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TO ALL PHILHEALTH MEMBERS, ACCREDITED HEALTH . 
FACILITIES, PHILHEALTH REGIONAL OFFICES, AND ALL 
OTHERS CONCERNED 

SUBJECT Outpatient Benefits Package for Mental Health 

I. RATlONALE 

Mental health (MH) is defined as the state of well-being, wherein an individual can 
realize his/her potential and live life fully. This means that an individual should be able 
to cope with the stresses of life, work productively and fruitfully, and contribute to 
society (World Health Organization, 2013). Thus, disturbances or disorders to MH and 
well-being can significantly affect an individual, his/ her family, and the community, 
posing emotional, psychological, social, and financial burdens. 

Republic Act (RA) No. 11036, otherwise known as the Mental Health Act, governs the 
compulsory treatment of certain people who have mental disorders. Under this 
mandate, the State commits to promo ling the well-being of the people by ensuring that 
MH is valued, promoted, ·and protected; MH conditions are treated and prevented; 
timely, affordable, high-quality, and culturally appropriate MH case is made_a\Tailable 
to the public; MH service is free from coercion and accountable to the service users; and 
persons affected by MH conditions can exercise the full range of human rights, and 
participate fully in society and at work free from stigmatization and discrimination. 

As the national strategic purchaser of health services, PhilHealth is mandated to provide 
health coverage to all Filipinos and improve their access to health services. Currently, 
PhilHealth only covers MH conditions, such as dementia, bipolar disorders, 
schizophrenia, and anxiety disorders under Mental and Behavioral Disorders through 
in-patient admission case rates, which amounts to Php 7,8oo. Given the new mandate 
of the government regarding MH and PhilHealth's commitment to improve its service 
and financial coverage, it is high time for PhilHealth to ensure that MH benefits cover 
the comprehensive inpatient and outpatient needs of people with mental health 
disorders. This undertaking is in fact well in line with the directive of RA No. 11223, 
otherwise known as the Universal Health Care (UHC) Act, to PhilHealth to review and 
enhance existing benefits and, where applicable, develop new c;mes. 

With this, the PhilHealth Board of Directors, through the PhilHealth Board Resolution 
No. 2809 S. 20231, approved the development of an outpatient benefits package for MH 
covering the general and specialty MH services. 

1 Resolution Approving the Outpatient Mental Health Benefits Package 
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II. OBJECTIVES 

This PhilHealth Circular aims to improve health outcomes, as well as the quality of life 
and productivity of Filipinos with MH conditions. 

This policy shall: 

A. Develop comprehensive PhilHealth benefits that ensure financial risk protection; 

B. Enable access to care by adopting a responsive financing mechanism for the delivery 
of quality healthcare services; 

C. Define the Outpatient Benefits Package for MH; and, 

D. Provide specific guidelines on benefits availment, applicable payment mechanism, 
filing of claims, service delivery networks, reporting rules, and performance 
assessment. 

III. SCOPE 

This PhilHealth Circular covers the rules pertaining to the PhilHealth outpatient 
benefits package for MH in its transitional phase toward comprehensive outpatient 
and inpatient benefits packages as mandated by the UHC Act. 

IV. DEFINITION OF TERMS 
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A. Co-payment - refers to a pre-determined amount agreed upon by the accredited 
.health facilities and PhilHealth that will be charged to patients as their Rhare for 

· :amenities or · upgrades of services, or additional services unrelated to MH. Co
payments shall have a fixed limit or cap not to exceed the corresponding rate of the 
MH benefits package. The contracts of the health facilities shall stipulate the amount 
of co-payment. 

B. Lost to follow-up -refers to a term used to characterize a patient who has not 
returned to or followed up at a health facility, as advised; however, in the conte:x.1: of 
the outpatient benefits package for MH, it refers to a situation wherein the patient 
has not come back, as advised, for the follow-up visits; Provided, that, the health 
facility should have completed the following number of consultation sessions for the 
specific tranche prior to declaring the patient lost to follow up and apply for claims 
reimbursement, to wit: 
1. For general mental health services: completed at least four sessions of follow-up 

consultations 
2 . For neurologic cases: completed at least two sessions of follow-up consultations 
3. For psychological cases: completed at least two sessions of follow-up 

consultations 
4· For psychiatric cases: completed at least four sessions of follow-up consultations 

C. Mental Health (MH) - refers to the state of well-being, wherein an individual can 
realize his/ her potential and live life fully. This means that an individual should be 
able to cope with the stresses of life, work productively and fruitfully, and contribute 
to society (World Health Organization, 2013). 
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D. Mental Health Access Site - refers to a health facility where needed essential 
medicines for mental, neurologic and substance abuse (MNS) disorders are being 
provided to enrolled service users. Health facilities may be rural health units, 
district health centers or city health offices, private facilities, or public or private 
level1 or level2 hospitals without a trained full-time psychiatrist or neurologist, and 
can mostly provide outpatient services (DOH AO No. 2021-0012). 

E. Mental Health Gap Action Programme (mhGAP) - refers to a training 
program developed by the World Health Organization (WHO) for primary care 
practitioners in non-specialized settings as an intervention guide in the treatment 
and management of MNS disorders and adapted for use in the Philippine context. 

F. :mhGAP Training - refers to a five-day course designed to train health workers in 
effectively managing and providing treatment to persons ·with MNS disorders using 
the algorithm for clinical decision-making as mandated by the mhGAP in a non
specialized setting. 

G. Minimum Standards of Care - refers to essential services that health facilities 
are obliged to provide based on clinical practice guidelines or current best practices 
in the local setting. 

H. Primary Care- refers to services at the primary care level that covers assessment, 
psychosocial services, basic laboratory tests, and pharmacological interventions. 
These services are mainly delivered by the primary care physician trained on 
mhGAP. 

I. Referral System - refers to a two-way relationship between the referring and 
Teferral health facilities in ensuring continuity and complementation of health and 
services needed for MH. 

J. Specialty Centers - refer to Level 2 or Level 3 hospitals or health facilities 
identified by the Department of Health (DOH) as referral hospitals for MH with 
trained full-time psychiatrists and neurologists that can deliver outpatient, 
inpatient, and emergency MH services 24/7-

POLICY STATEMENTS 

A. PhilHealth's MH package is a progressive realization subject to implementation in 
phases depending on the available resources. Refer to Section V.M. for the coverage 
of this benefits package. 

B. Essential medicines for MNS disorders are classified as individual-based health 
semces. 

C. While the Department of Health (DOH) procures essential medicines for MNS, the 
benefits package does not finance such procurement until such time that it is 
transitioned by the DOH. 

D. Any proposal for PhilHealth coverage to include new technologies, such as 
drugs/ medicines and biologicals not listed in the latest Philippine National 
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Formulary (PNF), diagnostic procedures, surgical interventions, and other 
treatment interventions, shall consider the Health Technology Assessment Council 
(HTAC) recommendation. 

E. Phi1Health shall ensure that its beneficiaries receive the totality of care they need, 
by ensuring that basic essential medicines for MNS disorders, as identified by DOH, 
are available at accredited health facilities. 

F. PhilHealth utilizes a case-based provider payment mechanism to reimburse health 
facilities for the minimum standards of care for mental health patients. 

G. The benefits package shall contribute to the attainment of universal health coverage 
and financial risk protection for all members. 

H. Accredited MH providers shall provide access to patients' records to PhilHealth 
during validation and monitoring activities of the Corporation. 

I. Eligible members and their dependents can access health services from an 
accredited MH provider, either with no out-of-pocket or with a co-payment 
stipulated in the contract betvveen PhilHealth and the accredited MH provider. 

J. Patients shall not be charged co-payment by accredited MH providers for the 
minimum standards of care. Amenities, upgrades of services, or additional services 
unrelated to MH, shall be subject to co-payment, which shall be thoroughly 
discussed with the patient by the MH provider. 

K. The co-payment shall have a fixed limit or cap not to exceed the corresponding rate 
of the MH package. The contract of the HF indicates the maximum allowable 
amount of co-payment of the patient. 

L. Accreditation and Contracting Health Facilities 

1. PhilHealth shall accredit MH providers that are capable of rendering the services 
for the MH benefits package (Annexes A.l to A-4: Health Facilities Standards). 

2 . With the mandate of PhilHealth to provide financial risk protection against 
mental health illnesses and to pay for quality health care services, the 
Corporation can negotiate and enter contracts with health care institutions and 
professionals, among others, regarding the pricing and implementation of 
programs relevant to deliver quality health care services on behalf of its 
members. Thus, PhilHealth shall accredit health facilities which will be eligible 
to offer the outpatient benefits packages for MH. 

3. Two (2) types of health facilities shall provide the outpatient benefits packages 
for MH, namely: 

a. Identified rural health units, city / municipal health offices, Levels 1 and 2 

hospitals, DOH Medicine Access Program - Mental Health Access Sites, 
freestanding facilities and other facilities with trained family medicine, 
internal medicine, general practitioners, pediatrician including MHOs based 

Page 4 of 12 



~I ~ "is 
~ 

cc Qj 

w>- .,.... 
~ I-D... 0 

(I)Q 

~I c:t:u 
2 

g [ 
I 

on mhGAP may provide the services under the general MH service package; 
and, 

b. Level 3 hospitals, Level 2 hospitals with psychiatrists, neurologists and 
psychologists, custodial care facilities and DOH identified national specialty 
centers for mental health may provide the services for the specialty mental 
health service package. 

4· Accredited health facilities shall have a MOA with the referral center to ensure 
the continuity of care of the patient. 

s. Coordination and collaboration with the reference health facility and among 
accredited MH providers shall be required for operational and administrative 
purposes, such as but not limited to patient referrals, clearance from referring 
MH providers prior to transfer to other MH providers, and patient tracking, 
among others. Refer to Section V.P. for the guidelines for referral of patients. 

M. Services Covered 

1. The Outpatient Benefits Packages for MH shall cover individual-based health 
services, including initial and follow-up consultations, assessment, diagnostics, 
and psychosocial interventions. There are two packages offered, the general and 
the specialist MH service package, respectively (Annex B: Mental Health Benefits 
Package). 

2. If the patient is discharged from a referral center, the referring health facility 
shall ensure that there are available MNS medicine for the continuation of 
treatment. 

N. Eligibility Criteria 

1. Eligibility checks shall be implemented to determine the eligible beneficiaries of 
the MH Package; 

2. All Filipinos shall be eligible to avail ofPhilHealth's Outpatient Benefits Packages 
for MH provided that they meet the following age criteria: 
a. For psychiatric cases: At least 10 years old; and, 
b. For neurologic cases: All ages from children to elderly. 

3. Eligible beneficiaries shall be duly screened and assessed by an mhGAP-trained 
health worker who is any one of the following: 
a. General MH Services 

Primary Care Physician (i.e., municipal health officer or community health 
officer or Internal MediCine or Family Medicine doctor or Pediatric Doctor or 
General Practitioner) 

b. Specialty MH Services 
b.1. Psychiatiist; 
b.2. Psychologist; 
b.3. Neurologist 
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0. Registering Beneficiaries in the Mental Health Registry 

1 . All eligible beneficiaries shall be registered to the MH registry; 

2. PhilHealth shall establish a registry of MH patients for the following purposes: 
a. reinforce access to psychiatric and psychosocial services across the country, 
b. monitor the utilization of the benefits package; and, 
c. systematically collect and analyze data on MH. 

3. PhilHealth shall harmonize the MH registry with existing national registries in 
order to align the data to be collected from patients who availed of the benefits 
package; Provided, that, such information and data shall be used in informing 
future policies and improve patient's outcomes. 

4· All accredited PhilHealth MH providers shall be required to implement the MH 
registry as a requirement for the processing of claims applications for the 
benefits package. 

5· The MH registry shall likewise provide baseline and continuous real-time data in 
the utilization of the services and compliance with the set standards for MH 
through an electronic passport (MH e-passport). 

6. Pending the availability of the MH registry, the accredited health facility shall 
submit a mental health registry matrix (Annex C) of their patients to their 
corresponding PhilHealth Regional Offices (PRO). 

7. Pending the availability of the MH e-passport, the accredited mental health 
-providers shall provide all patients with an MH Passport (Annex D). This 

.. document shall serve .as the patient log of services. MH Passports shall only be 
· issued to patients registered for the MH outpatient benefits package. 

P. Referral and Transfer of Patients 

1. 

2. 

3· 

Accredited MH facilities shall establish an effective referral systemfs to ensure 
continuity and complementation of health and services needed for MH. 

MH providers who need to transfer their patient to another MH provider shall 
accomplish a Letter of Intent for the Transfer of MH Care to a Referral MH 
Provider (Annex E) in triplicate. As proof of patient transfer, the MH provider 
shall submit this letter to the Benefits Administration Section of the PhilHealth 
Regional Office whose jurisdiction is within the referring MH provider. The 
patient shall, likewise, present the letter to the referral MH provider. The 
referring MH provider shall keep the last copy and attach it to the medical record 
of the patient. 

The referring accredited MH providers shall properly accomplish a Checklist of 
Patient Transfer (Annex F) to be submitted along with the Letter of Intent for the 
Transfer of MH Care. The MH Passport shall likewise be required for referrals 
to other accredited MH providers to give information on the MH services that 
are already rendered to the patient. 
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4. The patient is allowed to transfer from one accredited MH provider to another 
accredited MH provider twice within a fiscal year. If the referring MH provider 
has rendered all the mandatory services for tranche 1, PhilHealth shall pay the 
full tranche amount, othenvise, so% of the corresponding tranche amount of the 
package shall be reimbursed (Annex G: Patient Referral). 

s. The referral MH provider shall be reimbursed so% of the amount of tranche 1 
and the full amount of the succeeding tranche provided that the provision of 
mandatory services has been given to the patient. 

Q. Benefits Availment 

1. Access to the specified MH services shall be based on the h ealth needs of the 
patients. 

2. Eligible beneficiaries shall only avail of the MH benefit from PhilHealth 
accredited MH providers. 

3. Non-accredited MH providers serving mental patients who are currently 
receiving MH services shall not be reimbursed. Non-accredited MH providers are 
encouraged to refer their patients to accredited MH facilities for the benefits 
package and apply for accreditation to PhilHealth. 

4. Any transfer to a non-accredited MH provider shall tantamount to patient's 
waiver of MH benefit; Provided, that, any claims filed for any MH package with 
such provider shall not be reimbursed by PhilHealth. 

s. All accredited MH providers shall initially check whether the eligibility criteria 
for:availment ofPhilHealth stipulated in Section V.N. are met. 

R. Package Rate, Code, and Tranche Filing Schedule 

1. The general package code for the outpatient benefits package for mental health 
isMH. 

2. The corresponding reimbursement rate for the MH package per patient in a given 
fiscal year are as follows: 
a. General Mental Health Services Php g,ooo.oo 

Php 16,ooo.oo b. Specialty Mental Health Services 

3· The following are the corresponding descriptions, rates and filing schedule of the 
package per tranche: 

-!Package i · illescrlption · ' jlF~~kage Rate _--'¢.Filing Schedule -~~ · 
-i.Code j 

I . 1 -- ,,.(Php) - - -- -- - : .; 
. . - - . - ~ 

General Mental Health Services 

MHGt General Mental 5,400.00 6o days after the 6th 
Health Services- follow up visit 
Tranche 1 
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General Mental Health Services 

MHG2 General Mental 3,600.00 6o days after the last 
Health Services - follow up visit for the 
Tranche 2 fiscal year 

Table 1: Package Code, Description, Package Rates and filing schedule per 
Tranche for General Mental Health Services 

_::Package 
I 

: IDescription :· _ tzp~~kage Rate · ; JFiling Schedule . __ J 
~Code . .. · ~{Php) - , __ . _ , ~, 

Specialty Mental Health Services 

MHS1 Specialty Mental 9,600.00 a. For psychiatric 
Health Services - cases, 6o days after 
Tranche 1 the 6th follow - up 

visits; 
b. For neurologic 

cases, 6o days after 
the 3rd follow-up 
visit; and, 

c. For psychological 
cases: 6o days after 
the 3rd follow-up 
visit 

MHS2 Specialty Mental 6,400.00 a. For_psychiatri_c 
Health Services - cases, 6o days after 
Tranche 2 the last follow-up 

visit for the fiscal 
year; 

b. For neurologic 
cases,6o days after 
the last follow-up 
visit for the fiscal 
year; and 

c. For psychological 
cases: 6o days after 
the last follow-up 
visit for the fiscal 
year 

Table 2: Package Code, Descnption, Package Rates and filmg schedule per 
Tranche for Specialty Mental Health Service 
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S. Claims Filing and Reimbursement 

1. All accredited MH providers shall file claims manually or through thee-claims 
system once available; 

2. Before filing a claim, all accredited MH facilities must render all mandatory and 
other services covered under these benefits packages. 

