrements for. Remlbursement {Annex E2-TOF) :
2. Properly accomplished PhilHealth Claim Form 2 -
3. Completed Cardiac Rehabilitation Form e &
4, Medical cé'rtificate of OPD consultatiori. ; ! .
Certified correct by- 5,» — Cemfxed comect by'
(Pnnted name and signature) RS (Prmted name and signature)
Attendmg Pediatric Cardiologist _ +'| - Executive Director/ Chief of Hospital/
N v, _ e " Medical Director/ Medical Center Chief
S Ll_ PhilFlealih PhiElath
ﬂ\ Accreditation No. - 1. - vAc'credimLion No. - -
“\} Date signed (mm/ dd/ yyyy) G wen, .| Date signed (mm/dd/ yyyy)
. St e
ﬁ > ¥ [Documents received by: Conforme by:
oy @ : : : :
U (Printed name and signature) (Printed name and signature}
L (\» ‘ Z Benefits Coordinator Parent/ Guardian
= ‘ Date signed (mm/dd/yyyy) Date signed (mm/dd/ yyyy)
3
— 2]
Revised as of November 2021 Page 1 of 1 of Annex E2 - TOF
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City

Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Case No.
Annex “E1~VSD”
HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
i O Mak [ Femak

| 2. PhilHealth ID Number [T1-[=FTEERELTTT - ]:l

B MEMBER O Same as patient  (Auswer the following oy if the patient is a &pmdtmj ™

| 1. Last Name, First Name, Mlddle Name, Sufflx W,

2. PhilHealth ID, Number i

'“”IM|I||IIIIIII|D

@’ v ¥

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 1)

Ventncular Septal Defect - Electlve VSD Closure

v £

P]ace a check mark (v)

.r' "y

Requirements

, YES

1. Checklist of Requirements for Rmmbursement (Annex E1-VSD)

Photocopy of approved Pre <Authorization Checklist &chuest (Azinex A—VSD)

Photocopy of completed ME FORM (Annex B)

Al el 1

Eligibility Form (PBEF) and CF 2

Properly accomplished Phi/Health Claim Form (CF) lor Ph]lHealth Benef1t

Signed Checklist of Mandatory and Other Services (Annex Cl VSD)

Photocopy of completed and signed Z Satisfaction Quesuonnalre (Annex D)

Photacopy of accomplished surgical operative report

SN oy

P/Jafompy af accomphshed anesthesia Ieport.

Certified comect by'

*

O_emfled correct by:

(Prmted na.me"and signature) —
Antending Pediatric Cardislogist

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

ThilFealts PhilHJealth
Accreditation No. - - Accreditation No. - -
Date signed (mm/dd/ yyyy} Date signed (mm/dd/yyyy)
Documents received by: Conforme by:
(Pnnted pame and signature) (Printed name and signature)
Z Benefits Coordinator Parent/ Guardian
Date signed (mm/ dd/ yyyy) Date signed (mm/dd/yyyy)

Revised as of November 2021

Page 1 0f 1 of Annex Bl - VSD
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION I‘

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444

worwphilbcalth gov.ph uMvERSAL HEaLTH cape
Case No.
Annex “E2 — VSD”
FEALTH CARE PROVIDER (HCD)
ADDRESS OF HCP

A PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX

O Mek O Female

2. PhilHealth ID Number

[T]-LTTTITTITT1]-[]

| 0 Same as patient  (Answer the following oudy if the patient is a dependeny)
1. Last Name, First Name, Middle Name, Suffix

| 2. PhilHealth ID Number

I,.~;IIIIIIILIIIIE|

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT (TRANCHE 2)

Ventricular Septal Defect Elecnve VSD Closue ° 1

}
"

Place a check mark (v)
Requirements ‘ o R YES
1. Checklist of Requlrements for Reunbuxsement (Annex E2-VSD) ‘ T
2. Properly accomplished PhilHealth Claim Form 2~ ' 7 f
3. Completed Cardiac Rehabilitaton:Form: s i
4, Medical certificate of OPD comultauon A
i A EASS "" ;
Certified correct by' e ‘ _Cenified correct byt .
,slx‘ i'; fe“l L e = IR ’,1! g’.’..' o=

2

e

(Pnntednameand s1gnature) S

Attendlng Pedzatnf Cardmlagtrt

e ‘Medical Dlrector/ Medical Center Ch1ef

Lo (Pnntcd namc and signature)
Executive Dn'ector/ Chief of Hospital/

i % [
PRFetE & | . i T T _ _
AccrednauonNo N chxédimdop Nc:);a:,i
Date s1gned (mm/ dd/ yyy}j » ate sigried (mm/dd/yyyy)

Documents recelved by

(Printed name and signature) (Printed name and signature)
Z Benefits Coordinator Parent/ Guardian
Date signed (mm/dd/ yyyy) Date signed (mm/ dd/yyyy)

Revised as of November 2021

Page 1 of 1 of Annex F2 - VSD
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center (02) 8441-7442  Trunkline (02) 8441-7444
www.philhealth.gov.ph

g —————

TRANSMITTAL FORM OF CLAIMS FOR THE: Z: BENEFITS

/| \Y

UNIVERSAL HEALTH CARE
RALUSUGAN AT EAUHAK FALL La (AHKY

Annex “H”

NAME OF CONTRACTED HEALTH CARE PROVIDER (HCP)

ADDRESS OFHCP - - . -

e

Instructions for filling out this Transmittal Form, Use additional sheets if necess1ry o
. Use CAPITAL letters or UPPER CASE letters in filling out the form. S e .

e N

For the period of confinement, follow the format (mm/dd/yyyy). 2 : iR '

For the Z Benefut Package Code, include the code for the order of tranche’} payment Example breast cancer, second tranche should be written 2s “20022”
For the Case Number, copy the case number that is provided in the approved pie-authorization checklist and request.

The Remarks column may include some relevant notes which perta.m 1o the filed claim that nced to be relayed to Phillealth.

4

N

Period of Conﬁneﬁient Z Benefit Package

Case Number Name of Patient |~ : Remarks

(Last, First, Middle Initial, Extensi_pn) Date admitted Date discharged Code : £

1. o - ! 17

2. b - :

3. :

4. f T # T

5, B — 5 - ~

5 T .

s. 5 ; ) e

9. g ' - . S

10. - o

Certified correct by authorized re res:éﬁtaﬁve of the HCP

Printed Name and Signature

Demgnauon

Date s1gned (mm/dd/yyyy)

s of er 2021

Page 10f 1 of Annex H
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Annex “I”
Policy Review Guide for the Z Benefits

Revised as of November 2021 .

Policy Review Guide for the Z Benefits

Health Finance Policy Sector
Product Team for Special Benefits

Introduction

The policy review of the Z Benefits shall be conducted regularly, between one (1) and
three (3) years, depending on the nature of the particular policy, ie. evidence update, rates
adjustment, or amendments/ revisions to details of the policy. The policy review of each of
the Z Benefit Packages is expected to take between one (1) to three (3} months, depending
on the scope of new evidence to review, the extent of stakeholders involved and the
resources required. The Health Finance Policy Sector shall take the lead in the review process
in collaboration with relevant internal and external stakeholders, which shall ensure accuracy
of the contents of the policy in order to reflect current needs and practice. The Product
Team for Special Benefits shall be the policy contact, which is responsible for developing
and reviewing the policy with other policy stakeholders, as well as providing policy advice
best suited to answer questions on the application of the policy. PhilHealth and its key
stakeholders shall form the policy review team that shall undertake the policy review process.

Methodology
A. Knowledge update

The knowledge update is the summary and synthesis of the significant and locally
applicable updates in current standards of practice and medical evidence that has taken place
since the initial implementation of the Z Benefits policy or since the last policy review.
Trained technical staff of the Product Team for Special Benefits shall conduct the systematic
search, critical appraisal and syntheses of new evidence relevant to the minimum standards
that are pertinent to each of the Z Benefit Packages. Policy research, health technology
assessment (HTA), cost-analysis, economic evaluation, and budget impact analysis, among
others, shall be conducted as necessary, in collaboration with technical experts, the academe,
and key stakeholders. The knowledge update shall be reflected in technical documents and
harmonized into the policy of the Z Benefits.

Other areas for consideration in knowledge update are changes or amendments to the
Corporation’s legal mandate or other applicable statutory rules and regulations w be
complied with.




Annex “I”

Policy Review Guide for the Z Benefits

MASTER
_COPY
S

B. Matrix guide for the policy review process

Questions

Yes

Action Plan

. Does the policy achieve its stated

purpose?

a) Are the objectives and expected
outcomes stated in the policy
achieved since its
implementation or last review?

. Are the principles stated in the policy

stll  consistent  with  the
Corporation’s  legal  mandate,
strategic plans and budget allocation?

. Is the policy consistent with the

current standards of best practice?

. Are there gaps in operations and

implementation of the policy? What

are the evidence to substantiate
these?

a. Is the policy being complied?

b. Are the service providers and
PhilHealth operations clear about
their roles and responsibilities in
the implementation of the

policy?

c. What are the barters to
compliance of the policy?

o

Revised as of Novenrber 2021

C. Engaging key stakeholders as members of the policy review team

Relevant stakeholders are the key players who shall use and be affected by the policy.
Involvement of these important stakeholders shall improve the quality of the policy and
facilitate implementation by getting buy-in from the critical players. They shall be invited to
actively participate during the senes of engagements and activities for the purpose of the
policy review. These stakeholders shall include, but are not limited to, PhilHealth as the
policy owner or sponsor, the Department of Health, healthcare prowders content expetts,
academe, development partners, patient groups, other government institutions, non-
government organizations, industry (pharmaceutical, medical devices, suppliers), elected
public officials, media, advocacy groups, and the Presidential Management Staff (PMS),
among others, Tnternal stakeholders of PhilHealth shall also be involved in the policy review
process. These shall be composed of technical staff representatives from the relevant Sectors
and Departments within the Corporation.

Page 2 of 3 of Anmex 1



Annex “I”
Policy Review Guide for the Z Benefits

D. Building consensus with key stakeholders

The policy review team, in collaboration with the key stakeholders, shall address the
policy gaps identified and shall also consider the action plans listed in the matrix guide of the
review process. Consensus building shall be conducted in order to arrive at an agreement and
resolution for issues raised during the series of activities and engagements in the policy
review process. The agreements and resolutions shall be the basis for the proposed
amendments, revisions or changes in the policy of the Z Benefits.

E. Seeking management approval of the ptoposed policy amendments and revisions

After the conduct of stakeholder engagements and policy review activities, agreements
and resolutions shall be presented to Management for their approval. Proposed amendments
and changes to the current policy that affect package rates, payment schermes, or the overall
budget of the Corporation shall be forwarded to the Office of the Actuary for actuarial
study. The recommendation/s of the Office of the Actuary shall also be presented to the
Management, Decision/s of the Management shall be guided by the policy options and
evidence gathered during the policy review process and stakeholder engagements and the
recommendation/s of the Actuary.

F. Disseminating the amendments and revisions in the policy

Amendments or revisions to the policy of the Z Benefits shall be disseminated in the
proper document, such as circular, office order, memorandum, or advisory. These shall be
circulated appropriately to all the concerned PhilHealth Offices, relevant stakeholders,
healthcare providers and the public.

