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TO ALL CONTRACTED HEALTH FACILITIES FOR THE Z 
BENEFITS FOR BREAST CANCER, AND ALL OTHERS 
CONCERNED 

SUBJECT Z Benefits Package for Breast Cancer 

I. RATIONALE 

II. 

· Breast cancer stands as a substantial health concern in the Philippines, posing a 
considerable burden to individuals affected by such illness. It ranks among the 
most prevalent cancers affecting Filipino women, with rising incidence rates. The 
disease not only leads to substantial mortality but also imposes a financial burden 
on affected individuals and families due to expensive treatments and prolonged 
healthcare needs. 

In 2012, PhilHealth introduced the Z Benefits, one of which was a specific benefit 
package for breast cancer. PhilHealth's coverage of breast cancer aims to alleviate 
this burden by providing financial risk protection through a comprehensive benefit 
package, The primary objective is to reduce the financial barrier faced by patients 
and promote timely intervention, ultimately improving outcomes and quality of 
life for affected individuals and their families. 

Thns, PhilHealth Board Resolution (PBR) No. 2883 series of 20241 approved the 
enhancement of the Z Benefits Package for Breast Cancer, which expands the 
coverage of service and treatment to address the health needs of the patients 
dealing with breast cancer. 

OBJECTIVES 

This PhilHealth Circular aims to define the policies and procedures for 
implementing the Z Benefits Package for Breast Cancer. 

III. SCOPE 

This PhilHealth Circular shall apply to all contracted health facilities (HFs) that 
deliver the minimum standard of care for breast cancer and all others involved in 
its implementation. 

1 Phi!Health Board Resolution (PBR) No. 2883 series of 2024: The enhancement of coverage of the Z 
Benefits Package .,for Breast Cancer 
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IV. DEFINITION OF TERMS 
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A. Basic or Ward Accommodation 2 -refers to the provision of regular meals, 
bed in shared room, fan ventilation, and shared toilet and bath. 

B. Case-based Provider Payment Mechanism - refers to a provider 
payment system in which a hospital is reimbursed at a predetermined rate for 
each of the treatment phases or services rendered during the medical 
treatment given to an individual. 

C. Contracted Health Facility (HF) - refers to a Phi!Health-accredited 
health facility that enters into a contract with Phi!Health for the provision of 
specialized care for the Z Benefits. 

D. Co-payment - refers to a flat fee or predetermined rate paid at a point of 
service, as may be determined by PhilHealth. This amount will be charged to 
patients as their share for amenities or any additional or upgrade of services 
beyond the coverage of the benefits package. Co-payments shall have a fixed 
limit or cap but not exceeding the corresponding rate of the Z Benefits package. 
These co-payment rates shall be subject to negotiation by Phi!Health to 
determine the applicable rates and ensure financial risk protection of the 
members/ dependents. 

E. Cost-sharing- refers to the direct payment of a portion of health care cost 
by the members/dependents when receiving health services. This term 
generally includes deductibles, coinsurance, and co-payments, or similar 
charges. 

F. Electronic Medical Record (EMR) or Electronic Health Record 
(EHR) - refers to a digital collection of medical information about a person 
helpful in malcing clinical recommendations or decisions and providing data 
on episodes of care that could indicate resource intensity use and information 
pertinent to healthcare costs. 

G. 

H. 

Fee Schedule -refers to a predetermined list of fees or charges that outlines 
the prices or reimbursements for various medical procedures, services, or 
treatments. This list of items with equivalent rate is used to reimburse 
health care providers on a fee-for-service with a cap or a case-based payment 
mechanism . 

·~··....._..... 

Fluorescence in Situ Hybridization3- refers to a confirmatory test for 
HER2 that is done on breast cancer tissue removed during biopsy to check the 
DNA of the cancer cells for extra copies of the Her2/neu genes. Patients may 
avail of the FISH (fluorescence in situ hybridization) and the 
immunohistochemistry (IHC) HER2jneu test under the Breast Cancer Z 
Benefit diagnostic tests and prognostication package. If the IHC test or the 
FISH test is positive, then the patient can be given drugs that target the 
HER2/neu protein (e.g., trastuzumab), stopping the cancer cell from growing. 

'DOH AO No. 2021-0015: Standards on Basic and Non-basic Accommodation in All Hospitals 
s https: //www.cancer .gov /publications/ dictionaries/ cancer-terms/ def/fluorescence-in-situ-hybridization 
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I. Human Epidermal Growth Factor Receptor 2 (HER2/neu) 
Immunohistochemistry (IHC) Test4 -refers to a component of the breast 
panel under the diagnostic test and prognostication package of the Z Benefits 
that measures the amount ofhuman epidermal growth factor receptor 2 

(HER2) protein on cancer cells. Patients with HER2-positive breast cancer are 
candidates for chemotherapy and targeted therapy. 

J. Lost to Follow-up - refers to a term used to characterize a breast cancer 
patient who has not returned to or followed up at a contracted health facility 
after sixty ( 6o) calendar days from the scheduled visit or treatment, as advised. 

K. Member Empowerment (ME) Form - refers to a document showing that 
the patient is fully informed of their Z Benefits package, treatment options, 
treatment schedule and follow-up visits, roles, and responsibilities. The ME 
Form also documents that the contracted health facility provided education, 
counseling, and other pertinent courses of action. The beneficiary or their 
guardian or representative and the attending healthcare provider in charge 
jointly sign the ME form. 

L. Minimum Standards of Care - refer to the essential services that the 
contracted HFs are obliged to provide based on clinical practices guidelines or 
current best practices in the local setting. 

M. Multidisciplinary-Interdisciplinary Team (MDT) Approach -refers 
to an approach to patient care involving team members from different 
professional backgrounds or work disciplines, with each member providing 
specific services while working collaboratively together to provide the best care 
to the patient. 

N. Multidisciplinary Patient Cares - refers to an integrated approach to 
cancer care in which medical and allied health care professionals consider all 
relevant treatment options and develop collaboratively an individual 
treatment plan for each patient. 

0. Pre-authorization - refers to an approval process of Phi!Health that gives 
the contracted HF the information that the patient fits the definition for the 
minimum selection criteria for the availment of the Z Benefits. 

P. Shadow Billing for Diagnosis-Related Group (DRG)6 - refers to the 
process whereby Phi!Health will provide sufficient time to allow accredited HF 
to adjust to the new rules in claims submission in preparation for the transition 
to a DRG system while following the All Case Rates (ACR) payment method to 
minimize disruptions in claims processing. 

4 https: / /www.cancer .gov /publications/ dictionaries/ cancer-terms/ defjher2-neu-test 
5 Republic Act No. 11215: National Integrated Cancer Control Act 
6 Phi!Health Circular 2023-0014: Implementation of Shadow Billing for the Transition to Diagnosis
Related Groups (DRG) 
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Q. Surveillance? - refers to an ongoing assessment of an early signs of relapse 
or evaluation of an individual who appears to be clinically stable, treated or not 
progressing. In public health, surveillance may also refer to the ongoing 
systematic collection and analysis of information about the incidence, 
prevalence, morbidity, survival, and mortality related to a disease or health
related event in a certain group of people. 

V. POLICY STATEMENTS 

A. Benefits Availment 

1. The members/dependents shall undergo consultation and clinical breast 
examination for any abnormalities, lumps, and other relevant signs and 
symptoms by the attending physician. The contracted HF shall defer 
receiving any payments from individuals who are eligible to avail of the 
diagnostic tests based on all of the following criteria: 

a. Positive (+)breast mass AND/OR palpable axillary lymph node; 
b. BI-RADS category 4 to 5 result of either mammogram or ultrasound; 

and 
c. Biopsy result of confirmed malignant breast cancer or ductal carcinoma 

in situ (DCIS). 

The Checklist of Eligibility Criteria for Diagnostic Tests - Breast Cancer is 
specified in Annex A. I. 

2. The diagnostic tests of patients conducted at the contracted HF shall 
adhere to the eligibility criteria outlined in Section V.A.1 to qualify for the 
benefits coverage of Phi!Health. 

3. The applicable benefits package under the All Case Rates (ACR) shall cover 
the procedure of biopsy with histopathology. If the result confirms a 
malignant tumor, the contracted HF may proceed to provide 
prognostication services to the patient. 

4· The Multidisciplinary-Interdisciplinary Team (MDT) of the contracted HF 
shall assess and evaluate patients diagnosed with breast cancer to 
determine the appropriate treatment protocol before seeking pre
authorization approval from Phi!Health. 

5· The following are the selection criteria for pre-authorization: 

a. Breast cancer clinical stage requiring treatments that are covered 
under the Z Benefits: 

a.l. Stage o Ductal Carcinoma in Situ (DCIS) 
a.2. Stage I 
a.3. Stage II 

' https: //www.cancer .gov (publications/ dictionaries( genetics-dictionary ( def( surveillance; 
https: //www.ncbi.nlm.nih.gov /pmc/ articles(PM C6366832( # Rl 
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a-4. Stage III 
a.s. Stage IV 

b. Breast cancer management involving any or all of the following phases: 

b.l. Surgery 
b.2. Chemotherapy (neofadjuvant): patient has not initiated any 

chemotherapy treatment from any HF 
b.3. Targeted therapy 
b-4- Hormonotherapy 
b.s. Surveillance 

6. Pre-authorization from Phi!Health is necessary before providing services 
such as surgery, systemic therapy (cytotoxic chemotherapy, 
hormonotherapy, and targeted therapy), and surveillance to patients with 
breast cancer. The Pre-authorization Checklist and Request Form (Annex 
A.2) outline the clinical criteria for benefits availment. 

7. While the submission of the Pre-authorization Checklist and Request 
Form is not yet fully automated, the designated liaison of the contracted 
HF shall submit the complete and properly accomplished original copy of 
the Pre-authorization Checklist and Request Form, a photocopy of the 
properly accomplished Member Empowerment Form or ME Form (Annex 
B), and photocopy of the MDT plan to the Local Health Insurance Office 
(LHIO) or the office of the Head of the Phi!Health Benefits Administration 
Section (BAS) with jurisdiction over the contracted HFs. These documents 
may also be scanned and emailed to the respective PROs for approval. 