3· To file a claim, the accredited health facility shall accomplish and submit the 
following to the PhilHealth Regional Office - Benefits Administration Section 
(PRO-BAS): 

a. Transmittal form for claims application (Annex H) per completed tranche 
using the manual or through e-claims system once available; 

b. Accomplished PhilHealth CF 2 (for manual) (see Annex I) for the sample 
CF2) 

c. Checklist of mandatory and other services (Annexes J.1 to J-4); 
d. MH Satisfaction Questionnaire (Annex K); 
e. Checklist of Requirements for Reimbursement (Annex L); 
f. MH Passport; and 
g. Original or certified true copy (CTC) of the Statement of Account 

4· The rules on late filing shall apply. 

5· If the delay in the filing of claims shall be due to natural calamities or other 
fortuitous events, the existing guidelines of the Corporation on the provisions of 
special privileges to those affected by fortuitous events shall apply. 

·, 6. -Jn cases when the patient expires or is lost to follow - up anytime during service 
·- =provision, PhilHealth will only reimburse the corresponding tranche for the 

specific phase as long as tlie patient received the scheduled services. After that, 
however, PhilHealth will not pay for subsequent tranches. 

7· If the patients who were declared lost to follow-up and returned to the accredited 
MH provider, the patient may be registered for re-availment as long as the 
patient complies with the eligibility criteria. 

T. Evaluation of Claims 

1. All claims shall be processed by PhilHealth vdthin 6o days from receipt of the 
claim. 

2. Five (5) days shall automatically be deducted from the required remaining 45-
day annual benefit limit upon submission of the mental health registry matrix 
(Annex C) to the PhilHealth Regional Offices. In cases where the remaining 
annual benefit is at least one (1) day at the time of registration, the member shall 
remain eligible to avail of the benefits package for mental health. There shall be 
no more deductions from the 45 days for the succeeding tranches. 
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U. Monitoring 

1. Utilization and Compliance 

a. Monitoring of the implementation of the outpatient benefits package for MH 
shall be conducted by PhilHealth. 

b. Conduct of field monitoring of service provision by accredited health facilities 
shall also be conducted as well as to gather patient feedback. 

c. The performance indicators and outcome measures to monitor compliance to 
the policies of this PhilHealth Circular shall be established in collaboration 
with relevant stakeholders and experts, and shall be incorporated with the 
relevant monitoring policies of the Corporation. 

2. Policy Review 

PhilHealth shall conduct a regular policy review of this benefits package. The 
Benefits Development and Research Department (BDRD) of the Health Finance 
Policy Sector (HFPS) of the Corporation, in collaboration with all relevant 
stakeholders, experts, and representatives from the PhilHealth Regional Offices, 
shall take the lead in the policy review process. The review results shall guide 
policy decisions regarding future benefits enhancements and rate adjustments. 

V. Marketing and Promotion 

In order to educate the general public and increase their awareness of this benefits 
package and -to promote informed decision-making and participation among 

-patients, healthcare professionals, and health facilities, and other stakeholders, 
marketing and promotional activities shall be undertaken following the integrated 
marketing and communication plan of PhilHealth. 

W. List of Annexes (Posted on official website) 

1. Annex A.1: Health Facilities Standards - Minimum Requirements for 
Accreditation of General Mental Health Services 

2. Annex A.2: Health Facilities Standards - Minimum Requirements for 
Accreditation for Specialty Mental Health Services 

3. Annex A.3: Health Facilities Standards - Self-Assessment Tool for the Outpatient 
Benefits Package for General Mental Health Services 

4· Annex A-4: Health Facilities Standards- Self-Assessment Tool for the Outpatient 
Benefits Package for Specialty Mental Health Services 

5· Annex B: Mental Health Benefits Package 

6. Annex C: Mental Health Registry Matrix 

7· Annex D: Mental Health Passport 
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8. Annex E: Letter of Intent for the Transfer of MH Care to a Referral MH Provider 

g. Annex F: Checklist for Patient Transfer 

10. Annex G: Patient Referral 

11. Annex H: Transmittal Form 

12. Annex I : Sample CF2 
a. Annex 1.1: General Mental Health Services - -Tranche 1 
b. Annex I.2: General Mental Health Services -Tranche 2 
c. Annex 1.3: Specialty Mental Health Services -Tranche 1 
d. Annex I.4: Specialty Mental Health Services - Tranche 2 

13. Annex J: Checklist of Mandatory and Other Services 
a. Annex J.1: General Mental Health Services - Tranche 1 
b. Annex J .2: General Mental Health Services- Tranche 2 
c. Annex J .3: Specialty Mental Health Services - Tranche 1 
d. Annex J.4: Specialty Mental Health Services - Tranche 2 

14. Annex K: Mental Health Satisfaction Questionnaire 

15. Annex L: Checklist of Requirements for Reimbursement 
a. Annex L.1: General Mental Health Services -Tranche 1 
b. Annex L.2: General Mental Health Services -Tranche 2 
c. Annex L.3: Specialty Mental Health Services -Tranche 1 
d. Annex L-4: Specialty Mental Health Services -Tranche 2 

VI. PENALTY CLAUSE 

Any violation of this PhilHealth Circular shall be dealt with and penalized in 
accordance with the pertinent provisions of RA No. 7875, as amended by RA Nos. 
9241 and 10606, and RA No. 11223, and their respective IRRs, and other relevant 
laws. 

VII. SEP ARABIUTY CLAUSE 

Should any provision of this PhilHealth Circular be declared invalid, 
unconstitutional or unenforceable in whole or in part by any court of law or 
competent authority, those provisions not affected by such declaration shall remain 
valid and effective. 

VIII. TRANSITORY CLAUSE 

A. Upon publication of this Circular, PhilHealth shall disseminate the information 
to the health facilities and relevant stakeholders, and ensure the availability of 
the forms in the website; and 

B. While the necessary system is being developed, health facilities shall submit the 
claims manually. 
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PhilHealth shall issue a corresponding advisory to inform the health facilities 
once the mental health package is fully integrated into the eclaims system. 

IX. DATE OF EFFECTIVITY 

This PhilHealth Circular shall take effect after fifteen (15) days following the 
completion of its publication in a newspaper of general circulation. Three (3) 
certified copies shall thereafter be filed with the Office of the National 
Administrative Register (ONAR) of the University of the Philippines Law Center. 

EMMANUEciEDESMA, JR. 
President and Chief Executive Officer (PCEO) 

Date signed: __ l,_o+{t_o~-/ VJ_t-3 ____ __ _ 

Implementing Guidelines of the Outpatient Benefits Package for Mental Health 
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Annex A.1: Health Facilities Standards 
As of October 2023 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8441-7442 (jj)www.philhealth.gov.ph 

BACONC PILIPINAS 0 Phi!HealthOfficial W teamphilhealth 

Minimum Requirements for Accreditation of Outpatient Benefits Package for 
Mental Health - General Mental Health Services 

I. Health Facility License and Accreditation 

The health facility shall have an updated PhilHealth accreditation 

II. List of Mandatory Services 

A. Clean consultation and examination area 
B. Designated room or area for consultation with minimal sound transmission 
C. Handwashing sink with water and soap available (liquid soap preferred) and with 

materials for drying hands (clean towels OR paper towels) 
D. Alcohol hand rub 
E. Adult Stethoscope 
F. Pediatric Stethoscope 
G. Pen Light 
H. Non-mercury sphygmomanometer with pediatric and adult cuff 
I. Non-mercury thermometer 
J. Medical weighing scale 
K. Emergency medicines and supplies kept in a secured area with the following: 

1. Epinephrine 
2. IV hydrocortisone 
3- Diphenhydramine 
4- Haloperidol (amp) 
5- Risperidone OR olanzapine 
6. Intravenous (IV) fluids 
7- 3cc or sec syringes 
8. Cotton balls 
g. Micropore tape 
10. rv line (adult and pediatric) 
11. IV cannula (gauges 22 and 26) 

L. 02 tank/source with 02 mask/cannula for pediatric and adult 

III. Medications1 

A. Carbamazepine 200 mg tablet 
B. Divalproex Sodium 500 mg tablet 
C. Biperiden HCl2 mg tablet 
D. Chlorpromazine 200 mg tablet 
E. Clozapine 100 mg tablet 
F. Olanzapine 10 mg tablet 
G. Risperidone 2 mg tablet 
H. Escitalopram 10 mg tablet 

1 Provided by DOH 
Page 1 of 2 of Annex A.1 
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I. Setraline so mg tablet 
IV. Human Resources 

A. Primary Care Physician 
1 . Valid PRC license 
2. Valid PhilHealth accreditation 
3. Certification of Completion of Training on Mental Health Gap Action 

Programme (mhGAP) 

B. Mental Health Nurse 
1. Valid PRC License 
2. Certification of Completion of Training on Primary health care nurse trained on 

mhGAP, basic mental health and psychosocial support (training package of the 
mental health program and HEMB) 

C. Mental Health Navigator 
1. Administrative Staff 
2. With working knowledge on operation /process flow for Mental Health who will 

be in-charge of record keeping and accomplishment of PhilHealth 
documents/forms 

V. Laborato~ 
A. Complete Blood Count (CBC) w I platelet 
B. Urinalysis 
C. Fasting Blood Glucose 
D. Lipid Profile 
E. Renal Function Test (Creatinine) 

VI. Radiology Diagnostic3 
Chest X-ray (PA or AP) 

VII. Psychotherapy 
Provisions for psychoeducation and psychosocial support 

VIII. Primary care screening tool based on mhGAP 

IX. Available Forms/ Recordings 
A. Registry forms 

l B. Assessment form 
C. Referralforms 

~ 
u 
0 

2 may be outsourced 
3 may be outsourced 
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Annex A.2: Health Facilities Standards 
As of October 2023 

Republic of the Philippines 

Phil Health 
Jhur Pnrtn(r in Jlt!olth 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8441-7442 @www.philhealth.gov.ph 

BM;ONfi PILIPINAS r1 PhiiHealthOfficial ~teamphi lhealth 

Minimum Requirements for Accreditation of Outpatient Benefits Package for 
Mental Health - Specialty Mental Health Services 

I. Health Facility License and Accreditation 

The health facility shall have an updated PhilHealth accreditation 

II. List of Mandatory Services 

A. Clean consultation and examination area 
B. An enclosed room that respects the privacy of the patients 
C. Handwashing sink with water and soap available Oiquid soap preferred) and with 

materials for drying hands (clean towels OR paper towels) 
D. Alcohol hand rub 
E. Adult Stethoscope 
F. Pediatric Stethoscope 
G. Pen light 
H . Non-mercury sphygmomanometer with pediatric and adult cuff 
I. Non-mercury thermometer 
J. Medical weighing scale 
K. Emergency kit (e-kit) , emergency cart (e-cart) or emergency cabinet (e-cabinet) with 

the following: 
1. Epinephrine 
2. IV hydrocortisone 
3· Diphenhydramine 
4. Haloperidol (amp) 
s. Risperidone OR olanzapine 
6. IVfluids 
7. 3cc or sec syringes 
8. Cotton balls 
9· Micropore tape 
10. IV line (adult and pediatric) 
11. IV cannula (gauge 22 and 26) 

Note: keys toe-cabinet should always be available to authorize personnel 

L. 02 tank/source with 02 mask/ cannula for pediatric and adult 

III. Medications1 

A. Carbamazepine 200 mg tablet 
B. Divalproex Sodium soo mg tablet 
C. Biperiden HCl2 mg tablet 
D. Chlorpromazine 200 mg tablet 
E. Clozapine 100 mg tablet 

1 Provided by DOH 
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F. Olanzapine 10 mg tablet 
G. Risperidone 2 mg tablet 
H. Escitalopram 10 mg tablet 
I. Setraline so mg tablet 

IV. Human Resources 

v. 

A. Psychiatrist 
1. Valid PRC license 
2 . Valid PhilHealth accreditation 
3. Psychiatrist certified by the Specialty Board of the Philippine Psychiatric 

Association OR, in areas where there is no board certified psychiatrist, a 
physician who has completed a residency program in psychiatry or 
neuropsychiatry in an institution accredited by the Philippine Psychiatric 
Association 

B. Neurologist 
1. Valid PRC license 
2. Valid PhilHealth accreditation 
3· Neurologist certified by the Specialty Board of the Philippine Neurological 

Association OR, in areas where there is no board ce1tified neurologist, a 
physician who has completed a residency program in neurology or 
neuropsychiatry in institution accredited by the Philippine Neurological 
Association 

C. Psychologist 
1. Valid PRC License 
2. Psychologist certified by the Psychological Association of the Philippines who is 

practicing psychological assessment and/ or intervention 

D. Mental Health Nurse 
1. Valid PRC License 
2. Certification of Completion of Training on Primary healthcare nurse trained on 

mhGAP, basic mental health and psychosocial support (training package of the 
mental health program and HEME) 

E. Mental Health Navigator 
1. Administrative Staff 
2. With working knowledge on operation /process flow for Mental Health who will 

be in-charge of record keeping and accomplishment of PhilHealth 
documents/forms 

Laborator~ 
A. Complete Blood Count (CBC) wf platelet 
B. Urinalysis 
C. Fasting Blood Glucose 
D. Lipid Profile 
E. Liver Function Test (AST, ALT) 
F. Renal Function Tests (BUN, Creatinine) 

2 may be outsourced 
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G. Thyroid Function Tests (TSH, Fr4, Fr3) 
H. Electrolytes (Na, K) 
I. Pregnancy Test 
J. ESR 
K. Anti-thyroid antibody 
L. Lactate Dehydrogenase (LDH) 
M. Alkaline phosphatase 
N. Serum alcohol 
0. Serum carbamazepine 
P. Serum lithium · 
Q. Serum valproic acid 
R. Urine drug test 
S. HIV screening 
T. Test for syphilis 
U. Test for hepatitis Band C 

VI. Radiology Diagnostic3 
A. Neuroimaging study (CT Scan and/or MRI) with or without contrast 
B. Chest X-ray (PA or AP) 
C. Electroencephalogram 
D. Electrocardiogram (ECG) 

VII. Psychotherapy 
Provisions for psychoeducation, psychosocial support and psychotherapy 

VIII. Therapy (Optional) 
A. Occupational therapy 
B. Speech therapy 

IX. Available Forms/ Recordings 
A. Registry forms 
B. Assessment form 
C. Referral forms 

3 may be outsourced 
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Annex A.3: Health Facilities Standards 
As of October 2023 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8441-7442 ewww.philhealth.gov.ph 
(1 PhiiHealthOfficial , teamphilhealth 

Self-assessment I Survey Tool for the Outpatient Benefits Package for General 
Mental Health Services Provider 

Name of Health Facility (HF): ---------------------

Date of Survey: _ __________ Time started: _ ___ Time ended: ___ _ 

Direction: 

1. 

2. 

