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TO 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.philhealth.gov.ph 
UNIVU$AL HEALTH CARE 

(Joltii~L\J• .t.1 U \W<CI.I IAh V I,;t.l1 

ALL CONTRACTED HEALTH FACILITIES FOR THE 
EXPANDED ZMORPH AND ALL OTHERS CONCERNED 

SUBJECT E>..=panded Z Benefits for Mobility. Orthosis. Rehabilitation) 
Prosthesis Help (Expanded ZMORPH) (Revision ~) 

I. RATIONALE 

The Philippine Health Insurance Cmporation (Phi/Health) recognizes the potential 
towards functional independence and productivity of persons with disabilities (PTY/fJs), 
particularly those with spinal or limb loss, deficiency or deformity once they are provided 
with affordable prostheses or orthoses. 

Aligned .with the mission of Republic Act 7277 or Magna Carta for Disabled Persons, 
PhilHealth therefore seeks to mainstream PWDs into the community by ensuring 
functionality through integration of prosthetic and orthotic devices provision with 
rehabilitation services. 

Cognizant of the United Nations Convention on the Rights of Persons with Disabilities 
vision of full and equal enjoyment of PWDs' human rights, PhilHealth shall ensure the 
protection of their inherent dignity by ensuring provision of prosthetic and orthotic 
devices which are ~afe, appropriate, accessible, and of quality. 

Supportive of the Department of Health Administrative Order 2015-0004 (Revised 
National Policy on Strengthening the Health and Wellness Program for PWDs) that aims 
to remove barriers to health care access, PhilHealth expands scope of assistive 
technology from below the knee prosthesis to all levels of limb loss or deficiency and 
limb or spinal deformitY with integrated rehabilitation services. 

Pursuant to PhilHealth Board Resolution No. 2124 s. 2016, the ZMORPH shall be 
expanded to include benefits for prostheses, orthoprostheses and orthoses. 

II. OBJECTIVES 

This Phi/Health Circulat· aim.r to define the policies and proccdure.r for implementing the Z Benefits 
package for Expanded ZMORPH and enmre quality service delivery by co11tr·acted health facilities 
(HFJ. 
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III. SCOPE 

This Phi/Health Circular shall app(y to all contracted HFs to deliver the defined mandatory set'l/ices 
jot· the Z Bmefit.r Package for Expanded ZMORPH and other relevant stakeholders involved i11 its 
implemetztation. 

IV. DEFINITION OF TE RMS 

A . A ssi stive D evice - a'!) device desigmd, tJJade, and adapted to help an individual petform 
tasks. Pot· this betiifits package, a11 assistive device refers to an appropriate(y measured, 
fabricated, and fitted pt·osthesis, ot1hosis, orlhoprosthesis, or spinal ot11Josis that aimr to 
improve the individual's actitJity, functioning, and social partidpatiotJ. 

B. Co-Payment - a pre-determined amount agreed upon i?J the contracted health facility and 
Phi/Health that will be char;ged to patz'mts as their share for ammities, or any additional or 
upgrade of services per cycle of care of the Z Benefits beyond the covered services. Co-payments 
shall have a fixed limit or cap not to exceed the corresponding rate of the Z Benefits package. 
The contracts of the health facilities should stipulate the amount of co-payment. 

C. Contracted Health Facility (HF) - a Phi!Health-acct-edited health fadliry that enters 
into a contract with Phi/Health for the provision of spcdalized care. 

D . Lost to Follow Up - a tmn used to characterize a patimt who has not returtJed to or 
followed 11p at a health fadlity as advised. The spedfic definition varies across the Z benefit 
packages. In the cotJte>."' of tbe Expa11ded ZMORPH, "iuJ1 IIJ follow 1p" means the patient has 
110t come back as advised for the immediate next rehabilitation tnatmmt vist't or within two 
(2) weeks after giving the prorthetic/ orthotic prescription. As such, visiting the cli11ic for 
rohabilitation services mor~ tha11 two Jvccks .from the advised scheduled treatment visit renders the 
patient ''lost to follotv up. " 

E . M ember E mpowerment (ME) Form - a document showing that the patimt is fulfy 
informed of their Z Benefits package, treatment options, schedule of treatment and follow-up visits, 
roles, and responsibilities. The ME Form also dommentr tbat the contracted health fadlitJ provided 
edlfcation, counseling, and other pettinent cotmes of action. The bmefidary or their guardian or 
representative and the attmding healthcare ptvtJider in charge joint!J sign the ME form. 

F. Pre-A uthoriza tion - an approval process of Phi/Health that gives the contracted HF the 
it!fonnation that the patient fits the definition for the mi11im11m selection ctitetia for the availtnent of 
the Z .Benefits. 

V. POL ICY STA TEMENTS 

A. Phi/Health shall cotJCt' all services in the be11efits package for Expanded ZMORPH for cases 
that fulfill the selection ctitetia . 

.B. Contracted HFs shall be responsible for developing a11 effident proem for patient assessment to 
etmlt'e that Phi/Health members ca11 ftd(y access the needed services in the Expanded 
ZMORP.H bmifits package. 

C. Contracted HFs shall submit a property accomplished pre-authorization checklist and reqtmt 
fom; (Annexes A 1 to A.J) for approval by Phi/Health before providing services. A designated 
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liaison of the contracted HF shall mbmit the original copy of the accomplished pre­
authorization form to the Local Health Insurance Office (LHIO) or the Phi/Health Regional 
Office. 

D. The approved pre-authorization checklist and request (Annex A) shall be valid for 
180 calendar days from the date of approval by PhilHealth. All contracted HFs 
are responsible for tracking the validity of all approved pre-authorization. 
Therefore, contracted HFs should inform PhilHealth and submit a new pre­
authorization checklist and request if the validity period of the prior request has 
alreat!J lapsed to ensure the time!J provisiotJ of services to Phi/Health members. 

E. While the original copy of the pre-authorization checklist and request is submitted 
manually, it shall be submitted with the photocopy and properly accomplished Member 
Empowerment Form or ME Form (Annex B). The docummts mqy also be scmmed and 
em ailed to the respective PROs for approval. In addition, Phi/Health will genm;te a unique case 
mtmber for every pre-authorization request Sllbmitted once the pre-atllhorization .rystem is developed 
and fo!fy ftmctionittg. 

F. The :ME Form shall be accomplished together by the attending health care 
professional/ s in the contracted HFs and the patient for n1rolmmt in the Expanded 

· ZMORPH The ME Form aims to support patients to be active participants in 
health care decision-making by being educated and informed of the conditions and 
management options. Further, the ME Form etJrottrages the attending health care 
professionals in the contracted HFs to dedicate adequate time to discuss with 
patients to achieve better health outcomes and patient satisfaction. 

G. PhilHealth members and their qualified dependents must be eligible to avail of 
PhilHealth benefits at the time of pre-authoriz:ation approval. 

The eligibility of the tJtember· is determined l:ry the contracted HF upon application for pre­
authorization of the patient availing of this benifits package. 

H. The minimum standards of care for Expanded ZMORPH cover the entire 
management from pre-prosthetic I orthotic assessment up to the conduct of 
rehabilitation or occupational therapy sessions. These are based on current 
standards of practice and may be updated depending on valid medical evidence 
applicable to the local setting. Updates itt standards of care are disct~ssed during regular 
policy reviews in collaboration with pertinent stakeholders. 

I. The mandatory services for the Expanded ZMORPH are the minimum standards of care 
covered l:ry Phi/Health that contracted HFs tmtstprovide to all Phi/Healt!J members enrolled under 
the .z benejitJ. 

]. Tbe Refermce and contracted HFs for Expanded ZMORPH shall be required to coordinate 
and collaborate for quality improvemmt and operational pmposes, Sllcb as training, patimt 
audits, referrals, monitoritJg, education, patimt empowerment, procuremmt of implants, 
medicims, supplies, or other similar initiatives. 