8. The selection criteria shall serve as the bases for Phi!Health's approval of 
the pre-authorization request submitted by the contracted HF. Once pre
authorization is approved, the patient shall be entitled to the necessary 
care and services within the coverage of the benefit package as prescribed 
by the MDT in the treatment plan. 

g. Phi!Health members and their qualified dependents must be eligible to 
avail of PhilHealth benefits at the time of pre-authorization approval. All 
contracted HFs should remind these patients to update their membership 
profiles and premium contributions as part of their obligations. 

10. The PhilHealth Benefit Eligibility Form (PBEF) shall be the primary proof 
of benefit eligibility. A "Yes" response shall mean that the member is 
entitled to avail of the Z benefits. As such, the contracted HFs shall no 
longer require proof of contribution for claims availment. While a "No" 
response would require the patient to register or apply for a PhilHealth 
Identification Number (PIN) prior to pre-authorization. 

11. The approved Pre-authorization Checklist and Request Form shall be valid 
for sixty ( 6o) calendar days from the date of approval by PhilHealth if there 
are no treatments initiated for chemotherapy (if neoadjuvant treatment) 
or surgery (if adjuvant treatment). All contracted HFs shall monitor the 
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validity of their approved pre-authorization and promptly notify 
PhilHealth upon the lapse of its validity. 

12. In case of expiration of pre-authorization, the contracted HFs shall submit 
a new pre-authorization checklist and request. It will include reassessing 
the patient's clinical cancer staging as necessary. 

13. In case of fortuitous events or natural calamities, PhilHealth shall accord 
an extension of ninety (90) days for surgery and fourteen (14) days for 
chemotherapy reckoned from the date of approval of the pre
authorization. 

14. The ME Form shall be accomplished together by the attending health care 
professional/ s in the contracted HFs and the patient for enrolment in the 
Z benefits for breast cancer. The ME Form aims to support patients as 
active participants in healthcare decision-making by being educated and 
informed of the conditions and management options. Further, the ME 
Form encourages the attending healthcare professionals in the contracted 
HFs to dedicate adequate time to discuss with patients to achieve better 
health outcomes and patient satisfaction. 

15. The contracted HF shall thoroughly discuss the cost-sharing aspect with 
the patient during the administration of the ME form. Moreover, the 
contracted HF shall inform the patient of any additional charges for 
amenities or upgrade of services not covered by the Z Benefits package 

16. The patient may be charged applicable cost-sharing based on the 
corresponding service, trea.tment, cycle, or procedures. Such cost -sharing 
shall be payable at the point of service in a specific treatment, session, 
cycle, or service. 

17. No co-payment shall be charged for services rendered on patients admitted 
in basic or ward accommodation. However, if they would optfor amenities, 
such as an upgrade of room accommodation or additional services not 
covered by PhilHealth, contracted HFs may charge co-payment that shall 
not exceed the rates prescribed in the contract for a specific service. The 
ME Form serves as the document of the agreement on co-payment 
between the patient and the contracted HF. 

18. Patients enrolled for surgery, systemic therapy, or surveillance shall have 
a maximum deduction of five (5) days from the forty-five (45) day annual 
benefit limit, regardless of the patient's treatment phase. Such deductions 
are applicable only in the current year when the pre-authorization is 
approved. 

19. If the remaining annual benefit is at least one (1) day at the time of pre
authorization application, the member shall remain eligible to avail of the 
Z Benefits. No further deductions shall be made on the 45-day annual 
benefit limit while enrolled under the Z benefits. 
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20. No deductions shall apply to the forty-five (45) day annual benefit limit for 
members/dependents eligible to undergo diagnostic tests or 
prognostication. 

21. Patients currently undergoing treatment for breast cancer may qualify for 
enrollment in the Z Benefits package. The contracted HF may enroll the 
patient at any of the treatment phases by submitting a pre-authorization 
request in accordance with the following rules: 

a. Members/dependents with ongoing treatment for targeted therapy 
and hormonotherapy can continue these specific treatments under the 
coverage provided by the Z Benefits for the remaining sessions or 
duration of their treatment. 

b. Patients diagnosed with contralateral (opposite-side) breast cancer are 
eligible to undergo surgical procedures covered by Z Benefits six ( 6) 
months after their initial surgery. 

c. Patients who have completed their chemotherapy cycles at a health 
facility. 

Patients shall fully disclose any previous or ongoing treatments from any 
health facilities. The contracted HF shall ensure that the patient qualifies 
with the selection criteria and submit the mandatory requirements for pre
authorization as prescribed in this policy, including the MDT plan 
detailing the continuation of the treatment phases. 

22. The Z Benefits shall not cover ongoing chemotherapy sessions for patients 
in the non -contracted HF. These patients shall complete the required 
cycles or sessions of chemotherapy before enrollment in the Z Benefits. 

23. Patients who have undergone surgical procedures, whether or not covered 
by the Z Benefits package, and subsequently require surgical procedures 
on the ipsilateral (same side) breast due to cancer recurrence shall be 
covered under the All Case Rate (ACR). 

24. Patients who have undergone surgical procedure under the Z Benefits 
package and require surgical procedures on the contralateral breast 
(opposite side) within the period of six (6) months after post-surgery shall 
be covered under the regular benefits. 

25. Patients who underwent a procedure or treatment of breast cancer may 
avail of the surveillance packages at the contracted HF to monitor their 
condition and detect any potential recurrence or progression of the 
disease. 

26. In cases of patient transfer due to non-renewal of contract of the 
contracted HF, change of address, or patient's choice, among others, the 
contracted HF shall refer or transfer their patient(s) to another HF that is 
contracted for the Z Benefits for breast cancer to facilitate the continuation 
of their treatment. The referring contracted HF shall accomplish the 
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following documents for submission to the referral contracted HF and 
Phi!Health: 

a. Properly accomplished ME Form (Annex D); 
b. Breast Cancer Treatment Passport (Annex F); 
c. Checklist for Patient Transfer (Annex G); 
d. Letter of Intent for Transfer (Annex I); 
e. Photocopy of approved Pre-authorization Checklist and Request; 
f. Photocopy of MDT plan; and 
g. Photocopy of Medical abstract 

The referral contracted HF shall discuss any applicable co-payment for 
treatment or services to the patient prior to transfer to the facility for 
continuation of care under the Z Benefits. The contracted HF shall indicate 
the co-payment in the newly accomplished ME Form. 

27. Patients with ongoing treatment for systemic therapy under the Z Benefits 
shall be permitted to transfer to another contracted HF based on the 
following circumstances: 

Systemic Therapy Allowed Schedule for Transfer 

Cytotoxic Chemotherapy After completion of the required cycles 

Targeted Therapy After 6th cycles (equivalent to 1 tranche) 

Hormonotherapy After 6th month prescription (equivalent to 1 
tranche) 

Table 1: Patient Transfer Schedule 

28. Members/dependents who are not yet declared lost to follow-up and 
returned within sixty ( 6o) days from the advised scheduled visit or 
treatment may continue the sessions, cycles, treatment, or services under 
the Z Benefits upon reassessment of the MDT and/ or attending physicians, 
as applicable. 

29. Patients who were already declared lost to follow-up and intend to 
continue the sessions, cycles, treatment, or services under the Z Benefits 
shall be required to undergo pre-authorization application and approval, 
subject to specific rules for availing the benefits. 

B. Patient Management and Standards 

1. The Z Benefits shall cover medical interventions for individuals diagnosed 
with breast cancer falling within the selection criteria, provided that the 
treatment aligns with the protocol of the Z Benefits Package for Breast 
Cancer. 
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2. The contracted HFs shall establish a streamlined process for assessing 
breast cancer patients and ensuring that patients who meet the selection 
criteria shall be entitled to access the benefits package. 

3. The contracted HFs shall ensure efficiency and adherence to the patient 
selection criteria, guaranteeing that eligible patients avail of the benefit. 
The selection criteria ensure access to comprehensive care for breast 
cancer, supported by an evidence-based approach, to facilitate the efficient 
delivery of care and services. 

4· The contracted HFs shall conduct an assessment and evaluation of breast 
cancer patients prior to enrollment in the Z Benefits. The MDT shall be 
composed of a medical oncologist, radio-oncologist, surgeon, pathologist, 
and radiology consultant. Their combined expertise ensures a 
comprehensive assessment and evaluation of the patient's condition and 
medical management. 

5. The MDT approach is mandatory before initiating any treatment modality, 
and adherence to this approach is essential for all patient care covered 
under the Z Benefits. The MDT shall discuss the treatment plan of the 
patient prior to the pre-authorization application for the Z Benefits. The 
treatment plan shall be attached to the pre-authorization checklist and 
request form in accordance with Section V.A.6 of this policy. The whole 
cycle of care under Z Benefits may be availed of by the patient according to 
the rules prescribed per treatment phase during pre-authorization. 

6. The patient's management shall proceed according to the MDT -approved 
treatment plan. Should there be a deviation from the MDT plan, the 
contracted HF shall attach a certification detailing the changes in the 
patient treatment plan upon submission of claims for reimbursement. The 
MDT shall affix their signature in the certification. 

7· In case of a member/dependent who has an ongoing treatment for breast 
cancer, the MDT who is/are responsible for the specific treatment phases 
shall be required to submit an approved MDT treatment plan for the 
continuity of care as an attachment to pre-authorization for enrolment to 
the Z Benefits. 

8. The patient may undergo neoadjuvant or adjuvant treatment as prescribed 
in the approved MDT treatment plan. For patients who are undergoing 
neoadjuvant chemotherapy, the medical oncologist shall fully administer 
the chemotherapy before any surgical intervention is initiated or 
performed. 

9. PhilHealth shall reimburse surgical procedures involving both breasts on 
the same surgical operation date within the same confinement period at a 
fixed rate of one surgical procedure. The Z Benefits Package for breast 
cancer covers the management of post-operative complications associated 
with breast surgery that occur during the same confinement period. 
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10. In cases of bilateral surgical procedures occurring on different operation 
dates within the same confinement period due to contraindications, 
among others, shall be reimbursed at a fixed rate of one surgical procedure. 
The contracted HF may charge co-payment, except for patients admitted 
in basic or ward accommodation. 