1. Put a check ( ,/') under the HF column if the standard is available and (x) if not. 

2. For outsourced services, put a (¥"')under the HF column and write under the remarks "outsourced:" 
plus the name of the outsourced service provider. Outsourced services must have a Memorandum of 
Agreement (MOA) which reflects provisions for payment such as compliance to the No Balance Billing 
(NBB) Policy. 

HF PHIC 
REQUIREMENT Remarks 

YES NO YES NO 

HF License and Accreditation 
1.1 The HF has updated PhilHealth 

Accreditation 
Mandatory Ancillary Services 

2.1 Clean consultation and examination 
area 

2.2 Designated room or area for 
consultation with minimal sound -
transmission 

2 .3 Handwashing sink with water and soap 
available Oiquid soap preferred) and 
with materials for drying hands (clean 
towels OR paper towels) 

2-4 Alcohol hand rub 
2.5 Adult Stethoscope 
2 .6 Pediatric Stethoscope 
2.7 Pen light 
2.8 Non-mercury sphygmomanometer 

with pediatric and adult cuff 
2 .9 Non-mercury thermometer 

2 .10 Medical weighing scale 
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HF PHIC 
REQUIREMENT Remarks 

YES NO YES NO 

2.11 Emergency medicines and supplies 
kept in a secured area with the 
following: 

a. Epinephrine 
b. IV hydrocortisone 
c. Diphenhydramine 
d. Haloperidol (amp) 
e. Risperidone OR olanzapine 
f. IV fluids 
g. 3cc or sec syringes 
h. Cotton balls 
1. Micropore tape 
J. IV line (adult and pediatric) 
k. IV cannula (gauges 22 and 26) 

2.12 02 tank/source with 02 mask/ cannula 
for pediatric and adult 

3· Medications 
3·1 Carbamazepine 200 mg tablet 
3.2 Divalproex Sodium soo m_g tablet 
3·3 Biperiden HCl2 mg tablet 
3-4 Chlorpromazine 200 mg tablet 
3·S Clozapine 100 mg tablet 
3.6 Olanzapine 10 mg tablet 
3·7 Risperidone 2 mg tablet 
3.8 Escitalopram 10 mg tablet 
3·9 Sertraline so mg tablet 

- - 4· Human -Resources - - - ~ - -

4.1 Primary Care Physician 
4.1.a Valid PRC license 
4.1.b Valid PhilHealth accreditation 
4.1.C Certification of Completion of Training 

on Mental Health Gap Action 
Programme (mhGAP) 

4.2 Mental Health Nurse 
4.2.a Valid PRC License 
4.2.b Certification of Completion of Training 

on Primary health care nurse trained on 
mhGAP, basic mental health and 
psychosocial support (training package 
of the mental health program and 
HEMB) 
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HF PlllC 

REQUIREMENT YES NO YES NO REMARKS 

4-3 Mental Health Navigator 
4.3.a Administrative Staff 
4·3·b With working knowledge on operation 

/process flow for Mental Health who 
will be in-charge of record keeping and 
accomplishment of PhilHealth 
documents /forms 

5· Laboratory 
5-1 Complete Blood Count (CBC) wj 

platelet 
5·2 Urinalysis 
5·3 Fasting Blood Glucose 
5-4 Lipid Profile 
5·5 Renal Function Test (Creatinine) 

6. Radiology Diagnostic 
6.1 Chest X -ray (P A or AP) 

7· Psychotherapy 
7-1 Provisions for psychoeducation and 

psychosocial support 
8 Primary care screening tool based on 

mhGAP 
9· Available Forms/ Recordings 

g.1 Registry forms 
g.2 Assessment form 
9·3 Referral forms 

PhilHealth Survey Team 
Surveyor's Name Designation Signature 

HF Management Team 
Names of Management Team Designation Signature 
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Annex A.4: Health Facilities Standards 
As of October 2023 

Republic of the Philippines 

"Phil Health PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 

)'Our JIDrturr iu lira/til 
\. (02) 8441·7442 ®www.philheallh.gov.ph 

BAC:OHC PILIP/HAS 0 PhiiHeallhOfficial W teamphilhealth 

Self-assessment I Survey Tool for the Outpatient Benefits Package for Specialty 
Mental Health Services Provider 

Name of Health Facility (HF): - - -------------------

Date of Survey: _ _ _________ Time statted: ____ Time ended: 

Direction: 

1. 

2. 

1. Put a check ( ,() under the HF column if the standard is available and (x) if not. 

2. For outsourced services, put a ( ,() under the HF column and write under the remarks "outsourced:" 
plus the name of the outsourced service provider. Outsourced services must have a Memorandum of 
Agreement (MOA) which reflects provisions for payment such as compliance to the No Balance Billing 
(NBB) Policy. 

HF PHIC 
REQUIREMENT Remarks 

YES No YES NO 

HF License and Accreditation 
1.1 The HF has updated PhilHealth 

Accreditation 
Mandatory Ancillary Services 

2.1 Clean consultation and examination 
area 

2.2 An-enclosed room that respects the - .. --

privacy of the patients 
2.3 Handwashing sink with water and soap 

available Oiquid soap preferred) and 
with materials for drying hands (clean 
towels OR paper towels) 

2-4 Alcohol hand rub 
2.5 Adult Stethoscope 
2.6 Pediatric Stethoscope 
2.7 Pen light 
2 .8 Non-mercury sphygmomanometer 

with pediatric and adult cuff 
2.9 Non -mercury thermometer 

2.10 Medical weighing scale 
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2.11 

2.12 

3· 
3·1 
3·2 
3·3 
3-4 
3·S 
3.6 
3·7 
3.8 
3·9 

4· 
4.1 

4.1.a 
4.1.b 
4.1.C 

REQUIREMENT HF PHIC REMARKS 

YES NO YES NO 

Emergency kit (e-kit), emergency cart 
(e-cart) or emergency cabinet (e-
cabinet) with the follovving: 

a. Epinephrine 
b. IV hydrocortisone 
c. Diphenhydramine 
d. Haloperidol (amp) 
e. Risperidone OR olanzapine 
f. IV fluids 
g. 3cc or sec syringes 
h. Cotton balls 
i. Micropore tape 
j. IV line (adult and pediatric) 
k. IV cannula (gauge 22 and 26) 

Note: keys toe-cabinet should always 
be available to authorize __g_ersonnel 
02 tank/ source with 02 mask/ cannula 
forpediatric and adult 
.Medications 
Carbamazepine 200 mg tablet 
Divalproex sodium soo mg tablet 
Biperiden HCl 2 mg tablet 
Chlorpromazine 200 mg tablet 
Clozapine 100 mg tablet 
Olanzapine 10 mg tablet 

- -
Risperidone 2 mg tablet 
Escitalopram 10 mg tablet 
Setraline so mg tablet 
Human Resources 
Psychiatrist 
Valid PRC license 
Valid PhilHealth accreditation 
Psychiatrist certified by the Specialty 
Board of the Philippine Psychiatric 
Association 

OR, in areas where there is no board 
certified psychiatrist, a physician who 
has completed a residency program in 
psychiatry or neuropsychiatry in an 
institution accredited by the Philippine 
Psychiatric Association 
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HF PHIC 
REQUIREMENT YES NO YES NO REMARKS 

4.2 Neurologist 
4.2.a Valid PRC license 
4.2.b Valid PhilHealth accreditation 
4.2.c Neurologist certified by the Specialty 

Board of the Philippine Neurological 
Association 

OR, in areas where there is no board 
certified neurologist , a physician who 
has completed a residency program in 
neurology or neuropsychiatry m 
institution accredited by the Philippine 
Neurological Association 

4·3 Psychologist 
4.3.a Valid PRC License 
4·3·b Psychologist certified by the 

Psychological Association of the 
Philippines who is practicing 
psychological assessment and/ or 
intervention 

4-4 Mental Health Nurse 
4-4-a Valid PRC License 
4-4.b Certification of Completion of Training 

on Primary healthcare nurse trained on 
mhGAP, basic mental health and 
psychosocial support (training package 
of the mental-health program and - - - , - - -- -
HEMB) 

4·5 Mental Health Navigator 
4.s.a Administrative Staff 
4·5·b With working knowledge on operation 

/ process flow for Mental Health who 
will be in-charge of record keeping and 
accomplishment of PhilHealth 
documents /forms 

5· Laboratory 
s.l Complete Blood Count (CBC) wj 

platelet 
5.2 Urinalysis 
5·3 Fasting Blood Glucose 
5-4 Lipid Profile 
5·5 Liver Function Test (AST, ALT) 
s .6 Renal Function Tests (BUN, 

Creatinine) 
5·7 Thyroid Function Tests (TSH, FT 4, 

FT3) 
s.s Electrolytes (Na, K) 
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5-9 
5-10 
5.11 
5.12 
5-13 
5-14 
5-15 
5.16 
5-17 
5.18 

5-19 
5.20 
5.21 

6. 
6.1 

6.2 
6.3 
6-4 

7· 
7-1 

~ 8. --

0 
0 _____ , 

9· 

8.1 
8.2 

9-1 
9.2 
9-3 

HF PHIC 
REQUIREMENT REMARKS 

YES NO YES NO 

Pregnancy Test 
ESR 
Anti-thyroid antibody 
Lactate Dehydrogenase (LDH) 
Alkaline phosphatase 
Serum alcohol 
Serum carbamazepine 
Serum lithium 
Serum valproic acid 
Urine drug test (Specify): 

HIV screening 
Test for syphilis 
Test for hepatitis B and C 
Radiology Diagnostic 
Neuroimaging study (CT Scan and/or 
MRI) with or without contrast 
Chest X -ray (P A or AP) 
Electroencephalogram 
Electrocardiogram (ECG) 
Psychotherapy 
Provisions for psychoeducation, 
psychosocial support and 
psychotherapy 
Therapy (Optional) - - ~~-- -
Occupational therapy 
Speech therapy 
Available Forms/ Recordings 
Registry forms 
Assessment form 
Referral forms 
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PhilHealth Survey Team 
Surveyor's Name Designation Signature 

HF Management Team 
Names of Management Team Designation Signature 
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Annex B: Mental Health Benefits Package 
As of October 2023 

BACOHC PMPIHA5 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8441-7442 ® www.philhealth.gov.ph 
() PhiiHealthOfiicial -, teamphilhealth 

Mental Health Benefits Package 

Package Rate Services Covered Target facilities 

per patient per 

year (PHP) 

9,000.00 a. Screening e Rural health 
b. Assessment based on 

units 
mhGAP 

c. Diagnostics e City/municipal 

d. 12 follow-up visits (at 
health offices 

most) e Levels 1 and 2 

e. Psychoeducation and hospitals 

psychosocial support e DOH Medicine 
f. Medicines that are 

Access 

' . 
currently provided 

Program-
under the medicine ___ MentaLHealth ----- -- - .. - -- -

access program for 
Access Sites 

mental health (MAP- e Freestanding MH) 
facilities 

e Other facilities 

with trained 

family 

medicine, 

internal 

medicine, 

general 

practitioners, 

pediatrician 

including 
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II. Specialty 

Mental Health 

Package 

--- -

Package Rate 

per patient per 

year (PHP) 

16,000.00 

-

- -- -

a. 

b . 

c. 

d. 

e. 

-

Services Covered Target facilities 

MHOs based 

on rnhGAP 

Assessment e Level3 
Diagnostics hospitals, 
12 follow-up visits (at 

most) 
8 Level2 

Psychotherapy 
hospitals with 

Medicines that are 
psychiatrists, 

currently provided 
neurologists 

under the medicine 
and 

access program for 
psychologists 

mental health (MAP- e Custodial care 

MH) facilities 

DOH identified 

national 

specialty 

centers for - -- -
mental health 
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Health Facility 

Address 

PhilHealth Identification 
Number 

Sex Diagnosis I Diagnostics ordered 
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Annex C: Mental Health Registry 
AB of October 2023 

Medications Given Attending Physician 
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Phil Health 
)Our Pnri Jtt'l" illllcnftlt 

BACOHC PILIPIHAS 

Case No 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

Annex D: Mental Health Passport 
As of October 2023 

Republic of the Phi lippines 

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

\. (02) 844 j -7 442 e www.philhealth.gov.ph 
n PhiiHealthOfficial 'I teamphilhealth 

DATE OF ASSESSMENT (mmj dd/yyyy) 

AGE: 
A. PATIENT 1. Last Name, First Name, Suffix, Middle Name SEX 

D Male D Female 

2. PhilHealth ID Number rn-1 I I I I I I I I 1-D 
B. MEMBER (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 o:J-1 I I I I I I I I 1-D 

MENTAL HEALTH PASSPORT 
AFll . 0 ow-u_p_ lSI S 

DateofNext Patient/ Attending MH Follow- Date ofVisit Visit Parent/ Physician's 
Coordinator's 

up visits (mmj ddjyyyy) 
(mmjddjyyyy) Guardian's signature Signature 

Signature 
1 

2 

3 
4 

-
5 
6 
7 
8 
9 
10 

11 

-· -~--n ~ ~ 
~ 

,..\ B. Medications 

12 

'I: Qj 
Patient/ Attending ll>- ,_ 

~ Date Parent/ Physician's ,-a_ 0 Name of Medicine Dosage Preparation Given (!)Q 

~ 
Guardian's signature 

<!(.) 
(mm/ dd/yyyy) 

Signature 
~ 

i3 
0 
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Annex E: Letter of Intent for the Transfer 
of MH Care to a Referral MH Provider 

As of October 2023 

Republic of the Philippines 

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

l !>ttr Pnrln~r in H cofth \. (02) 8441-7442 @www.philhealth.gov.ph 
BACOHG PILIP/HAS 0 PhiiHealthOfficial , teamphilhealth 

Case No. __________ _ 

HEALTH FACILI1Y (HF) 

ADDRESS OF HF 

A PATIENT 1. Last Name, First Name, Middle Name, Suffix ! SEX 0 Male D Female 

2. PhilHealth ID Number rn-1 I I I I I I I I 1-0 
B. MEMBER (Answer only if the patient is a dependent; otherwise, write, 

"same as above") 
1. Last Name, First Name, Middle Name, Suffix 

rn-1 I I I 1-0 2. PhilHealth ID Number I I I I I 
' . 

LETTER OF INTENf FOR THE TRANSFER OF CARE TO A REFERRAL MH PROVIDER 

This is to certify, that patient--=-----=-=------::-------' born on ______ _ 
(N arne of the Patient) (Date of Birth) 

age ____ years old, residing at -------.,......,.-,---- ------ ----
(Address) 

was diagnosed with ______ ___ ___ _____ on-----------
(Date: mm/dd/yyyy) (Diagnosis) 

at the ________________________________ _ 
(Name of the Referring MH Provider) 

The patient has completed: 
-----:--~--:----number of follow-up visits and the next scheduled visit is on 

(Number of Visit) 
__________ . Attached is a photocopy of the MH passport for reference. 