S
>
™~

P

LS
O

MASTER

‘ Dc:_/_&fi Date

Revised as of Noverrber 2021 Page 3 of 3 of Annex I



Annex “J”
List of Mandatory Services

Z BENEFIT FOR ACUTE LYMPHOCYTIC/LYMPHOBLASTIC LEUKEMIA,
STANDARD RISK

TabIe 1. Semces mcluded for Inducuon Phase

A, Diagnostics. B

1.

el i i al

bone marrow aspirate examination
{(morphologic assessment of BMA
smears)

CSF analysis with WBC differential
count

CBC (with platelet count)

alanine aminotransferase (ALT)
bilirubin

creatinine

PT,PTT

uric acid

. chest x-ray

B. Electrolytes

L.

2,

Sodium
Potassium

C. Chemotherapy

1.

“n b
N
[+1]
> =
0. O
29

<4 Q)

=X
[}

[
___________..._.J

Systemic

@) prednisone or dexamethasone
b) vincrstne

¢) L-asparaginase

Intrathecal

a) single (methotrexate), OR

b) triple (methotrexate, cytarabine,
hydrocortisone)

A. Other diagnostics, as indicated

calcinm

chloride

magnesium
phosphorous/ phosphate
2D echocardiography
flow cytometric
immunophenotyping
GSF cytospin
abdominal ultrasound
evaluation of infection (ex. blood
culture, etc.)

10. cytogenetics

AU e

hal S

. Blood support and processing

1. blood typing

2. cross-matching

3. blood screening

4. blood products (Le. packed RBC,
platelet concentrate, fresh frozen

plasmma)

. Othes Systemic Chemotherapy, as

indicated, such as doxorubicin

. Other drugs, as indicated, such as

diphenhydramine or hydrocortisone

. Antiemetics, as indicated, such as

ondansetron or metoclopramide

. Pain medications, as indicated, such

as nalbuphine, tramadol

. Anesthetics, as indicated, such as

ketamine, propofol

. Sedatives prior to lab procedure, as

indicated, such as midazolam,
diphenhydramine

I. Antimicrobials

1. cotrimoxazole

Revised as of Neverber 2021
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Al)nex “J},
List of Mandatory Services

2

3,

4, amikacin
5 )

J. Other antimicrobials based on hospital
antibiogranm

Table 2. Services included for Consolidation, Interim Maintenance and Delayed Intensification
Phases

- Délayed Infensification P}

A. Diagnostics
1. CSF Analysis WBC differential count
2. CBC(with platelet count)
3. creatinine

4. bilirubin
B. Chemotherapy

1. Systemic
a) prednisone or dexamethasone
b) vincrstine
¢} cytarabine
d) cyclophosphamide
¢) methotrexate (IV and oral)
f) 6-mercaptopurine

2. Intrathecal
a) single (methotrexate), OR
b) triple (methotrexate, cytarabine,
hydrocortisone)

DC:

A. Other Diagnostics, if needed
1. bone marrow aspirate examination
2. alanine aminotransferase (ALT)
3. PT/PTT

B. Chemotherapy
1. doxorubicin

2. L-asparaginase

C. Other dmgs, as indicated
1. MESNA
2. hydrocortisone

D. Antiemetics, as indicated
1. ondansetron
2. metoclopramide

E. Antimicrobials

co-trimoxazole

ceftriaxone

ceftazidime

amikacin

antifingal (oral), specify

Other antimicrobials based on
hospital antibiogram

S P

F. Blood products

Revised as of November 2021

Page 2 of 16 of Annex ]



Annex <]
List of Mandatory Services

Table 3 Seces included for Maintenance Phase

A. Other diagnostics
chest X-ray
bone marrow aspirate examination
alanine aminotransferase (ALT)
creatinine

bilirubin

amylase

cranial CT scan

CSF cytospm

flow cytometry (to determine
minimal residual disease)

B. Chemotherapy B. Chemotherapy
Systemic (i.e. doxorubicin)

A. Diagnostics.
1. CSF Analysis WBC differential count
2. (BC(with platelet count)

LN AR

1. Systemic
a) prednisone or dexcamethasone C. Antiemetics, as indicated
b) vincristine 1. ondansetron
c) methotrexate (oral) 2. metoclopramide

d) 6-mercaptopurine D. Antimicrobials
2. ratheca oozl
a) single (methotrexate), OR 3. cefrazidime
b) triple (methotrexate, cytarabine, 4. amikacin
hydrocortisone) 5. antifungal (oral), specify
6. other antibiotics based on hospital

antibiogram:

E. Blood products

PY

Dz'e:

MASTER
C

/-'*72 F/

¢

Disclaimer: These mandatory services may be revised as needed based on updated
evidence in the medical literature that is acceptable by current standards of practice and
applicable in the local setting.

Revised as of November 2021 Page 3 of 16 of Annex ]



A.tlnex “JJ’
List of Mandatory Services

Z BENEFIT FOR BREAST CANCER, STAGE 0 TO IIIA

Table 1. Services included for Breast CA, Tranche 1

Mandatory Services (Minimum Standards)

A. Surgery (any one of the following)

1. modified radical mastectomy

2. total mastectomy with sentinel lymph
node biopsy

3. partial mastectomy of the
breast/lumpectomy with axillary lymph
node dissection

4. partial mastectomy/ lumpectomy of the
breast with sentinel lymph node biopsy

B. Diagnostics
1. mammography for all female 40 years old

and above
2. ultrasound of breast and axillary bed for
female less than 40 years old
3. ultrasound of both breasts and axillary
bed for male
C. histopathology
D. ER/HER*
g
N
oo &
o= 5
=0\ a
NO W
40
P
g
S

A CP cleatat;ce

B. Diagnostics (if needed)

L.

o

0 %0 N o

10.
11.
2.
13.

CBC (with platelet
count)*

chest x-ray PA and later
alkaline phosphatase*
#ltrasonnd of whole
abdomen®

EGG

creatinine

FBS

PT/PTT

electrolytes*
a. sodium
b. potassium
c. calcium
d. chlonde
e. phosphate

urinalysis*

2D echo **

SPGT*

SGOT*

C. other medicines

* Not required for cStage 0 (DCIS)
** Not required for HER negative breast cancer

Revised as of November 2021
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Aﬂnex “J”
List of Mandatory Services

Table 2. Services included for Breast Cancer, Tranche 2

Mandatory Services (Mlmmum Standards) """ . Other Services
A. Dlagnostlcs
histopathological staging
B. Adjuvant or Neo-adjuvant Therapy A. Other drugs, as needed,
1. biologic therapy, trastuzumab #* x 18
1. Chemotherapy* with: cycles
a) ACx6 cycles 2. anti-emetics
doxorubicin /epirubicin®** for 3. antimicrobials
patients with cardiac 4. pain-relievers
dysfunctions, 5. other medicines
cyclophosphamide OR
b) CQMF*** x 6 cycles
cyclophosphamide,
methotrexate, fluorouracil
A c) Docetaxel-Carboplatin (TCh) x 4
cycles
3 For ER-HER- BrCa
Q\ d) ACx4cyles + T x4 cycles
n h doxorubicin/ epirubicin***,
Li>= 7 cyclophosphamide, docetaxel
ETJ%— e e) TCyx4 cyles
£ (.)\ docetaxel, cyclophosphamide
= §’]\ 2. Hormonotherapy with: B. Other hormonotherapy
Tamoxifen® *5 years Letrozole x 5 years
o
= C. Radiotherapy
Not included in the Z Benefits but as a
separate benefit under Case Rates
*not required for Stage 0 DCIS

** In order to achieve the expecied pathological response of neoadjuvant therapy, the full 4 to 8 cycles of chemotherapyand anti-HER2 neu
trestment if HER2 +, depending on the protoco] used, is given prior to surgery provided there 15 clinical response,

*#or elderly or those with heart disease who cannot tolerate doxorubicing epirubicin can be given instead of doxorubicin in patients with history
of heart disease

#Tamoxifen is given for ER+ BrCa after cytotoxiz chemotherapy and can be given wpgether with trastuzumab in pre- and post-menopausal
patients, Letrozole cannot be given w premenopausal patients

#* Trastuzumab for HER+ BrCa; modify chemotkempy regimen as TCH-H, AC+TH-H (doxorubicin and trastweumaby (H) cannot be given
simultaneously)

Disclaimer: These mandatory services may be revised as needed based on updated
evidence in the medical literature that is acceptable by current standards of practice and
applicable in the local setting.
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List of Mandatory Services

Z BENEFIT FOR PROSTATE CANCER, LOW TO INTERMEDIATE RISK

. A. Surgery A. CP Clearance
1. laparoscopic radical prostatectomy OR
2. open radical prostatectomy

B. Cote needle biopsy or TURP specimen

C. Prostate Specific Antigen (PSA) B. Other diagnostic tests, if needed:
chest X-ray

ECG

abdominal ultrasound

bone scan

CT scan / MRI of pelvis and
abdomen

6. PET scan

e

C. Othert labs, if needed:
creatinine

FBS

CBC

electrolytes

urinalysis

LAl ol Al

D. Other drugs, as needed

/a/aJé/

Y
Dale:

MASTER

Disclaimer: These mandatory services may be revised as needed based on updated
evidence in the medical literature that is acceptable by current standards of practice and
applicable in the local setting.

Revised as of Noversber 2021 Page 6 of 16 of Annex J



Annex “J”
List of Mandatory Services

Z BENEFIT FOR END STAGE RENAL DISEASE REQUIRING
KIDNEY TRANSPLANTATION, LOW-RISK

Mandatorv Semces (annum Standards)

Table 1. Services included for end-stage renal dlsease requmng kidney transplantation, low-nsk

‘ 3‘*_ Other Ser\'lces

A. Cardlology cleamnce for rec1p1ent

B. Pre-transplant evaluation/labs (Phases 1,2, 3
and 4) for donor and recipient candidates

C. Transplantation surgery with living or
deceased donor

D. Immunosuppressant induction therapy,
unless identical twin or zero HLA-antigen
mismatch

E. Immunologic risk- negative tissue
crossmatch between donor and recipient,
primary kidney transplant, single organ
transplant, PRA class 1 and 2 negative or
PRA <20%; no donor specific antbody

A Carchology clearance for donor 1f
indicated

B. Hemodialysis or peritoneal dialysis
during admission for transplantation,
if indicated

C. Graft renal biopsy, if indicated
D. Anti-rejection therapy, if indicated,

with methylprednisolone 500 mg IV
per day for three (3) days

Table 2, Pre—transplant evaluation/ [abs (Phases 1,

2, 3 and 4) for recipient candidate

- Mandatory Setvices .
(Mmmmm Standatds) i

. Othes Services

CBC

blood typing
PT/PTT
bleeding Time
FBS
creatinine
urinalysis
HBsAg, anti-HBs, anti-HBc
CMV IgG
anu-HCV
HIV

TPPA

o chest x-ray

ultrasound of the whole abdomen
Phase 2

PRA screen

PRA specific
Phase 3
tissue cross-match with living donor
HLA tissue typing

Revised as of November 2021

Phase 1
HBV-DNA if only anti-HBc+
Chest CT scan
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Annex “JS’
List of Mandatory Services

Mandatory Senflces (Mlmmum Standards)

o Oth_ég Servig_es

e

Phase e Phase 4
urine /S pregnancy test for female <45 years
sodium old
calcium mammogram for female >40 years
potassium old
phosphorus pap smear for women
lipid profile prostate specific antigen for males
liver function tests when indicated:
uric acid dobutamine stress echo
fecalysis with occult blood carotid duplex ultrasonography
EBV-IgG aorto-iliac duplex ultrasound of
EGG arteries and veins
2D echo
Throat swab C/S
dental evaluation