11. Any medical complications resulting in hospital confinements occurring 
after patient discharge that are secondary to other conditions or 
comorbidities shall be under the coverage of the applicable benefits of 
PhilHealth. 

12. The medical oncologist shall be responsible for the drug management of 
the systemic therapy (hormonotherapy, targeted therapy, and 
chemotherapy), including planning, administration, and monitoring of 
drug therapeutic and safety effects. 

13. The MDT or attending physician shall record all of the systemic therapy 
administered to a patient in the Breast Cancer Treatment Passport (Annex 
F). 

14. The contracted HFs shall ensure the availability of the medicines in their 
pharmacy, including medical supplies, to prevent them from running out 
of stock. 

15. The benefits package under the ACR shall cover the radiotherapy 
treatment of the patient. 

16. All contracted HFs shall facilitate radiotherapy and biopsy services for 
their Z patients by coordinated referrals to other Phi!Health -accredited 
facilities, if applicable. 

17. Contracted HFs for the Z Benefits on breast cancer are required to have a 
medical record of all their patients, preferably an Electronic Medical 
Record (EMR). For standardization, PhilHealth shall set the contents of 
the EMR in collaboration with experts on breast cancers and pertinent 
stakeholders. It should contain the quality indicators that Phi!Health shall 
require for monitoring, policy research, and quality improvement. 

18. Once a cancer registry database is functional, Phi!Health shall develop a 
system capable of exchanging health information across all accredited or 
contracted HFs and integrate the analytical tools or information in the 
database for its interoperability. 

19. Phi!Health shall establish quality standards and indicators in 
collaboration with the contracted HF, clinical experts, and other pertinent 
stakeholders. All contracted HFs for the Z Benefits for breast cancer shall 
comply with these quality standards and indicators, which shall have a 
bearing on the renewal of all future contracts with Phi!Health. These 
quality standards and indicators shall be updated based on current 
evidence and clinical practice guidelines. 
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20. PhilHealth shall monitor all patients availing of the Z Benefits for breast 
cancer for all clinically relevant outcomes. In addition, claims of contracted 
HFs may be subject to post-audit by PhilHealth. 

21. The contracted HFs shall document the patients' dropout, post-surgery 
complications, and drug adverse effects to provide the appropriate study 
and analysis in the context of quality healthcare. Contracted HFs should 
conduct the appropriate study and analysis of all their enrolled patients in 
the Z Benefits to enhance the quality of services. 

22. Accredited public and private HFs shall participate in the shadow billing 
for diagnosis-related groups (DRGs) following PhilHealth Circular 2023-

0014, "Implementation of Shadow Billing for the Transition to Diagnosis
Related Groups (DRG)" and its succeeding revisions, as applicable. 

C. Z Benefits Coordinator for Breast Cancer 

The contracted HFs shall be required to designate at least one (1) Z Benefits 
Coordinator for the Z Benefits for breast cancer, whose responsibilities may 
include, but are not limited to the following, as may be deemed necessary by 
the contracted HF: 

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

2. Coordinate with PhilHealth on matters pertinent to the Z Benefits 
availment of candidate patients, such as filling out forms and assessing 
eligibility requirements before pre-authorization and providing feedback 
and other inputs required by PhilHealth. 

3· Encode pertinent clinical information and other data (i.e., demographics, 
etc.) of all patients diagnosed with breast cancer, whether or not the 
patient fulfills the selection criteria for pre-authorization. 

Once the Z Benefits and Information Tracking System (ZBITS) is in place, 
the Z Benefits coordinator shall enter pertinent data elements of all 
patients with approved Pre-authorization Checklist and Request (Annex 
A) in the required fields of the ZBITS Module in the HF Portal. PhilHealth 
shall determine the data elements in collaboration with the contracted 
reference HF, experts on breast cancer, and other stakeholders. Contracted 
HFs shall train their respective Z Benefits coordinator/ s. 

Other duties and responsibilities are ensuring completeness and accuracy 
of all document attachments required for pre-authorization and claims 
application for reimbursement and coordination with PhilHealth, which 
shall facilitate the implementation of the Z Benefits. 
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D. Contracting of Health Facilities 

1. Phi!Health shall contract capable accredited health facilities to render the 
services of Z Benefits for Breast Cancer. The contracted HFs are mandated 
to be capable of delivering all of the mandatory and other services as the 
minimum standards of care for all breast cancer patients enrolled under the 
Z Benefits. 

2. The contract shall contain the additional terms and conditions between 
Phi!Health and the health facility that will provide the services under the Z 
Benefits package for Breast Cancer. 

3. The accredited HF shall exclude targeted therapy from the co-payment 
proposal prior to contracting. Accredited HFs may refer to "Annex 0" 
regarding the co-payment proposal for each of the services or treatment 
phases for the Z Benefits package for breast cancer, subject to negotiation 
and approval of Phi!Health. 

4· The accredited HF shall identify the additional services, amenities, or 
procedures necessmy for the patient's treatment not covered by the benefit 
package. They shall indicate the amount of the applicable co-payment in the 
contract based on the offered services outside the benefits package. 

5· Contracted HFs with an existing euntract for the Z Benefits package for 
breast cancer shall update their co-payment proposal as stated in Section 
V.D. of this policy. 

E. Mandatory or the Minimum Standards of Care 

1. 

a. Diagnostic Test a.l. Diagnostic Tests 

a.l.l. Mammography abf 

a.1.2. Ultrasound a cf 

a.1.3. Clinical Consultation (Physical 
Examination and Histmy) 

b. Prognostication b.l. Breast Panel dg 

b.1.1. Complete Blood Count with Platelet 
Count 

b.1.2. ER/PR Hormone Test 
b.1.3. Her2jneu Immunohistochemistry (IHC) 

Test 
b.1.4. Metabolic Panel with Liver Function 

Tests 
b.1.5. Alkaline Phosphatase 
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b.2. Fluorescent in situ hybridization (FISH) for 
Her2jneu amplification • g 

Legend: 

'Any of the following for Female less than 40 years old 
b Required for all female 40 years old and above 
' lltrasound of both breast and axillary bed for male patient 
d Biopsy with histopathology result of malignancy is required to avail the benefits 

under the prognostication (Breast panel); Maximum availment of one (1) before pre
authorization 

'Required when the Immunohistochemistry (IHC) result is 2+, the HER2 status of the 
tumor is not clear and is called 11equivocar', maximum of one (1) availment prior 
enrolment for pre-authorization 

t Maximum of one (1) availment if the patient qualifies for the eligibility criteria before 
pre-authorization 

' Not applicable for Stage o DCIS 

2: 

a. Surgery 

b. Diagnostic 
Tests 

a.l. Partial mastectomyor 
lumpectomy 

a.2. Subcutaneous/Simple/Total 
mastectomy 

a.3. Modified Radical 
Mastectomy 

a.4. Total Mastectomy with 
sentinel lymph node biopsy 

a.s. Partial mastectomy or 
lumpectomy with sentinel 
lymph node biopsy 

a.6. Partial mastectomy or 
lumpectomy with axillary 
node dissection 

a.7. Modified Radical 
Mastectomy with skin 
coverage for stage IIIB or 
above 

CBC with platelet 
count* 
ChestX-rayPAand 
lateral views* 
Ultrasound (whole 
abdomen)* 
ECG 
Creatinine 
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c. Medicines 

d. Others 

Legend: 

* Not required for Clinical Stage o DCIS 
**Not required for HER2 negative breast cancer 

a. Hormonotherapy a.l. Tamoxifen a 

(Premenopausal/ 
postmenopausal) 

a.2. Anastrozole I Letrozole 
(Aromatase Inhibitor) 
(Postmenopausal) 

PT/PTI 
CP Clearance 
FBS 
Urinalysis* 
2D echo** 
Electrolytes:* 
Sodium 
Potassium 
Chloride 
Calcium 
Phosphate 

Antimicrobials, as 
indicated 
Pain relievers, as 
indicated 

Blood support, such 
as cross-matching, 
screening, and 
processing, as 
needed 

b. Cytotoxic 
Chemotherapy b d 

b.l.l. Doxorubicin/ Epirubicin Antiemetic, as 
needed 
Antimicrobials, 
as indicated 
Pain relievers, as 
indicated 

(A) 
b.1.2. Cyclophosphamide (C) 
b .1.3. Docetaxel (T) 
b.1.4. Granulocyte colony

stimulating factor ( G
CSF) 
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b.2.1. Doxorubicin I Epirubicin 
(A) 

b.2.2. Cyclophosphamide (C) 
b.2.3. Paclitaxel (Pacli) 

b.3.1. Docetaxel (T) 
b.3.2. Carboplatin AUC (Cb) 
b.3.3. Granulocyte colony-

stimulating factor ( G
CSF) 

Other 
medicines, as 
indicated 

c. Targeted Therapy C.l. Trastuzumab (H) ce Granulocyte 
colony
stimulating 
factor (G-CSF) 
Antiemetic, as 
needed 
Antimicrobials, 
as indicated 
Pain relievers, as 
indicated 

c.2. 2D echo every 4th cycle 

Legend: 

Other 
medicines, as 
indicated 

a Tamoxifen is given to premenopausal and postmenopausal women, particularly 
ER+/PR±LHER2neu- patients. For postmenopausal ER+/PR±/HER2neu+ patients, 
an aromatase inhibitor is preferred 

b Not required for Stage o DCIS 
c For Her2-positive breast cancer 
d Maximum of two (2) chemotherapy protocol during pre-authorization if the initial 

chemotherapy regimen cannot be tolerated by the patient 
e Each tranche has a maximum of 6 cycles. Maximum of 3 tranches of targeted therapy 

once in a lifetime 

a. Basic Services a.1. Clinical Consultation a 

a.2. Chest X-ray b 

a.3. Mammography of the contralateral breast (if 
mastectomy) c 

a-4. Mammography (bilateral, iflumpectorp.y) c 

a.s. Ultrasound (whole abdomen d, or breast •) 
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a.6. Gynecological Evaluation and Transvaginal 
Ultrasound f 

b. Specific Services b.1. 2D Echo g 

Legend: 

b.2. Bone Densitometry h 

b.3. Bone Scan i 

a Clinical consultation after completion of treatment, every 3-4 months for 1st 3 years 
particularly for high risk patients (Stage IIB-IIIC) then once every year if 
asymptomatic; every month if Stage IV. 

b Chest X-ray once a year, as needed 
c Can be availed of by patient at post-surgery, maximum of one (1) availment per year, 

as needed 
d Ultrasound of whole abdomen, once a year, if needed 
e Ultrasound of breast, once a year, if needed 
f Gynecological exam and transvaginal ultrasound, once a year if with ongoing treatment 

of hormonotherapy 
g 2D echo, once a year, after completion of treatment cycle of doxorubicin or 

trastuzumab, as per cardiology advice 
h Bone densitometry, once a year if with ongoing treatment of aromatase inhibitor 
i Bone scan, once a year if symptomatic, as needed 

F. Package Codes and Rates 

1. 