(mm/dd/yyyy) 

We would like request for transfer ofMH Care to 

under the care of --- - --- --------
(Name of Physician/ Specialist) 

(Name of Referral MH Provider) 

We understand that upon transfer to a referral MH provider, we will have to waive all 
subsequent MH claims as the referring MH facility. 
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HEALTH FACILITY (HF) 

ADDRESS OF HF 

A. PATIENT 1. Last Name, First Name, Middle Name, Suffix I SEX 
D Male D Female 

2. PhilHealth ID Number ITJ -1 I I I I I I I I 1-D 
B. MEMBER (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 ITJ-1 I I I I I I I I 1-D 

Conforme by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Patient/Parent[ Guardian Physician, Referring MH Provider 

Date signed (mm/ dd/yyyy) ~~~~~~~~~on No. I I I I I· I I I I I I I I· I 
Date signed (mm/ ddjyyyy) 

Certified correct by: 

(Printed name and signature) 
MH Coordinator, Referring MH Provider 

Date-signed (mmj ddjyyyy) -

Acknowledged by: Acknowledged by: 

(Printed name and signature) (Printed name and signature) 
Head or MH Coordinator, Referral MH 

BAS Head or Authorized Signatory, Provider 
PhilHealth Regional Office 
In-charge of the Referring MH Provider 

(To provide a copy to the referring MH provider 
five working days upon receipt of the form; 

scanned copy allowed) 
Date signed (mm/ dd/yyyy) Date signed (mmjddjyyyy) 
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"'Phil Health 
IDur Portner in IJf!nlth 

BAGONC PIUPINAS 

Case No 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

Annex F: Checklist for Patient Transfer 
AB of October 2023 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
~ (02) 8441-7442 ewww.philhealth.gov.ph 
() PhiiHeallhOfficial ~ teamphilheallh 

A. PATIENT 1. Last Name, First Name, Middle Name, Suffix I SEX n Male D Female 

2. PhilHealth ID Number [0-1 I I I I I I I I 1-D 
B. MEMBER (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 rn-1 I I I I I I I I 1-D 

CHECKLIST FOR PATIENT TRANSFER 
Mental Health 

For Mental Health patients who will be transferred to a referral MH provider, the following 
checklist shall be accomplished: 

NAME OF REFERRAL MH PROVIDER 

ADDRESS OF REFERRAL MH PROVIDER 

Requirements YES OR NO Signature of Responsible 
(tick appropriate box) Person 

1. Photocopy of D Yes D No accomplished MH 
Passport Name and Signature 

Attending Physician 
2. Letter of Intent from D Yes D No patient requesting for 

transfer to a referral MH Name and Signature 
provider (Annex J) Patient/Parent/ Guardian 

Certified complete by: Conforme by: 

Printed name and signature Printed name and signature 
MH Coordinator Patient/Parent/ Guardian 

Date signed (mm/ddjyyyy) Date signed (mm/ ddjyyyy) 

Page 1 of 1 of Annex F 
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Jour Pnrtnl'r in lfealth 

JJACONC PII.IPINAS 

Annex G: Patient Referral 
AB of October 2023 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 C itystate Centre, 709 Shaw Boulevard, Pasig City 
'" (02) 8441-7442 ewww.philhealth.gov.ph 
() PhiiHealthOfficial ._ teamphilhealth 

Patient Referral 

1. The referring MH :provider who has rendered all the mandatory services for tranche 1 which 
includes screening or assessment, diagnostics and required follow up visit, shall receive the 
full tranche amou11t of the benefits package applicable to the referring MH provider. 

2. If the referring MH provider rendered screening or assessment, diagnostics and at least 1 

follow-up consultation prior to referring the patient, so% of the corresponding tranche 
amount of the pac1cage applicable to the referring MH provider shall be reimbursed. 

3· The referral MH provider sh all be reimbursed so% of the amount of tranche 1 and the full 
amount of the succeeding tranche applicable to the referral MH provider, provided that the 
follow-up consultations of the patient is completed. 

Scenario A 
MH Benefits Package Reimbursement 

Services Code Amount 
Referred by General Mental Screening or assessment RMHG1 2 ,700.00 

Health Service 
Provider Diagnostics 

e At least one (1) follow-up 
consultation 

Referred to General Mental Follow-up consultations to RMHG1 2,700.00 
Health Service complete six (6) sessions 
Provider Completed the required Full package rate of the 

- - - -- -number of sessions of follow- General Mental-Health 
up consultations for tranche 2 Services - Tranche 2 

Scenario B 
MH Benefits Package Reimbursement 

Services Code Amount 
Referred by Special ty Mental e Assessment RMHS1 4,800.00 

Health Service 
Provider e Diagnostics 

Follow-up consultations 
with any of the following: 
a. For neurologic cases: 

completed at least one 
(1) session of follow-up 
consultation 

b. For psychological 
cases: completed at 
least one (1) session of 
follow-up consultation 

Page 1 of 3 of Annex G 



c. For psychiatric cases: 
completed at least one 
(1) session of follow-up 
consultation 

Referred to Specialty Mental 
Follow-up consultations RMHS1 4,800.00 

Health Service 
Provider with any of the following: 

a. For neurologic cases: 
Consultations to 
complete three (3) 
sessions 

b. For psychological 
cases: 
Consultations to 
complete three (3) 
sessions 

c. For psychiatric cases: 
Consultations to 
complete six (6) 
sessions 

Completed the required Full package rate of the 
number of sessions of follow- Specialty Mental Health 
up consultations for tranche Services - Tranche 2 
2 

Scenario C 
MH Benefits Package Reimbursement 

Services Code Amount 
Referred by General Mental 

Screening or assessment 
RMHG1 2,700.00 

Health Service 
~ ~--

Provider 
--

-. Diagnostics 
---

e At least one (1) follow-up 
consultation 

Referred to Specialty Mental 
• Assessment 

RMHS1 4,800.00 
Health Service 
Provider e Diagnostics 

e Follow-up consultations 
with any of the follm'Ving: 
a. For neurologic cases: 

completed at least one 
(1) session offollow-up 
consultation 

b. For psychological . 
cases: completed at 

.] 
least one (1) session of 
follow-up consultation 

~ c. For psychiatric cases: ~ 
a: Qi completed at least one 
w>- ,_ 

(1) session of follow-up C'O 
t-0... 0 consultation (J)Q 
<1:(.) 
2 
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Completed the required Full package rate of the 
number of sessions of follow- Specialty Mental Health 
up consultations for tranche Services- Tranche 2 

2 

Scenario D 
MH Benefits Package Reimbursement 

Services Code 1 Amount 
Referred by Specialty Mental Completed the required FUll package rate of the 

Health Service services for tranche 1: Specialty Mental Health 
Provider e Assessment Services -Tranche 1 

Diagnostics 

e Follow-up consultations 
any of the following 
specialist: 

0 Neurologist 
0 Psychologist 
0 Psychiatrist 

Referred to General Mental Completed the required Full package rate of the 
Health Service number of sessions of follow- General Mental Health 
Provider up consultations for tranche Services - Tranche 2 

2 
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•Phil Health 
Ynur Parmer ,it llt!nltft 

SACOHC PILIPIHAS 

Annex H: Transmittal Form for Claims Application 
As of October 2023 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
~(02) 8441-7442 @www.philhealth.gov.ph 
0 PhiiHealthOfficial '# teamphilllealth 

TRANSMITTAL FORM: OF CLAIMS FOR T>HE MENTAL HEALTH BENEFITS PACKAGE 

I NAME OF HEALTH FACILIIT i I ADDRESS OF HF I 

I 

Instructions for filling out this Transmittal Form. Use additional sheets if necessary_ 
a. Use CAPITAL letters or UPPER CASE letters in filling out the form. 1 

b. Indicate the Phi1Health Identification Number (PIN) of the patient. If the patient is a dependent, indicate the dependent PIN. 
c. For the period of availment, follow the format (mm/dd/yyyy). 
d. For the Package Code, include the code for the order of tranche payment. ! Example: general mental health services- first tranche should be as "MHGl'' 
e. If the case number is available, include the case number in the first co lump 
f. The Remarks column may include some relevant notes which pertain to the filed claim that need to be relayed to PhilHealth. 

Case Number PhilHealth Period of Availment Package Code Remarks 
Identification Number 

1. I 

2. I 
I 
' 

3· 
4 · 
s. I 

Certified correct by authorized representative of the HFI For PhilHealth Use Only Initials Date i 

Designation 
' 

Received by.Local Health Insurance Office 
(LHIO) 

rinted Name and Signature Date signed (mm/ dd/yyyy) Received by the Benefits Administration 
~ --z Section (BAS) -
~ t !!:; .:. 't""'t :i ·~~i~~ -..:li,_ ~ .. ~~ •.•. ").,.. .. '" -Qi ....... 

ro 
Cl 

I 
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Annex 1.1: Sample C.F2 
.-------------------------------------------------------------------~ ·1 SAMPLE CLAIM FORM 2 FOR GENERAL MH PACKAGE (TRANCHE 1) ~=-,J~ .. .o-

Phil Health 
,._._, Pt~11Aff f, U~ 

Rrp•N•( "ftw J>lulrrr"' '' 
J>I-IILIPPINE HEALTH INSURANCE CORPORATION 

CitYit.lle C~,_rr 7(1) . hn: R(lulcn:d. 1J~~ Clh' 
C>IIC~ta102)HI i441 • Trun!Juw(02)4.1174tl 

W\•-w.ph~h ..... lth.g<ov.ph 

CF-2 
(Claim Form 2) 

tm<il .>.:II<>IICff\ttr~rhUhe•hh.)\UV.ph 

s~nr~:: I I I I I I I l J 1 1 J l J 
IMPORTANT REMINDERS: 

n,;s lormtot;t:'the"·..tl• oll•·r >t.;"\p<lttiii~OOCilOl()O\> !J.;;u!d lll•h!C!d "'''''" s <!J\(;(),(,,k~tiMd.a,-s ••orn d,,t;, cf <hdr 01: 0;• 
/.11 Jnfutm..;~ion.f ;cld:1 t'.fld tn£ 1-.bu:v.::::;. f(.-quucd 1n this.b~ rt) J.r( t\Ctt:!>~.cry (I:Wll forrus wtti1 wcornptrt\ nii.Orm<l\ion ~'<!'' not bf. ptOCf?S'A.~d 
FAlSE/INCORRECTINFORMATIOII OR MISREPRESEIITAnON SHALL B£ SUBJCCT TO CRIMINAL, OVIl OR ADMINISTRATIVE UABJLI IES. 

l .Phi!Heatth Accreditation Number(PAN) of Health Care Institution: 1 H 1 9 13 1 0 10 ,x 1 X 1 X ,x 1 

l.Name of Health care Institution: ... ~BC_ RURAL.~E_AL TH ~~_NT~~ 

J.Address: SHAW BLVD PASIG CITY 

__ D~LA ~RUZ_ JUAN 
·-· -· --- ·- - Ill l . Name of Patient: 

l .vA ilamr 

PrQ-. t~((· 

MAPAGPALA 
~•,dtfi.' hY'nC k3~tf:[t1t.'fi!.Ctl 

I e RJit le;,. OUA(P'~.:; J~t-.;rSi'A~,jlj 

G.Admission Diagnosis/ es~ 
Schizophrenia 

_!:-..!C~•'t!t·~('\.,..JO.~pp:~~~t-l-4>~·-

- idl 
~ 

r•g.h~ - l>Otl. 

7. 0ischarge Oiagnosis/es [l;st> <l<l~·•ocnJICFH n..-<:<1 • }"'. 

_____ __ -'1ar;.01'!_ _ .lCO:-WUKk-'~ - · lk!.Ft:tl:::l't·oa:·- ·,..J<h:!e~··-· -.-~-:~-:-lll-:-1-~:<-:~-a-,,-t----. --'"""':',,~:-,.s:-c;w~·:-c..-.---:-Da-,-,, -:<J!~r•:-w-<·-<<l-:-J-«-. ----~-:---:--:-:--:---+--1! 
Schizophrenia 
4- ·------- ----

I"'" 
lffi 
~ 

rrtht - f.J('!b 

1-
lc~ - r:I)Lt - bQtl· 

... -----------
lU ------------ ____ _,.....,._.,_ 

b.---·------·- ~ 
!~·!\ - !IJ;h\ 

I"'" 
b<>th 

~ 
lr:!"£ - <•&ht 1-

I>O:h 

li-!t ngLt l>o\lo ltl. _________ . ___ --- - -----· 

it .. -- ...... ----..--... --·---·~--

B. Specia l Considerations: 

<1 f.()t \!W I{JflO',.pf•ll£ rr·p" t.tJ\\:' r.h)t (·dvtt"'.,C.h ·f bo.-.th& •'le>pJ,f'$ and (1J.Jfl"t!rlt'~" thcp-tJt (<fJU:n..e~.:t'>!'J!O d~c~{mmdd·J)YiJ rot d1tmo!hi1'cpy, ~·~(;l.lt.h:l•r.r::;. 

0 Hr~mXI<.Jl)"..i~ ------- ~ •M"" """~" • • 

0 Pl.•!one3IO-a~,~~ - -------------- 0 S•.lCiq\h!'mJl': 

0 R.ld<Qthec;.;~.I'.I·.C' ------- 0 C..._mu,hl!tap, 

0 flallu)1he<,;;1 tCOi?AI1 ·--------- ____ 0 S•~•plt'f)d1ndi'011!1·1 ---··-- --~----·--------
l> fo· Z.SenrltP.xkilf•- Z·BenelltPaw~:eCodt: _ MHG_l __ ~-- -----

j ---------------- ~ ------------- ..l ---------- 4 ... ______________ _ 

(J rorliil"Ql-:>rac~J(f D ln· cn~·PPI1Y.<' D t l,linh ·t•<ltlrel1l;<\(> 

e for A•HM.~I Br\(•P.._I,J(!i) [writr tlletl.,•,·. :mm-dd·)<:';l.'J \,H.,th~{o!lm·itn&dns5 of v.lltinr:> we<c G>,,-,ro) I Note: Anti Rabiu Vacdnt(ARY), Rablti lmmuno,lobul ln (RIG) 

DayOARV _ Day lARV ___ --- D•y 7ARV ----- RIG ____ ·-- Others (Sptclly) __ _ 

FufN~ilbmn(3u PtH .. ~,c. D ~SC'ntJal r;:e,·.{)c)ft~(i,)re 0 f-.t:•:bC'tnl1e3(tf'..t~Xrt-.....:n ·~ r~~ D ~:·'Y;tt.)•hScft-Nnt:r,ies~ Forh-C"'.~.O" IlSt!f:eHiO£, 
I For EnMtill Ntwbom Cart ir.h~G- il(•P'•<.lblc hQ·c~ I _ P.~'"·'' <Jtr::;-I•I>!!.Sr;·t.;,s.,tc.> '~''"1: 

Q l"'1t.t<.il~fl·rn>dtcwt;.;.(,. O rJ~&rV'\i<f,·--~·( / 0 ~t>:'>r"'~ O ncr~-~};(IH""''«-r 0 •'(1"''~·-"tit"~'~~~¢rt 
O ' •!,,;,,,"' •~« '"'' O rwr'""'' 0 ,.,,...r.~:.:(.;].,. _0 '•"'ltN···w,¢!.,., .•. .,..t>,~<Yo·t,t•u"!tw"'""''''"' 

~: Fo• o.m,ltit•• Hl·,.•·o:. ltc:-•n•'"' p,._~a::· Laboratofi Humber: ____ u ___ --------
9. Phi1Health Benefits: / r.,r; -.1 

/ 

I ICDlOor RVSCode: I /.J.....I )... .,..GI 

Date of 
assessment 
(Refer to 
AnnexD: MH 
Passport) 

Date of the 61h 

follow up 
visits (Refer 
toAnnexD: 
MH passport) 

Write 
OUTPATIENT 
in lieu of time 
admitted& 
discharged 

Tick YES if 
the patient 
was referred 
by another 
HF 

This is not 
required as 
mentafhealth 
services 
provided is an 
out-patient 
setting 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"benefit 
package code" 

This is not 
required 
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lO.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges 
(U;c k!ditlona!CF::l' :lC<C:SQor;-

JUANA DELACRUZ, MD -------
Sign.:t."'' 0. s Puue<Jt. ~"1E 

DatcS;gncJ. L ... L-.rL .. L ..... .r• • 
fno~rt.'\ c~.·, .,.\;.<! 