K The contmctcd HF shottld thorortgb!J discuss the co-pt[Jment tvith the patimt durir~g the 
administration of t!Je ME form to i'!fonn them of ai!J additional charges covering the share jo,· OI!J 
extra or upgrade of services not covered /ry the Z Benefits package. 
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L There Jvi/1 be no co-pqyment for tbe pivvision of services for the standat·d materiaiJ indicated in 
the Z BetJejits for Expanded ZMORPH for tipper and lower limb prostheses, lower limb 
orthosis, and spinal otthosis. However; co-pqy shall app!J for the tljJgt·ade of prosthetic 
materials, additional prosthetic compomnts, or extra services not covered f?y the Z Benefits, 
which the HFs' contracts specify. 

M. The maximum allowable co-pqyment should not exceed the package rate for the Expanded 
ZMORPH. 

N. Tbe contracted HF shall file all claims for the Expanded ZMORPH according to the 
schedules set by PhilHealth. 

0. The contracted HF shall file claims within 60 calendar dqys from the last day of the covered period 
specified i11 the tranche schedules i11 Table 3, "Mode of pqyment and filing sched11/c for Expanded 
ZMORPH." 

P. All mandat01y and other services specific to the Expanded ZMORPH, which ensure 
the safety and the materials used, shall be provided to the patient according to the 
approved standards the contracted reference HF sets. 

Q. Phi/Health will m'mbursc the contracted HFs within 60 .dqys from the indicated filing date in the 
claims application forms. 

R. The Expanded ZMORPH allots 10% of the package rate as professional fees for services 
rendered by medical and allied health professionals. 

S. All rates are inclusive of government taxes. 

T. In cases when the patient e}...'Pires or is lost to follow-up atrytime during service 
provision, Phi/Health will on(y rsimbm:re the corresponding tranche for the specific phase as long 
as the patimt received the scheduled services. After tbat, however, Pbi/Health zvill not pay the 
subseq11e1tl /ranches. 

1. Suppose the patient has not come back within four· (4) weeks after the agreed 
follow up visit after casting and measurement or after fitting and alignment but 
would require additional re-casting and measurement: In that case, the patient 
may still access the succeeding schedule of services for the Z Benefits. However, 
the contracted HF may collect additional fees for casting and measurement, 
;vhich the patimt will shm·c as out-oj.pocket. 

2. A patient will only be allowed a maximum of one fiscal year to avail of the Z 
benefits from casting to rehabilitation services. 

U. Omtracted HF shall submit to PhilHealth a sworn declaration that a patient is 
expired or lost to follow up when filing a claim for a specific treatment phase . 

V Contmcted HFr should monitor itJ the next six (6) months their enrolled patiCIIts for 
the Expanded ZMORPHfor rsttlm to productivil)• or cotmmmity t'lfintegralion as a11 o11tcome. In 
addition, colttracted HFs should proper!J document patimts lost to follow-up and provide the 
appropriate stutfy and ana!Jsis in the context of quality bealthcatlJ. 
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W. Contracted HFs shall be required to designate at least one (1) Z Benefits Coordinator for the 
Expanded ZMORPHjollowing the cumntguidingpriltciples of the Z Benefits. 

X. Pertinent provisions in Phi/Health Ct'rCIIIar 2021-0022 "Guiding Principles of the Z Bmejits 
(Revisio11 1 ), including annexes, app(y to this benefits package. 

Y. Criteria for Inclusion, Minimum Standards of Care for Expanded ZMORPH 

The overall package code for the Z Benefits for Expanded ZMORPH i.s Z015. The 
following are the corresponding descriptions, selection criteria, frequency, and package 
rates: 

1. Upper and Lower Limb Prostheses 
a. Age ~ 18 years old 
b. At least three (3) months post-amputation, if acquired 
c. Wheelchair-independent, community-ambulator with or without crutches, 

cane or walker 
d On physical examination: no fresh or non-healing wound, neuroma or 

painful residual limb, no motor strength of <4/ 5 and limitation of 
motion of upper and/ or lower limbs, no incoordination or poor balance 

2. Lower limb orthosis 
The following are the general criteria: 
a. At least three (3) months post-onset 
b. Upper limbs ;?: 4 with fair trunk control and full range of motion, if 

bilateral 
c. Unaffected limbs ~ 3 with fair trunk control and a full range of motion, if 

unilateral 
d. Ambulatory with 011 assistive device 
e. No fresh or non-healing wound 

The following at-e the additiotJa/ criteria for the specified subpackages: 
2.1. Ankle foot orthoses 

2.1.1. Weakness or absence of dorsiflexors a11dl or plantarflexors, +/ ­
grade 1-2 spasticity with full range of motion achieved passively 

2.1.2. Equinovarus +1- foot rotation and +1- grade 1-2 spasticity with 
full range of motion achieved passively 

2.1.3. Pain & Instability secondary to a sensory or structural deficit in a 
Charcot Arthropathy 

2.2. Knee ankle foot orthoses 

Quadriceps :MMT of <3 +1- sensory loss, +1- instability (genu 
recurvatum) with hip/knee flexion contracture <20 degrees 

2.3. Hip knee ankle foot orthoses 

Hip, knee, ankle & foot muscles M:MT < 3 +I- sensory loss, +/ ­
instability, with hip /knee flexion contracture <20 degrees 
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3. Spinal orthosis 
The following are the general criteria: 
a. Age ~ 18 years old 
b. Upon diagnosis and/ or post-operative clearance 
c. No sensory deficit over body segment of application 
d. Upper and lower limb manual muscle strength of ~ 3 

The jollowi11g are the additional cnteria for the specified sub-package: 
3.1. Thoracolumbosacral custom molded spinal orthosis 

3.1.1. Thoracolumbar (T12-L2) spinal fractures involving posterior 
elements 

3.1.2. Primary or metastatic lesions to the thoracolumbosacral spine 

3.2. Lumbosacral custom molded spinal on~osis 
The following are the additional criteria for the specified sub-package: 
3.2.1. Lumbosacral fractures (L1-L3) 
3.2.2. Primary or metastatic lesions to the lumbosacral spine 

3.3. Cervicothoracic custom molded spinal orthosis 
The following are the additional criteria for the specified sub-package: 
3.3.1. Cervical spine fractures (C3-C7) without neurologic deficit 
3.3.2 . Torticollis 
3.3.3. Metastatic lesions without neurologic deficit 

Z; Package O:>de and Rates 

Th f ll ka d d h e o owmg are t e pac 1ge co es an correspon din li 1g rates per atera 1ty: 

Description Package Code Package Rate 
Right Left Both (Php) per laterality 

I. Prosthesis• 
A Above knee/ knee 

disarticulation Z0151A Z0151B Z0151C 75,000.00 
(AKKD) 

B. Hip disarticulation 
Z0152A Z0152B Z0152C 135,000.00 (HD) 

C Below elbow (BE) Z0153A Z0153B Z0153C 50,000.00 
D. Above elbow (.AE) Z0154A Z0154B Z0154C 70,000.00 
E. VanNess 

Z0155A Z0155B Z0155C 85,000.00 
Rotationplasty 

II. Ortho/prosthesesb 
A Ankle foot Z0156A Z0156B Z0156C 17,500.00 

III. Orthosesb 
A Knee ankle foot Z0157A Z0157B Z0157C 35,000.00 
B. Hip knee ankle 

Z0158A Z0158B Z0158C 80,000.00 
foot 

Table 1: Package Codes a11d Rates for Expanded ZMORPH- Prostheses/ Ortboprostbeses 

• For cases involving more than one amputation, the patient is not allowed to 
claim two prostheses simultaneously with the same laterality in either the upper 
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(i.e. BE, AE) or in the lower (AKKD, HD) limb. To illustrate this, please refer to 
Table 4. 
b For cases involving more than one amputation, the patient is not allowed to 
claim two orthoses simultaneously with the same laterality. 