Table 3. Pre-tmmplzmt evaluation/ labs (Phases 1, 2

, 3) for donor candidate
S Other Services

Phase 1.
CBC 2D echo
blood typing
PT/PTT
bleeding Time
FBS
creatinine
urinalysis
HBsAg
ant-HCV
HV
VDRL
chest x-ray
ultrasound of whole abdomen
ECG
Phase 2
HLA ussue typing
Phase 3
CMV IgG
urnne /S
sodium
calcium
potassium
phosphorous
lipid profile
liver function tests
uric acid
fecalysis with occult blood
nuclear GFR
renal CT angiogram

\ hasel

7,

—

22

|

QT

E
PY
Da?e:./_

T

o3

oo

M A,
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Annex “J”
List of Mandatory Services

TABLE 4. IMMUNOSUPPRESSION THERAPY. Choose on.ly one option, either 1, 2, 3 or 4
; Mandatory Ser\uces (Ivhmmum,-Standatds)i : Othet Servu:es

Optlon 1: calcmeunn mlnbltor + mycophenolate +
prednisone with or without induction
a. cyclosporne + mycophenolate mofet or
mycophenolate sodium + prednisone OR
b. tacrolimus + mycophenolate mofetil or
mycophenolate sodium + prednisone

Option 2: calcineurin inhibitor + mTOR inhibitor +
prednisone with or without induction
a. low-dose cyclosponne + sirolimus + prednisone
OR
b. low-dose cyclosporine + everolimus + prednisone

Option 3: calcineurin inhibitor such as cyclosporine +
azathioprine + prednisone with or without induction

Option 4: steroid-free for zero HLA-mismatch patient or
induction using rabbit antithymocyte globulin

_Table 5. INDUCTION THERAPY. Choose only one OptIOIl elther lor2
Eer 3*Mandatory'_ ‘is'mces (Mmlmum Standards) 4 Ot

' Opnon T mnterleukin- 2—receptor antibody (basﬂlxmmb)
20 mg IV for two (2) doses OR
Option 2: lymphocyte depleting agents
rabbit anti-thymocyte globulin 1.0-1.5 mg per kg
per day for three (3) doses

~ Table 6. Laboratory Momtonng for Rec1plent and Donor

Recipient
CBC (4x)
creatinine (4x)
FBS (4x)
potassium (1x)
SGPT (1%)
lipid profile (1x)
therapeutic drug Jevel (2x)
Donor
CBC (1%)
creatinine (1x)
unnalysts {1x)

Revised as of November 2021 Page 9 of 16 of Annex J



Annex “J”
List of Mandatory Services

Z BENEFIT FOR CORONARY ARTERY BYPASS GRAFT SURGERY

Table 1 Semces mcluded for coronaty artery bypass graft surgery

|

STER

Gey

A
r'\.
L

A. Preoperative Iaboratory tests:

A. Blood bank screening and blood

|
.

1. GBC products, as indicated
2. platelet count B. Continuing postoperative care
3. blood typing C. Additional laboratory tests, if needed
4. sodum D. Postoperative antibiotics (IV and
oral)
5. potassium E. Treatments, as indicated:
6. magnesium a. VTE Prophylaxis
7. calcium b. Nebulization with medications
8. FBS such as beta agonist + steroid or
9. BUN salbutamol/ pulmonary
10, creatinine physiotherapy
11. chest x-ray (PA/lateral) ¢. Blood glucose monitoring
12, 12-lead ECG d. Wound dressings/wound care
13. room air artenal blood gas e. Renal replacement therapy
14, protime-INR
15, plasma thromboplastin time
B. Medications F. Other medications, as indicated
a. beta blocker OR calcium antagonist G. Pulmonary care, as indicated, such as
b. statin ventilator support; nebulization, with a
c. ACE mmhibitor OR ARB - beta 2 agonist a/ons or with steroid or
d. aspirin OR ant-platelet anticholinergic combinations
e. preoperative antibiotic prophylaxis H. Other specialty services if needed, such

as pulmonology, nephrology,
neurology, infectious diseases, etc.
C. Open heart surgery under general
anesthesia
D.Immediate postoperative care at surgical
ICU
E. Treatments
1. Incentive Spirometry
F. Rehabilitation sessions

These mandatory services may be revised as needed based on updated
evidence in the medical literature that is acceptable by current standards of practice and
applicable in the local setting,

Disclaimer:
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Annex “J”
List of Mandatory Services

Z BENEFIT FOR TETRALOGY OF FALLOT

Table 1. Services included for Tetralogy of Fallot

_Mandatory Services (Minimum Standards)

.. Other Services . .

A. Preoperative laboratory: . Other intra-operative medicines

1. CBCwith platelet 1. dexamethasone

2. blood typing 2. calcium gluconate

3. chest x-ray (AP-L) 3. sodium bicarbonate

4. Na,K,d, G 4. potassium chloride

5. creatinine 5. magnesium sulfate

6. protime 6. heparin

7. partial thromboplastin time 7. protamine sulfate
B. Pre-operative antimicrobial prophylaxis . Any of the following inotropes:
C. Procedure done 1. dopamine

tepair of Tetralogy of Fallot/ VSD with 2. dobutamine

pulmonic stenosis

1. VSD patch closure 3, nitroglycerine

2. with RVOT parch or with 4. epinephrine

infundibulectomy or pulmonary

valvotomy

D. Intra-operative medicines

Any of the following anesthetic medicines:

sevoflorane

fentanyl

midazolam

atropine

ketarmine

esmeron

E. Ventllatory support

F. Postoperative laboratory tests:

CBC with platelet

chest x-ray (portable)

PT

PTPA

Na, K, G

ABG

G. (Pre-discharge) laboratory and
diagnostics
1. GBC

I e

SR e

. Blood product support

1. fresh whole blood (FWB)
2. packed red blood cells
3. fresh frozen plasma (FFP)

. Other post-op medication

calcium gluconate

. Other medicines, as indicated

1. Pain reliever

a) tramadol OR

b) ketorolac OR

¢} other pain reliever
2. Sedative

a) midazolam OR

b) propofol OR

¢) fentanyl

d) other sedatve

3. antimicrobial (based on hospital

2. chest x-ray (PAL) antibiogram
3. transthoracic echo pror to discharge 4. H2 blocker
H. Postoperative medications 5. oral digoxin
Any of the following inotropes: 6. oral diuretic
1. dopamine 7. oral vasodilator
2. dobutamine 8. paracetamol or ibuprofen
3. nitroglycerine drip
4. epinephrine

Revised as of Novenrber 2021
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Annex (‘J”
List of Mandatory Sexvices

Z BENEFIT FOR VENTRICULAR SEPTAL DEFECT

Table 1. ngwces Jncluded for Surgery of Ventncular Septal Defect

/-’*’/‘—’-J/y

TER

CaPY
43

Pale:

M

Pre -operative medlcanon Iaboratory
and ancillary procedure
1. CBCwith platelet with blood typing
2. N, K, d, G
3. creatinine
4. protime
5. partal thromboplastin time
6. chest x-ray (AP-L)
7. Pre-operative antimicrobial prophylaxis
Procedure done:
VSD patch closure
Intra-operative medication, laboratory
and ancillary procedure
1. Any of the following anesthetic
medicines:
sevoflorane
fentanyl
midazolam
atropine
¢} ketamine
f) esmeron
2. Ventilatory support
3. Anyof the following motropes, as
indicated:

LDC: y

a) dopamine

b) dobutamine
¢} nitroglycerine
d) epinephrnne

. Postoperative medication, laboratory
and ancillary procedure
1. Respiratory support
a) Ventilator
a) O2 mask/cannula
2. Laboratory and ancillary procedure
a) CBCwith platelet
b) chest x-ray (portable)
¢ PT
PTPA
Ny, K, G
f) ABG
g} 2D ECHO-CFDS TTE/TEE
3. Medications
a) Any of the following inotropes:
1) dopamine

A. Pre-operative medication, laboratory
and ancillary procedure

2D echo CFDS

Other intra-operative medications,
laboratoty and ancillary procedures

dexamethasone
calcium gluconate
sodium bicarbonate
potassium chloride
magnesium sulfate
1) heparin

protamine sulfate

Blood products support (if
applicable), such as:
1. FWB

2. pRBC
3. FFrP

Other medications, as indicated
1. Paralysis
rocuronium
2. Pan reliever
a) tramadol OR
b) ketorolac OR
c) other pain reliever
calcium gluconate
antimicrobials
H blocker
oral digoxin
oral diuretic
oral vasodilator

paracetamol or ibuprofen

LN W

Revised as of November 2021
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AIIIICX “J”
List of Mandatory Services

“ Mandatory Services (Minimuin Standards) |

2) dobutamine
3) niroglycerine drip
4) epinephrine
b) sedatves
1) midazolam OR
2) propofol OR
3) fentanyl OR
4) other sedative
E. Pre-discharge medications, laboratory,
ancillary procedures
1. CBCand platelet count
2. Chest X-ray PAL

3. Transthoracic echo prior to discharge

Disclaimer: These mandatory services may be revised as needed based on updated
evidence in the medical literature that is acceptable by current standards of practice and

applicable in the local setting.

Revised as of November 2021
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Annex “J”
List of Mandatory Services

Z BENEFIT FOR CERVICAL CANCER STAGE IA1, IA2-1TA1

Table 1. Services included for Cervical CA, Stage IA1, IAZ-HAl requiring surgery only

Mandatory Semces (Mlmmum :

Other Semces

A. Preoperative laboratory
CBC

platelet count
blood typing

chest x-ray

ECG

FBS

Na, K, d, G
Creatinine
AST/ALT

10 pro-time

11. urinalysis

12. histopathology

13. imaging: TV-UTZ

00 NG R I

B. Preoperative antibiotic prophylaxis

C. Follow up consultation
(within 2 weeks post-procedure)

/

TA. Sutgery (if indicated)

For Stage IA1 alone:
Extrafascial/ Total Hysterectomy with or
without bilateral salpingoophorectomy

For stage 1A2 -1B1:
Radical Hysterectomy with bilateral pelvic
lymphadenectomy, paraortic lymph node
sampling;
Bilateral salpingoophorectomy OR
Transposition of ovaries

B. Blood transfusion support

C. Other preoperative laboratory
1. Partial thromboplastin time
2. CT scan or MRI
3. Blood support (screening, processing)
4. Gyoscopy

D. Postoperative Laboratory (if indicated)
a. CBCwith platelet
b. EGG
c. electrolytes

E. Postoperative medications (as needed)
a. analgesics
b. anubiotics
c. hematinics

/2/2 2,

0C:

Revised as of Noverzber 2021
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Anncx “J”
List of Mandatory Services

Table 2. Services included for Cervical CA requiring chemoradiation with cobalt and

brachytherapy (low dose)

F Mandatory Semces (Minimum Standards)

Radlatlon Treatment Summary
e pelvic radiation (pelvic cobalt)
¢ brachytherapy (low dose)

Preoperative laboratory

CBC

platelet count

blood typing

chest x-ray

ECG

FBS

Na, X,d, G

creatinine

AST/ALT

pro-time

urinalysis

. histopathology

m. imaging: TV-UTZ

S RTOROER e pup oo

Chemotherapy medications

a. cisplatin
b. carboplatin

Follow up consultation

(within 2 weeks post-procedure)

2

/

“Blood Transfusion Support (1f

indicated)

Preoperative laboratory (if indicated)
a. partial thromboplastin time
b. mmaging: CT scan or MRI
¢. blood support (screening,
processi

d. cystoscopy
e. proctosigmoidoscopy

Postoperative Laboratory (if
indicated)

a. CBCwith platelet

b. ECG

c. electrolytes

Pre-chemotherapy laboratory exams
(if indicated)

a. CBC

b. creatinine

C. magnesium

d. urinalysis

Support Medications (if indicated)
a. anti-emetics

b. G-CSF

c. hematinics

Post treatment medications (home
medications, if indicated)

a. anu-emetics

b. analgesics

¢. hematinics

Revised ar of November 2021
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Annex ‘(J,’
List of Mandatory Services

Table 3. Services included for Cervical CA requiring chemoradiation with linear accelerator and

brachytherapy (low/high dose)

. Mandatory Services (Minimum Standards).