Oe:.>.; 

D t~a ro-f:-a 1 ort lop of hi!!Hc~!th hr.nc·N 

D \',oll· co-;;a;onlopcfPhiHealth B&.e • r 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

L,_j_..J -L-..l.-J-1 I 
f"'Cr::::r. <.od~ l'-'llt 

Tick this box 
if patient paid 

D Nocov~1ontot-cfPh!iH~alt.hSe,,lf,tL-----------t+ an additional 
D \'.•L~ (C-;>a, <~• tcpof?h:H•·~th &r:e!.t r Professional 

fee 

.j_:f.c-.. ~PAR!III ~CERTIFICATI_ON OF CONSUMPTION OF BENEFITS AND CONSE~T TO-A~CESS PATIEN'!' .~EC~RD/5 .. -~~~!;.,. 
t~.--~~:~~ .:. ~~ · .... . -::·· :-:.;·:--:~_ 1;,: .· .. -~~1;·lfOT£:~tmbef~.a~~~houtd Sl£n~!Y~~~e~lf)1~bl~~~:~-n~.~-~~-r~~-~=:~~f:~~~~;:;i~~-;~4,~~~~;:1~J~.- _ 

A.CERTIFICATION OF CONSUMPTION OF BENEFITS: 

r7'( PhoiHcoi\h ber.2fil1S enC<~~!.to<OIIet' !4CI <J.~d PF Ci1~~ 
1!l.J · lil> vWC1aSE ol d•ug5~n>t!'J·~i•te>, ~uppl!s. t!IJI:~ost«.s, ~;a w-p<h rc< ?<O•es9on.: tees b-; the mtm:X.1fP6lll-11l 

Tick this box 
if patient has 

To1.<!t..ctu.>l Ota.~:.es' NO co-
~lo_t_al_f'_~_~_tl_•c_J_•c_l_n~_ti_t~_·:_•u_,;_r,_~_i ____________________________ ,_ ______________ S~,_4_0_0_.0_0 ________________ ~--~~----~~paynnent 

l c;t.JI Plo:e.s'on<.IF<'<'~ 

Gra~Tot.~ 5 400.00 

D T h...,lv~t1-<'~0 • ,..,r,t "'"''"'' ~~_.,;-t.... At ;,.,., , ,.. ';..-.....-..,._! ' !,_,,,.,.t-.. ...,.,.A tv:""' ' ",....., '• ' 1"':~ '~"' \--.<l :\(..(1( Of the f'XIrrb£.rfpa%1Cl\lli00((0'Tlpktelj((,IOS,U"f)cd SJT\Af1lh 

pu((h=>!£».penSEl ro• <llug;/medowoes, 5app!Jr,s d>Sj;OOS!JCS and c!.hers. 

a I Ttu:•tw.tco-p.,JfO"tt':~folllh". 10f. ate 

(j Total"''.! ofd•ar,no,;•.ot;'labcraiOfy "-'""'!lla\lon~ pl<c l>t th~ p.:;LE<l!/memiX-r d<lr!e 
0 ~-••1'1in'uut.Sideth~- HCI duung t.enfmem<Hll 

B. CONSENT TO ACCESS PATIENT RECORD/ S: 

0 riou< D l ata! ArnC.Ufll r 

I hcrebycm~nt to thew.bml$sion ondeJGminotlonof !Mpoticnt'5 pertincntmtdi ool record$ for the purpo~of~~Prifylnglhl! l'fflldtydrhis claim to effect 
efftdent processing of l>enefit payment, 

Affix signature 
oft he 
patient/ parent 

I hereby hold PfliiH«JIIh or onyof its off ~an, tmplo~ ond/or r~I!ScnltJtivetfr~ ftom on yond oU ~gal hobill!ies relati'& to 1M hcrei~mcntioned ron~nl 
whkhl hove voluntarily and •vil/ingfy given in conMction with lhil claim for reimbunemcntl>elor~ PhiiHeolth. .....--------------1*- /authorized 

representative 
JUAN MAPAGPALA DELA CRUZ, 111 _ _:===-----------' 

S~&natureO .. -c·! Pu~r:d ;,arne-of h-'l·flbcr· P.l~•eP.t;'Autt,o,~ztd P.tpr~~nt;,:n.•e 

1 2 2 9 2 0 2 3 -----------.:is-.:u::.r~e~l'+,:~"'t""o"",.,.:,;llt:;:;e,..;.:·=i 
~·~1h.r~ .. ._, -'--:-;<+'~~'--'' right~h.rnbma'"'i>\.P· ro,;.nt/ 

Rl1a:Jonsf'rp of the:~pr(>;)Cr<.w:tt~'!f:to 
tf~ m('flll;('!'.f>at:fn!· 

Rei!Wt• f;;x s.&r"ngan bel..s!f of t~e 

member/p~· ·ent: 

0 ~~,.;: 0 Cb:a 0 r•~..::•t 
0 ~t>~~G 0 O!r:e<~ •. Speci'v -------

0 P~t;Eflt is i('IC~dtated 
0 O!he< 1\~oSO'IS ------- ------- -· 

Rr:llese.ota:.,e !J,,.,~..,,..,... ___ -+-----------.f----* 
<:'<S:S\e<! h . ..., KJ ~p<(:'e' t.%t •• <: 

0 Pa~r(.<'t 
0 R£preseototi-;~ 

·;_«:.¢:1: .~,;'<·.;~~g"•*PART IV ::cERTIFICATION OF CONSUMPTION OF HEALTH CARE INSTITUTION -.~~'1\<,~rr~·-~ 

I ~rtify thot servic~s render~dwen re<orded in till! potlmt'J chart ondheolth co,. irutirution ~rords and I hot 1M hl!relninformotlon fivtn orl! true ond rorr«t. 
CARDING DELOS REYES RECORDS OFFICER 1 2 3 0 2 0 2 3 

__ _ _ . . _ D~tt·S•f"£'1! . - - J 

Indicate date 
signed 

Affix 
signature of 
HF 
representative 
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SAMPLE CLAIM FORM 2 FOR GENERAL MH PACKAGE {TRANCHE 2) \ .. ~~.~:-~"·:~:Sample C.F2 
ito.:: fC~:>J\' [ 

PhiiHealth 
),11t P~'IM'"I" H.-.d:Jt 

R•r11Nu r; !110 11bi./:l'f'<DGS 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Otpat< C<ttrc 7W $110w liouk,-..rd. I';, it: Ct:)' 

C>II Cmt«ttl2H41 ·?+l! • Trunl..lu>t (li2HII ~ 4-1 : 
www.ph~hcolth.g"'·ph 

CF-2 
(CQim Form 2) 

em;o~l actK>n<ct•r«~philhc>lth.~·"~Ph 

Srri r ; ~ I I I I I I I I I I I I I I 
IMPORTANT REMINDERS: 
PtfiASfVIR>Tf. a; Cl.J"' IJ.l. LETTERS I.NCl CHECK flll APPROPKI4TEit)<!:S. 
llt!f. f,~fr'fl lOft~~ (•t \1.1th ot!IC!'~u;:>po•t:ngdo.:.orw·nts sJiDuht Lx-tfJie-d ·:.!~hn S....\~j ift•.' c.;lt!nt!.;,rd,\j~- ''!)n\d~e (i, d,-,t;HYr' 

Ali tntutmo· ,"Or., l,\~lh ;ma tr•<l,bo-.t. .... ti,.~IJtrC-<.1 1t1 tlto~ lO~'n-t ~fc.• r;~r;- (li:J~tmnl~\~th utcomp!l" t: lnfurm;\l•tJt•!oho-ltl no\ b<· p<or-C"# .. )'('C 
FALSE/INCORRECT INFORMATION OR MISREPRESENTATION SHALL BE SUBJECT TO CRIMIIIAL, CIVIL OR ADMINISTRATIVE LIA81LI IES. 

l .PhiiHealth Accreditation Number(PAN) of Health Care Institution : 1 H 1913 1 010 IX 1 X1 X IX 1 

2. Name of Health Care Institution : ABC RU RAL HEALTH CENTER 

3.Address: SHAW BLVD 

LName of Patient: 

6.Admission Diagnosisfes: 
Schizophrenia 

7. Dischargc Di:.gnosls/es i\.1><: <o<l:Hron•ICFZd nt><.<'''-"Y· 

PASIG CITY 

__ JUAN__________ _ _ _j] L__ --· 

~~"''" r,.,..,~~" 
t.~t\}"-=~ .• '{1_ 

MAPAGPALA 
M1Cdot· Na'TtC> 

fb on .,u·._: ]"..;;-:. ~s~·.;r: 

0 '"' O rM 

Dl.~£ntt.;.~> ICO H) Codes kt>ltt't'-dPitXrdJre/~ t ' tfl<.-<c:'i .tr(,~! 
Schizophrenia _ _ ___ _ _, 

lla~·o''""'''!we ~ate.;.·ty~l!t• •PV.·~kbo·· 

J ·------ -- ------------- _ -·------==--- - IEf< - " f.lil - _:_>Oil!_ 

------- ------- u. --------- ------- - lctt - nr.n: - bc•l> 

-----·-- i ii --·--------------...... 
------- _ l((t _ n&r•\ _ both 

b ____ .....,...._ __ _ 

------- -----
S.Sped al Considerations: 

a. for 111~ !olh>•~inr te[l<Hr'-'l prcr< ,-owes. d 

0 Hcmod•.\1;"~ 
0 f'lrlonreiO;,,'>"t. 

I. -----~·--- ---..... ·----

II.-~------· 
Ill ___ ·--

0 R~n·otl•«"l'> (ltrii..C' 

0 l'..l<.hothcrilfl\' (::OP..AU 
-------------------

---~--- --..... ·~-----

··-----

~ v.~ ...... ••vq-U .. u ·• 

0 ~,rKhftl•N~PY 
0 C lr~Othr•~r>/ 
0 Sm•pi"Di!Lndr..,.ertt 

!""" 

i-

Z·BtneGt Package Cod.: -·-~M~.tjH~G~2l_=========---~~ 
r f('tf' IJ.(P i",(' .4)gt:• 1(·numl"1a'" foot dJr 'rrrr, tid y~.)f; o:· Pft~3\S d F:lk u: ~~ 

It-It - r:gS\r - IX>th 

lcl< - "C~t - boll, 

ll.ft ttf.'il. l;oth 

l ··-- , __ ,_ ----- -· I-----·---~-·-- 3 ·---- - -------- 4 _ --- _ ---·- -· _ 

d fc<i!'IOOTS P.!L•-'t~'- 0 l' ( <:f'$ .• ~f't;a:,r· 0 Ma!llU:IIonceF~• .. 
~ Fo, An!m..l R, IJ.'Pxl .. ;!y (v.~it<· IM d.ll<" nm..JJI 1•·il< • •..t:ec> •.h<>foliO'Nngdm;ts ofv<iWnt• WC•(•g .<2n• I Notr:AnU Rlbiu V&ccln•(ARV}, Rlbirs lnununoglobuUn (RIG) 

Day OARV 0 Ay3ARV ------ Day T AAV -----

f C1 Newbqul{ttrt• r'iiC~·?~:,.. 0 r,~~·ut.34 HC.vl.iert!(aft' D N~·Jb(J' fl Hear in~ S<rc~~flltv, l t'it. 

[ For £snntia i Newborn C:are fth£"6l(lt>~<·\bh• l x> •~l 

RIG ------· Othtrs (Specify) 

For !it•·-oom $prw irlf, 
pf..:""J t:a:..t:t,.~SF~~! .. Se? • .r•f '' ·E 

Date of the 7'h 
follow-up 
visits (Refer 
toAnnex D: 
MH Passport) 

Date of the 
last follow-up 
visits (Refer 
toAnnexD: 
MH passport) 

Write 
OUTPATIENT 
in lieu oftime 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another 
HF 

This is not 
required as 
mental health 
services 
provided is an 
out-patient 
setting 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"benefit 
package code" 

0 lfr,rht".a~W:,'>I~cfw-,t;.o(f 0 -t-~r~JC·!, cot~dvr·;.~t- 0 ''/U'~"''•r:toll nt· N'ilt»4 ~ 0 tir.;:.._,.(<!r.~:10r'l 0 p,,-p.~tr'" fhl:~O:t.;t~A 

O L.?rt~· ~,n,f.rJ·st rtat;LJ:· 0 £Ffio.t l:1.• 0 vi:::!'f-..,.,.., -.. .. ""=··':;:'~"~~~o:;,· ..,.._LflL·.:::,e.~"'~:»:::r.::·~~·~:·a::_•:f"'~c-:::•~·;::.::='t..:!.'::"'~<_:::·:~:·•.:;I>!~'.:J::M.:···::;!<:_ ... :.....::·_:u;::,= ~~::·~:.:'"'~--1-+ This is not 
g Fc..!Mp\•rotHl\,'t\l:JSlr(..;rn-.cr.tl'<r:>,lf-r I.Jobo.-.tory Nu,;..r: ·----- I required 

L 9.Phi1Health Benefits: 

IIC:OlOorRVS Cod<>: l . r .~ ·'""· 
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lO.A.ccreditation NumberfNameof Accredited Health Care Professional/Date Signed and Professional Fees/Charges 
fUv.: wdlt•t.<th1l CF"2lf nc-ct-iSU')) 

~ t.oC01J.1! o:.t"J: cfPI' .tlt:.ll:itb~~e.t 
\'dnro;;.s,.onwrr;{i ·'t-••ht~1!rhBent:• • P -----------

0 No toi)Jyontopofi1>•iHcdlth8t~•e!•t 
D •· .. tt. m-pot, 0:1\C;l of PI :tlc~tr. Be,, r 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 

0 No co-payo'top cfP:. !HealthB~:Mfll L------------lf+ an additional 
Slgnmu~o Q>;~ P(:nted r. ::vt,i: 0 Withrop.:r, o:.to1lofPt>IH~.¥th8c1'cfit p ---------- Professional 

O.ll!! S'gned' L..-L.J- L..-L.J " I I 
rrcn~ C3v ~t>:t 

·~ -; • 1·~PART m··-CERTIFICATION OF CONSUMPTION OF BENEFITS AND CONSENT,TO ACCESS PATIENT RECORD/S ~ttwi' 
~i'(~'i_!·:\J!!l'"'·~:::~ ~·:.,:;~.-;t;.."4:'!~T~:~';'nbcf~~·~.$11l)UI~.~-oo!!li\~'~c~r?b!c~~ ~~~··:~~~:t.o~1~~-~~~'!t,j~~?-llt'~'~~. 
A.CERTIFICATION OF CONSUMPTION OF BEN EATS: 

1Zf. f'tliiHaalth benefit is EI'OJl)h to Covet He! aod PFChMI';(>. 
r:a ~·chase of drut; . .lnl!'d•ones,.sup:;he; d.agrrDSLC>, .v:d co-p-~y for u·oi851CH.\! fc<:'. ll:; 1~c mt:nb£~;p.:.l•(<tl 

To~l Ac tu~ (har~:t• 1,' 

Tat~l H~altil(;;!~ ltUtltution Fee~ 3,600.00 

Tctal Pro'ewonal fe(!S 

Gt~O(i Tot.!! 3 600.00 

D -'-.-- ~ .... lo .,.( ~· ...... _, ,. __ 
~ ..... ~ -...-1 ~ •. .,. ,.._, ~A .... .... ~• 

.... - ,..,~ ·~ ... l, ---entoftr•e merrt>ctJ~·c·tH ts not canpfEtc:!cons~t-d &JT \'«th 
purchase~ e>peoscs fo• dtU!:Sfmed.cli!e.;. sup:;!tes, d;~rcs~cs and cthe,.. 

iiJ The totlll co-p:l)' lor th.- follcwnn& a:r• 

A:hOUHt afi.e' k,/pt•c.a~iOl I TotaiA.auo: Charg<~· c~ OiS£ount i•e. pe<wnal rttO!Healtil !l2<1Ef,t AfOOU!It aft !.at rnllHeaah Dt!duction 
IJ-i.COU!1.,Se<ltOrCilll£<1/P\'10' 

~ 
A..-nount P 

~ Total t-.ealthC..;:e P.id ~,- (chcd a\! that aCJC>. · 
lnst1tut10:1 F£-es E MemwiP~cot H'.'O 

--Qi - ---- - ~£f',PCSQJ'nlrol)ll'rro'~.n ---.,... 
Tctall'ro'e:>s.~on31 MoOUnt P ----------('Q 

0 ret:~ {foe aa:rahu:d P;;d by(chcd all that a0es:· 
and non-att•ed•\Ld 8 1-!emw,?.!l•ent H·~o 
prafe:~S!Or:ill~• oms 1 ~-. fi:S·o. Prom!Y.lry ~m~.c~c: 

~ ~ 
!>.} Pu!dt~ICoS;b+l""lseSNOT irldtld"::! •n Ule Health C.l:C lnct.tu!IC'I Ch3!g(:;, 

Totti t0$1 o' pufch.)'-".'dar drub\.'rre!or1r-. <>ndco<mf'<l•cdlwppt.e,bo;.gt.t ~, thr 0 t,0: .. 1e 0 To~~: .A.-nount P -----pat.611fme<nbel \'<>thm;outscc the H:t dunn& ronfi,erri<nt 

~ 
leta I co~: at d•agr.aSlrt/lcbcllltot )' e•a:nmations p<Hl lq t!•e JX'IIl!fot, membel d()n~ 0 r,one 0 Toto!Amt>unt P -----m:h•n/o:Jtsidl>llle f'CI during ro~f.r1e~~~ 

• NOTE: Tot.:>J Aaual C ior);"" shoukl be b..'<led en S!~<eln<·nt oi A(coun\ (So;,; -
B.CONSENT TO ACCESS PATIENT RECORO/S: 

I herebycons.?nt 10 the svbminion and ~JrDmit'lationof !he potient'spettinent medirol r«r>rds l:rrthe put pose of verifying the veracity a tlrif claim 10 ~fleer. 
efficient prot:ening afMnefit payment. 
1 hereby hold l'tli!Hecllh or onyof its offic-ers, employees ond/orrtpresentorivesfr~ from onyand aU legal liob16tksrelat~ 10th~ h...-eil>·memioned consent 
which I haw voluntari~ and willingly g~n in a>nnection with this claim for reimburstmtnt befarePhilHeolth. 