Description Package Code Package Rate (Php) 
~inal 

A. Thoracolumbosacral 20159 40,000.00 
B. Lumbosacral 201510 30,000.00 
c Cervicothoracic 201511 45,000.00 

Table 2: Package Codes and Rates for Expanded ZMORPH- Spinal Orthoses 

AA Mandatory services or the minimum standards of care covered by the Expanded 
ZMORPH 

1. Pre-prosthetic I orthotic assessment by a board-certified physician of the 
Philippine Board of Rehabilitation Medicine; 

2. Prosthesis meaSIIrement, fabrication, and fitting 1!J a grad11ate of a Bachelor of Science in 
Prosthetics and Orthotics Course or highet;· 

3. Post-prosthetic/ orthotic fitting prescription for six (6) physical therapy or 
occupational therapy sessions by board-certified physician of the Philippine 
Board of Rehabilitation Medicine; 

4. Provision of six (6) physical therapy or occupational therapy sessions by Proftssion 
&gt~lcrtiotl Commission (PRQ-licensed physical therapist or occupational therapist; 
a11d 

5. Final discharge disposition by a board-certified physician of the Philippine Board 
of Rehabilitation Medicine. 

BB.Filing Schedule and Tranche Pqyment 

The payment for Expanded 2MORPH shall be given in tranches with the 
corresponding amounts and filing schedule with the allowed frequency of 
availment as follows: 

Description Tranche Amount Filing Schedule Frequency 
(Php) 

I. Prosthesis 

A Above knee/ Within 60 calendar Every jive 
knee dt1J'S after Prosthetic (5) ~ars; 
disarticulation I Orthotic fabrication maxunum 

1 65,000.00 and check-out by a of two (2) in 
gmdttate of a Bachelor of a lifetime 
S cieJJcc in Prosthetics and 
Orthotics coum or higher 

2 10,000.00 
Within 60 calendar 
days after the last 
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Description Tranche Amount Filing Schedule Frequency 
(Php) 

physical therapy or 
occupational therapy 
sessiOn 

B. Hip Within 60 calendar EveryS 
disarticulation dt!]s after Prosthetic years; 

I Onhotic fabrication maxnnum 

1 120,000.00 and check-out by a of 2 ina 
graduate of a Bachelor of lifetime 
Science in Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 

2 15,000.00 physical therapy or 
occupational therapy 
SeSSlOnS 

C Below elbow Within 60 calendar EvetyS 
dt!JS after Prosthetic years; 
I Onhotic fabrication maximum 

1 40,000.00 atJd check-out by a of 2 in a 
graduate of a Bachelor of lifetime 
S cie11ce in Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 

2 10,000.00 physical therapy or 
oc~pational therapy 
sessiOn 

D. Above elbow Within 60 calendar EvetyS 
· dqys after Prosthetic . years; 
I Orthotic fabrication maxunum 

1 60,000.00 and check-out by a of 2 in a 
graduate of a Bachelor of lifetime 
Science i11 Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 

2 10,000.00 physical therapy or 
occ~pational therapy 
sessiOn 

E. Van Ness 
1 71,000.00 Within 60 calendar EvetyS 

Rotatio11plasty days after Prosthetic ~ars; 
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Description Tranche Amount Filing Schedule Frequency 
(Php) 

I Onhotic fabrication maxunum 
and check-out by a of 2 ina 
grad11ate of a Bachelor of lifetime 
Science in Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 

2 14,000.00 physical therapy or 
oc~pational therapy 
sess10n 

II. Orthol prostheses 
A Ankle Foot Wnhin 60 calendar EveryS 

dqys after Prosthetic years; 
I Onhotic fabrication maxunum 

1 13,000.00 and check-out by a of 2 ina 
graduate of a Bachelor of lifetime 
S cimce in Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 

2 4,500.00 physical therapy or 
occupational therapy 
SeSSlOn 

III. Orthoses 
A Knee ankle Within 60 calendar Two ina 

foot dqys after Prosthetic lifetime 
I Orthotic fabrication 

1 28,000.00 and check-out by a 
graduate of a Bachelor of 
S de nee i11 Prosthetics and 
Orthotics course or higher 
Within 60 calendar 
days after the last 

2 7,000.00 
physical therapy or 
oc~pational therapy 
session 

B. Hip Knee \'<7ithin 60 calendar Two ina 
Ankle Foot dqys after Prosthetic lifetime 

1 70,000.00 I Onhotic fabrication 
and check-out by a 
gradt~ate of a .Bachelor of 
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Description Tranche Amount Filing Schedule Frequency 
iPhp) 

Science in Prosthetics and 
Orthotics co11rse or higher 

Within 60 calendar 
days after the last 

2 10,000.00 physical therapy or 
oc~pational therapy 
sess10n 

IV. Spinal 
A Thoracolumb Within 60 calendar Two ina 

o-sacral days after Prosthetic lifetime 
I Orthotic fabrication 

1 32,000.00 
and check-out by a 
graduate of a Bachelor of 
Science in Prosthetics and 
Orthotics course or highc,· 

Within 60 calendar 
days after the last 

2 8,000.00 physical therapy or 
OCCl~pational therapy 
sesston 

B. Lumbosacral Within 60 calendar Once ina 
days after Prosthetic lifetime 
I Orthotic fabrication 

1 22,000.00 
and check-out by a 
graduate of a Bachelor of 
Science in Prosthetics and 
Orthotics course or higher 

Within 60 calendar 
days after the last 
physical therapy or 

2 8,000.00 occ~pational therapy 
sess10n 

C Cervico- Within 60 calendar Once in a 
thoracic days after Prosthetic lifetime 

I Orthotic fabrication 
1 37,000.00 and check-out by a 

graduate of a Bachelor of 
Science in Prosthetics and 
Orthotics course or higher 

2 8,000.00 
Within 60 calendar 
days after the last 
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Description Tranche Amount Filing Schedule Frequency 
(Php) 

physical therapy or 
occupational therapy 
sessiOn 

Table 3: Mode of Paymmt and FilingS chedule for Expanded ZMORPH 

CX: Cairns Filing & Reimbursenl"ent 

1. The contracted HFs shall file claims according to the existing policies of 
PhilHealth. 

2. All claims shall be filed by the contracted HFs 011 behalf of the patients. There 
shall be no direct filing by members. 

3. The contracted HFs shall submit a claim application per completed tranche. 

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

Exam _pie Decision Explanation 
(Left) AKKD and 
(Left) HD 

Deny Same laterality in the same level of 
amputation (lower level). This will involve the 
same prostheses in the lower limb. 

(Left) AKKD and Pay Same laterality but different levels of 
(Left) BE amputation (AKKD at the lower level and 

BE at the upper leveD. Patient is ambulatory 
with assistive device. 

(Left) AKKD and Pay Same laterality but different levels of 
(Left) AE amputation (AKKD at the lower level and 

AE at the upper level) . Patient is ambulatory 
with assistive device. 

(Left) AKKD and 
(Right) liD 

Pay Different laterality. 

(Left) BE and (Left) Deny Same laterality in the same level of 
AE amputation (lower leveD. This will involve the 

same prostheses in the upp_er limb. 
Table 4: Examples of Case.r Involving Two Levels of Amp11ta#ons 

5. For the initial claims application (i.e., tranche 1), the following docummts shall be 
attached: 

a. Transmittal Form (Annex H) of all claims for the Expanded ZMORPH for 
submission to PhilHealth, per claim or per batch of claims; 

b. Pbotocopy of the approved Pre-authorization Checklist and Request while the 
claims st1bmissio11 is not yet aulo!IJated; 

c. Photocopy of the properly accomplished ME Form; 
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d. PhilHealth Benefit Eligibility Form (PBEF) shali be the primary proof of bemfit 
eligibility during the pre--authorization process. 

A PBEF with a "Yes" indication is su.lftciml to mean that the patient is eligible. 
S11bmissz'on tif other docJtmmts, such as Member Data Record (MDR) atJd 
Phi/Health Claim Form 1 (CF1) shall no /onger.be required; 

A "No" indication 011 the PBBF should prompt the cotltracted HF to coordinate 
with the Phi/Health CARES assigned in their facility to validate the eligibility of the 
patient, or present a proof of contn"b11tions or du!J accomplished CF1. 

e. Properly accomplished Cairn Form 2 (CF2) 

j Original or cettified true copy (CTC) of the Statement of accoHnt (SOA),· 

g. Discharge OJ.ecklist of Services (Annex q for the corresponding tranches; 

h. Photocopy of completely accomplished Z Satisfaction Questionnaire for 
services received itJ Tram-he 1 (Annex D); and 

L ·Tranche Requirements dtecklist (Annex E). 