Zo21A1 Diagnostic Tests 

Mammography, 3,500 
Ultrasound, and 
Clinical Consultation (Physical Examination 
and History) 

Zo21A2 Diagnostic Tests 

Mammography 2,500 
Clinical Consultation (Physical Examination 
and History) 

Zo21A3 Diagnostic Tests 

Ultrasound 1,000 
Clinical Consultation (Physical Examination 
and History) 
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Z021B Breast Panel 

Complete Blood Count with Platelet Count 
ER/PR Hormone Test 
Her2jneu Immunohistochemistry (IHC) Test 
Metabolic Panel with Liver Function Tests 
Alkaline Phosphatase 

Z021C Fluorescent in Situ Hybridization (FISH) for 
Her2/neu amplification 

6: Diagnostic and 

Zo21D1 Zo21D2 Partial mastectomy or 
lumpectomy 

Z021E1 Zo21E2 Subcutaneous/ Simple/ 
Total mastectomy 

Zo21F1 Zo21F2 Modifted Radical 
Mastectomy 

Partial mastectomy or 
Zo21G1 Zo21G2 Lumpectomy with sentinel 

lymph node biopsy 

Partial mastectomy or 
Zo21H1 Zo21H2 Lumpectomy with axillary 

node dissection 

Total Mastectomy with 
Zo21I1 Zo21I2 sentinel lymph node biopsy 

Modified Radical 
Mastectomy with skin Zo21J1 Zo21J2 coverage for clinical stage 
IIIB or above 

10,000 

30,000 

100,000 

140,000 
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Zo21K1 
Tamoxifen (for 

1 2,700 
450 per 

premenopausal / Monthly 
Zo21K2 postmenopausal 2 2,700 Prescription 

Zo21L1 Anastrozole / 1 18,000 3,000 per 
Letrozole Monthly 

Z021L2 (postmenopausal) 2 18,000 Prescription 

Rates 

4· 

Zo21M11 Z021M21 Doxorubicin/ ACX4 
55,000 13,750 Epirubicin (A) cycles 

+ 

~ 

Cyclophospha T X4 Zo21M12 Zo21M22 mide (C)+ cycles 67,000 16,750 
Docetaxel (T) 

~ 
"' ~ 
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Zo21N11 Zo21N21 
Doxorubicin/ ACX4 

10,980 Epirubicin (A) cycles 43,920 
+ 

Cyclophospha Paclix 12 
Zo21N12 Z021N22 mide (C)+ cycles 154,080 12,840 

Paclitaxel 
(Pacli) 

Docetaxel (T) 
T+Cbx6 Z02101 Z02102 + Carboplatin cycles 185,010 30,835 

(Cb) . 
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Z021P1 

Zo21P2 

Z021P3 

Trastuzumab 
(H), Tranche 1 

Trastuzumab 
(H), Tranche 2 

Trastuzumab 
(H), Tranche 3 

1,000,008 

(333,336 per 
Tranche, (one 

tranche is 
equivalent to 6 

cycles) (maximum 
of 18 cycles) 

10. Targeted Therapy Package Rates and Codes 

Basic Services 

Mammography (contralateral if 
Zo21Q1 mastectomy or bilateral, iflumpectomy) 

and Clinical Consultation 

Ultrasound (Breast) and Clinical 
Consultation 

Z021Q2 or 

Ultrasound (Whole Abdomen) and Clinical 
Consultation 

Zo21Q3 
Gynecological Evaluation and Transvaginal 
Ultrasound 

Zo21Q4 Chest X-ray 

Specific Services 

Zo21R 2D Echo 

Z021S Bone Densitometty 

Zo21T Bone Scan 

55,556 

2,500 

1,100 

1,100 

300 

2,500 

2,500 

4,000 



G. Filing Schedule 

The filing schedule for claims submission are as follows: 

Package 
Descriptions Amount (PHP) Filing Schedule Codes 

A. Diagnostic Tests and Prognostication 

Within 6o days 
Zo21A1 Diagnostic Tests 3,500 upon completion 

of the services 

Within 6o days 
Zo21A2 Diagnostic Tests 2,500 upon completion 

of the services 

Within 6o days 
Zo21A3 Diagnostic Tests 1,000 upon completion 

of the services 
Within 6o days 

Zo21B Breast Panel 10,000 upon completion 
of the services 

Fluorescent in 
Within 6o days 

Situ 
Z021C 

Hybridization 
1,400 upon completion 

(FISH) 
of the service 

B. Surgery Procedures 
Zo21D1 
(Neo- Partial Within 6o days 

adjuvant) Mastectomy or 30,000 after discharge 

~ 
~ 

1'1'\ 

Zo21D2 Lumpectomy from surgery 
(Adjuvant) 

Zo21E1 
IX s w> ~ I-ll. 

(Neo-
adjuvant) Subcutaneous/ Within 6o days 

wo 
~ <u 

:i 

Simple / Total 100,000 after discharge 
Zo21E2 Mastectomy from surgery 

(Adjuvant) 

() 
Q 

Z021F1 
(Neo-

Modified Radical 
Within 6o days 

adjuvant) 
Mastectomy 

100,000 after discharge 

Zo21F2 from surgery 

(Adjuvant) 
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Package Descriptions 
Codes 

Zo21G1 Partial 
(Neo- Mastectomy or 

adjuvant) Lumpectomy with 
Z021G2 Sentinel Lymph 

(Adjuvant) Node Biopsy 

Zo21H1 Partial 
(Neo- Mastectomy or 

adjuvant) Lumpectomy 
Zo21H2 with Axillary 

(Adjuvant) Node Dissection 

Zo21I1 
(Neo- Total 

adjuvant) Mastectomy with 

Zo21I2 
Sentinel Lymph 

(Adjuvant) 
Node biopsy 

Zo21J1 
(Neo- Modified Radical 

adjuvant) Mastectomy with 

Zo21J2 
skin coverage for 

(Adjuvant) 
IIIB and above 

C. Hormonotherapy 
Package 

Descriptions 
Codes 

Tamoxifen; 

Zo21K1 Tranche 1 
(Premenopausal/ 
Postmenopausal) 

Tamoxifen; 

Zo21K2 Tranche 2 
(Premenopausal/ 
Postmenopausal) 

Amount (PHP) Filing Schedule 

Within 6o days 
100,000 after discharge 

from surgery 

Within 6o days 
100,000 after discharge 

from surgery 

Within 6o days 
100,000 after discharge 

from surgery 

Within 6o days 
140,000 after discharge 

from surgery 

Amount 
Filing schedule 

(PHP) 

2,700 
Within 6o days 

(450 per 
after the 6th 

Month 
Monthly 

Prescription 
Prescription) 

2,700 
Within 6o days 

(450 per 
after the 12th 

Month 
Monthly 

Prescription 
Prescription) 
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Package Descriptions Amount (PHP) Filing Schedule 
Codes 

18,000 
Within 6o days Anastrozole I 

Zo21L1 Letrozole (3,000 per 
after the 6th 

Tranche 1 Month 
(Postmenopausal) Monthly 

Prescription 
Prescription) 

Anastrozole I 18,000 Within 6o days 

Zo21L2 
Letrozole (3,000 per after the 12th 
Tranche 2 Monthly Month 
(Postmenopausal) Prescription) Prescription 

D. Cytotoxic Chemotherapy 

Zo21M11 
(Neo- (AC) 55;000 

adjuvant) (13, 750 rate 
cycle, 

Zo21M21 Doxorubicin/ maximum of 
Within 6o days Epirubicin (A) + 4 cycles) (Adjuvant) Cyclophosphamide upon the 

Zo21M12 
(C) + Docetaxel 

(T) 
completion of the 

(T) last cycle 
(Neo- 67,000 

adjuvant) (16,750 rate 

Zo21M22 
cycle, 

maximum of 
(Adjuvant) 4 cycles) 

Zo21N11 
(Neo- (AC) 43,920 

adjuvant) (10,980 rate 
cycle, 

Zoo21N12 maximum 
(Adjuvant) Doxorubicin/ of 4 cycles) 

Within 6o days 

Zo21N21 
Epirubicin (A) + 

upon the 
Cyclophosphamide (Pacli) 

(Neo- completion of the 

adjuvant) 
(C) + Paclitaxel 154,080 last cycle 
(Pacli) (12,840 rate 

cycle, 

Zo21N22 
maximum of 

(Adjuvant) 
12 cycles) 
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Package 
Descriptions Amount (PHP) Filing Schedule Codes 

Zo2101 185,010 
(Neo- Within 6o days 

Docetaxel (T) + (30,835 rate upon the adjuvant) 
Carboplatin (Cb) cycle, completion of the 

Zo2102 maximum of last cycle 
(Adjuvant) 6 cycles) 

E. Targeted Therapy 
1,ooo,oo8 Within 6o days 

Z021P1 
Trastuzumab after the 
(H), Tranche 1 (333,336 completion of 6th 

per tranche, cycle 
one tranche Within 6o days 

Zo21P2 
Trastuzumab (H), is after the 
Tranche 2 equivalent completion of 

to 6 cycles) 12th cycle 

(55,556, Within 6o days 

Trastuzumab (H), rate cycle, after the 
Z021P3 

Tranche 3 maximum completion of 
of18 cycles) 18th cycle 

F. Surveillance 
Zo21Q1 Surveillance, Basic 2,500 Within 6o days 

Services upon completion 
of the services 

Zo21Q2 Surveillance, Basic 1,100 Within 6o days 
Services upon completion 

of the services 
Zo21Q3 Surveillance, Basic 1,100 Within 6o days 

Services upon completion 
of the services 

Z021Q4 Surveillance, Basic 300 Within 6o days 
Services upon completion 

of the services 
Zo21R Surveillance, 2D 2,500 Within 6o days 

Echo upon completion 
of the services 

Zo21S Surveillance, Bone 2,500 Within 6o days 
Densitometry upon completion 

of the services 
Z021T Surveillance, Bone 4,000 Within 6o days 

Scan upon completion 
of the services .. 