JUAN MAPAGPALA DELACRUZ, Ill 

Slfll.Store(}-,<er Pn~d I, .\I'M ol Merrber'P.ltJi!nc ;l,uthori!ed Rcve-Li>'.-ve If pltten! ~rq:ut~~n~~·,;e 
0 6 0 5 2 0 2 4 ~~ uMble tov.r.te, ~j o.~!P. S!fJlt:'d 1..-L.J-L..-L.J " I I I I I 

rightllhrnbin:;:i<, P. ti'l!f ":~n.m c~·'i ~'('\t! 

Rcj:rese~ ta~ q:shou _ * 

F'c!a!IQ!lS.'l:p 0' :he.tcpre9:nt.=tr,~ to 0 S;r.>ust:> O a .. 'd 0 Por<>n; 4$5i!.tel t;y CllliCr t!ipfl:sentah~ 

1 he, rnembet!pat;ertL 0 Sib'iOb 0 Other~ S(le:•t 
RbYA>n fiX sit.~"~·nt ~m brJ-...... !'! o~ the- 0 Pallantis lnc;pan: .. ted 0 fatlef"·t 
O)fffiber]p_"'llt't'.' 0 ()..h€1 Rt).l~O> - ------------ 0 ~t:~t(tti .. ·(' 

~- '.~·. -:-~~p::f;j!f.-~1\'~,::~ART IV : cERTIFICATION OF CONSUMPTION OF HEALTH CARE INSTITUTION i;j;::;:,f-~r~;r~ .. ~~i 

1 au tify that s<'tVic:l!< rend~edwtre rKorde<l in !he patient's chart and h«Jlth care ll!slitution na>rds ond that the herdn Information givm ore tlllf o:nd a>"Kt. 
CARD ING DELOS REYES RECORDS OFFICER 0 6 0 6 2 0 2 4 

o~tcS•w:e:., 

fee 

Tick this box 
if patient has 
NO co-
payment 

Tick this box 
if patient has 
a co-payment 

AffiX signature 
of the 
patient/ parent 
/ authorized 
representative 

Indicate date 
signed 

Affix 
si nature of g 
HF 
representative 
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SAMPLE CLAIM FORM 2 FOR SPECIAL TV MH PACKAGE (TRANCHE 1) Ann ex 1.3: ~ample Cl•'2 

Phil Health 
)~Ill ,.__,ffltt Htwl:JJ 

IMPORTANT REMINDERS: 

Jirp;·'~" •J th..·l'l"l•rl''"'' 

PHTLrPPINE HEALTH INSUR ANCE CORPORATION 
Cet)')I.Jtt Ccrtrc i09 Shaw O<tuk,~Md. P~tt:. Cat~ 

C'"l Ccnto {02) 4~ I· 7~ 12 • Trunl.lme IUlj 4 11 ·7 ~44 

,.,.~, ptulh<Otth.s"' ph 
t-mJJt- achiln(tnttr ti phillh:-:t.lth.g<"'\'.J'h 

lht~ r~cm tiJ(;,~"!f;t,•rt;lth Olflf"t ~~JiV'l•11f~du:o:r.c11~!. Y:ould t,•-rdf'd Y\'1 :II\ t~yt&'), (al(.·fld.it de)~'\ (mm d.n~c: thl£.i;ti!'C,I 

;.J! ,,,forrn.t cn.f,Cld~ .111d trock b:>•"CS •c.qwed '" th.$ l :J••t a•<· nc<<-v. II} tld<rn tutm' w•h u;mmp!c1~ .nfcllltiltoon shot• not~ P'<KCS\<(! 
FAL.SE]INCORRECT INFORMATION OR MISREPRESENTATIOtl SHALL BE SUBJECT TO CRIMINAL, OVIL ORADMINISTRATivt 

4.~nt Disposition: !:<·lecluoq !I 

~ i>. lll<PfO•C<l 

0 f.>. R~cmrorcd 
0 
0 

~ 8tp;red 1......1.-1-L......L-J- • 1 • 
FQP"'I c;r-1 p.# 

Tr.l!lsfertedtR<f,•rr<-d 

7.Discharge Oiagnosis/es !\JI(: .,.J::uotniCF;•,, ""'"'o!>~~/; 

(Claim Form 2} 

IJ•<lO'' I :J.-n~ 
l& VHAfk.!7 )~·.r-. ~K~'IJi· 

1)\'t'l'O><S ICD·Hi(~xl~,•. He:.v~dPrml'(i~<J;;:;f<;'/.SiTfij;(:(6:;;,;;---~U~:--c~()iip,;;;~;;;;)-l-:il;~i;{.j;i:;:::;;i)Ui;cat;iil;;;x::""""t"~ 
tpil:_p_:v__ -------, 

L. ----

a. ford.!· follo.1111g rrt><'UM' 

0 Hc·mOllid)~> 
0 h~~one.siC;i\!)'1.,. 
0 R.WiC!hC<<l!)( (j.JIIAC) 

0 ~all!othc<<lj';((O!Wl} 
h, f.or 7, BencH P(aJ-..41b':< 

n.-

Ill .. - ----------

IJ . ... - ... ~·---------~~-

----- -------- 0 Sroch;t.l "'"Jli' ------- ---- -----
---·------------ 0 Chcn>)thcmp.. --------------

------------------ 0 !.•'l>p1c·Ot'!n•d!<"E<!: __ ----·-- -----·-·---.. ·-· 
2-BenefitPacbgt C~: ___ ,.M HSl _____ _ ___ ______ • 

c. I or tJCJ> f>;><> .. 't:~'C'lumtt·.-t~ four elate< (wm ddy('.>fl of pre nat (I' rn:cJ. u;t..' 

2 -~---------- 3 ---------- 4 -------------

<1 foliBOOI'S P..,Ivlgt 0 l~to;'!lov~Ph.N' 0 1-laintt>trat•H' Pi><\\1' 

t<l' 1\"rrr.;! !l.ld'ac ~at" ~.rot<·lh~datl'S o'nln-dd ~·" ··hen thrfc.llovNrgOO•cr,;of\-:l(< on~ wt'~ f >~n: 

Day 3ARV ___ ... ,__ Day7 AAV ··--- ·- - --

i Fo: f,<·wbomC~tr P,1clw£.1· 0 l''"~~~ Nf·d>otllC3·~ O :.tt•.Letr lle3nn1: ~""n"t,le.• 
~----------~--~~----~ 

For t nentlJI Newbom Cart ~<h~d-. ;,;;r .11:1~ bc·•.r. 

0 r~ntt• IJ{~tl!~J~,r 

0 

Date of 
assessment 
(Refer to 
Annex D:MH 
Passport) 

Date of the 
follow-up visits 
''i th any of the 
following: 

Psychiatrist: 
On the 61h 
follow-up 
visit 

Neurologist : 
On the3•d 
follow-up 
visit 

Psychologist: 

" - .A.\.. - -...A 

Write 
OUTPATIEl\l'f 
in lieu of time 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another 
HF 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"benefit 
package code" 
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-

ffi>-1--a... 
<no 
:u 

2 

lO.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges 
'li'-C .:.<!Oiiionai ( r..r,f r,('( f:i~"r 

l-..Jl-..Jl-..Jl-..JI-t I I !•L.J 

P ________ _ 

0 No cop.~ 1 c .. to~ N Ph.:Heollh bEncl1· 

D ~·~'u.h O>·Pl'/~r.top.cf?h~til:..).lh Be·t - ' r --------

0 t'" tO·p.l,·o--topofP!rlHEs1th Bfne'>tL-----------t-l 

D \\'!th(O;l~/Ofl lu!)O~P!l'Hc:,th&;.'l!'fot P -·--------

-~' ~~.)IJPART Ill ;:cERTIFICATION OF CONSUMPTION OF BENEFITS AND CONSENT TO ACCESS PATIENT RECORD/S ~/;otif.·-
.~~~~~·,; {~~:~il-ib~~T;·~~~!:~;f.:::~p{!lOT!~ ~~~~~r~ r.:~~~~~r~~~~~ ~r~~?~.~~~~~~~t5,~PJ.~:, .. ~ ~~~lJ~; .~~ -4-

A.CERTIFICATJON OF CONSUMPTION OF BENEATS: 

{Zf PhitHea!tl.bt-nef,t i!. eno::!'h toCO\I£< !-Kl Md PF Char;;-<'!.. 
t•o ;:u~cn~~ Ol du..i~~--moo-,,mes. su;.p!:b.d0£.110:!.t~cs, &r.d co-pa; k:rpfote:.,S4Crli11 tt'tb t 1 tht: mc~~jp .. \heut. 

TO'.;l Auua! Cha:r.c;' 

TcUlt He.;lth C~re I05().tu:,on r ees 9,600.00 

Tct~lProf(>;!.>onal fees 

G:a"d 1oL<l' 9 600.00 

D "Tho; l ...... ~~ ,, -·- . -· .. -· -- _"_,_, . 
" ~- . ...., "" ' .... , .. ....... -~ ·"-"::> •\ , ~ · cf.1tof the ~.c~({potien.t 1> not canp;t:te1y::o,~ltrlt..C BU1 Yt~tt~ 

pun:ha5e~'e<l'enS£6. to• d•ufs.~ncd.c•n~ !.llp!Jl•(S, di;.gf'()stics sod c:hers. 

~ 
~) 1 he t01.ll te>-paf for tl-r !o!!owmg "'" 

~ .k};OurJl iih.et Ao;::!~a~~O"t I ~ Tvtalktlia! Charg~~ c~ r.asc.OLJ'lt '.t c. pers.oflaf f·i'hlh£oalt•, S~:rd,~ An'lt;'Jiit ;i:~ Pn1l+-.ea!H1 Cet!ut:tion 

~ cn.co:m .• s~n1o: Ci:iZC<1/P;';O) 
Qj 

P-illO<Ifll f' -~600.00 ---,_ 
C'tl lct~t he~th Car 

0 tnst1t-..tlcn Fees 
12,000.00 9,600.00 P;.d b)'khetlo a!!t!.ataEJcs': 

~ 
- ·~~· - - ---

~cmt-tr/P.;;:oen: H'.'O 
Clthc:n~fa e., fJC3P .... ~mSOri oo~£>.tetc l. 1-

Totat Psoh:·~s!onat Arn<nult P ------ - -·--
Fee:~ \Yo< al'CtC..;l u:-d rJo I)) (checkallu••t~

0
cs' 

and oon..a:::t.r~t:ed 8 IJemte'·i'"'';eqt IWO 
prof<>So'l~~ Oll.:-:>f e PCSO. Promt>tnr t-.:l:e,c{t~ 

u b) P.,.ucha~.:o,'E>f .. t:n-SCS HOT IOcludCC in the HC3!.{h C~··e in!.!JtutJOti Ch::rg~:~ 

0 Tc:a•coSI o!(lurcha>l'jslord•~r,s!rrelitinr~ Md/IY.me>Jital Wpplicsbo<i!;hl b-, tilt' 0 0 p;:~ti~·t!rnt-mbe• ~><•U•i~loutSidc th~ n::t dunn£ ronf•nemenl 
h Ofl(' loto!Nn0'4nt ? ------· 

lu~ .. :l c<b~ of dlag_:.!:S:i<./lcbc.)fotmy e-<e:-nin,;:t:on~ pa:·c VJ the ~t·en~ :nembef don-.: 
0 hO'le 0 Tt>ta! Amount P ------

,.,,:hn;owlS'd~ the HG dunr.g ronfine:reru 

• NOT£: Totd Mua!Ci•''!;'\'!.lhould tx- h.l!lNlon St.1wrr.entof Aaout.t!SOA~ 

B. CONSENT TO ACCESS PATIENT RECORD/S: 

I he~byconsmt to rhe.<ubmission and emminotion of the polimt's pertinmt medicol rKOrds ~r the purpo~ of ~rifying t he vero<icy olrilis claim to elkct 
eff'Kienl prcx:essing oflxmefit poym011t. 
I heRby hold Phi/Health or any of ltsoff'Kers,l!mployees ond/orreprescntarlvr!sfr~ fmm on yond all /ego( liabilities reloti~te to the hffein-mentioned consent 
whk.h I hove \'Qiuntorily end willingly given in ""nneetion with this claim for roimburs..,ent ~forePhilHr:olth. 