6. For succeeding claims, the Transmittal Form, CF2, the Discharge Checklist 
Services (Annex C), Photocopy of Z Satisfaction Questionnaire (Annex D) jor 
J'ervices received in sm-ceeding tranches, and the Tranche Requirements Checklist for the 
Z Benefits (Annex E) shall be submitted. 

7. The Z Satisfaction Questionnaire (Annex D) .shall be administered to all Z 
patients prior to final discharge disposition from the contracted HF. These are 
validated during field monitoring by PhilHealth and shall be used as the basis of 
~e Corporation for benefits enhancement, ·policy research, and quality 
unprovem.ent purposes. 

8. Rules on late filing shall apply. 

9. lj the delqy i?1 the filing of claims is d11e to nattn'CII calamities or other fortuitous events, the 
current guidelines rif Phi!FI.ealth on the provision of special privileges to those affected by 
fortuitous events shall opp!J,· 

10. There sball be tJO direct filing of claims by Phi/Health members. 

DD. Monitori11g 

1. Utilization and Compliance 

Mo11itoting of the implemmtation of the Z benefits package for Expanded ZMORPH shall be 
condtrcted by Phi/Health. 

Field monitoring of service provision by contt'Cicted HFs m~ be cond11cled. It shall follow the 
gtlidcmce, tools, and conse11t fomts provided in the guidingptinciples rif the Z Benefits. 
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The perfotmance indicators and meamres to monitor compliance with the policies of tbis 
Circular shall be established itt collaboration with relevant stakeholders m1d experts. Tbese shall 
be incorporated ittto the relevant monitoring policies ofPWHealth. 

2. Policy Review 

Phi/Health will conduct a regular poliry review of this benefit package. Tbe Benefits 
Development and Research Depattmmt (BDRD) of the Health Finatrce Poliry Sector 
(HFPS) of the Coporation, in collaboration with all relevant stakeholders, expcrls, and 
rcpresmtatives from the Phi/Health Regional Offices (PROs), shall take the lead i11 tbe poliry 
review process. The review results shall guide poliry decisions regarding future benefits 
etrbancements and rate adjustments. 

EE. Marketing and Promotion 

Phi/Health shall educate the general public, increase mvareness of tbc Z Bettejifs, and promote 
informed decision-making among patimts, and participation of hcalthcare proftssionals, health 
facilities, and other stakeholders following the integrated marketing and communication plan of 
Phi/Health. 

FF. Annexes 

The following annexes may be downloaded from the Phi/Health n;ebsite: www.philhealt!J.gov.ph 

1. Annex A: Pre-allthotization Checklist artd Request 
a. Annex A 1: EMO RPH Pre-A uthOtizatiott Checklist: Upper and l..JJwer Limb 

Prosthesis 
b. Amtcx A.2: EMORPH Pre-Attthorization Checklist: l..JJwer Umb Orthosis 
c. Artne:x: A 3: EMORPH Pre-AHtborization Checklist: Spinal Ortbosis 

2. Annex B: Member Empowermmt Form 

3. Annex C· Discharge Checklist for Expanded ZMORPH 
a. Annex C.1: EMORPH Discharge Checklist (Tratzche 1) 

a. f. Annex C 1.1: EMORPH Discharge Checklist: l..JJwer Umb Prosthesis 
a.2; Annex C1.2: EMORPH Dischmgc Checklist: Upper Umb P1vsthesis 
a.3. Annex C.1.3: EMORPH Discharge Checklist: l..JJzver Umb 01tbosis 

b. Annex C2: EMORPH Discharge Checklist (Tranche 2) 

4. Annex D: Z S atisjaction Qucstiomrai?"e 

5. Annex E: CheckiiJt ofRtquirements for fuimbursemcnt 
a. Annex E. 1: Tranche 1 Requirements for Rcimbtmement 
b. Annex E.2: Tranche 2 Rtqtliremmts for Reimb11rsement 

6. Annex F: Se!fassessmmt/ Sumy Tool for the Z Benefits Package for ZMORPH and 
Expanded ZMORPH Providers 

7. Annex G: 011tcome Indicators for ZMORPH and Expa11ded ZMORPH 

8. Annex H: Transmittal For/JJ of Claims for the Z Benefits 
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VI. PENALTYCLAUSE 

At!J violations of this Phi/Health Cz'rCII!ar shall be dealt with and penalized in accorda11ce with the 
pertinmt provisions ofRA No. 11223, other relevant laws, and RA. No. 7875, as amended by RA 
Nos. 9241 and 10606, and their respective Implmmtting Rules and Rtgulations. 

VII. TRANSITORY CLAUSE 

Upon publicatiolt of this Phi/Health Circular, Phi/Health shalt disseminate this it!formation to 
contracted HFs, and msure the availability of revised forms on the website and deplqymmt of necessary 
IT enhancemmts itt the claims system. 

VIII. SEPARABILITY CLAUSE 

In the evmt that a part or provision of this Phi/Health Cirmlar is declared tmcottstitutional or rendered 
invalid by any Court of Law or competent authority, those provisions not qffectcd by s11ch declaration 
shall remain valid and effective. 

IX. REPEALING CLAUSE 

This poliry repeals Phi/Health Circular No. 2016-0033 entitled Expanded Z Bmefit for Mobility, 
Orthosis, Rehabilitation, Prosthesis Help Package (Expanded ZMORPH). 

X. DATE OF EFFECTIVITY 

This Phi/I-Iealth Circular shalf take efftct fiftem (15) days after its publication in the Official Gazette 
or in a'!)' newspaper of general circulation. A copy shall thereafter be deposited to the Office of the 
Nationa/Administrative Rtgister (ONAR) at the University oftbe Philippines La1v Center. 

Dr)\ 
~JNTos 

fice of the President and CEO 

Date signed: ( () /t 7 ,hv 

Expanded Z Benefits for Mobmty. Orthosis_. Rehabilitation. Prosthesis H elp (E>..panded ZMORPH) 
(Revision V 
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Annex A.l: EMORPH Pre-Authorization 
Checklist: Upper and Lower Limb Prosthesis 

&vised aJ of September 2022 

Republic oftlte Philippbu?s 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.philh~th.gov.ph 

Case No. --:-------

HEAL FACIUTY(HF) 

ADDRESS OF HF 

pattent cannot 

UNI VERSAL HEALTtl CARE 
'UV IP(;oJI ,1.,11,1.11"1" r.~>tA J~ LV' ' I 

-D 

same 

Page 1 of 3 of Annex A 1 

0 PhtiRealthoHICI<IJ OOteamphilheiilth e acbonceritar@Phllhealth.gov.ph 



FACIUTY (HF) 

-0 

signature 

ITIJJ-1111 IIII-O 

Note: 
Once approved, the contracted health fotili!J shall print the approved pre-authorization form and have 
this signed by the patient, parent or guardian and health facilities, as applicable. This form shall be 
submitted to the Local Health Insurance Office (LHIO) or the PhilHealth Regional Office (PRO) 
when filing the f~t tranche. 
There is no need to attach laboratory results. However, these should be included in the patient's chan 
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 

Call Center: (02) 8441-7442 1 Trunkline: (02) 8441-7444 
www.philhealth.gov.ph 

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

DATE OF REQUEST (mm/ dd!YYYJ?: 
1S to request 

----------:-------m 
(Patient's last, first, suffiX, middle name) 

under the terms and conditions as for 

The patient is aware of the 
package (please tick appropriate . 
D Without co-payment 
D With co-payment, for 

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

UNIVlRSAL HEALTH CARE 
U IYUfl .. ~I U I1Nih .. u U IN!oOO 

INITIAL AJlPLJCATION COMPLIANCE TO REQUIREMENTS 
Activity Initial Date 0 APPROVED 

Received by U1IO/BAS: 0 DISAPPROVED (State reasonls) 
Endorsed to BAS (if received by 
LHIO): 
D Approved D D isapproved Activity Initial Date 

Released to HF: Received by BAS: 
This pre-authorization is valid for one hundred D Approved 0 Disapproved 
eighty (180) calendar days ftom date of approval 

Released to HF: of request. 
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Annex A.2: EMORPH Pre-Authorization 
Checklist: Lower Limb Orthosis 

&vised as of September 2022 

Republic of the Philippines 

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

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

UNIVERSAL HEALTH CARE 
''" IIIIIJO~II " UlWIG' f ....U. UIUH 

Case No. ------ -

or NA if not 

Place a ( ~ if yes or NA if not applicable 

QUALIFICATIONS SPECIFIC TO ANKLE FOOT ORTHOSIS Yes 
1. Weakness or absence of dorsiflexors a11dl or plantarflexors, +1- grade 1-

2 spasticity with full range of motion achieved passively 
2. E quinovarus +1- foot rotation and +1- grade 1-2 spasticitywith full 

range of motion achieved passively 
3. Pain & Instability secondary to sensory or structural deficit in a Charcot 

Arthropathy 
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c:.; 
0 

Place a check 

Printed name and signature 

Note: 

Place a ( V') if yes or NAif not applicable 

PhilHealth 
Accreditation No. 