Table 12. F1lmg Schedule of the Z Benefits package for Breast Cancer 
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H. Claims Filing 

1. The contracted HFs shall render all the mandatory services required for a 
treatment phase or service given to a patient, including other services if 
necessary. 

2. There shall be NO direct filing of claims by the members/dependents. All 
Z Benefits claims shall be filed by the contracted HF. 

3. The contracted HF shall be responsible for the accuracy, adherence to the 
guidelines, and efficient handling of all claims filed on behalf of the 
patients. All required documents, forms, and attachments should be 
properly filled out before claims filing. The contracted HFs shall submit 
the complete requirements for claims submission, including its 
attachment as required per treatment phase or service. 

4. If the patient is declared lost to follow-up or death, the contracted HF shall 
file the claims per treatment phase or services given to the patient. 

s. In cases of changes in the chemotherapy treatment protocol, the 
corresponding claims forms per treatment protocol shall be accomplished 
separately and filed simultaneously in accordance with the filing schedule 
in Table 12. 

6. The MDT or attending Phi!Health-accredited physicians shall affix their 
signature to attest that all the mandatory services for a specific treatment 
phase were rendered to the patient in the corresponding document for 
reimbursement of claims. 

7. Contracted HF should strictly monitor patients enrolled in the Z Benefits. 
The Z Benefits shall not cover any additional services availed of by patients 
outside the treatment protocol. 

8. The contracted HFs shall properly indicate the OOP and/or co-payment of 
the member /patient and other funding sources in PhilHealth Claim Form 
2 (CF2) Part III, "Consumption Benefits" and in the Statement of Account 
(SOA). 

9· The contracted HFs shall follow the existing guidelines of the SOAB 
requirement for claims submission under the Z Benefits. 

10. Contracted HF shall follow all relevant laws, such as, but not limited to, 
Republic Act (RA) No. 9994 [Expanded Senior Citizens Act of 2010], as 
amended and RANo. 10754 [An Act Expanding the Benefits and Privileges 
of Persons with Disability(PWD)], including prospective laws providing 
mandatory discounts, guidelines of the Bureau of Internal Revenue (BIR), 
and the order of charging based on Joint Administrative Order No. 2020-
0001, entitled: Operational Guidelines for the Implementation of the 

s Phi!Health Circular No. 2022-0024: Statement Of Account (SOA) Requirement For Z Benefit Claims 
Submission 
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Medical and Financial Assistance to Indigent and Financially
Incapacitated Patients, pursuant to Republic Act No. 11463 also known as 
"Malasakit Centers Act of 2019." 

11. The contracted HFs shall follow the filing schedule set by Phi!Health urider 
the Z Benefits for breast cancers for each treatment phase or service. 

12. The contracted HF shall exhaust efforts to contact, navigate, or obtain 
information about the whereabouts or situation of their enrolled patients 
in the Z Benefits. In case of patients who are declared lost of follow-up or 
when the patient expires, the contracted HFs shall file claims based on the 
applicable scenarios: 

a. The contracted HF shall submit to Phi!Health a notarized sworn 
declaration that the patient is declared lost to follow-up. The 
Contracted HF shall submit their claims within thirty (30) days from 
such declaration. 

b. If the patient expires during treatment, the contracted HF shall submit 
a photocopy of the death certificate or a notarized sworn declaration 
issued by the authorized government agencies as an attachment to the 
claims. The contracted HF shall submit their claims within thirty (30) 
days from the receipt of the death certificate or notarized sworn 
declaration issued by the authorized government agencies. 

13. The contracted HF shall submit to Phi!Health the "Breast Cancer Medical 
Records Summary Form" (Annex M) for all deaths and lost to follow-up 
patients and Outcome Indicators for Breast Cancer (Annex N). 

14. The contracted HFs are required to submit the following documents 
according to the services or treatment phases: 

a. Diagnostic Tests and Prognostication: 

a.l. Photocopy of completely accomplished Eligibility Criteria for 
Diagnostic Test and Prognostication- Breast Cancer (AnnexA.1) 

a.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 
Phi!Health Benefit Eligibility Form (PBEF) 

a.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 
(CF2) 

a-4. Checklist of Mandatory and Other Services for Diagnostics and 
Prognostication (Annex C.1)) 

a.s. Completed Z Satisfaction Questionnaire (Annex D) 
a.6. Checklist of Requirements for Reimbursement for Diagnostic 

Test and Prognostication (Annex E.1) 
a.7. Transmittal Form (Annex H) 
a.S. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 
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b. Surgery: 

b.1. Pre-authorization Checklist and Request (Annex A.2) 
b.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 

Phi!Health Benefit Eligibility Form (PBEF) 
b.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 

(CF2) 
b.4. Photocopy of Member Empowerment Form (Annex B) 
b.5. Checklist of Mandatory and Other Services for Surgery (Annex 

C.2) 
b.6. Z Satisfaction Questionnaire (Annex D) 
b. 7· Checklist of Requirements for Reimbursement- Surgery (Annex 

E.2) 
b.S. Transmittal Form (Annex H) 
b.9. Photocopy of Multidisciplinary- Interdisciplinary Team (MDT) 

Plan 
b.10. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 
b.n. Photocopy of Accomplished Surgical Operative Report 
b.12. Photocopy of Accomplished Anesthesia Report 
b.13. Photocopy of Histopathology Report 

c. Chemotherapy: 

c.l. Pre-authorization Checklist and Request (Annex A.2) 
c.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 

Phi!Health Benefit Eligibility Form (PBEF) 
c.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 

(CF2) 
c-4. Photocopy of Member Empowerment Form (Annex B) 
c.5. Checklist of Mandatory and Other Services for Chemotherapy 

(AnnexC.3) 
c.6. Z Satisfaction Questionnaire (Annex D) 
c.7. Checklist of Requirements for Reimbursement- Chemotherapy 

(AnnexE.3) 
c.S. Breast Cancer Treatment Passport (Annex F) 
c.9. Transmittal Form (Annex H) 
c.10. Photocopy of Multidisciplinary - Interdisciplinary Team (MDT) 

Plan 
c.n. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 

d. Hormonotherapy: 

d.1. Pre-authorization Checklist and Request (Annex A.2) 
d.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 

Phi!Health Benefit Eligibility Form (PBEF) 
d.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 

(CF2) 
d-4. Photocopy of Member Empowerment Form (Annex B) 
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d.s. Checklist of Mandatory and Other Services for Hormonotherapy 
(Tranche 1 Annex C-4.1); (Tranche 2 Annex C-4.2) 

d.6. Z Satisfaction Questionnaire (Annex D) 
d.7. Checklist of Requirements for Reimbursement

Hormonotherapy (Tranche 1 Annex E-4-1); (Tranche 2 Annex 
E.4.2) 

d.S. Breast Cancer Treatment Passport (Annex F) 
d. g. Transmittal Form (Annex H) 
d.10. Photocopy of the Multidisciplinary-Interdisciplinary Team 

(MDT) Plan 
d.u. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 

e. Targeted Therapy 

e.l. Pre-authorization Checklist and Request (Annex A.2) 
e.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 

Phi!Health Benefit Eligibi!lty Form (PBEF) 
e.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 

(CF2) 
e-4. Photocopy of Member Empowerment Form (Annex B) 
e.s. Checklist of Mandatory and Other Services for Targeted Therapy 

(Tranche 1 Annex C.s.t); (Tranche 2 Annex C.5.2); (Tranche 3 
Annex c.s.3) 

e.6. Z Satisfaction Questionnaire (Annex D) 
e.7. Checklist of Requirements for Reimbursement - Targeted 

Therapy (Tranche 1 Annex E.s.t); (Tranche 2 Annex E.5.2); 
(Tranche 3 Annex E.5.3) 

e.S. Breast Cancer Treatment Passport (Annex F) 
e.g. Transmittal Form (Annex H) 
e.10. Photocopy of the Multidisciplinary-Interdisciplinary Team 

(MDT) Plan 
e.u. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 

f. Surveillance: 

f.l. Pre-authorization Checklist and Request (Annex A.2) 
f.2. Properly Accomplished Phi!Health Claim Form (CF) 1 or 

Phi!Health Benefit Eligibility Form (PBEF) 
f.3. Photocopy of Properly Accomplished Phi!Health Claim Form 2 

(CF2) 
f-4. Photocopy of Member Empowerment Form (Annex B) 
f.s. Checklist of Mandatory and Other Services for Surveillance 

(AnnexC.6) 
f.6. Z Satisfaction Questionnaire (Annex D) 
f.7. Checklist of Requirements for Reimbursement - Surveillance 

(Annex E.6) 
f.S. Transmittal Form (Annex H) 
f.g. Original or Certified True Copy (CTC) of the Statement of 

Account (SOA) or its equivalent 
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15. The Z Satisfaction Questionnaire (Annex D) shall be administered to all 
patients enrolled in Z Benefits priqr to final discharge disposition from the 
contracted HF per services or treatment phase. These are validated during 
field monitoring by PhilHealth and shall be used as the basis of the 
Corporation for benefits enhancement, policy research and quality 
improvement purposes. 