JUAN M APAGPALA DELACRUZ, Ill 

S•&Mtureo~.oer Pr.rred l<bol~ '~ l.'t•trlLer-Patielt;'-ulhon;.cd P.eprt-S£~t.> ·\'e If pNurlt.·rei)re!.eflt.;t~:e 
1 2 0 5 2 0 2 3 

is un.lblr! tOI',JIIe. ~1· !h:t>Srr,nt:<C ' !:t\(f'·d '"'~"'l I I I I 
}"f~ ~r.ht th .. .,..bm3!><. P- ·entf 

Rt'P'esm~ .. e >l•O<• • 
Rcl;)!JOnSlti;; c· thHCp<es:<ot •. to to 0 Soo>Jse 0 CrJild 0 PJ•t.J'H cs~!>(ed &ji<l n-::I tt.P'<"..I!~L!!r.e . 

tl'o: memoojpa: cnL 0 Shfjng 0 o.~~ Spa•v 
Re.1.<-on fnr ~gr.Jnt n:1 t>t..,il.:1l; t/ t ill' 0 Pa~lcnl is tnc;,pM.itstrd 0 P.ltil"t 
mt:mbet/p..:tict.i" 0 CthuRt:.lSOfiS ------------- 0 Re;a1~1Mt3:i>·e 

-,;;,.:.' ~.:, ~<+-;. ot~~:~ ~PART IV =CERTIFICATION OF CONSUMPTION OF HEALTH CARE INSTITUTION 'i~F-€i!!.rp·~ 
---

I tf!f'tjfy thai >Mikes r~nderedw•re rKardK in the pofirot'schortandheolth care insritutionrea>rds andlhat rile herein Information givM are !Til<' and mrr«t. 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 
an additional 
Professional 
fee 

Tick this box 
if patient has 
NO co-
payment 

Tick this box 
if patient has 
a co-payment 

Affix signature 
of the 
patient/ parent 
/authorized 
representative 

Indicate date 
signed 

CARDING DELOS REYES RECORDS OFFICER . 1 2 0 6 2 0 2 3 
-s.~-,-~-u,-~-0.-ff-Pri--.nt~-N-ar-~-o-·fk--'t-,cn~~e~d~H~.a~~-~-~~~,t-a·~~~~--~~~--~O~!~~£,-a~!C~~-----~,t~~~=. -.-~~~~~&~.~~n--~~-~O~a~~~S~·~~1~ro~·~.~ .•• ~~~.+q~~~~,.-."~~~~ 

Affix 
signature of 
HF 
representative 
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1 SAMPlE ClAIM FORM 2 FOR SPECIAL TV MH PACKAGE (TRANCHE 2) t ~~~x 1.~: Sa mple CF2 

C
, .. r;cF:•rMs,

2
u ~u~~e~~ 

1\l'p:,lt/h of tilt Jllultf114Ud 

PHJLIPPIKE HEALTH INSURANCE C ORPORATrON 
Cd\lUt< C<nlr< i ll'> Sh:>w lloult\">td. P.-,.1): Cny 

Clll Crntl~ ltl!) 441 7442 • 1tunkhndU2}4·1 1 7 444 

""'~·.phdhCl>llh ~0'.-.ph 

follow-up visit 
• with any of the 

(Claim Form 2) 

<m.l.l :o< tK)n:nlt<!~phdhuhh S'"'·l'h 
1111111111 1 

IMPORTANT REMINDERS: 
l't(;A<,( W•.·lf. 1r, CN111J. LETTERS.:..'ID CHECK IH iiPI'Rf'l'!<t.o<itS:l.•TS 
TI1:s. fc-nn •cr.• :H:! :. ~th ()tfJ.;: S!..<t)po~t.ngdocurne¥,tii !.!,auld l-efiiOO :. 'liO ~~y'f,~f cJk-nd.:trdlt t· fron, d."'t• C! d•YJliYL."-
r.il intonn~t:v:~.fk!rh i"l(J trfd;bo«•) rcqu!rc.~ Htlh:!! k:<m ,,,l nt'i:.C;S.s.Jf)· Clalm l~Hrn' \'~lth incom;J!t·~~·mfonn"'\I(M!iiji:J1) no~ tx prrx:t:W(! 

FALSE'/INCORRECTINFORMATION OR MISREPRESENTATION SHALL Bt SUBJECT TO CRIMitiAL, OVll ORAOMINISTMTIV£ UABIL nts. 

l.PhilHealth Accreditation Number(PAN) of Health Care Institution: 1 H, 9,3 1 01 0 1 X 1 X1 X 1X 1 
2.Name of Health care Institution: ~BC Mental and Well ness H?:P~~al 

3.Address: SHAW BLVD PASIG CITY 

l.Name of Patie nt: ___ DELA._CRUZ .. __ )UAN_ 
Ftr~N:l'Th .. • 

6.Admi ssio n Diagnosis/ es: 
Epilepsy 

Ok.ttt''HJ;J.:\ 

jipilepsy 

u. --------------
it! ____ __ __ _____ _ ___ ~--·-

b ------·-· ----------~------- -------
H. -- ·-.-. -·--...--

,. ____ 
i!! 

S.Spedal Considerations: 

Ill ___ -
t,d~t. r '\tf.ii~IOll 

iJ!~'<;!(,,., 

----·--
-~---- ---

~ 

~ 

MH;::.h·h~ 
t~lli.t,\CR ... J .t ... -.;."l ;tJ:f.>~·.¥ 

O l<'·1 0 r-:.1 

It!<. - ,,g!:t 
1-

I ell - r:);ht 
t-

I cit df'.l 

o \'(,, th~ foi1o1•'"l1 rr·w:ctith{- pruccdure>, cf\( • ixu; thJl ;~ppHes _.,rl t>IUm<'f.l(~ thc:>r.xcdurt-fr£'rions dJtr~[mrJtdd )";/f'rl- Forduxllo\ht~.~l:-,5<'~gutdd nt". 

OO!h 

b<lth 

t_,o.j, 

0 H~'ned~ -: )IS ~ u .--.. ... lH:HUJ .. f.• 

0 Pcr-.(><lli3l0i•ll~" ----·-· --------·-~"- D e·dlh}~ht•l3f>Y __ .. ____ .. ___________ _ 

D H,\!!~!)• tl(ltc">f~l(llt~l\[i ----·-·---~~-........ ·------ D (~H\)tht"f3Ji, -------- -------

0 i<Jdtolt.e<.lf>; (COSAIJ'i ------- 0 S"nplellcl·udcment --------------

b f CJ< Z·ll,Y.t('f~ P.ll:k3t;c Z·Benellt Pukegt Cod«: _ __Jy1J:l_S,2_ _________ _ 

l -·--~--- ' ----. J ·----·- ---·---·--- ~ ---· --···-----·. 
d fwTBOOTSPoch* 0 huetw.~Pha·.t 0 ll~lntcr,au(Cf'hoY.e 
"'· fo: At~•<m' B·l~l'.¥ ~.:;b~ f-.;utt: lhfQ,/I'S [nrn <:!tl-Y'•" •• h('n .,,~lo1irM'Ofid<>' <.-. 0!\'>!<(1<\r...e<e~J,<en: I Note: Anti Robles Vacdn• (ARV), R•blrs lmmunoc lobulin (RIG) 

D>yOAAV ------- D1ylARV ----·---· Day?AAV ------- RIG -------- 0\hm(Spedfy) -------

!(;I fl('-... b<l•nGirt· flld " D (.,«•:t•al 1-i"I·UoniCe•t• 0 t:w:b(7f• t'<·~rl~r S<.r«•M't lfSl D t,c . 'u•n S<.ttle<Hr.t: T~\\ I r oti •. C ... t>Oin C.Crf<1 "'I~ 
I For Essential Newborn Care uhed '"'pitcatre bChf."). l f•"'-'\l}r~l~ r:.ntlJ.$FJ<t··f ~~~<~·lfffil 

0 lt.~-.·ttl'ot!fylf~o!rc.·rocr,.. 0 i;tn(h·co•.flcLt~r·i. 0 \'•O.ri'Hrrvhl·-fO(l'Jti:>f~ 0 fi(G fl!'(.it<.!QI'\ O •~l~~~-J,.C .. o~:<lf1~tl'W'l 
D r.,l..,-s,t f to,; .-.~f. t't 0 (;.'f Ptor~~ •.• t I~ D. \:':'(\"t.,<';i\...,.:!" ~t:.IQ.· 0 ,,..... ·:Lt·clt ,,, ... ti.f!,J""..t•t..l~f,_, t!lt\~ ~-·~;- .. ,t·:\1 'QI' 

f. F(:rCI\Jt;:;.~IMltKr, AiOS1n·~tnllntP.,.,k.>;;L Laboratory ... mbo!r. ----1-- l-- .. ----·--·--·· 
9.Phi1Health Benefits: 

!teo 10 or RVS Cock: I · I 

following: 
a. Psychiatrist 
b. Neurologist 
c. Psychologist 

(Refer to 
AnnexD: MH 
passport) 

Date of the last 
follow-up visit 
with any of the 
foll o\,~ng: 

a. Psychiatrist 
b. Neurologist 
c. Psychologist 

(Refer to Annex 
D: MH passport) 

Write 
OUTPATIENT 
in lieu oftime 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another 
HF 

This is not 
required as 
mental health 
services 
provided is an 
out-patient 
setting 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"benefit 
package code" 

This is not 
required 
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lO.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges 
,u:..t: ac!;:: • orta1 cF!-r 1·e-:c~sz~ 

Ac.Lred,;att<.~n nurriber:Uan-.:o! Accredtt..edt-t~ahh C~·e PtU1t-~ont~l/04itc Si&~)ed---I--------------D_e<_·"_'ts ____________ 
1 

Acue<!t.tl :;"1\:r I 112 1 314 1- 15 I 617 18 I 9 10 1 1 1-~ 

JUANA DELACRUZ, MD 

L-..,L_J-L......L-.J-l I 
n¢,~!l' c;r, y.;~· 

L-..l..-J- L....-L....-J-1 I 

fr.:)~~· c;s, "'-~' 

0 
0 

0 
0 

P _______ _ 

1 :o co-p.~} on top ci r~liiHealth Bee.Ef:t 

\\·-~rr a>·p.t; cntcpofPI.t~ra~:~t E:e~re~ P 

t.oLo'!la;ontopoi!'!l:iHca•tloBe.>clit 1-----------+-~ 

\'.lth(J)-p<rjOn topofP!•IH!·alth~~t'fit P ·-------

A. CERTIFICATION OF CONSUMPTION OF BEN EATS: 

.jzf P.uiHealth b<>J>eftt is ~rlOJf.h to CO<tl!f HO a.~rl PF Ch••~. 
1'\0 J.i-UIU'i:i:::.t_• U UIU~l{lnffitUih:.:r., :.up~U:"'~ OldgfiC~ U,!l-, "dfHJ (0 J>~.iY ,Of· ;,.-'"HJ C~!ol(Hi.:~ U:). Uy nC llla'Hut.1Jp~1 lt:fiL . 

6,400.00 

6 400.00 

D Th-o •· ....... r,. ('' '~""tvY'• "':"·• .., .. '~' ·-"'t h'\ ...... ,., • J ("A .. <··.,..,...,. ('• "" .. '"' .. ,:... ... "'~ rv:: .,., ~i"'1cl1t of the rr-.:rrbcttpatrcnt ;sn1)t (O'll~e:et~con~u:nt.'d BJTw,Lh 
purck!.ws/e.q;M~ fo· dru_£\jmed!ctne.s, !itipphE:~. d!agmstJC!o andothC<!I 

111 1l•e ta!.11 co-p:l't' rllfthe lol!owmr. ;,:e· 

1 Tc,alco"<lld•a(!;Ostit!i~boro!llr) e>a"<nt&•Ms pa.d t.1th~pat>!!fotfmen·bt:~ don;, 
----+-- ...! \".t:l··n.;cutsd!' d1·: P.C.t d~~~ir;l; ron~·"'lftJ'C:nt 

• NOTE: ·lo\:Ji A.ctuaiC!Iil' ge> Yloulo bo~ b.'IS<'d on Sl;;:e~nl or Atctll!~t rs~ 

B.CONSENT TO ACCESS PATIENT RECORO/S: 

0 lo:;;> J;moont P - -----

I hembycmf61t CD !he submission ond e>Dminarion of the potiMt's pettinen! medicnl rerords k>r the purpou. of verifying the verodty of !his claim !o t~d 
effKient procf!Hing ofbwefil payment. 
I IK!rebyhold PM Health oronyoi It> offKf!rs, «nployres ond/orr!!presmtotivesfr~ fmmanyond ollie go/ liobWtks-rclacivPto lhehert!ln-montionod con~n! 
whkh I hO'R voluntotily and wil!ingly gM!n in conned ion with thiscloim fOI' rrimbursetr:Mt ~forePhilH~Ith. 

JUAN MAPAGPALA DELACRUZ, Ill 

Si&natureOve· PnntM Uameol Mertbct'P•t•<mtf~uthomed Re-,;<cli:l>lative 

04 OS 2024 
DoreSir.~·t."d l........1.....·L-L-J- , , , , • 

~r-·:- s.;o~, ~'('¥ 

Re!ahonlh>P or the rcpt<~•~at'>.E to 
tl.:: men~· '~.;:..:"llt 

R"a:.on lo• s.g.n.ng on ix!IY'. o' the 
mem!Jeip.l:·t'OL 

D Spouse 0 Crliid 0 Pctent 

0 S:btln£ 0 Ot'>t'!>.S!:E<.•f; -------

0 Pat.e<:t i~ lnc.;paCit~l!?d 
D Other Re:aw·~~ -----------· --·--

l{pai.Jt·r.t/rf!$1tt·se:\tiittlt. 

I~ UOOO:t' ~a ~'fH:£~ ~~ 

n&ht thwmbm.>rk. Pt rnt, 
R€p<f:\l'!l!ati>e meu~•.._---+-------+----t~ 
a;~at<l tlf ~~ H£1 ~pte<..ent.~t<A> 

0 Pnu:~1t 
0 Rt.p•ER'I'•tatwe 

I artify t.hct setVices rond~dworc recorrf«J in thr pctiMt's chart ondh«Jitfl cor• institution rotordusnd that lhr h~rtln lnformotion givrn ore tr<H and Cl)rr«f. 

CARDING DELOS REYES --~E~()R~_OFFICER 03"'s,,nw· 0 ~- 0 6 2 0 2 ~ 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 
an additional 
Professional 
fee 

Tick this box 
if patient has 
NO co
payment 

Affix signature 
of the 
patient/parent 
/authorized 
representative 

Indicate date 
signed 

Affix 
signature of 
HF 
representative 
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Annex J.t: Checklist of Mandatory 
and Other Services - Tranche 1 

As of October 2023 

~~ Phil Health 
~~ }(wr Pttt1nrr i.11 llroltlt 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8441 -7442 ®www.philhealth.gov.ph 

.B ACOioiC PIU PIHAS 0 PhiiHealthOfficial ~teamphilhealth 

Case No. 
HEALTH FACILI1Y (HF) 
ADDRESS OF HF 
,A. PATIENJ'· · 1. Last Name, First Name, Middle Name, Suffix 

· :. Female 
-:-
r-----------------------------------~~----~------~ 

2. PhilHealth ID Number [IJ-1 I I I I 
(Answer only if the patient is a dependent; otherwise, write, 
"san1e as above") 
1. Last Name, First Name, Middle Name, Suffix 

~:-;, ... ,.~ • . ,,., ::· .. F.." 2. PhilHealth ID Number 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
General Mental Health Services 

Tranche 1 

Place a (V) in the appropriate tick box if the services is done 
SERVICES 

Screening 
~ 
~ I Assessment 

- -~ 12illgnostic~ .0 _ Comple_te Blood C_o_unL(CBCLw I platelet -r- - .::-·· --.--
r:r Cli r Urinalysis 
JJ>- t_o [ Fasting Blood Glucose 
l-0.. ' ~ [ J Lipid Proflie (/)0 

<r:u ~ n Renal Function Test 
2 ~ r Creatinine 

[ Radiology: Chest X-ray (P A or AP) 

~ ~L-
Follow - up visits 1. Date (mm/ dd/ yyyy) 
for psychoeducation 2. Date (mm/ dd/yyyy) -
and psychosocial 3· Date (mm/ dd/yyyy) 
support 4· Date (mmj dd/yyyy) 

5· Date (mm/ dd/yyyy) 
6. Date (mm/ dd/ yyyy) 