Both 

Attested by Attending Rehabilitation 
Medicine Specialist 

Printed name and signature 

UID-111111 n-o 

Once approved, the contracted health facility 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 (Il-ITO) 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 
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Republic of the Philippittes 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citystate Centre, 709 Sbnw Boulevard, Pnsig City 
Call Center: {02) 8441-7442 1 Trunkline: (02) 8441-7444 

www.philhealth.gov.ph 

PRE-AUTHORIZATION REQUEST FOR EXPANDED ZMORPH 
Lower Limb Orthosis 

DATE OF REQUEST (mm/ ddlm: 

The patient is aware of the 
package (please tick · 
0 Without co-na,ll11e:n 
0 With co-payme11t 

0 APPROVED 

(For PhilHealth Use Only) 

UNIVERSAl HEALTH CARf 
ho9hqo.u Al .. , ,,.:: .. •.u..o ~~ L.Aiold 

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

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

INITIAL APPLICATION COMPUANCE TO REQUIREl\1ENTS 
Activity Initial Date 0 APPROVED 

Received by LHIO/BAS: 0 DISAPPROVED (State reasonls) 
Endo~ed to BAS (if received by 
LHIO): 
0 Approved D Disapproved Activity Initial Date 

Released tb HF: Received by BAS: 
This pre-authotization is valid for one hundred D Approved 0 Disapproved 
eighty (180) calendar days from date of approval 

Released to HF: of request. 
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Annex A.3: EMORPH Pre-Authorization 
Checklist: Spinal Orthosis 

Revised as of September 2022 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.pbilltealth.gov.pb 
UNIVERSAL HEA LTH CARE 

hi~Sifl;ll-1 -~ &~lUlU JAI J U UII~T 

Case No.-------

FACII.lTY (HF) 

Place a ( v) if yes or NAif not applicable 

Qualifications for Thoracolumbosacral Spinal Orthosis Yes 
1. Thoracolumbar (T12-L2) spinal fractures involvmg posterior elements 
2. Primary or metastatic lesions to the thoracolumbosacral spine 

Place a ( v) if yes or NAif not applicable 

Qualifications for Lumbosacral Spinal Orthosis Yes 
1. Lumbosacral fractures (L1-L3) 
2. Primary or metastatic lesions to the lumbosacral spine 
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Place a (.f) if yes or NAif not applicable 
Qualifications for Cervicothoracic Spinal Orthosis Yes 

1. Cervical spine fractures (C3-C7) without neurologic deficit 
2. Torticollis 
3. Metastatic lesions without neurologic deficit 

Tick 

0 
0 
D 

Note: 
Once approved, the contracted health facilities 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 (I.HIO) 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 
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u 
0 

Republic of the Plrilippl11es 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citys!llte Centre, 709 Shaw Boulevard, Pasig City 
Call Centet~ (02) 8441-7442 I Trunkline: (02) 8441-7444 

www.phi.lhealth.gov.ph 

PRE-AUTHORIZATION REQUEST FOR EXPANDED ZMORPH 
Spinal Orthosis 

DATE OF REQUEST (mm/ dd!YYYJ?: 
IS to request 

_________________________________ ill 

(Patient's last, first, suffix, middle name) 
under the terms and conditions as for 

The patient is aware of the PhilHealth 
package (please tick appropriate · 
D Without co-payment 
0 With co-payment, for 

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

UN IVERSAL HEALTH C"RE 
l&oUL~IUI J.I U.l>.WUHh'U'I 

INITIAL APPUCATION COMPLIANCE TO REQUIREMENTS 
Activity Initial Date 0 APPROVED 

Received byLHIO/BAS: 0 DISAPPROVED (State reason! s) 
Endorsed to BAS (if received by 
LHIO): 
0 Approved 0 Disapproved Activity Initial Date 

Released to HF: Received by BAS: 
This pte-authorization is valid for one hundred 0 Approved 0 Disapproved 
eighty (180) calendar days from date of approval 

Released to HF: of request. 
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Annex B: Member Empowerment Form 
&vised tU of September 2022 

Republic of the Philippines 

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

Call Centel~ (02) 8441-7442 I Trun.kline: (02) 8441-7444 
www.phiU1ealth.gov.ph 

Numero ng kaso: ______ _ 
Case No. 

MgaPanuto: 
Instrucdons: 

MEMBER EMPOWERMENT FORM 
Magpaalam, rumulong, at magbigay kapangyarihan 

Inform, S11pport & EtJpowcr 

1. Ipaliliwanag at tutulungan ng kinatawan 
The hoaltb care provider Ihall exphill and 

2. Isulat nang maayos at malinaw ang 
Ltgib!J print aU i11jomlatio11 

3. Para sa mga katanungang 
nakahon. 

4. 

5. 

6. 

UNIV,RSAliUALTH CAR' 
li.~UUIJol< .0.1 U IIIIU •.o.U l • " .:.or 

7. labilit:1tio'n Prosthesis 

P ANGALAN NG OSPI.TAL 
HEALTH FACILITY (HF) 

ADRES NG OSPITAL 
ADDRESS OF HF 

hita at binti, o Z 
B2, B3 at D6. Para 

A para sa tala B2 at B3. 
Prosthesis Help (ZMORPH) for 

children ·with disabilities, write 
write N / A for items B2 and BJ. 
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A.lmpormasyonng Miycmbm/ Pasycntc . . 
A. A1cmbct/P;!tient Information 
P ASYENfE (Apelyido, Pangalan, Panggimang Apelyido, Karagdagan sa Pangalan) 
PATIENT {La!t name, First fl/11111, Middle name, Sffjftx) 

NUMERO NG PHIIHEAL1HID NG PASYENI'E D D 

Sole proptietot· 
D Group enrollment scli:iliii~'~~•"'";!'""r 

Grorrp enrol/nmrt trhmu 

Itrdircct ro11tributot· 

D Listaharum 
U stahmra11 

0 4Ps/ MCCf 
4Ps/MCCT 

D Nakatatandang mamamay:m 
Smior Gtizm (RA 10645} 

D PAMANA 
P.AMANA 

D KIAIKIPO 
KIA/KIPO 

0 Bangsamoro/Nmmalization 

D Sea-based 
Sea-baJed 

k.1allib/ Ujetime Mm1ber 
na may dalawang pagkamamarnayan/Nakatira 

sa ibang bansa 
Filipino with Dual Citizmship/ Uvi11g abroad 

D Foreign national!Fotv{glr national 

0 Inisponsuran ng LGU 
LGU-sj>oJuorcd 

D Inisponsuran ng NGA 
NGA-spotl!o t~d 

D Irusponsuran ng pribadong sector 
Private-spoNsored 

D Taong may kapansanan 
Pmo11 with disabili(y 
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B. Imponnasyong Klinikal 
B. Clinical lnformatio11 
1. PaglalaraWan. ng kondisyon ng 

pasyente 

2. 
ng gamutan sa ospital 
Applicable Treatment Pla11 agreed upon 
with h11althcare provider 

(buwan/ :uaw/ taon) 

Tentative Date/ s of succeedtitg admission 
to HF or COII.fu/Jh (mm/ dd/.1!1Y) 
b Pam sa ZMORPHI mga batang may 
k:apansanan, ito ay pets.1 ng paglalapat at 
pagsasa)QS ng device. Para naman sa PD First, 
ito ay ang kasunod na pagbisita sa PD Provider. 
b For ZMORl'H/ Cli?DS, thi.r rifm to the 
IINDtllrrmtnJ,jifling and ad;iutll:enls of tht devi<t. For 
tl» PD Pint, lhi.r ~flrs lo tbe uexttli!illo the PD 
Provider. 