16. Existing rules or guidelines on late filing shall apply. 

17. If the delay in the filing of claims is 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. 

I. Claims Evaluation and Payment 

1. PhilHealth shall have the right to subject any or all claims to medical 
review before and/or after payment or reimbursement of the contracted 
HFs, following the existing guidelines. 

2. The policy on Return to Sender (RTS) shall not apply for the Z Benefits 
Packages. PhilHealth shall review and determine the completeness of all 
forms submitted by the contracted HFs. The PROs and LHIOs shall have 
the prerogative not to accept incomplete documents. However, they should 
directly coordinate with the contracted HFs regarding the deficiencies in 
the documents submitted. Once the documents are complete, the 
contracted HF shall submit these to PhilHealth for payment of claims 
within the required filing schedule. 

3. PhilHealth shall reimburse the contracted HFs based on the 
predetermined package rates or case-based payment set for each service or 
treatment phase covered by the Z Benefits package, except for targeted 
therapy. Reimbursement for targeted therapy shall be based on the actual 
amount as reflected in the SOA or its equivalent, not to exceed the amount 
per cycle as indicated in Table 10. 

4· When the patient expires or is declared lost to follow-up, PhilHealth shall 
only reimburse the corresponding amount of the benefit package based on 
the number of cycles or sessions, prescriptions, or services rendered by the 
contracted HF. 

s. Claims for the applicable treatment phase or service for breast cancer 
within the same period shall not be considered overlapping claims. 

6. Any change of member/patient category npon approval of the pre
authorization shall not affect the benefit availment. 

7. Any amount declared in the SOA that are below or above the package rates 
shall not be interpreted as over or underpayment. All rates are considered 
inclusive of government taxes or net of mandatory discounts, as applicable. 
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8. Phi!Health shall process all claims submitted by the contracted HFs within 
thirty (30) working days upon receipt of claims applications, provided that 
the mandatory documents and attachments are complied with. 

9. Claims filed by the contracted HF shall be denied based on the following 
instances: 

a. If a mandatory service was not provided by the contracted HF; 
b. If the required signatures in the forms are missing in the documents 

submitted; 
c. Improperly filled-out forms; 
d. Late filing; 
e. Incomplete attachments. 

10. The contracted HF may apply for a motion for reconsideration (MR) for all 
denied Z Benefits claims based on existing Phi!Health policies. 

11. Rules on pooling professional fees for government facilities shall apply. 
There will be no differentiation between facility and professional fees (PF). 
Payments shall be credited on the accounts of the contracted health 
facilities. It is the sole responsibility of the contracted HF to distribute the 
PF to their health professionals based on their mutual agreements and 
internal processes prior to contracting. 

J. Monitoring 

Phi!Health shall enforce current policies and guidelines on monitoring the 
performance of the contracted HFs in its policy implementation of the Z 
Benefits package for Breast Cancer and establish strict control mechanisms to 
prevent adverse provider behaviors and fraud detection. 

Field monitoring activities shall be conducted for the service provision by 
contracted HFs. It shall follow the guidance, tools, and consent forms provided 
in the guiding principles ofthe Z Benefits. 

TI1e Corporation shall establish the performance indicators and outcome 
measures to monitor compliance with the policies of this Circular and the 
general treatment algorithm in collaboration with relevant stakeholders and 
experts and incorporate the indicators into the relevant monitoring policies. 

K. Policy Review 

Phi!Health shall conduct a regular policy review of the Z Benefits for Breast 
Cancer in consultation and collaboration with relevant stakeholders, experts, 
and technical staff representatives from the Corporation. 
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L. Marketing and Promotion 

PhilHealth shall conduct communication and social marketing activities to 
educate the general public and increase their awareness of Z Benefits and to 
promote informed decision-making and participation among patients, 
healthcare professionals, healthcare providers, and other stakeholders, 
including marketing and promotional activities shall be undertaken following 
the Integrated Marketing and Communication Plan of Phi!Health. 

M. List of Annexes (Posted on Official PhilHealth Website) 

1. Annex A.1: Checklist of Eligibility Criteria for Diagnostic Tests and 
Prognostication - Breast Cancer 

2. Annex A.2: Pre-authorization Checklist and Request Form 

3. Annex B: Member Empowerment (ME) Form 

4· Annex C: Checklist of Mandatory or Other Services 

C.l. Checklist of Mandatory and Other Services for 
Diagnostics and Prognostication 

C.2. Checklist of Mandatory and Other Services for tlurgery 
C.3. Checklist of Mandatory and Other Services for 

Chemotherapy 
C.4.1. Checklist of Mandatory and Other Services for 

HormonotherapyTranche 1 
C-4-2. Checklist of Mandatory and Other Services for 

Hormonotherapy Tranche 2 
C.5.1. Checklist of Mandatory and Other Services for 

Targeted Therapy - Tranche 1 
C.5.2. Checklist of Mandatory and Other Services for 

Targeted Therapy - Tranche 2 
C.5.3. Checklist of Mandatory and Other Services for 

Targeted Therapy - Tranche 3 
C.6. Checldist of Mandatory and Other Services for 

Surveillance 

s. Annex D: Z Satisfaction Questionnaire 

6. Annex E: Checklist of Requirements for Reimbursement 

E.1. Checklist of Requirements for Reimbursement -
Diagnostic Tests and Prognostication 

E.2. Checklist of Requirements for Reimbursement
Surgery 

E.3. Checklist of Requirements for Reimbursement -
Chemotherapy 

E-4.1. Checklist of Requirements for Reimbursement 
- Hormonotherapy Tranche 1 
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E-4.2. Checklist of Requirements for Reimbursement 
- Hormonotherapy Tranche 2 

E.5.1. Checklist of Requirements for Reimbursement -
Targeted Therapy Tranche 1 

E.5.2. Checldist of Requirements for Reimbursement
Targeted Therapy Tranche 2 

E.5.3. Checklist of Requirements for Reimbursement
Targeted Therapy Tranche 3 

E.6. Checklist of Requirements for Reimbursement
Surveillance 

7· Annex F: Breast Cancer Treatment Passport 

8. Annex G: Checklist for Patient Transfer 

9· Annex H: Transmittal Form 

10. Annex I: Letter of Intent for Transfer to a Contracted Health :Facility 

11. Annex J: Sample Claim Form (CF) 2 

J.l.. 
J.2. 
J.3. 
JA.L 
J-4.2. 
J.5.1. 
J.5.2. 
J.5.3. 
J.6. 

Diagnostic Tests or Prognostication 
Surgery 
Cytotoxic Chemotherapy 
Hormonotherapy Tranche 1 

Hormonotherapy Tranche 2 
Targeted Therapy Tranche 1 
Targeted Therapy Tranche 2 

Targeted Therapy Tranche 3 
Surveillance 

12. Annex K: Pathway of the Benefits Availment of Z Benefits for Breast 
Cancer 

13. Annex L: Breast Cancer Treatment Protocols 

14. Annex M: Breast Cancer Medical Records Summary Form 

U 15. Annex N: Outcome Indicators 
0 

16. Annex 0: Guide on Co-payment Proposal of the Z Benefits Package for 
Breast Cancer 

VI. PENALlY CLAUSE 

Any violation of this PhilHealth Circular shall be dealt with and penalized in 
accordance with pertinent provisions of RAN o. 7875, as amended by RAN os. 9241, 
10606, and RA No. 11223, and their respective Implementing Rules and 
Regulations, and other relevant laws. 



VII. TRANSITORY CLAUSE 

A. Upon publication of this PhilHealth Circular, Phi!Health shall disseminate 
information to contracted HFs and ensure the availability of forms specified in 
this policy on the Phi!Health website and the deployment of necessary 
enhancements in the claims system. 

B. Once the ZBITS module for pre-authorization is functional, the contracted HF 
shall process the Pre-authorization Checklist and Request through the HCI 
portal and attach the required documents, such as ME Form and the MDT 
plan. In addition, PhilHealth will generate a unique case number for every pre
authorization request submitted once the pre-authorization system is 
developed and fully functioning. In the meantime, the contracted HF may 
assign a case number for tracking purposes. 

C. The contracted HF shall submit a new pre-authorization request to the PRO 
for patients with approved pre-authorization but have not initiated any 
treatment under the previous policy. 

D. Claims for surgical procedures with approved pre-authorization date prior to 
the effectivity of this Phi!Health Circular shall follow the rules on claims 
processing as outlined in PC No. 2021-0022 "The Guiding Principles ofthe Z 
Benefits (Revision 1). The contracted HF may submit a new pre-authorization 
request for the continuation of other treatments and services provided under 
this policy. 

E. Breast cancer patients currently enrolled under the Z Benefits and undergoing 

0 treatment for chemotherapy shall be processed and completed according to the 
0 guidelines for claims processing and requirements for claims submission '-----..J provided in PC No. 2021-0022. 

VIII. SEPARABILITY CLAUSE 

If any provision of this Phi!Health Circular shall be declared invalid, 
unconstitutional, or unenforceable, the validity of the remaining parts or 
provisions not affected shall remain in full force and enforceable. 

IX. REPEALING CLAUSE 

This policy repeals specific provisions on Phi!Health Circular (PC) No. 030 s. 2012 

entitled "Case Type Z Benefit Package For Acute Lymphocytic (Lymphoblastic) 
Leukemia (ALL), Breast Cancer, Prostate Cancer And Kidney Transplant" and PC 
No. 2021-0022 entitled "The Guiding Principles of the Z Benefits (Revision 1)" 

relevant to Z Benefits Package for Breast Cancer. 

All Phi!Health Circulars, issuances, rules, and regulations or part thereof that are 
contrary to and inconsistent with this Phi!Health Circular are hereby repealed, 
amended, or modified accordingly. 
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X. DATE OF EFFECTIVITY 

This PhilHealth Circular shall take effect on March 30, 2024 following the 
completion of its publication in the Official Gazette or any newspaper of general 
circulation. Three (3) certified copies shall be filed with the Office of the National 
Administrative Register (ONAR) of the University of the Philippines Law Center. 