Other Services

Radiation Treatment Summary

a. pelvic radiation (Jinear accelerator)

b. brachytherapy (low or high dose rate)

Preoperative laboratory

CBC

platelet count
blood typing
chest x-ray
ECG

EFBS

Na, K, O, Ca
creatinine
AST/ALT
pro-time
urinalysis
hlstopathology
m. maging: TV-UTZ

TR IR thp e Ot

Chemotherapy medications

a. cisplatn
b. carboplatin

Follow up consultation

w1thm 2 weeks post-procedure)

/ 3/'2—

0C:

Dale:

Blood Transfusion SﬁppOtt

(if indicated)

Preoperative laboratory (if indicated)
a. partial thromboplastin time

b. imaging: CT scan or MRI
¢. blood support, screening,

processing

d. cystoscopy

e. proctosigmoidoscopy
Postoperative Laboratory (if
indicated)

a. CBCwith platelet

b. EQG

c. electrolytes

Pre-chemotherapy laboratory exams
(if indicated)

CBC

Creatinine

magnesium

unnalysis

oo o p

Support Medications (if indicated)
a. ant-emetics
b. G-CSF
¢. hematinics

Post treatment medications (home
medications, if indicated)

a. anti-emetcs

b. analgesics

c. hematinics

Disclaimer:

These mandatory services may be revised as needed based on updated

evidence in the medical literature that is acceptable by current standards of practice and

applicable in the local setting,

Revised a5 of November 2021
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Annex “K”
Summary of Codes

Table 1. Summary of codes for the Z benefits for acute lymphocytlc leukemia, standard risk

R ) tipt 1
Acute Z001 1.0,  Acute lymphoblastic 96408
lymphocytic/ M9821/3  leukaemia
Iymphoblastic 96450
leukemia

Chemotherapy administration

Chemotherapy administration into CNS, requiring and
including spinal puncture

Table 2, _Summaty of codes for the Z benefits for early breast cancer

51

Breast cance; Zl]02

carcinoma in situ of

___::..(% breast
~ C50 Malignant neoplasm 19240
U of breast
Efi - 88332
Il ot
ZE'S 88331
= 96408
36488
&

Mastectomy, simple, complete

Mastectomy, modified radical, including axillary lymph nodes,

w/ or w/ o pectoralis minor muscle, but excluding pectoralis

major muscle

Pathology consultation during surgery; with frozen section(s),

two (2) or more blocks

Pathology consultation during surgery; with frozen section(s),

single block

Chemotherapy administration

Placement of central venous catheter (subclavian, jugular, or

other vein) (e.g., for central venous pressure, o
hyperalimentation, hemodialysis, or chemotherapy);

percutaneous or cutdown

Revised as of November 2021




of codes for the Z benefits for ptostate cancet, low to mtermedmte risk

Annex “K”
Summary of Codes

__—qg-rostate cancer Mahgnant neoplasm 55810 Prostatectomy, perineal radical;
T of prostate 55812 w/ lymph node biopsy(s) (limited pelvic
o~ lymphadenecto
55815 w/ bilateral pelvic lymphadenectomy, including external
o S iliac, hypogastric and obturator nodes
;I.J_"B_— S 55840  Prostatectomy, retropubic radical, w/ or w/ 0 nerve sparing;
e 55842 w/ lymph node biopsy(s) (limited pelvic
X0 ’ lymphadenectomny)
= 55845 w/ bilateral pelvic lymphadenectomy, including external
iliac, hypogastric, and obturator nodes
A 55866  Laparoscopy, surgical prostatectomy, retropubic radical,
S including nerve sparing

of codes for the Z beneﬁts for kidney transplantation

Table 4. _Summa

_, " "Description .~ Code/ 2
Kidney Z004 Ni8 Chronic renal failure 50320  Donor nephmctomy, W/ preparauon and maintenance of
transplantation allograft; from living donor
50340  Recipient nephrectomy S -
50360  Renal allotransplantation, implantation of graft; excluding
donor and recipient nephrectomy
50365 w/ recipient nephrectomy
50370  Removal of transplanted renal allograft

Revised as of Nogewber 2021
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Annex “K”
Summary of Codes

Elective sutgery 120 Angma péctbris 33510 Coronary artery bypass, vein only; single coronary venous graft
| for cotonary artery 125 Chronic ischaemic
| ’ bypass graft heart disease 33511 two coronary venous grafts
‘ 33512 three coronary venous grafts
|
33513 four coronary venous grafts
33514 five coronary venous grafts
33516 sIX Or MOTE coronary venous grafts
s
ORI - S 33517  Coronary artery bypass, using venous graft(s) and arterial
S graft(s); single vein graft (list separately in addition to code for
= arterial graft)
% D= "g 33518 two venous grafts (list separately in addition to code for
5% Snl arterial graft)
% O 33519 three venous grafts (list separately in addition to code
‘ for arterial graft)
& 33521 four venous grafts (list separately in addition to code
a .
for artenial graft)
33522 five venous grafts (list separately in addition to code for
arterial graft)
Revised as of Nowewber 2021 Page 3 of 7 of Annex K



Table 5. Summa

of codes for the Z beneﬁts fi

oronarya ery ypass gtaft surgety. tandatd nsk

six or more venous grafts (list separately in addition to

33533
33534
33535
33536
33572

code for arterial graft)
Coronary artery bypass, using arterial graft(s); single arterial
graft

two coronary arterial grafts

three coronary arterial grafts

four or more coronary arterial grafts

Coronary endarterectomy, open, any method, of left anterior
descending, circumflex, or right coronary artery performed in
conjuction w/ coronary artery bypass graft procedure, each
vessel (list separately in addition to primary procedure)

|

29|

TER
PY
Dala:

Mt/éé

.
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Annex “K”
Summary of Codes

Table 6. Summary of codes for the Z beneﬁt for Tettalogy of Fallot

Surgery for Z006 Q213 Tetralogy of Fallor 33684 _ Closure of ventricular septal efect, with or without patch; with

TN Tetralogy of Failot Ventricular septal pulmonary valvotomy or infundibular resection (acyanotic)
BN, defect with
‘ﬁ pulmonary stenosis 33692  Complete repair of tetralogy of Fallot w/0 pulmonary atresia;
or arteral,
& dextmposiﬁon of 33694 with transannular patch
}.LL_'! E: ;’5 aorta and
O hypertrophy of right 33697 Complete repair of tetralogy of Fallot w/ pulmonary atresia
Lo ventricle including construction of conduit right ventrcle to pulmonary
&U\ artery and closure of ventricular septal defect
: E 33684  Closure of ventricular septal defect, with or without patch; with
pulmonary valvotomy or infundibular resection (acyanotic)
%
S

Table 7. Summ of df:s _for the Z ubﬂe_neﬁt for ven_t_;iculat e al_ defect

Sutgery for Z007 Q21 Cbngémtal ) 33681  Closure of ventricular septal defect, w/ or w/o patch;
ventricular septal malformation of
defect cardiac septa

Revised as of Nosermber 2021 ‘ Page 5 of 7 of Annex K



Annex “K»
Summary of Codes

Table 8. Summary of codes for the Z benefit for cervical cancer using chemoradiation with cobalt and brachytherapy (low dose) or
prtimary surgery for stage IA1, TA1-ITA1 as treatment modality

ervical cancer: 008 53
chemoradiation
with cobalt and
brachytherapy (low
dose) or primary
surgery for stage
IA1, TA1-ITA1

ol
. S
Lo- =
Q. a
<z’L'(_)‘
=2

of vagina

57500
57520
57522
96408
77401
77761

58150

58210

T 1
Cervical biopsy
Cone biopsy
LEEP

Chemotherapy
Radiotherapy, pelvic cobalt

Brachytherapy (low dose) surface, interstitial or intracavitary

For Stage IA1 only:
Total extra fascial hysterectomy with or without bilateral
salpingoophorectomy

For Stage IA2-T1A1:

Radical hysterectomy with bilateral pelvic lymphadenectomy
and paraaortic lymph node sampling with or without bilateral
salpingoophorectomy

Revised as of November 2021
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Annex “K”
Summary of Codes

Table 9. Summaty of codes for the Z benefit for cervical cancer using chemoradiation with linear accelerator and brachytherapy

1ow/ high dose) as treatment modali

Cervical cancer: Z009 C53 Malignant neoplasm 57500  Cervical biopsy
chemotadiation of vagina 57520  Cone biopsy
with linear 57522 LEEP
accelerator and
btachytherapy 96408 Chemotherapy
(low/high dose)
77401  Radiotherapy, linear accelerator
77761  Brachytherapy (low/ high dose) surface, interstitial or
intracavitary
E}
. &
W= =
o S
O
L0
=\
1
o
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Annex “L1»
Guide for the Field Monitoring of the Z Benefits

Field Monitoring of the Z Benefits

Health Finance Policy Sector
Philippine Health Insurance Corporation

Introduction

The Health Finance Policy Sector shall take the lead in the conduct of the field
monitoring of the Z Benefits. The conduct of the field monitoring shall be carried out in
collaboration with pertinent offices of PhilHealth, PhilHealth Regional Offices and
contracted Health Care Providers (HCPs). It shall be part of the monitoring activities of the
Corporation.

The results of the field monitoring shall serve as inputs to the policy review and updates
of the Z Benefits as well as one of the bases for evaluating the performance of contracted
HCPs in their implementation of the Z Benefits policy.

Obijectives

The objectives of the field monitoring are:

a. Verify the services received by Z patients from the contracted HCPs;

b. Verifyif co-payments were made by members and the breakdown of co-payments;

¢. Determine satisfaction of patients on the services received from the contracted HCPs

and the benefits of PhilHealth;
d. Gather personal feedback from actual Z patients which are qualitative data that would

serve as inputs to policy research and benefits enhancement,

Description of the Field Monitoring
The Field Monitoring is a three-part process.
A. Identification of Z Patients

Z patients are selected from the PhilHealth database for paid claims for tranche 1. These
patiems are located using the contact details provided to PhilHealth (ie. telephone
numbers, mobile numbers and addresses) that are indicated in their membership data
record or their corresponding claim forms. Patients who are not located are excluded
from the analysis of the field monitoring, Relatives of patients who expired shall be
interviewed to gather pertinent details on the patients.

Revised as of Novernber 2021 .
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Guide for the Field Monitonng of the Z Benefits
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B. Process of Securing Informed Consent

There are two types of informed consents that shall be administered:

Prior to the conduct of the survey, the first consent (Annex L2) is administered to the
patients which informs them or the respondents of the objectives of the field
monitoring. This is where they express their willingness to participate in the survey on
their own free will. This consent also gives the respondents the right to refuse answering
questions they are not comfortable with and the right 1o withdraw their participation
anytime during the interview.