0 Medicines provided 

Conforme by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Parent/ Guardian / Patient Attending Physician 

~~~~onNo I I I I 1. I I I I I I I 1. I 
Date signed (mmj dd/yyyy) Date signed (nun/ dd/yyyy) 

-
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BAGOHG PIUPIHAS 

Case No. ________ _ 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

Annex J .2: Checklist of Mandatory 
and Other Services - Tranche 2 

As of October 2023 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8441 -7 442 ® www.phithealth.gov.ph 
0 PhiiHealthOfficial '# teamphilhealth 

A PATIEl\lT 1. Last Name, First Name, Middle Name, Suffix 
Female 

2 . PhilHealth ID Number [IJ-1 I I I I 
(Answer only if the patient is a dependent; otherwise, write, "san1e as 
above") 
1. Last Name, First Name, Middle Name, Suffix 

2. PhilHealth ID Number [IJ-1 I I I I I I I I 1- 0 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
General Mental Health Services 

Tranche 2 

____ Kincll · d' t th d 1y m 1ca e e a te-o e..; .Q OW..,_UP-Vl Sl S-1-n t e-space prGVl e · -f th £ 11 . 't . h 'd d --- ----- -
Services 

0 Follow- up visits for 1. Date (mmldd_Lyyyy) 
psychoeducation and 2. Date (mm/ dd/yyyy) 
psychosocial support 

3- Date (mm/dd/yyyy) 

4· Date (mm/dd/yyyy) 
5· Date (mm/ dd/yyyy) 
6. Date (mm/ dd/yyyy) 

Conforme by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Parent/Guardian/ Patient Attending Physician 

!!'! ,u te signed (mm/ dd/yyyy) Phi !Health 

I I I I 1. I I I I I I I I. I Accreditation No. 

~ Date signed (mm/ dd/yyyy) 
~ a: ~ 

IJ.J >- ,_ 
~a_~ 
IJQ 
:f(.) 
> 
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BACONC P/UPIHAS 

Almex J .3: Checklist of Mandatory 
and Other Services - Tranche 1 

AB of October 2023 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8441-7442 @www.philhealth.gov.ph 
0 PhiiHealthOHicial '!lteamphilhealth 

Case No. 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

A PATIENT · 1. Last Name, First Name, Middle Name, Suffix 
Female 

2. PhilHealth ID Number 

(Answer only if the patient is a dependent; otherwise, '\\Tite, "same 
as above") 
1. Last Name, First Name, Middle Name, Suffix 

2. PhilHealth ID Number [IJ-1 I I I I I I I I 1-D 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
Specialty Mental Health Services 

Tranche1 

Place a (V) in the appropriate tick box if the services is done or given 
-~ - - SERVIGES- ~ ~ --- - -- -- .. -------- ·- -

D ABsessment 

D Diagnostics [ ] Complete Blood Count (CBC) w I platelet 
D Urinalysis 
n Fasting Blood Glucose 
I ] Lipid Profile 
Liver Function Test 

!~ 
-~·- [] AST 

~ ~ nALT 

~ Renal Function Tests 
Qi []BUN 

""' [ ] Creatinine t-'a.. ~ (/)Q Thyroid Function Tests 
<1:(.) J] TSH 
~ 
~ r l FT4 
~I [] FT3 

~ Electrolytes 
- I l Sodium (Na) _j 

D Potassium (K) 
I l PregnancyTest (For Female) 

] ESR 
] Anti-thyroid antibody 

Page 1 of 2 of Annex J .3 



SERVICES 
[ Lactate Dehydrogenase (LDH) 
[ Alkaline Phosphatase 
C Serum Alcohol 
l Serum Carbamazepine 

Serum Lithium 
Serum ValproicAcid 
Urine Drug Test (Specify): 
HIV Screening 

D Test for syphilis 
_0 Test for hepatitis Band C 
D Neuroimaging study (CT Scan and/ or MRI) with or without 
contrast 
r Chest X-ray (PA or AP) 
[ Electroencephalogram 
[ Electrocardiogram (ECG) 

D Follow - up visits for D Psychiatrist 
psychoeducation, 1. Date (mm/ dd/ yyyy) 
psychosocial support and 

2. Date (mm/ dd/yyyy) psychotherapy 
3· Date (mm/ dd/ yyyy) 

4· Date (mm/ dd/yyyy) 

5· Date (mm/ dd/ yyyy) 
6. Date (mm/ dd/yyyy) 
D Neurologist 
1. Date (mm/ dd/yyyy) 

--2. Date_(mmj dd/-J%7Y-) - ~ --- - - --

3· Date (mm/ dd/ yyyy) 
D Psychologist 
1. Date (mm/ dd/ yyyy) 
2. Date (mm/ dd/yyyy) 

3· Date (mm/ dd/ yyyy) 

Conforme by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Parent/Guardian/Patient Attending Physician 

PhilHealth 
I I I I 1. I I I I I I I 1. I Accreditation No 

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

~ 
~ 
~ 
~ 

a: Qi 
W.>- '!"-

~ 
t-0.. 0 

~o ~ <e u 
~ e 

Page 2 of 2 of Annex J .3 

u 
0 



.Armex J ·4: Checklist of Mandatory 
and Other Services - Tranche 2 

As of October 2023 

Republic of the Philippines 

' .. ~~· Phil Health 
irl.i?. "'ll'i'J lilur Parmer i11 Hetdllt 

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

~.ii!Ji. ~ (02) 8441-7442 @www.philhealth.gov.ph 
0 PhiiHealthOfficial ~ teamphilhealth BACOHC PILIP/HAS 

Case No. ________ _ 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

lA. ·fATIENT 1. Last Name, First Name, Middle Name, Suffix 
Female 

2. PhilHealth ID Number 

(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 ITJ -1 I I I I I I I I 1-D 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
Specialty Mental Health Services 

Tranche2 

h d -t - f th I u-n ty m 1cate t e a e o e o ow-up VlSI s m e space proVl e 
SERVICES 

D Follow- up visits for [ l Psychiatrist 
psychoeducation, psychosocial 1. Date (mm/ dd/yyyy) 
support and psychotherapy 

2. Date (mm/ dd/yyyy) 

3- Date (mm/ dd/yyyy) 

4- Date (mm/dd/yyyy) 

5- Date (mm/ dd/yyyy) 
6. Date (mm/dd/yyyy) 
D Neurologist 
1. Date (mm/ dd/yyyy) 
2. Date (mm/ dd/yyyy) 

3- Date (mm/ dd/yyyy) 
...! ~ 
~ 4· Date (mm/ dd/yyyy) 

....: 
Date (mm/dd/yyyy) ~ 5-

ffi>- Q.i 6. Date (mm/ dd/yyyy) 
~ 
~ 

Date (mm/ dd/yyyy) t-a... 0 7-
(I')Q 8. Date (mm/dd/yyyy) <!(.) 
~ ~ 9- Date (mm/dd/yyyy) 

~ p;. 

u Page 1 of 2 of Am1ex J -4 
0 



SERVICES 
D Psychologist 
1. Date (mm/ dd/yyyy) 
2. Date (mm/dd/yyyy) 

3- Date (mm/ dd/yyyy) 

4· Date (mm/ dd/yyyy) 

5· Date (mm/ dd/yyyy) 
6. Date (mm/ dd/yyyy) 

7- Date (mm/ dd/yyyy) 
8. Date (mm/ dd/yyyy) 
g. Date (mm/dd/yyyy) 

Conforme by: Certified correct by: 

(Printed name and signature) (Printed name and signature) 
Parent/Guardian/ Patient Attendin Physician 

PhilHealtb 

I I I I . I I I I I I I 1- I Accreditation No. 

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

- - --· ----- -- 0 -· --- ---

u 
0 
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Annex K: Mental Health Satisfaction Q!Iestionnaire 
As of October 2023 

BACOHCi PILIPIHA$ 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8441-7442 E!)www.philhealth.gov.ph 
0 PhiiHealthOHicial ~teamphilhealth 

MENTAL HEALTH SATISFACTION QUESTIONNAIRE 

We would like to know how you feel about the services that pertain to the Outpatient Benefits 
Package for Mental Health 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 PhilHealth call 
center at 8441-7442. Your responses will be kept confidential and anonymous. 

For items 1 to 2, please tick on the appropriate box. 

1. Respondent's age is: 
D 19 years old and below 
D Between 20 to 35 
D Between 36 to 45 
D Between 46 to 55 
D Between 56 to 65 
D Above 65 years old 

2. Sex of respondent 
D Male 
D Female 

For items 3 to 7, please select the one best response by ticking the appropriate 
box. 

3. How would you rate the services received from the health facility in terms of availability of 
medicines or supplies needed for the treatment of your condition? 
D Adequate 
D Inadequate 
D Don'tKnow 

4· How would you rate the patient's or family's involvement in the care in terms of patient 
empowerment? 
D Excellent 
D Satisfactory 
D Unsatisfactory 
D Don'tKnow 

5· In general, how would your health care professionals that provided the services for 
this benefit package inter s of doct~r atient relationship? 
D Excellent ~ 
D Satisfactory j ct '* 
D Unsatisfactory , LU)... ~ 
D Don't Know ! I-£t. c 

.1B.J 
~ Page 1 of 2 of Annex K 
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6. In your opinion, by how much has your health facility expenses been lessened by availing 
of PhilHealth benefits package for mental health? 
D Less than half 
D Byhalf 
D More than half 
D Don'tknow 

7· Overall patient satisfaction (PS mark) is: 
Excellent 
D Satisfactory 
D Unsatisfactory 
D Don'tknow 

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

Thank you. Your feedback is important to us! 

Signature over Printed Name 
(Patient/Parent/Guardian) 

Date accomplished: _ _____ _ 

Page 2 of 2 of Annex K 



Annex L.1: Checklist of Requiren1ents for 
Reimbursement - Tranche 1 

As of October 2023 

Republic of the Philippines ~.' . v 
,.,..%Phil Health 
~.~~{l;!;i} l our l'ortJrl'r iu llcolih 

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

iij.~Gl 
JJACONC PILIP!NAS 

t. (02) 8441-7 442 ® www.philhealth.gov.ph 
0 PhiiHealthOfficial '# teamphilhealth 

Case No. 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

Female 
.A. :PAT{ENT :' · 1. Last Name, First Name, Middle Name, Suffix 

• ~ - I 

.: .;. 
2. PhilHealth ID Number ITJ-1 I I I I 

;B:.:M~MBE;R ;·. (Answer only if the patient is a dependent; othenvise, write, 
.. · - · >::~: "saJlle as above") 

· · · · ·:: " · 1. Last Name, First N arne, Middle N arne, Suffix 

2. PhilHealth ID Number ITJ-1 I I I I I I I I 1- 0 

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 
GENERAL MENTAL HEALTH SERVICES - TRANCHE 1 

Requirements Please Check 
1. Transmittal Form of Claims for Mental Health (Annex H) 
2 . Checklist of Requirements for Reimbursement (Annex L.1) 
3. ProperlyaccompJished CJaim Form (CF) 2 -·--- - -- - -
4· Checklist of Mandatory and Other Services (Almex J.1) 

5· Properly accomplished MH Satisfaction Questionnaire (Annex K) 
6. Photocopy_ of the Mental Health Passport (Annex D) 
J . Original or Certified True Copy (CTC) of the Statement of Account 

Certified correct by: 

PhilHealth 
Accreditation 
No. 

Certified correct by: 

PhiiHealth 
Accreditation 
No. 

Conforme by: 

- ------ - -

(Printed name and signature) 
Patient/Parent/ Guardian 

Date signed (mm/dd/yyyy) 

-

u 
0 Page 1 of 1 of Annex L.I 



BAC:OHC: PILIP/HAS 

Annex L.2: Checklist of Requirements for 
Reimbursement - Tranche 2 

As of October 2023 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8441-7442 @www.philhealth.gov.ph 

11 PhilHealthOfficial - teamphilhealth 

Case No 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

A. PATIENT 1. Last Name, First Name, Middle Name, Suffix I SEX n Male D Female 

2. PhilHealth ID Number m-1 I I I I I I I I 1-D 
B. MEMBER (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 m-1 I I I I I I I I 1-D 

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 
GENERAL MENTAL HEALTH SERVICES - TRANCHE 2 

Requirements Please Check 

1. Transmittal Form of Claims for Mental Ilealth (Annex H) 
2. Checklist of Requirements for Reimbursement (Annex L.2) 

-3· Proper1y accomplished Glaim Form {GF) 2 - - ---- - --

4· Checklist of Mandato_ry_ and Other Services (Annex J .2) 

5· Properly accomplished MH Satisfaction Questionnaire (Annex K) 
6. Photocopy of the Mental Health Passport (Annex D) 

7· Ori10-na1 or Certified True Copy (CTC) of the Statement of Account 

Certified correct by: Certified correct by: 

i.) 
C:..• 

(Printed name and signature) 
Attendin Ph sician 

(Printed name and signature) 
Head of the Health Facili 

Conforme by: 

(Printed name and signature) 
Patient/ Parent/ Guardian 

Date signed (mmjdd/yyyy) 

Page 1 of 1 of Annex 1.2 



Annex L.3: Checklist of Requirements for 
Reimbursement - Tranche 1 

As of October 2 023 

Republic of the Philippines 

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

\. (02) 8441·7442 @www.philhealth.gov.ph 
BACOHC PILIPIHAS 0 PhiiHealthOfficial II teamphilhealth 

Case No 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

A. PATIEl\1T 1. Last Name, First Name, Middle Name, Suffix \ SEX 
D Male D Female 

2. PhilHealth ID Number rn-1 I I I I I I I I 1-0 
B. MEMBER (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 rn-1 I I I I I I I I 1-0 

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 
SPECIALTY MENTAL HEALTH SERVICES- TRANCHE 1 

Requirements Please Check 
1. Transmittal Form of Claims for Mental Health (Annex H) 
2. Checklist of Requirements for Reimbursement (Annex L.3) 

~- Properly accomplished Claim Form (CF) 2 

4- Checklist of Mandatory and Other Services (Annex J.3) 
5- Properly accomplished MH SatisfactionQuestionnaire (Annex K) 
6. Photocopy of the Mental Health Passpmt (Annex D) 

7· Original or Certified True Copy (CTC) of the Statement of Account 

Certified correct by: Certified correct by: 

(Plinted name and signature) 
Attendin~ Physician 

PhilHealth - -
Accreditation 
No. 
Date signed (mm/ddjyyyy) 

(Printed name and signature) 
Head of the Health Facility 

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

Conforme by: 

(Printed name and signature) 
Patient/Parent/ Guardian 

Date signed (mmjddjyyyy) 

-

Page 1 of 1 of Annex 1.3 
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Annex L.4: Checklist of Requirements for 
Reimbursement - Tranche 2 

As of October 2023 

Republic of the Philippines ~·, 'lloj.. 

,./~ Phil Health 
~~l~ lour Pnrt11er iiJ 1/ralth 

PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8441 ·7442 @www.philhealth.gov.ph 

.BAC:ONC: PII.IPI/UIS fJ PhiiHealthOfficial '# teamphilhealth 

Case No. 
HEALTH FACILITY (HF) 

ADDRESSOFHF 

A. PAT!E~'.:: :- 1. Last Name, First Name, Middle Name, Suffix 
Female 

2 . PhilHealth I'D Number [IJ-1 I I I I 
(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 CIJ-1 I I I I I I I I 1- D 

CHECKLIST OF REQUIREMENTS FOR REIMBURSEMENT 
SPECIALTY MENTAL HEALTH SERVICES - TRANCHE 2 

Requirements Please Check 
1. Transmittal Form of Claims for Mental Health (Annex H) 
2. Checklist of Requirements for Reimbursement (Annex L-4) 

- _3. :rroperly accomplished Claim Eorm (CE).2 -- · -- - --- . ·----- ----

4· Checklist of Mandatory and Other Services (Annex J-4) 
5· Properly accomplished MH Satisfaction Questionnaire (Annex K) 
6. Photocopy of the Mental Health Passport (Annex D) 
7- Original or Certified True Copy (CTC) of the Statement of Account 

Certified correct by: Certified correct by: 

(Printed name and signature) 
Attending Physician 

PhilHealth 
Accreditation 
No. 
Date signed (mmjdd/yyyy) 

(Printed name and signature) 
Head of the Health Facility 

PhilHealth 
Accreclitation 
No. 
Date signed (mm/ dd/yyyy) 

Conforme by: 

(Printed name and signature) 
Patient/Parent/Guardian 

Date signed (mm/ dd/ yyyy) 
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