EMMAN JJ: LEDESMA, Jl< 
President ~ief Executive Officer 

Date signed: 0:; l OJJ l :W ~ ~ 

Z Benefits Package for Breast Cancer 
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AnnexA.1: Checklist of Eligibility Criteria for Diagnostic 
Tests and Prognostication - Breast Cancer 

• i*PhiiHealth 11 1-Qur JWrint1r in Jlttf(/111 

ADDRESS OF HF 

1. 

2. 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662·2588 @ www.phllheallh.gov.ph 
0 PhiiHealthOIIiclal X teamphllhealth 

6. HER2 status results is not clear or equivocal a 

a Required for procedures requiring Fluorescent in situ hybridization (FISH) for Her2/Neu 
amplification 

Certified Correct by: 

(Printed name and signature) 
Attendin Ph sician 

Conforme by: 

(Printed name and signature) 
Patient 

Date signed (mm/dd/yyyy) 
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Annex A.2: Pre-authorization 
Checklist and Request Form 

Republic ot the Phllippines 

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

}!Wr i'tlrttwrin HMtrfl t. (02) 8662-2588 @www.philhealth.gov.ph 
0 PhilHealthOfficial :X teamphllhealth 

Case No. 

HEALTH FACILITY 

ADDRESS OF HF 

Female 

cStage o cStage o 
cStage IA cStage IA 
cStage IB cStage IB 

D cStage IIA cStage IIA 
D cStage liB D cStage liB 
D cStage IliA D cStage IliA 
D cStage IIIB D cStage IIIB 
D cStage IIIC D cStage nrc 

--~·· ·-·-·' '-;D~cillSattaeigiiJe;tiViC\Zllltl;;;app;:;;priaieboXbo!hi:;~iliyDaildcTtS~tac';g;:re e;IV:po;i;(lingcliniCiifSt;;g;;J~--_j 
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Surgery 

D Hormonal Therapy 

Carboplatin ( Cb) 

targeted therapy 
0Targ,ete 

D Surveillance 
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HEALTH FACILITY (HF) 

OFHF 

1. Last N arne, First N arne, Middle N arne, SEX 

Printed Name and Signature 
Phi!Health Accreditation No. 

11111· 1111111111 

Note: 

D Male D Female 

I I I 1-D 
write, 

Conforme by: 

Printed N arne and Signature 
Patient l Date Signed (mm/dd/yyyy): I 

Once approved, the contracted HF shall print the approved pre-authorization form 
and have this signed by the patient, parent or guardian and health care providers, 
as applicable. This form shall be submitted to the Local Health Insurance Office 
(LHIO) or the Phi!Health Regional Office (PRO) when filing the first tranche. 

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

DATE OF REQUEST (mm/dd/yyyy): 

This is to request approval for provision of services under 
in 

(Patient's last, first, suffix, middle name) 

Accreditation No. 

Certified 

Accreditation No. 

Conforme by: 

for 

(Printed Name and Signature) 
Patient 

(For PhilHealth Use Only) 
DAPPROVED 
D DISAPPROVED (State reason/s) ----------------

(Printed name and signature) 
U Head or authorized representative, Benefits Administration Section (BAS) 
~-M--~~~~~~~~--,-~~~~~~~~~~~~--, ..., INITIAL APPLICATION COMPLIANCE TORE UIREMENTS 

-~~--------~--~~~7=~~~~~~~=---~~~~~~==~~~~~~~~~~~--~ 
Activity Initial Date D APPROVED 

Received by D DISAPPROVED (State reason/s) 
LHIO BAS: 
Endorsed to BAS 
(if received b LHIO): 
DApproved 
DDisa roved 
Released to HF: 
The pre-authorization for 
chemotherapy (neoadjuvant) and 
surgery (adjuvant) shall be valid 
for 60 calendar da s. 

(Printed name and signature) 
Head or authorized BAS representative 

Activity Initial Date 

Received by BAS: 
D Approved DDisapproved 

Released to HF: 
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Annex B: Member Empowerment Form 

LPhiiHealth 
~~ )lmr Pcrftltr in lfllfif(/J 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Cltystate Centre, 709 Shaw Boulevard, Pasig City 
t.. (02) 8662·2588 ®www.phllhealth.gov.ph 
0 PhJIHealthOfticial X teamphilhealth 

Numero ng kaso: ________ _ 
CaseNo. · 

(,) 
0 

MgaPanuto: 
Instructions: 

MEMBEREMPO~RMENTFORM 
Magpaalam, tumulong, at magbigay kapangyarihan 

Inform, Support & Empower 

1. Ipaliliwanag at tutulungan ng kinatawan ng ospital ang pasyente sa pagsasagot ng ME form. 
The health care provider shall explain and assist the patient infilling-up the MEfonn. 

2. Isulat nang maayos at malinaw ang mga impormasyon na kinakailangan. 
Legibly print all information provided. 

3. Para sa mga katanungang nangangailangan ng sagot na 11
00" o "hindi", lagyan ng marka ( -/) 

ang angkop na kahon. 
For items requiring a "yes" or "no" response, tick appropriately with a check mark ( v'). 

4. Gumamit ng karagdagang papel kung kinakailangan. Lagyan ito ng kaukulang marka at ilakip 
ito sa ME form. 
Use additional blank sheets if necessary, label properly and attach securely to this ME form. 

s. Ang kinontratang ospital na magkakaloob ng dalubhasang pangangalaga sa pagpaparami ng 
kopya ng ME Form. 
The ME form shall be reproduced by the contracted health facility (HF) providing specialized 
care. 

6. Dalawang kopya ng ME form ang kailangang ibigay ng kinontratang ospital. Ang mga kopyang 
nabanggit ay ilalaan para sa pasyente at sa ospital. 
Duplicate copies of the MEfonn shall be made available by the contracted HF-onefor the 
patient and one as file copy of the contracted HF providing the specialized care. 

7· Para sa mga pasyenteng gagamit ng Z Benefit for Mobility Orthoses 
Rehabilitation Prosthesis Help (ZMORPH), ukol sa pagpapalit ng artipisyal na 
ibabang bahagi ng hita at binti, o Z Benefits para sa mga batang may lmpansanan, 
isulat ang N/A sa tala B2, B3 at D6. Para na1nan sa Peritoneal Dialysis (PD) First 
Z Benefits, isulat ang N/A para sa tala B2 at B3. 
For patients availing of the Z Mobility Orthoses Rehabilitation Pl•osthesis Help 
(ZMORPH)for fitting of the extm'llallowerlimb prosthesis, or Z Benefits for 
children with disabilities, write N/Afor items B2, B3 andD6 and for PD First Z 

~~enefits, write N/Afor items B2 and B3. 

PAN GALAN NG OSPITAL 
HEALTH FACIUTY (HF) 

AD RES NG OSPITAL 
ADDRESS OF HF 
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A. Impormasyon ng Miyembro/ Pasyente 
A. Member/Patient Information 
PASYENTE (Apelyido, Pangalan, Panggitnang Apelyido, Karagdagan sa Pangalan) 
PATIENT (Last name, First name, Middle name, Suffix) 

NUMERO NG PHILHEALTH ID NG PASYENTE D D - DDDDDDDDD - DO 
PHILHEALTH ID NUMBER OF PATIENT 
MIYEMBRO (kung ang pasyente ay kalipikadong maldkinabang) (Apelyido, Pangalan, -Panggitnang Apelyido, 
Karagdagan sa Pangalan) 
MEMBER (if Patient is a dependent) (Last name, First name, Middle name, Suffix) 

NUMERO NG PHILHEALTH ID NG MIYEMBRO D D - DDDDDDDDD - DO 
PHILHEALTH ID NUMBER OF MEMBER 
PERMANENTENG TIRAHAN 
PERMANENT ADDRESS 
Petsa ng Kapanganakan (Buwan/Araw/Taon) Edad Kasarian 
Birthday (mmjddjyyyy) Age Sex 
Numero ng Telepono Numero ng Cellphone Email Address 
Telephone Number Mobile Number Email Address 
Kategorya bilang Miyembro: 
Membership Category: 
Direct contributor 
Direct contributor 

D Empleado ng pribadong sector D Kasambahay I Household Help 
Employed private D Tagamaneho ng Parnilya/ Family driver 

D Empleado ng gobyerno 0 Filipinong Manggagawa sa ibang bansa 
Employed government Migrant WorlcerjOFW 

D May sariling pinagkakakitaan D Land-based D Sea-based 
Self-eaming Land-based Sea-based 
D Indibidwal D Habambuhay na kaanib/ Lifetime Member 

Individual 0 Filipino na may dalawang 
0 Sole proprietor pagkamamamayan/N akatira sa ibang bans a 

Sole proprietor Filipino with Dual Citizenship/Living abroad 
D Group enrollment scheme D Foreign national/ Foreign national 

Group enrollment scheme 

Indirect contributor 
Indirect contributm· 

D Listahanan D Inisponsuran ng LGU 
Listahanan LGU-sponsored 

D4Ps/MCCT 0 Inisponsuran ng NGA 
4PsjMCCT NGA-sponsored 

D Nakatatandang mamamayan D Inisponsuran ng pribadong sector 
Senior Citizen (RA 10645) Private-sponsored 

D PAMANA D Taong may kapansanan 
PAMANA Person with disability 

D KIA/KIPO 

·- .~ KIA/KIPO 

~\ 
D Bangsamoro/Normalization 

~ Ibapa 
~ Others 

Cli ..... D Point of Service (POS) Financially Incapable 
Ill 
0 

~ 
Page 2 of 9 of Ann exB 

u 
Cl --· .. ~ 



... "\:>._ 

~ 

~ 
~ 

" Q! 

w> .... 
m 

I-ll. 0 
000 
<u ~ :! 

u 
0 

,..,_.,~-

B. Impormasyong Klinikal 
B. Clinical Information 
1. Paglalarawan ng kondisyon ng 

pasyente 
Description of condition 

2. Napagkasunduang angkop na plano 
ng gamutan sa ospital 
Applicable Treatment Plan agreed 
upon with healthcare provider 

3. Napagkasunduang angkop na 
alternatibong plano ng gamntan sa 
ospital 
Applicable alternative Treatment 
Plan agreed upon with health care 

' ·a 
C. Talatakdaan ng Gamutan at Kasunod na Konsultasyon 
C. Treatment Schedule and Follow-up Visit s 
1. Petsa ng unang pagkakaospital o 

konsultasyon ' 
(buwan/araw jtaon) 
Date of initial admission to HF or 
consult a (mmjddjyyyy) 

a Para sa ZMORPH/ mga batang may 
kapansanan, ito ay tumutukoy sa pagkonsulta 
para sa rehabilitasyon ng external lower limb 
pre-prosthesis/ device. Para naman sa PD First, 
ito ay ang petsa ng konsultasyon o pagdalaw sa 
PD provider bago magsimula ang unang PD 
exchange. 
a For ZMORPHfchildJ•en with disabilities 
(CWDs), this refers to the consult prior to the 
provision of the device and/or rehabilitation. 
For PD First, this refers to the date of medical 
consultation or visit to the PD Provider prior 
to the start oft he first PD exchange. 