Once the respondent signs the first informed consent, the survey may proceed.

On the other hand, the second informed consent which refers to the patient’s consent to
publication of information, is secured from the patients or respondents prior to the
interview and delivery of patient’s testimony. This determines whether they agree to the
documentation of the interview through photograph, audio or video coverage (Annex
L3). The interviewer explains to the respondents that the documentation shall only be
used within proper context in any information campaign of PhilHealth.

Any patient or respondent may opt not to sign the consent to public information.

C. Interview Process

Trained data collectors shall administer the survey questionnaire to the patients at their
respective residents, place of work, or any other place that are convenient to the patient
or respondent.

The three types of field monitoring tools of the Z benefits are the following:
1. Acute lymphocytic leukemia (Annex L-ALL)

2. Surgery and chemoradiation (Annex L-Surgery, chemotherapy)

3. For surgery only (Annex L-Surgery)

The survey includes questions on satisfaction of the patient on the services received from
the contracted HCP and their PhilHealth benefits, the amount of co-payments made and
indirect expenses such as the cost of transportation to and from the health facility.

After the interview, patients or respondents are asked to provide other information
which they feel are important for the improvement of the Z Benefits.

Apart from the interview, photocopies of the medical charts of Z patients are obtained
from the contracted HCPs. Data extraction forms will be used to assure that pertinent
information from the medical charts are noted.

Data pertaining to the mandatory services recorded in the medical charts and the
interviews are encoded inio a database for analysis.
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Annex L2

- KOPYA PARA SA PHILHEALTH -

INFORMED CONSENT PARA SA FIELD MONITORING NG MGA PASYENTE NA NAKATANGGAP NG Z
BENEFITS NG PHILHEALTH

Isasagawa ang interview na ito para malaman ang kasiyahan ng mga miyembro ng PhilHealth sa
serbisyong natanggap nila kaugnay ng Z Benefits.

Ang pakikilahok sa interview na ito ay kusa at maaari ninyo itong bawiin sa anumang oras. Maaari rin
ninyong tanggihan ang pagsagot sa mga tanong na hindi kayo kumportableng sagutin. Ang inyong
pangalan ay mananatiling confidential at ang impormasyong ibibigay ninyo ay makikita lamang ng mga
taong kabilang sa proyekto at kayo bilang isang participant.

Ang mga resulta ng pag-aaral na ito ay makakatulong sa mga program ng PhilHealth, partikular na sa
Z Benefits. '

ANG INYONG PIRMA AY KATUNAYAN NA SUMASANG-AYON KAYO SA PAMAMARAAN NG GAWAING
ITO AT ANG INYONG PAKIKILAHOK AY KUSA NINYONG IBINIBIGAY.

Pangalan Edad
Pirma ‘ Petsa {mm/dd/yyyy)
S
- KOPYA PARA SA MIYEMBRO -

INFORMED CONSENT PARA SA FIELD VALIDATION NG MGA PASYENTE NA NAKATANGGAP NG Z
BENEFITS NG PHILHEALTH

Isasagawa ang interview na ito para malaman ang kasiyahan ng mga miyembro ng PhilHealth sa
serbisyong natanggap nila kaugnay ng Z Benefits.

Ang pakikilahok sa interview na ito ay kusa at maaari ninyo itong bawiin sa anumang oras. Maaari rin
ninyong tanggihan ang pagsagot sa mga tanong na hindi kayo kumportableng sagutin. Ang inyong
pangalan ay mananatiling confidential at ang impormasyong ibibigay ninyo ay makikita lamang ng mga
taong kabilang sa proyekto at kayo bilang isang participant.

Ang mga resulta ng pag-aaral na ito ay makakatulong sa mga program ng PhilHealth, partikular na sa
Z Benefits.

ANG INYONG PIRMA AY KATUNAYAN NA SUMASANG-AYON KAYO SA PAMAMARAAN NG GAWAING
ITO AT ANG INYONG PAKIKILAHOK AY KUSA NINYONG IBINIBIGAY.

Pangalan Edad

Pirma Petsa (mm/dd/yyvyy)

Revised as of November 2021 Page 1 of 1 of Anmexc L2




)

Date: /72

r

MASTER
e

DC:

Republic of the Philippines

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Annex L3

PATIENT CONSENT TO PUBLICATION OF INFORMATION
{based on PhilHealth Office Order 0050 s. 2011)

To be filled out in duplicate. The first copy is submitted to PhilHealth and the second copy remains
with the respondent.

Name of person shown in the photograph/video:

Subject Matter:
Z BENEFITS

Author of the AVP:

I, {insert full name) give my consent for this
information about myself/my child or ward/my relative (circle correct description) relating to the
subject matter above to appear in the photograph/video footage in full or in part and in other
publications and products published by PhilHealth in the future.

1 also allow my/my child or ward/ my relative’s image or video footage to be used in PhilHealth’s
information campaign, as long as the usage is within the proper context,

1 understand that | can only revoke my consent at any time before publication, but once the
information has been committed to print, it will no longer be possible for me to revoke this consent.

With this consent form, | free PhilHealth from any liabilities that may arise from publication of
my/my child or ward/ my relative’s image or video footage.

PHILIPPINE HEALTH INSURANCE CORPORATION é?ﬁ
[

Name and signature:

Date signed:

Relationship to patient {if applicable):

If the patient or respondent is unable to write, affix right thumbmark:

UNIVERSAL HEALTH CARE
RAQELIQSN AT EAING R

ware L Lank?
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UNIVERSAL HEALTH CARE

LATULUGAN AT KalINGA Paka 2 LARAL

Annex “L-ALL”
Control Number:

Z BENEFIT FIELD VALIDATION TOOL FOR ACUTE LYMPHOCYTIC LEUKEMIA

READ BEFORE STARTING THE INTERVIEW:

Magandang umaga/hapon. Una sa lahat, salamat sa pagpapaunlak ninyo sa interview na ito. Ako si
(sabihin ang pangalan), naatasang isagawa ang interview sa inyo para malaman ang estado ng serbisyong
natanggap ninyo bilang isa sa mga beneficiaries ng Z benefit package at malaman din kung naging sapat ba
ang PhilHealth benefit na natanggap ninyo.

Napili kayo bilang respondent sa pamamagitan ng pagpili ng computer sa mga pasyente na naka-avail na ng
Z benefit sa mga contracted hospitals. Ayon sa talaan namin, kayo ay na-ospital sa
(sabihin ang pangalan ng ospital) sa ilalim ng Z benefit noong {sabihin ang petsa ng
pagkaka-ospital)

Isasagawa natin ang interview na ito sa mahigit kumulang na 20 minutes. Hindi kami hihingi ng kahit anong
personal na impormasyon sa inye maliban lang sa mga mahahalaga para sa Z benefit. Anuman ang inyong
sabihin sa interview na ito ay mananatiling confidential at hindi makakaapekto sa membership ninyo sa
PhilHealth. Simulan na natin. {If with recorder, ask permission first).

1. Name of Patient (initials): 2. Province/Municipality:
] 3. Educational Attainment: 4. Age:
O none
O elementary (undergraduate) 5. Sex: Omale [Ofemale
O elementary

Date:

l If respondent is not the patient

7

2

Reviged as of Novewber 2021

€5 Philtealthotfictal €(C) teamphitheatth ) actioncenter@philheatth.goveh




Satisfaction:
11. Kayo ba ay nasiyahan sa serbisyong natanggap ng pasyente mula sa ospital noong siya ay operahan?
O hindi {proceed to 13) O oo

12. Kung kayo ay nasiyahan, anu-ano ang inyong ikinasiya tungkol sa serbisyong natanggap niya?
{proceed to 14)

14. Nag chemotherapybangp

sy e e
TS

hindi

16. Kung oo, saan isinagawa ang mga chemotherapy sessions niya?

17. Nasiyahan ba kayo sa serbisyong natanggap ng pasyente sa pagkakabigay ng chemotherapy?
O hindi O oo {proceed to 20)

PhilHealth Benefit:

19. Nagamit ba ng pasyente ang PhilHealth ng kanyang mga magulang sa kanyang chemotherapy?
O hindi O oo

20. Naipaliwanag ba sa inyo ang inyong PhilHealth benefits?
O hindi (proceed to 22) [ oo

21. Gaano kalinaw ang pagkakaunawa ninyo sa inyong PhilHealth benefits?
O lubos na malinaw
O malinaw
[ di gaanong malinaw
[ di ko naintindihan

TER
PY

VIA
o3

A
i

rx 22, Alam niyo ba kung magkano ang bill ninyo sa ospital? [ hindi {proceed to 24) 0O oo

-

23. Kung oo, magkano ang kabuuang hill ninyo sa ospital?

Revised as of Novewber 2021 Page 2 of 4 of Annex L-ALL
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24. Noong nag-chemotherapy ang pasyente,
a. may ipinabili ba sa inyong gamot sa labas ng ospital? O wala
[0 mayroon

O NA

b. may ipinabili bang gamit sa inyo sa labas ng ospital?
{halimbawa: bulak, gasa, alcohol} O wala
O mayroon

O NA

O wala
O mayroon
O NA

€. may ipinagawang lab test ba sa inyo sa labas ng ospital?

25. May binayaran ba kayong professional fee ng doktor? O wala [ mayroon

26, May mga binayaran pa ba kayong iba bukod sa rga nabanggit sa itaas?
O wala O mayroon, anu-ano ang mga ito?

27. Naitago ba ninyo ang mga resibo ng inyong binili o kaya ay may kopya ba kayo ng resibo para sa
mga binayaran? O wala proceedto 31 [ mayroon B NA proceed to 31

28. Kung mayroon kayong naitagong mga resibo ng inyong pinagbayaran, maaari bang makita ang mga
ito? O hindi proceed to 31 O oo I NA proceed to 31

29. Kung oo, maaari bang humingi ng pahintulot nailista ang mga ito?
B hindi proceed to 31 O oo O NA praceed to 31

Kung oo, Ilista ang mga detalye sa ibaba.

30. a. Medicines:

Generic name No. of units Unit cost Total cost
N
1\
LN
> =
A\ A
V3O |
ﬁ: ) b. Supplies:
= ( ltem No. of units Unit cost Total cost
5]
[an]
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c. Diagnostics/ laboratory exams:
Diagnostics/lab exams No. of times Unit cost Total

d. Professional Fees:
Initials Specialty Amount

31. Ano ang gamit ninyong sasakyan papunta ng:
Ospital O public, specify
O private specify
O sariling sasakyan
O nirerentahan
O naglakad lang

32. Maaari niyo bang isalarawan ang inyong kabuuang kasiyahan sa mga serbisyo at benepisyong inyong
natanggap mula sa ospital at sa PhilHealth? (Markahan ng /}

O Lubos na O Nasiyahan O Digaanong | Dihasiyahan
nasiyahan nasiyahan

33. May nais ba kayong imungkahi para mapabuti pa ang benepisyo ng mga miyembro ng PhilHealth?

Interviewer: Date of Interview {mm/dd/yyyy):
Documenter:
Photographer/Videographer: Time of Interview:

Team Leader:

Revired as of Noyertber 2027 Page 4 of 4 of Annex L-ALL
@PhilHealthofﬁcial @@ teamphilhealth actioncenter@philheaith.gwph




Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Citystate Centre, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

UNIVERSAL HEALTH CARE

FALEIUGAN AT FAIIMGA FANA 34 LAKAT

Annex “L-Surgery, Chemotherapy”

Control Number:

Z BENEFIT FIELD VALIDATION TOOL FOR:

READ BEFQRE STARTING THE INTERVIEW:

Magandang umaga/hapon. Una sa lahat, salamat sa pagpapaunlak ninyo sa interview na ito. Ako si
(sabihin ang pangalon), naatasang isagawa ang interview sa inyo para malaman ang estado ng serbisyong
natanggap ninyo bilang isa sa mga beneficiaries ng Z benefit package at malaman din kung naging sapat ba
ang PhilHealth benefit na natanggap ninyo.