3. ng 
.na pagbisita c (buwaolaraw/taon) 

Tentative Date/ s of follow-up visit/ s< 
(mm I dd I .JY1Y) 
' P:ua sa ZVIORPH/ mga batang may 
k:apansanan, ito ayturruJtukoysa relubilitas)Qn 
ng external. lower limb post-prosthesis. 
c For ZMORPH/ CU?D, tbi.r rtftn to the extm:al 
lowtr limb pott-proiibtJiJ rthabilitation ermsu/1. 

Page 3 of 8 of Annex B 

0 PhiiHealthofflclal 00 teamph1111ealth I) actioncenter@phllhealth.gov.ph 



i.;) 
0 

2. ng ng 
gamutan! interbensyon d 

Jo4y health care provider explained the treatme11t optwns/ 

d Para sa ZMORPH, ito ayukol sa pan.gang: 
para sa pre at post-device. 

dFor ZMORPH, thii refers to the need 

UJI.J. ..... LlW o'"l<l<t:. ng ng 
gamutanlinterbensyon. Kasama rito ang pagkompleto ng gamutanlinterbensyon 
sa unang ospital kung saan nasimulan ang aking gamutanlinterbensyon. 
Jo4y health care provider explai11ed the importance of adhen'ng to my treatment plan/ intertJmtion. 
This include! completing the course of treatment/ intcrvmtion in the COI2tl'acted HF 1vhere my 
treatment/ intervention was initiated. · 

Paalala: Ang hindi pagsunod ng pasyente sa napagkasunduang gamutanlimerberu~n sa ospital ay 
maaaring rnagresuha sa hindi pagbabayad ng ruga kasunod na claims at hindi dapat itong ipilSa 
bilang case rates. 
Note: Not1-adhernu:e of the patient to the agreed treatf!ltnl pkm/ i!llmJtntion in the HF !llf!Y m11/t to det~ial of filed 
clai111s for the sum:eding tranchu and wbich sbo11ld tlof be fikd as t:aJe 1t1ft1. 
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~ 
a:. Qj 
JJJ>- "; 
1--0. Cl 

·~8\,l 
~ ~ 

i.J 
0 

Lagy.mng tsck ('/) ang angkop na sagot o NA kung hindi nauukol 00 Hl.l\lJ)l 
Put a d1cd.~ tllrm<~(~} opposite approp!iatc all.fll'''r or N/J !lnot (lpplimble. YES NO 

9. ng ang 
tulong pinansiyal o ibang pang supmta, kung k:ln:akal~an1~an. 
a. Sangayng pamahalaan (Hal.: PCSO, PMS, LGU, 
b. Gvil society o non-government organization 
c. Patient Support Group 
d. C01porate Foundation 
e. Iba pa {Hal. Media, Religious Group, 
1v[y health care provider gefve me information 
support, when needed. 
a. Government agmq (ex. PCSO, 
b. Civil.rocie!J or non-government 
c. Patient Support Group · 
d. Corporate Foundation 
e. Others (ex. Media, 

11. 

a. 

ng 

Paalala: maaaring makamit ng mga sumusunod na 
miyembro at malciki.nabang k.apag na-admit sa ward ng 
ospital: inisponsuran, maralita, kasambahay; senior citizens at miyembro ng 
iGroup na may kauk.ulang Group Policy Contract (GPQ. 
Note: NBB poliq i.r apph'cable f<J the joiiOJving members when admitted in ward 
acromflJodation: sponsored, indigent, household help, senior citizens and iGroup meflJbers with 
valid Group Poliq Co11tract (GPC) and their qualified dependents. 

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 at e. 
For sponsored, indigent, household help, senior citizens and iGroup 
members with valid GPC and their qualified dependents, a.nswer c, d 
and e. 

c. Nauunawaan ko na salwmg hindi akn gumamit ng NBB ay maaari akong 
magkaroon ng kaukulang gastos na aking babayaran. 
I understand that I may choose not to avail of the NBB attd tlJC[j be charged out of pocket 
expenses 
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u a1:,pa.u..,, .. sa mas ayon sa 
o lumanggap ng karagdagang serbi!Jo na hindi kaJama .ra benepityo, nauunawaan ko na 
hindi na ako maaaring humiling sa pagamutan para makagamit ng pribilehiyong 
ibinibigay sa mga pasyente na NBB (kapag NBB, wala nang babayaran pa 
pagkalabas ng pagamutan) 
In case I choose to upgrade "!Y room accommodatio11 or avail of additional services that are 
not included in the benefit package, I Ulldmtand that I ca11 no longer demand the horpital to 
grant me the privilege given to NBB patimts (that is, 110 out of pocket f}(J.Yirlmc•·1JJJvn~" 
discharge from the hospital) 

e. Nmanais ko na lumabas sa ..,v'"'"au" 
babayaran ko ang anumang 
I opt out of the NBB poliq of Phi/Health 
benefits 

f. Pumapayag akong magbayad . 

g. 

para sa: 
I agree to Pt!Y as much as 
D Paglipat ko sa 

hindi sakop ng 
lundmtand that there mqy be an additional pqymmt on top of "!Y Phi/Health benefits. 

h. Pumapayag akong magbayad ng hanggang sa halagang PHP _____ •f 
para sa aking gamutan na hindi salrop ng benepisyo ng PhilHealth. 
I agm to pqy as much aJ PHP - --- ---*as additional pqymmt on top of "D' 
Phi/Health beniftt.r. 

>f Ito ay tinantiyang halaga lamang na gaga bay sa pasyente kung magkano ang 
kanyang babayaran at hindi dapat gawing batayan para sa pagtutuos ng 
kuwenta ng nagugol na gastusin sa pagkakaospital na babayaran ng PhilHealth. 
This is fill estimated amount that guides the patimt otJ how mudJ the out of pocket tnqy be 
and should not be a baJis for auditi11g claims reimbursemmt. 

araw . ang sa 45 araw na sa 
benepisyo sa isang taon para sa buong gamutan sa ilalim ng Z benefits. 
Onjy .fiw (5) dqys shall be deducted from the 4 5 cotifinement dqys benefit limit per;~tar for 
the duration tmder the Z 
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2. 

"Para sa mga 
pipinna 0 

*For minors, 
011 behalf of the patient. 

ng 
awtorisadong kinatawan 

Printed nan1c and Jignature of sporm/ parent/ next of kin /authorized guardian or 
representative 
0 walang kasama/ 110 ronpa11io11 

Petsa (buwan/araw/taon) 
· Date (mm/ dd/X!iJ) 

Petsa (buwan/araw/taon) 
Dole {t11nJ/ dd/:m;) 

Petsa {buwanlaraw/ taon) 
Dolt (mm/ dd/:ut;) 
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G. Dctalyc ng Tagapag-ugnay ug Phillicalth para sa Z benefits - - -
G. Pbi/Hc:!ltb Z CoonlirmtoJ· CoJJtact Det;li/s 
Pangalan ng Tagapag-ugnay ng PhilHealth para sa Z benefits na nakatalaga sa ospital 
Name of Phi/Health Z Coordinator assigned at the HF 

talaang ., "'~I.IA<lf 
ngZ-claim 
I crmsmt to the · 
records for the 
claim 

ay .I.Ul~~~"~"" 
mula sa pa!:un1tulc>t 
benefits ng PhilHealth. 
I hmi?J hold Phi/Health or at!J of its officers, ehlj>lf!Jees and/ or represmtatives ji-ee from a'!Y and all liabilities relative to the 
herein-mentioned ronsent which I have voluntari!J at1d willingjy !}1JC11 in cotmectum with the Z claim for reimbursement bifore 
Phi/Health. 

ng 
Printed name and signature of patient* 

'~Para sa mga menor de edad, ang magulang o r.agapag-a!aga ang pipinna o 
magWagay ng thwnb print sa ngalan og pas~nte. 
*For minot~, the parmi or g11ardia11 a.flixes their .rignatllre or th11t11b pn'nt bm on behalf 

pnnt 
(Kung bindi na 
makasusulat) 

(if patitnt iJ unable 
to Mite) 

"'"'"''"..-.n ng sa pasyente (Lagyan ng tsek ang angkop na k:ilion) 
Relationship of representative to patient (tick appropriate box) 

O asawa 0 magulang · 0 anak 
child 

0 kapatid 
next 

Otagapag-alaga 

(buwan/ araw/r.aon) 
Date (mm/ dd/:a;y) 

(bliwanl araw/ r.aon) 
Date (mm/ dd/.1J.'1)') 

0 walang kasama 
no 
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Annex C.1.1: EMORPH Discharge 
Checklist: Lower Limb Prosthesis 

&vired as of Septen;ber 2022 

~~-Republic of the Pllilipp iues 

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

CaU Center: (02) 8441-7442 I Trunkline: (02) 8441-7444 
www.philliealth.gov.ph 

UNIVtRSA~ HEALTH CAH 
~"!U!1 .... 1" 4,1 O loW . ... M I..' ni.A. II.I Case N o. --- - ---

FA CJLITY (HF) 

1. 

2. 

4. 

Certified correct by: 

(Printed name and signature) 

-D 

a check ( v) mark 

Ye s 

knowledge regarding prosthesis 
and falling techniques 

Certified correct by: 

(Printed name and signature) 
Attending Rehabilitation Medicine Specialist Executive Director/ Ollef of Hospital/ 

Medical Director/ Medical Center Ollef 

~=~on No. I I I I 1-1 I I I I I I 1-1 ~~~~nNo. I I I I 1-1 I I I I I I 1-1 
Date signed (mrn/ dd/ m'J? Date signed (mm/ ddlyyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent! Guardian 

Date signed (mm/ dcl/yyyy) 
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Annex C.1.2: EMORPH Discharge 
Checklist: Upper Limb Prosthesis 

&vised as of September 

Republic of the Philippi11es 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.philhealtb.gov.ph 
UNIVERSAL HE ALTH CAR~ 

h.i\tuu,, o\1 I.Mm,,. t.O.t• ' ' U M! Case No.-------

ADDRESS OF HF 

1. 

2. 

3. 

4. 

2. PhilHealth ID Number 
(Answer only if the patient is 

1. Last Name, First 

Conforme by: 

(Printed name and signature) 
Patient/Parent! Guardian 

Date signed (mm/ dd/yyyy) 

-D 

-D 

Yes 
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Annex C.1.3: EMORPH Discharge 
Checklist: Lower Limb Orthosis 

Republic of the Philippi11es 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.philhealth.gov.pll UNIVERSAL HEALTH CARE 
UII'I ~!;IUol Al >.1111110\ , ,., ,. U I~M ~t 

Case No. ______ _ 

HEAL FACIUTY (HF) 

ADDRESS OF HF 

1. Last Name, FI!St Name, 

1. 

2. 

3. 
4. 

name 
Attending Rehabilitation Medicine Specialist 

-D 

-D 

Yes 

name 
Executive Director/ of HospitaV 

Medical Director/ Medical Center Chief 

Confonne by: 

(Printed name and signature) 
Patient/Parent/ Guardian 

Date signed (nun/ dd/ yyy0 
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Annex C.2: EMORPH Discharge 
Checklist (Tranche 2) 

Rtvised as of September 

Republic of the Philippines 

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

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

UNIV£RSAl HfALTH CARE 

Case No.--'---- -- {"'""""~ 1o.1 u~..,. .. uu ,. """""' 

FACILITY (HF) 

-0 

-D 

Certified correct by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Attending Rehabilitation Medicine Specialist Executive Director/ Chief of HospitaV 

Medical Director/ Medical Center Chief 

=onNo.l I I I 1-1 I II I I I 1-1 ~~~nNo._l I ! _I 1-1 _I II J J I 1-1 
Date signed (mm/ dd!YYJ>? Date signed (mm/ dd!YYJ>? 

Confonne by: 

(Printed name and signature) 
Patient/Parent! Guardian 

Date signed (mm/dd!YYYJ? 
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Ph 'iiHealth 
An11ex D: Z Satisfaction Questionnaire 

Revited as of September 2022 

Share your opinion with us! 

We would like to know how you feel about the services that pertain to the Z Benefits Package In 
order that we can Improve and meet your needs. This survey will only take a few minutes. Please 
read the items carefully. If you need to clarify Items or ask questions, you may approach your 
friendly health ·facility or you may contact PhiiHealth call center at 8441-7442. Your responses will 
be kept confidential and anonymous. 

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

1. Z Benefits package availed is for: 
0 Acute lymphoblastic leukemia 
0 Breast cancer 
0 Prostate cancer 
0 Kidney transplantation 
0 Cervical cancer 
0 Coronary artery bypass surgery 
0 Surgery for Tetralogy of Fallot 
0 Surgery for ventricular septal defect 
0 ZMORPH/Expanded ZMORPH 

2. Respondent's age is: 
0 19 years old & below 
0 between 20 to 35 
0 between 36 to 45 
0 between 46 to 55 
0 between 56 to 65 
0 above 65 years old 

3. Sex of respondent 
0 male 
0 female 

0 Orthopedic implants 
0 PD First Z benefits 
0 Colorectai cancer 
0 Prevention of preterm delivery 
0 Preterm and small baby 
0 Children with developmental disability 
0 Child ren with mobility impairment 
0 Chi ldren wit h visual disability 
0 Child ren with hearing impairment 

For Items 4 to 8, please select the one best response by ticking the appropriate box. 

4. How would you rate the services received from t he health facility (HF} in terms of availability of 
medicines or supplies needed for the treatment of your condition? 
0 adequate 
0 inadequate 
0 don't know 
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·Annex D: Z Satisfaction Questionnaire 
Revised as of September 2022 

5. How would you rate the patient's or family's involvement in the care In terms of patient 
empowerment? (You may refer to your Member Empowerment Form) 
0 excellent 
D satisfactory 
0 unsatisfactory 
0 don't know 

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

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

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

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

Thank you. Your feedback is important to us! 

·Signature of Patient/ Parent/ Guardian 

Date accomplished:--------
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Annex E.1: EMORPH Tranche 1 
Requirements for Reimbursement 

Revised as of September 

Republic of the Philippines 

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

Call Center: (02) 8441-7442 1 Trunkline: (02) 8441-7444 
www.philliealth.gov.ph 

UNIVERSAl HEALTH CAR£ 
IU.I\U<I • .IJI"I lA\II"iAI...U. I4 1"1Uol 

Case~o. ____________ _ 

HEAL FACil.liY (1--IF) 

ADDRESS OF HF 

-D 

-D 

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 Ollef 

::~nNo. I I I I 1-1 I I I I I I 1-1 ~~~~rionNo.J I I I 1-1 I I I I I I 1-1 
Date signed (nun/ dd! YYYJ? Date signed (mm/ dd/ YYY0 

Conforme by: 

(Printed name and signature) 
Patient/Parent! Guardian 

Date signed (mm/dd!YYYJ7 
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Annex E.2: EMORPH Tranche 2 
Requirements for Reimbu1'sement 

Revised fJJ of September 

Republic of tile Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Call Center: (02) 8441-7442 I Trunklh1e: (02) 8441-7444 

www .phill1ealtb.gov.ph 

Case No.---- ---

HEAL FACILITY (HF) 

ADDRESS OF HF 

Conforme by: 

(Printed name and signature) 
Patient/ Parent! Guardian 

Date signed (mm ddlyyyy) 

UNIVERSAL H!ALTH CARE 
1.1ro1WIIIC.,.u~ ,ll C>JoOJr.O, •AI' '"1'"111.1 
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Annex F: Self-Assessment Tool for 
ZMORPH and Expanded ZMORPH 

Revised as of Septen1ber 2022 

Republic of the Philippi11es 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.philhealth.gov.ph 
UNIVEWSAl HE ALTH CME 

l#.l11\t!;4/> - lh\IP•• .. I,I•h , IJ>UKJ.l 

PHILHEALTHPC 14 S.2015-F04.Revi~ion 1 

Self-assessment/ Survey Tool for the Z Benefits Package 
for ZMORPH and Expanded ZMORPH Providers 

Name ofHF: 

Date of Survey:. _ _______ __ Time started: _____ Time ended: ____ _ 

Direction: 
1. Put a check ('f) in the YES column if the requirement is available. 
2. Put an ()q in the NO column if the same is not available in the HF. 
3. Encode in the REMARKS column the reason of non-availability or non-compliance of requirements. 