Napili kayo bilang respondent sa pamamagitan ng pagpili ng computer sa mga pasyente na naka-avail na ng
Z benefit sa mga contracted hospitals. Ayon sa talaan namin, kayo ay na-ospital sa
(sabihin ang pangalan ng ospital) sa ilalim ng Z benefit noong (sabihin ang petsa ng
pagkaka-ospital)

Isasagawa natin ang interview na ito sa mahigit kumulang na 20 minutes. Hindi kami hihingi ng kahit anong
personal na impormasyon sa inyo maliban lang sa mga mahahalaga para sa Z benefit. Anuman ang inyong
sabihin sa interview na ito ay mananatiling confidential at hindi makakaapekto sa membership ninyo sa
PhilHealth. Simulan na natin. {If with recorder, ask permission first}.

1. Name of Patient {initials): 2. Province/Municipality:

3. Educational Attainment: 4, Age:

none

elementary 5. Sex: Omale DOfemale
high school
vocational
college

post graduate
others: {specify)

OoOoonOooono

if respondent is not the patient
yrident

Date: _Z'_Z/_Q_"/?/

TER
PY

C

MA,

!EC:
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-0 vocational

11. PhHHealth membership status of patient: 1 member O dependent

12. Marital status of the patient:
I single
O legally married
O not legally married
O widow/ widower

Employment status:
13. Kayo ba ay isang empleyado: O hindi O oo (proceed to 15)

14, Kung indi, kayoba ay: . . 5! pensioner. -

“ibapa:

Sétisfadion:
15. Kayo ba ay nasiyahan sa serbisyong natanggap ninyo mula sa ospital noang kayo ay operahan?
O hindi {proceedto17) DOoo

16. Kung kayo ay nasiyahan, anu-ano ang inyong ikinasiya tungkol sa serbisyong natanggap?
{procced to 18}

IO sarili ninyong desisyon
O sinabi nig inyong doctor
[ may ibang nagpayo; sino?

(proceedto23) .

20. Kung oo, saan isinagawa ang mga chemotherapy sessions ninyo?

21. Nasiyahan ba kayo sa serbisyong natanggap ninyo sa pagkakabigay ng chemotherapy?
O hindi O oo (proceed to 23)

Page 2 of 5 of Annex L~ Surgery, chemotherapy
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23

24

25

26

. Nagamit niyo ba ng inyong PhilHealth sa inyong operasyon? O hindi O oo

. Nagamit niyo ba ng inyong PhilHealth sa inyong chemotherapy? O hindi O oo O NA

. Naipaliwanag ba sa inyo ang Inyong PhilHealth benefits?
O hindi {proceedto27) 0O oo

. Gaano kalinaw ang pagkakaunawa ninyo sa inyong PhilHealth benefits?
O lubos na malinaw
O malinaw
[ di gaanong malinaw
O di ko naintindihan

27. Alam nivo ba kung magkano ang bill ninyo sa ospital? O hindi (proceed to29) O oo

28. Kung oo, magkano ang kabuuang bill ninyo sa ospital?

29. Habang kayo ay naka-admit,

a.

may ipinabili ba sa inyong gamot sa labas ng
ospital?

may ipinabili bang gamit sa inyo sa [abas ng
ospital? {halimbawa: bulak, gasa, alcohol)

may ipinagawang lab test ba sa inyo sa labas
ng ospital?

30. Noong kayo ay nag-chemotherapy,

31

32

33

34

35

a.

may ipinabili ba sa inyong gamot sa labas ng
ospital?

may ipinabili bang gamit sa inyo sa labas ng
ospital? (halimbawa: bulak, gasa, alcohol)

may Iplnagawang lab test ba sa inyo sa labas
ng ospital?

O wala O mayroon

O wala O mayroon

O wala OO mayroon

O wala O mayroon OO NA

A wala O mayroon O NA

O wala O mayroon O NA

. May binayaran ba kayong professional fee ng doctor? O wala 8 mayroon

. May mga binayaran pa ba kayong iba bukod sa mga nabanggit sa itaas?

O wala O mayroon, anu-ano ang mga ito?

. Naitago ba ninyo ng mga resibo ng inyong binili o kaya ay may kopya ba kayo ng resibo para sa mga
binayaran? [ wala proceed to 37 [ mayroon [ NA proceed to 37

. Kung mayroon kayong naitagong mga resibo ng inyong pinagbayaran, maaari bang makita ang mga
O hindi proceed to 37 0 oo O NA proceedto 37

ito?

. Kung 0o, maaari bang humingi ng pahintulot na ilista ang mga ito?
O hindi proceed to 37 O oo 0O NA proceed to 37

Revised as of Noveriber 2021
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Kung oo, ilista ang mga detalye sa ibaba.

36. a. Medicines:

Generic name No. of units Unit cost Total cost
b. Supplies:
ltem No. of units Unit cost Total cost

c. Diagnostics/ laboratory exams:
Diagnostics/lab exams No. of times Unit cost Total

) d. Professional Fees:

o Initials Specialty Amount

ai
> %
— o
IR
& ¢ \&
=

s

[am]
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37. Ano ang gamit ninyong sasakyan papunta ng:
a. Ospital

[ public, specify

O private specify
O sariling sasakyan
[ nirerentahan

O naglakad lang

O public, specify

[ private specify
[ sariling sasakyan
O nirerentahan

O naglakad lang

b. pasilidad ng chemotherapy

1. Maaari niyo bang isalarawan ang inyong kabuuang kasiyahan sa mga serbisyo at benepisyong
inyong natanggap mula sa ospital at sa PhilHealth? (Markahan ng ‘/)

0 Di gaanong O Di nasiyahan

nasiyahan

O Lubos na O Nasiyahan
nasiyahan

2. May nais ba kayong imungkahi para mapabuti pa ang benepisyo ng mga miyembro ng PhilHealth?

Interviewer:

Documenter:
Photographer/Videographer:
Team Leader:

Date of Interview (mm/dd/yyyy):

Time of Interview:

Revived as of November 2021
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre, 709 Shaw Boulevard, Pasig City
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Annex “L-Surgery”

Control Number:

Z BENEFIT FIELD VALIDATION TOOL FOR:

3 Kidney transplantation 3 Selected orthopedic implants
[ Prostate cancer O Ventricular septal defect
O Coronary artery bypass graft O Tetralogy of Fallot

READ BEFORE STARTING THE INTERVIEW:

Magandang umaga/hapon. Una sa lahat, salamat sa pagpapaunlak ninyo sa interview na ito. Akosi
{sabihin ang pangalan), naatasang isagawa ang interview sa inyo para malaman ang estado ng serbisyong
natanggap ninyo bilang isa sa mga beneficiaries ng Z benefit package at malaman din kung naging sapat ba
ang PhilHealth benefit na natanggap ninyo.

Napili kayo bilang respondent sa pamamagitan ng pagpili ng computer sa mga pasyente na naka-avail na ng
Z benefit sa mga contracted hospitals. Ayon sa talaan namin, kayo ay na-ospital sa

{sabihin ang pangalan ng ospital] sa ilalim ng Z benefit noong {sabihin ang petsa ng
pogkaka-ospital)

Isasagawa natin ang interview na ito sa mahigit kumulang na 20 minutes. Hindi kami hihingi ng kahit anong
personal na impormasyon sa inyo maliban lang sa mga mahahalaga para sa Z benefit. Anuman ang inyong
sabihin sa interview na ito ay mananatiling confidential at hindi makakaapekto sa membership ninyo sa
PhilHealth. Simulan na natin. {if with recorder, ask permission first).

1. Name of Patient {initials): 2. Province/Municipality:

3. Educational Attainment: 4, Age:
O none
O elementary 5. Sex: Omale Ofemale
O high school
O vocational
O college
O post graduate
O others: (specify)

if respondent is not the patient

Repised as of Novernber 2021
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10, Sex: Limale Olfemale’

11. PhilHealth membership status of patient: 0 member [ dependent

12. Marital status of the patient:
O single
O legally married
O not legally married
O widow/ widower

Employment status:
13. Kayo ba ay isang empleyado: O hindi O oo {proceed to 15)

Satisfaction:
15. Kayo ba ay nasiyahan sa serbisyong natanggap ninyo mula sa ospital noong kayo ay operahan?
O hindi {proceedto 17) Uoo

16. Kung kayo ay nasiyahan, anu-ano ang inyong ikinaslya tungkol sa serbisyong natanggap?
{proceed to 18)

\R_ PhilHealth Benefit:
’ }l 18. Nagamit niyo ba ng inyong PhilHealth sa inyong operasyon? O hindi O oo
: ~.
& 19. Naipaliwanag ba sa inyo ang inyong PhilHealth benefits?
"“.5 O hindi {proceedto21) 0O oo
£
20. Gaano kalinaw ang pagkakaunawa ninyo sa inyong PhilHealth benefits?
O lubos na malinaw
O malinaw
O di gaanong malinaw
O di ko naintindihan

Revised ar of Novewnber 2021 Page 2 of 4 Annex L - Surgery
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21. Alam niyo ba kung magkanc ang bill ninyo sa ospital? [ hindi {proceed to23) O oo

22, Kung oo, magkano ang kabuuang bill ninyo sa ospital?

23. Habang kayo ay naka-admit,
a. may ipinabili ba sa inyong gamot sa labas ng aspital? O wala 00 mayroon

b. may ipinabili bang gamit sa inyo sa labas ng ospital?
(halimbawa: bulak, gasa, alcohol) O wala OO mayroon

c. may ipinagawang lab test ba sa inyo sa labas ng ospital? O wala O mayroon
24. May binayaran ba kayong professional fee ng doctor? O wala O mayroon

25. May mga binayaran pa ba kayong iba bukod sa mga nabanggit sa itaas?
O wala O mayroon, anu-ano ang mga ito?

26. Naitago ba ninyo ng mga resibo ng inyong binili o kaya ay may kopya ba kayo ng resibo para sa mga
binayaran? [ wala proceedto30 [ mayroon I1 NA proceed to 30

27. Kung mayroon kayong naitagong mga resibo ng inyong pinagbayaran, maaari bang makita ang mga
ito? O hindi proceed to 30 O oo 0O NA proceed to 30

28. Kung oo, maaari bang humingi ng pahintulot na ilista ang mga ito?
O hindi proceed to 30 O oo O NA proceed to 30

Kung oo, ilista ang mga detalye sa ibaba.

29, a. Medicines:

Generic name No. of units Unit cost Total cost
\
% S _;‘_‘_" b. Supplies:
~ S Item No. of units Unit cost Total cost
%’o & l
o
o
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c. Diagnostics/ laboratory exams:
Diagnostics/lab exams No. of times Unit cost Total

d. Professional Fees:
Initials Specialty Amount

30. Ano ang gamit ninyong sasakyan papunta ng:
Ospital O public, specify
O private specify
3 sariling sasakyan
O nirerentahan
O naglakad lang

31. Maaari niyo bang isalarawan ang inyong kabuuang kasiyahan sa serbisyong inyong natanggap?
{Markahan ng ‘/)

O Lubos na O Nasiyahan [ Digaanong O Di nasiyahan
nasiyahan nasiyahan

32, May nais ba kayong imungkahi para mapabuti pa ang benepisyo ng mga miyembro ng PhilHealth?

f

Interviewer: Date of Interview (mm/dd/yyyy):
Documenter:
Photographer/Videographer: Time of Interview:

Team Leader:
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Summary of age requitements to avail of the Z Benefits

UNIVERSAL HEALTH CARE
KALLSUTAN A RAIINDE PATA SA LARAY

Annex *N»

Z Benefit Package Age

A. Acute Lymphocytic / Lymphoblastic | 1 to 10 years and 364 days

Leukemia (ALL) —
B. EarlyBreast Cancer (Stage 0 — IITA}
C. Standard Risk Coronary Artery Bypass ”’g

Graft (CABG) Surgery L “%
D. Cervical Cancer F»“, ;,,,n “None reqmre_:i: -
E. Kidney Transplant FTan -.{ None reqqired
F. Prostate Cancer o Lo - E;;\Tone:r‘eduired
G. Colon Cancer “Z i _ﬁeﬂe'“mquired
H. Recum (_".ancerz;,{}:r"’ S : ,None required
I ZMORPH , 7 A P T T
IR Expanded ZMORPH S At least~18 years ‘f’
K. Pentoneal Dlalysxs Fust"‘ 3 - '”5 None requm:d 7 @;‘
L. Tetmlogy of Fallot Lo Aflte 10 years: and 364 days
M. Ventncu]ar Septal Defect 1w 103 years and 364 days
N. Selected Orthopedlc Implams e “None. requlred
O. Premature and Srmall Newi:sorn’M e '24‘ weeks to <37 weeks for newboms
P. Children wmh Developmental Dlsablhty 0- 17 years and 364 days old
Q. Children with MoblhtyImpaerent 0 — 17 years and 364 days old
R. Children with Visual Impairment 0 — 17 years and 364 days old
S. Children with Hearing Impairment 0 - 17 years and 364 days old

* Age 0 - 18 years and 364 days for PD First Z Benefits requires written informed consent from the parents or guardian

** Mother - no age required

Resised as of November 2021
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Annex “O — Breast Cancer Medical Records Summary”

HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A, PATIENT | 1. Last Name, First Name, Middle Name, Suffix SEX
ELoooonEe O Mak 0O Femak
2. PhilHealth ID Number |||||||||||||D
“B.MEMBER | O Sane as patient  (Answer the following only if the patient fs a d peﬂdcm’)
o -+ | 1. Last Name, First Name M1ddle Name, Sufflx

2. Phr]HealrhIDNumber -1 AERE I -[]

J' - ’

BREAST CANCER MEDICAL RECORDS SUMMARY FORM

Instructions: This form is requlred for a]l breast cancer mortalities and “lost. to follow—up
patients in contracted health care instirutions. Completely fill-out all reqmred iremns. Subrmt this
formas attachment 10 claims for the v tmnche g

. -‘ . A~ - . . "

¥ s & e @ A

G g =1 R i
i ¥ T

Breast Cancer Disease Profile

1.
Laterality of bieast cancer (Choose one | Right - ! s RN |
by ticking the appropnate box) T Tefr . T

;'i _- Both ..' - L
oo ‘1.7 Not recorded mthe chan
Biopsy Histologmal fDJagnosm o L
(Verbatim from hlstopathology report)
- -4:
Date of biopsy s TDate (mm/dd/yyyy)
Clinical Cancer Stage at pre- IS
authorization (Choose one by ticking 1
the appropriate box) A
1IB
ITTA
Not recorded in the chart

€@ PhilHeatthofficial €3() teamphilheaith@ actioncenter@philhealthgovieh



TNM (Choose one by ticking the appropmate box) With data

Not recorded in the chart
If with data on TNM: What 15 T?

What is IN?
What 1s M?

Widest diameter size of primary tumor {cm) or {(mm)

Not recorded in the chart
Skin ulceration (Choose one by checking the appropriate Yes
box) No

Not recorded in the chart
Skin satellite lesion/s (Choose one by checking the Yes
appropriate box) No

Not recorded in the chart
Multifocal carcinomata (Choose one by checking the Yes
appropriate box) No

Not recorded in the chart
Regional lymph node involvement (Choose one by Yes
checking the appropriate box) No

Not recorded in the chart
Distant metastasis (Choose one by checlang the Yes
appropriate box) No

Not recorded in the chart
If yes, when did first metastasis happen? Date (mm/ dd/yyyy)

Not recorded in the chart
If yes, which organ site/s? (Can choose more than one by | Regional lymph nodes
checking the appropriate box/es) Brain

Skin

Lung

Pleura

Liver

Adrenal

Bone

Pentoneum

Pelvic

Adjacent Organ/s (Specify):

Others (Specify):

Post-surgical histological diagnosis (Verbatim from pathological report)

Revised as of Nowesber 2021
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DeC:

Date of post-surgical histopathologic
report

(wm/ dd7yyyy)

Histological/ nuclear grade (Choose
one by checking the appropriate box)

GX: Grade cannot be assessed (undetermined
grade)

Gl well-differentiated (low grade)

(G2: moderately differentiated (intermediate grade

Dale:

G3: poorly differentiated (high grade)
G4: undifferentiated (high grade)
Not recorded in the chart
Pathological Cancer Stage (Choose one IS
by checking the appropriate box) I
IIA
1IB
IIIA
111B
v
Not recorded in the chart
Provide the approprate information | What is T?
for What is N?
What 1s M?
Not recorded in the chart
Widest diameter of primary tumor (ctmor  (mm)
Not recorded in the chart
Number of positive lymph ____ positive lymph nodes
nodes/ TLNs harvested 5
Not recorded in the chart
Lymphovascular mvasion (Choose one Negative
by checking the appropriate box) Positive
j Not recorded in the chart
Penneural invasion (Choose one by Negative
checking the appropriate box) Positive
Not recorded in the chart
Surgical margin involverent (Choose Negative
one by checking the appropriate box) Positive
Not recorded in the chart
Were tumor markers done? (Choose Yes
one by checking the appropriate box) No
Not recorded in the charnt
ER Negative
(Choose one by checking the Positive: % (1% to 100%); Alfred score
approprate box) Not recorded in the chart
PR Negative
(Choose one by checking the Positive: % (1% to 100%); Alfred score
appropriate box) Not recorded in the chart

Page 3 of 6 of Annex O
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Her2neu IHC staining intensity Negative
(Choose one by checking the Positive
appropriate box) Equivocal
Not recorded in the chart
Her2neu gene amplfication Non-amplified
(Choose one by checking the Amplified
appropriate box) Not recorded in the chart
II.  Breast Cancer Treatment Profile

Was definitive surgery done? (Choose one by
checking the appropriate box)

Yes

No

No operative record in the chart

If yes, what is the name of the surgical
procedure?

Was chemotherapy given in the contracted
health care institution? (Choose one by
checking the appropriate box)

Yes

No

No record found in the contracted health
care Institution

Chemotherapy was given by another

healthcare provider
If answer to prewous question 1s “no,” check Patient preference
the appropriate box and must provide details,
Advised by healthcare provider

Patient is “lost to follow-up®

If answer is “yes,” specify the drug regimen

used.

| Specxfy the total dose per cycle for the drug Total dose per cycle:
regimen used (Choose one by checking the
appropriate box) Not recorded in the chart
If chemotherapy was given, provide the date mm/ dd/yyyy
when chemotherapy started (Choose one by Not recorded in the chart
checking the appropriate box) NA, chemotherapy was not given

If chemotherapy was given, how many cycles
were given? (Choose one by checking the
appropriate box)

NA, chemotherapy was not given

! Lost to follow-up means the patient has not come back as advised for immediate next treatment visit or within 12
weeks from last patient-attended clinic visit. Visiting the clinic for a treatment more than 12 weeks from advised
scheduled treatment visit renders the patient lost to follow-up. The contracted healthcare instiwution is required to
submit a sworn declaration for all their breast cancer patients who are “lost o follow-up.”

Revised as of Novesber 2021
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What is the purpose of chemotherapy? Adjuvant
(Choose one by checking the appropriate box) Neo-adjuvant
NA, chemotherapy was not given

What is tumor response to chemotherapy?
(Choose one by checking the appropriate box)

NED (no evidence of disease progression)

CR

PR

SD

PD (progressive disease)

Not recorded in the chart

NA, chemotherapy was not given

Was the chemotherapy regimen ever changed?

Yes
No

Not recorded in the chart
NA, chemotherapy was not given

What is reason for chemotherapy regimen is
changed?

Specify adverse event:

Adverse event to former chemotherapy.

PD

Patient preference

Other (Specify):

Not recorded in the chart

NA, chemotherapy was not given
What drug/s were used in this new
chemotherapy regimen?
SPCCify the total dose per dI’U.g per cycle for Total dose per drug per cycle;
this new drug regimen used

Not recorded in the chart
What 15 the start date for this new m/ dd/ yyyy
chemotherapy regimen?
How many cycles were given for this new
chemotherapy regimen?
What is the purpose for this new Adjuvant
chemotherapy regimen? Neo-adjuvant

Palliative

Not recorded in the chart
What is tumor response for this new NED
chemotherapy regimen? (Choose one by CR
checking the appropriate box) PR

SD

PD

Not recorded in the chart
Was radiotherapy advised? Yes, it is recorded in the chart

No, it is recorded in the chart
It is not documented in the chart

Revised.as of November 2021
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I RT was advised, was mdiotherapy giVCl’l? Yeg, it is recorded in the chart
No, it is recorded in the chart
It is not documented in the chart
Was supportive care given? Yes, it is recorded in the chart
No, it is recorded in the chart
It is not documented in the chart
If answer 1s “yes,” specify supportive care (May |  Pajn control (Specify):
choose more than orne) Nutrition build-up
Rehabilitation from a sequelae of the
treatment
Psychological counseling
Psychiatric intervention
Religious/faith counseling
Referral to Givil Society Organization
NA, supportive care was not given
NA, it is not documented in the chan

III. Breast Cancer Survival Status

Date of survival assessment mm/ dd/ yyyy
What is the status of this patient at this date Alive
Died

Lost to follow-up!

Not recorded in the chart
When was date of last follow-up? mm/ dd/yyyy
Not recorded in the chart
N P(fllllat 1s th(éjta:us of this patient at this last Alive, NED

———Q_| follow-up date: Alive with residual small lesions, on
l definitive treatment
Alive with residual small lesions, without

definitive treatment

Alive with residual big lesions, on definitive
treatment

Alive with residual big lesions, without
definitive treatment

Alive with terminal disease, only on -
SUppOItive treatment
! Not recorded in the chart

T | If died, when was date of death? mm/ dd/yyyy

Not recorded in the chart
If died, what is cause of death? Breast cancer-related

Not cancer-related
Not recorded in the chart

1Lost to follow-up means the patient has not come back as advised for immediate next treatment visit or within 12
weeks from last patient-attended clinic visit. Visiting the clinic for a treatment more than 12 weeks from advised
scheduled treatment visit renders the patient lost to follow-up. The contracted healthcare institution is required to
submit a swom declaration for all their breast cancer patients who are “lost to follow-up.”