REQUIREMENTS HF PHIC REMARKS 
YES NO YES NO 

1 Hospital Accreditation 

A The HF bas _an updated DOH license 
B. The HF has an updated PhilH.ealth 

Accreditation 
In addition, the cont.r.act.eo HF shall comply with 
the following: 

2 Minimum Service Capability 
Mandatory Smi,'ts as stated in Phi/Health 
Cimdar 19 s. 2013 and/ or Phi/I-Iea!th Cimdar 33 ~ 2016 OR 
with a fonnal refin-al prorus Ia a refemzl fad lily. 

A Patient education and family support 
activities 

B. Educational materials available for patientsand 
their family/ caregiver 

C Conduct advocacy programs/ seminars at 
least annually 

D. Avaihbilitf of rehabilitation Jerviru (rehabilit!J!ion!lledidm 
doctor, pi?Jmal therapi!t and/ or 
M'JijxlliolltJI therapist) 

E. Pre-prosthetic/ orthotic rehabilitation 

3 Technical Standards 

A General Infrastructw-e 
1. Dedicated Prosthetic / Orthotic Work 

Shop area, minimum 60 sq. meter floor 
area, containing the following: 
1. Ovm, roHkr, rectijil¥ltion, aiie.rmJmt and 

1¥1IIing mra 

ll. Worktables for preparation of the 
prosthesisandorthosis 

iii. Vacuum forming station 

2. Out-patient clinic for pre & post-
prosthetic/ orthotic assessment and 
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REQUIREMENTS 

referrals 

3. Ventilation/ exhaust system 

4. Adequate power source 

5. Adequate water supply 

6. Toilet 
7. Wash area 
8. Adequate signage (entrance, exit and 

smoking prohibition) 
9. Designated area for MDT meetings 

10. Storage area for supplies 

B. Equipment/ Supplies 

1. Prosthetic Orthotic Production 

t. etfrjlvin)'l acetate foam 

ii. velm U'ebbings 

;;,: oscillating saw 

iv. Plaster ujParis po1Vder 

v. Plaster qPariJ bandngt 

vi. jigsaw 

vii. heatg1111 

viii. hand drill 

ix. mifomJ, round, flat rmd half Jlat,with or 
without handle 

x. Bench vise 

xi. anvil 

xii. pipes (1 / 8" to 2'J for positive mold 

xiii. pmcil markers 

xiv. carpentry & mechanical too!J (p/ief'j, 
smwdn't'e!J, JVrtnch, hamnm; ac ) 

HF PHIC 
YES NO YES NO 

REMARKS 

~ xv. scissors for a1tling thro11gh t"Cment 

-------.~ ~~---4----------xw __ : _,~ __ sfi_a_rs_h~ __ h~_/ __ d_m_vin_~_m_~_a ________ ~~--~~--~----~~--~~------------~ 
~ xvii. sewilig machine 
~~ ~-4--------~---------------+---+---+---+---+--------~ 0:: "'w Xlliii. ballpen hamiJJer & mbber ma/kt 

UJ )-- "ftj xix. pipe ctdterfor suet 

1-~ 0 xx. measuring tools 

~()~~--~------~a. __ bo_ey_cali __ 'pe_rn __________ +---+---4---~---r---------4 
b. tape measure 

c. goniometer 
{.j 
0 d. 

e. 

f. 

g. 

ruler 

water level 

plumb line 

stump gauge 

Page 2 of 4 of Annex F 

0 Phil Health official 00 tearnphllhealth e act1oncenter@phllhealth.gov.ph 



0 
0 

4 

REQUIREMEl\'T'fS HF PHIC REMARKS 
YES NO YES NO 

xxi. rectification tools 

a. plaster mixing bowl 

b. cutter with disposable blades 

c. spatula 

d. basin 

e. whisk 

f. sandbox 

g. pail 

2. Personal Protective Equipment (PPE) 

1. Goggles 

11. Individual masks 

iii. Apron 

iv. Th:mtal gloves 

3. Utilities 

i. Si11k with plaster trap 

lL Fire extinguisher 

iii. First aid kit 

4. Waste segregation system 

5. Accessibility 

i. Rtlfllpt 

ii. EkvakJT'! (as netdtd) 

iii. Ha11d rails 

6. Physical Therapyareaforpre &post 
prosthetic-orthotic training 

Human Resource 

The HF shall have a multi-disciplinary/inter-
disciplinary team (MD1) with the following: 

A Rehabilitation Medicine Doctor 

J. Diplomate, Philippine Board of 
Rehabilitation Medicine 

u. Attended an orientation for prosthetic 
and orthotic assessment, prescription 
and fitting/ check-out 

iii. Valid PRClicense 

iv. Valid PhilHealth accreditation 

B. Physical Therapist 

J. Valid PRC license (PTRP) 

JJ. Attended an orientation for prosthetic 
and orthotic assessment, prescriptionand 
fitting/ check-out 

C Occupational Therapist (01) 

1. Valid PRelicense (OTRP) 

u. Attended an orientation for prosthetic 
and orthotic assessment, prescription 

Page 3 of 4 of Annex F 

(J PhiiHealthofficlal 00 teamphllhealth G actloncenter<e-'Phllhealth.gov.ph 



REQUIREMENTS) HF PHIC REMARKS 
YES NO YES NO 

and fining/ check-out 

D. Prosthetist! Orthotist 

I. Grad11att of 4 J"Ar Bacbehr of Sama in 
Prosthetic.r and OnhotiCJ Collfse or its 
eq11iva/enl 

E. Z Benefit Coordinator 

1. With skills in spreadsheet, word 
processor etc. '(e.g Mlcrosoft Office) 

u. With experience in public relations 

iii. With organizational skills 

iv. At least vocational graduate 

5 Z Benefit program implementation 

A. Process flowforthe provision of the services 
for Z MORPH and expanded 
ZMORPH are available 

B. Action Plan for No balance billing and fixed 
co-payment implementation 

C Submission of outcomes evaluation, 
including untoward incidence (e.g. accidents, 
patient's non-compliance to instructions) · 

D. Patient record indicating status of device 
provided in tenns of alignment, fit, comfort, 
function and after care 

PhilHealth Survey Team 
Designation Signature 

HF Management Team 
Names of Management Team Designation Signature 
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Annex G: Outcome Indicators 
As of September 2022 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

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

www.phiU1ealth.gov.ph 
UNIVeRSAL HEALTH CARE 

lAU'H,.IIKA1 'l.UIIC( A'J.I"U.I ... II,Iol 

OUTCOME INDICATORS FOR ZMORPH AND EXPANDED ZMORPH 

I. Community participants and inclusion 

A Return to work or self-employment 
B. Schooling (degree or vocational courses) 
C Avocational pursuits (sports, leisure) 
D. Independent living 
E. Safe and functional mobility . 
F. Body image completion · 

II. Device 

A 
B. 
c 
D. 
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Republic of the Philippines 

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

Call Center (02) 8441-7442 Trunldi.ne (02) 8441-7444 
www.pbilhealth.gov.ph 

TRANSMITTAL FORM OF CLAIMS FOR THE Z 
FACIIITY I AT"'I.T"'I.T>T:'C'C' •. • ....... 

Instructions for filling out this T .ransmittal Fonn. Use additional sheets if necessa.J:Y: 
1. Use CAPITAL l.ette.rs or UPPER CASE letters in filling out the form. 
2. For the period of confinement, follow the format (mm/ddlyyyY). 
3. For the Z Beruftts Package Cbde, include the code for the order of tranche 
4. For the Case Number, copy the case number that is provided in the 
5. The Remiuks column may include some relevant notes which 

Case Number 

Printed Name and Signature 

Annex H: Transmittal Fonn of 
Claims for the Z Benefits 

Revised ar of September 2022 

UNIVERSAL HEAlTH CARE 
..... ~..,·~"""' .. , c•t.oot~ .,., • ...,, .. ...,, 
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