Vil

3
DC: A5 Date:

TER
Y

MA
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Annex “P — Additional Services”

LIST OF ADDITIONAL SERVICES FOR COMPLICATED CASES

HEALTH CARE PROVIDER (HCP)
ADDRESS OF HCP
A PATIENT | 1. Last Name, First Name, Middle Name, Suff —— | SEX
'\ e D ‘L) Male OO Female

| 2. Philtfealth TD Number -

ST L

[T 11 1-

O Same as patient  (Answor-the ﬁllowzﬂg ouy i f/Je patieiit is a dependent)
1. Last Name, Fn'st Name Middle Name, Suffix

3 i
;..

2. Ph]]HeaIth ID Number

) I I I

This form shall be accomphshed completely by the contracted healthcare pmwdgr for cases wluch\
they assessed to be’ comphcated in/order to provide PhilHealth pertinent data”on additional
services that are not included in. the Z beneflt package listed above Use addmonal sheets if

needed. Oy 7 L -
. N raa i S '\:‘t*f‘i; )
;111 E — d.-a 1 -
o Dmgnosncs/ Labs Indication ¢ |Frequency Hospital
o~ fx ! L . 7 | charge/ Amount(Php)
\ i F. ,y},i?h
m .G:I' Hu, Y ;v i
L R
~o S| A e
R V] e
Ao KX
i | .
a Procedure/s Indication Frequency Hospital
T charge/ Amount(Php)

Revised as of Novewber 2021
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Drug/s
(Genenc and Brand Name)

Indication

No. of
units

Hospital
charge/ Amount(Php)

consumed

i

Sub-specialy Referral Reason/s fofreferal | *Professional fee (Php)
ZoneT
f-"( f'(; - J 2 N
,‘J: :; = ‘; R § ):

.~ Indication Hospital
A “} charge/ Amount(Php)

.‘-“‘
z“{;““ ?5. P = 3
oy . i
i i 4 |
; ‘-' - A \
! . ‘!
4 & t
3 i IR , . W . y
£ e R w L wd e
5 Lar co i e ; .
Certified correct by: . Certifted correct by:
y%f.“(": ’ ‘ :ﬁ": : VU e g o ’ i :‘!é g

T,
i 2

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

Medical Director/ Medical Center Chief
PhilHeakh
Accreditation No.

(Pnnted na;'me_ and SLgnamre) - -

a\ PhilFealh _ ~

Accreditation No.

Page 2of 2 of Annex P
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Annex “Q

Summary of validity of approved pre-authorization for the Z Benefits

Z Benefit Package Validity Period (Calendar days})
1. Acute Lymphocytic / Lymphoblastic 60 days
mia
2. Early Breast Cancer (Stage 0-I11A) e6Qdays.
3. Standard Risk OoronaryAneryBypass L T 7180 days
Graft (CABG) Surgery o T e U
4. GCervical Cancer et ) 60days -
5. Colon Cancer Wf«" -- ES 60 days N g
N I - o i
PR AT ” Lt i
6. Rectal Cancer ot | . 60 days !
G ;.g’ : ; AR -
7. ZMORPI_] ‘ :}A-;,: é;; ..; { 180 days P;, _I;: ;;;'
8. Expanded ZM‘OfRPI—] A 180 days
9. Kldneminsplant 7 " N 180 days
10. Pentoneal Dxalysm (PD) Fust T ? , " 60days, ”
S - o ra DR
N 11 Tetralogyof Fa.llot (TOP) | L 180 days
'——%- 12 Ventncular Septal Defect S O 180 days
Q B | e
: } 13. Prostate Gancer L 60 days
o - N : L o
L D= "‘E 14. Selected Orthopedic Tmplants i - 60 days
=0 a B
< ¢\ 15. Children with Mobility Impatrment 180 days
= 16. Children with Visual Impairment 180 days
&3
g
— Z Benefit Package Validity Period (Fiscal Year)
17. Children with Developmental Disability 1 Fiscal Year
18. Children with Hearing Impairment 1 Fiscal Year
As of November 2021 ____DPage1of1ofAnnex Q
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Annex “R”

Summary of Tranche Payments for the Z Benefits

1. Acute Lymphocytic / Lymphoblastic Leukemia

Otder of Tranche Amount (Php) : “Déﬁdline bf subh“ii§§ion of claims
Payment -
1= 300,000, OO Wthm 60 days after the discharge after
| the end of induction phase
24 125 ooo oo Within 60 days after the end of
~-’”;- v _°| intensification or re-induction phase
3 I 75',000.00 | Within 60 days after the 6th maintenance
S cycle o
II. Breast Cancer o !
Order of Tranche ‘Amount (Php) Deadlme of suhmlssmn of claims
Pa)}ment ’ R
g 75,000.00 \Vlthm 60 days after dJscharge from
F’i‘ B S'ul'gery’
oy 25,000.00 | Within:60 days upon completion of last
, N cycle of chemotherapy for Stage I to IITA
i i ) or upon completion of surgery for Stage 0

’?l
Wt

P g

II1. Coronary Artery Bypass Graft (CABG) Surgery

Order of Tranchc Ar_nount (Php) Deadline of submission of claims
Payment
1 500,000.00 | Within 60 days after discharge after the
surgery
2m 50,000.00 | Within 60 days after the first follow up,
one week post discharge (1o check the
vital signs and hemodynamic status,
operative site, wound care, continuation
of cardiac rehabilitation OPD phase of
program)
As of November 2021
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IV. Cetvical Cancer

A. Cervical Cancer Chemoradiation with Cobalt & Brachytherapy (Low Dose) or
Primary Surgery for Stage IA1, IA2-TIA1

Order of Tranche Amount (Php) Deadhné'of submlssmn of claims
Payment T
1= 125,900.00 Wthm 60 days after dlscharge from

| surgery for primary surgery or from the

“firstfollow up without complications

(pelvic-exam done) if with chemoradiation

§
v ?

B. Cervical Cancer chemotadlatlon w1th Llneat accelerator and brachytherapy

(High Dose) . o J
é £ A L f.g
Order of Ttanche Amount (Php) ~ Deadline of submlsslon of clalms
Payment S .
1) 4 175,000.00| Within 60 days after the first fo]low up
g s 2 without complications (pel_vic exam done)

e i

Ean

V. End Stage R_enal Dlsease Ellglble for Kldney Transp[ant (Low Rlsk)

II - I

Otder'of Tranche Amount (Php) Deadlme of submlss:on of claims
Payment o
@13‘ e 550 000 00 Wthm 60 days upon discharge of recipient
T e e |- after the transplantation
\§ 2“‘1‘ 50,QOO:QQ ‘Ninety (90) days after the transplantation
™ E! TR e
- | + VI.PD First Z Benefits
r 3
u};l E ‘S Number of Tranche Amount (Php) Deadline of submission of claims
t Q'G ! Payment
£ () l f 26 Tranches 10, 384.60 / tranche | Within 60 days after every 14% day of PD
= % ' exchanges
E . VII. Prostate Cancer
E——.—l
Otrder of Tranche Amount (Php) Deadline of submission of claims
Payment
1= 100,000.00 | Within 60 days after discharge from surgery
As of November 2021 Page 2 of 3 of Annex R
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VIII.

Tetralogy of Fallot

Order of Tranche
Payment

Amount (Php)

Deadline of submission of claims

15{

270,000.00

Within 60 days after discharge from surgery

an

50,000.00

Within 60 days after completion of

|- Rehiabilitatiofi Exercise Sessions (3rd and 4th

IX. Ventricular Septal Defect f;

o

ot

.

“1 session in the first week post - op

] 3 ¥,
L 2 : N
: %, ™
\ 5 Y
¢ : ¢

vt i

Order of Tranche .. “* "'_ﬁ&nd'upt‘@?hp) ‘n', :

Payment =

=

<" Deadline of submission of claims

1% s

2000000

Within 60 days after Fiisch;uge from surgery

' F
gud i ¥ < 50,00000 | Within 60 days after‘completion of
£ e . F = .
o # Rehabilitation exercise session (3rd -4th

L i session in the first week post:op
A ’ at
s A o i TR 4 .
v ; f;” 4.,,1 N .y Pt . ﬁvg,:.l

r ¥ v o r:'i‘
": z};{;
N

As of November 2021
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PHILIPPINE HEALTH INSURANCE CORPORATION

Republic of the Philippines

Citystate Centrs, 709 Shaw Boulevard, Pasig City
Call Center: (02) 8441-7442 | Trunkline: (02) 8441-7444
www.philhealth.gov.ph

Annex “8”

Definitions of “lost-to-follow-up™ patients availing of the Z Benefits

It is the responsibility of contracted health care providers to look out for the best interest of
their patients. Before declaring their patients lost-to follow-up, contracted health care providers
should exert best reasonable effort to reach their patient or the patient’s family and ascertain the
reason for the discontinuance of care.

i

The declaration of lost-to-follow-up patients are applicable-to all Z Beneflts that réquire
continuing mandatory services such as those for chertiotherap, radiation therapy, rehabilitation
and provision of peritoneal dialysis solutions. . The following table contains specific defmmons of
lost-to-follow-up patients for pamcular Z Beneflt packages, . ; |

Z Bencfit Package f “Lostro-follow up :
(‘v.!ﬁ, L LTy b
1. EarlyBreast Patient has not comie back as advised for immediate next treatment
Cancer (Stage O- |.visit or within 12 weeks from last patient-attended clinic visit: Visiting
II1A) | :the clinic for a treatment more than 12 weeks from advised scheduled
¢ | treatment visit rende;s the patient lost to follow-p‘p.
2. Colon and Patient has not come back as.advised for nnmedlate Text treatment
Rectum Cancer visit or within 12 weeks from last pauent—attended clinic visit. Visiting
. the clinic for a treatment more than 12 weeks from advised scheduled
) /treatment visit renders the patlent lostto foﬂow—up
oAl S e 7
3. Expanded | Patient has not comeback as advised for immediate next
ZMORPHL - - | rehabilitaion ~ treatment visit.or within 2 weeks after
v ‘prosthetic/ orthotic prescription has been prescribed.
'Vis'in'né the clinic for-réhabilitation services more than 2 weeks from
~|-advised scheduled treatment visit
4. Childrenwith | The pauent has not come back as advised for mmmediate next
Developmental | rehabilitation visit or within four (4) weeks from last patient-attended
Disability clinic visit.
Failure to visit the clinic for a treatment more than four (4) weeks
from advised scheduled rehabilitation visit
5. Childrenwith | The patient has not come back as advised for the final fitting of the
Mobility device, for the training on the safe and functional use of the device,
Impairment or for the immediate next rehabilitation visit.

Visit the clinic for more than two weeks from advised scheduled visit

UNIVERSAL HEALTH CARE
TALUIUTAM A1 EALIHOR FARA 18 LAHAT
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Z Benefit Package Lost-to-follow up
6. Children with | The patient has not come back as advised for immediate next
Visual rehabilitation visit or within four (4) weeks from last patient-attended
Impairment clintc visit.
Visiting the clinic for a treatment more than four (4) weeks from
advised scheduled rehabilitation visit
7. Childrenwith |a For audiological follow-up, this means that the patient has not
Hearing come back for follow-up within two months from the scheduled
Impairment appointment;
b. For speech therapy, this means that the patient has not come
back for follow-up within one month from the scheduled
appointment.

A=

As of November 2021
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