2. Pansamantalang Petsa ng susunod 
na pagpapa-ospital o 
konsultasyonb (buwan/araw/taon) 

Tentative Datejs of succeeding 
admission to HF or consult b 

(mmjddjyyyy) 
b Para sa ZMORPH/ mga batang may 
kapansanan, ito ay petsa ng paglalapat at 
pagsasayos ng device. Para naman sa PD First, 
ito ay ang kasunod na pagbisita sa PD Provider, 

b For ZMORPH/CWDS, this refers to the 
measurement, fitting and adJustments of the 
device. For the PD First, this refers to the next 
visit to the PD Provider. 

3. Pansamantalang Petsa ng kasunod 
na pagbisita c (buwan/arawjtaon) 

Tentative Datejs of follow-up 
visitjs c (mmjddjyyyy) 
c Para sa ZMORPH/ mga batang may 
kapausanan, ito ay tumutukoy sa rehabilitasyon 
ng external lower limb post-prosthesis. 
c For ZMORPH/CWD, this refers to the 
external lower limb post-prosthesis 
re1Jabilitation consult. 
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2. ng ng ang mga paraan ng 

5· 

gamutan/interbensyon d 

My health care provider explained the treatment optionsjinterventiond. 

d Para sa ZMORPH, ito ay ukol sa pangangailangan ng pagbibigay at 
rehabilitasyon para sa pre at post-device. 

d For ZMORPH, this refers to the need for pre- and post-device 
provision and rehabilitation. 

ng ng ospital ang mga posibleng mga 
masamang epekto ng gamutan/ interbensyon. 
The possible side effects/adverse effects of treatment/intervention 
were explained to me. 

gamutan ng aking kar·arn1daJman/ 
My health care provider explained the mandatory services and other 
services required for the treatment of my condition/intervention. 

I am satisfied 
provider 

sa paliwanag na ibinigay ng 
the explanation given to me by my care 

nang ang impormasyon na aka ay mahusay na 
aalagaan ng mga dalnbhasang doktor sa aking piniling kinontratang 
ospital ng Phi!Health at kung gustuhin ko mang lnmipat ng ospital ay 
hindi ito maka-aapekto sa aking pagpapagamot. 
I have been fully informed that I will be cared for by all the pertinent 
medical and allied specialties, as needed, present in the Phi/Health 
contracted HF of my choice and that preferring another contracted HF 
for the said specialized care will not affect my treatment in any way. 

panukalang gamutanjinterbensyon. Kasama rita ang ng 
gamutan/interbensyon sa unang ospital kung saan na,;irncullm ang aking 
gamutan/interbensyon. 
My health care provider explained the importance of adhering to my 
treatment plan/intervention. This includes completing the course of 
treatment/intervention in the contracted HF where my 
treatment/intervention was initiated. 
Paalala: Ang hindi pagsunod ng pasyente sa napagkasunduang gamutan/interbensyon sa ospital ay 
maaaring magresulta sa hindi pagbabayad ng mga kasunod na claims at hindi dapat itong ipasa 
bilang case rates. 
Note: Non-adherence of the patient to the agreed h·eatment plan/intervention in the HF may 
result to denial of filed claims for the succeeding tranches and which should not be filed as case 
rates, 
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Lagyan ng tsek ( v) ang angkop na sagot o NA kung hindi nauukol 

I 
00 HINDI 

Put a check mark(v) opposite appropriate answer or NAif not applicable. YES NO 
8. Binigyan ako ng ospital ng talaan ng mga susunod kong pagbisita. 

My health care provider gave me the schedulejs of my follow-up 
visitjs. 

g. Ipinaalam sa akin ng ospital ang impormasyon tungkol sa maaari kong 
hingan ng tulong pinansiyal o ibang pang suporta, kuug kinakailangan. 
a. Sangay ug pamahalaan (Hal.: PCSO, PMS, LGU, etc.) 
b. Civil society o non-government organization 
c. Patient Support Group 
d. Corporate Foundation 
e. Iba pa (Hal. Media, Religious Group, Politician, etc.) 
My health care provider gave me information where to go for financial 
and other means of support, when needed. 
a. Government agency (ex. PCSO, PMS, LGU, etc.) 
b. Civil society or non-government organization 
c. Patient Support Group 
d. Corporate Foundation 
e. Others (ex. Media, Religious Group, Politician, etc.) 

10. Nabigyan aim ng kopya ng listallan ng mga kinontratang ospital para sa 
karampatang paggagamot ng aking kondisyon o karamdaman. 
I have been furnished by my health care provider with a list of other 
contracted HFsfor the specialized care of my condition. 

11. Nabigyan ako ng sapat na kaalaman hinggil sa benepisyo at tuntnnin ng 
Phi!Health sa pagpapa-miyembro at paggamit ng benepisyong naaayon 
sa Z benefits: 
I have been fully informed by my health care provider of the 
PhilH ealth membership policies and benefit availment on the Z 
Benefits: 

a. Kaalipikado ako sa mga itinakdang batayan para sa aking 
kondisyon/lmpansanan. 
!fulfill all selections criteria for my condition/disability. 

b. Ipinaliwanag sa akin ang polisiya hinggil sa "No Balance Billing" 

~ 
(NEB) 
The "no balance billing" (NBB) policy was explained to me. 

~ Paalala: Ang polisiya ng NEB ay maaaring makamit ng mga 
!() sumusunod na miyembro at kanilang kalipikadong maldkinabang 

~· kapag na-admit sa ward ng ospital: inisponsuran, maralita, 
'l; kasambahay, senior citizens at miyembro ng iGroup na may 
0 kaukulang Group Policy Contract (GPC). 

~ Note: NBB policy is applicable to the following members when 
admitted in ward accommodation: sponsored, indigent, household 
help, senior citizens and iGroup members with valid Group Policy 

" Contract (GPC) and their qualified dependents. u 
Cl 

"~'"<'"" Para sa inisponsuran, maralita, kasambahay, senior citizens at 
miyembro ng iGroup na may kaukulang Group Policy Contract (GPC) at 
kanilang kwalioikadong makikinabang, sagutan ang c, date. 
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u a 

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

c. Nauunawaan ko na sakaling hindi aim gumamit ng NEB ay maaari 
akong magkaroon ng kaukulang gastos na aldng babayaran. 
I understand that I may choose not to avail of the NEB and may be 
charged out of pocket expenses 

d. Sakaling ako ay nagpalipat sa mas magandang kuwarto ayon sa aking 
kagustuhan o tumanggap ng karagdagang serbisyo na hindi kasama 
sa benepisyo, nauunawaan ko na hindi na ako maaaring humiling sa 
pagamutan para makagamit ng pribilehiyong ibinibigay sa mga 
pasyente na NBB Ompag NEB, wala nang babayaran pa pagkalabas 
ng pagamutan) 

In case I choose to upgrade my room accommodation or avail of 
additional services that are not included in the benefit package, I 
understand that I can no longer demand the hospital to grant me 
the privilege given to NEB patients (that is, no out of pocket 
payment upon discharge from the hospital) 

e. Ninanais ko na lumabas sa polisiyang NEB ang Phi!Health at dahil 
dito, babayaran ko ang anumang halaga na hindi sakop ng benepisyo 
sa Phi!Health 
I opt out of the NEB policy of Phi/Health and I am willing to pay on 
top of my Phi/Health benefits 

f. Pumapayag akong magbayad ng hanggang sa halagang PHP 
-=---.,...----* para sa: 
I agree to pay as much as PHP *for the 
following: 
D Paglipat ko sa mas magandang kuwmto, o 

I choose to upgrade my room accommodation, or 
D anumang karagdagang serbisyo, tukuyin 

additional services, specify 

* Ito ay tinantiyang halaga lamang na gagabay sa pasyente kung magkano 
ang kanyang babayaran at hindi dapat gawing batayan para sa 
pagtutuos ng kuwenta ng nagugol na gastusin sa pagkakaospital na 
babayaran ng Phi!Health. 

This is an estimated amount that guides the patient on how much the 
out of pocket may be and should not be a basis for auditing claims 
reimbursement. 

*Para sa Z Benefits Package ng Breast Cancer, ang halaga ng babayaran 
ng pasyente ay base lamang sa yugto ng paggamot batay sa plano ng 
gamutan ng MDT. Walang dagdag bayad para sa benepisyo ng targeted 
therapy. 
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For the Z Benefits Package for Breast Cancer, the co-payment of the 
patient shall be based per treatment phase in accordance with the 
agreed treatment plan of the MDT. No-copayment shall be applicable 
f~r benefits under targeted therapy. 
Ang mga sumusunod na katanungan ay para sa mga 
miyembro ng formal at informal economy at kanilang mga 
kalipikadong makildnabang 
The following are applicable to formal and iriformal 
economy and their qualified dependents 

g. Naiintindihan ko na maaari akong magkaroon ng babayaran para sa 
halagang hindi sakop ng benepisyo sa Phi!Health. 
I understand that there may be an additional payment on top of my 
Phi/Health benefits. 

h. Pumapayag akong magbayad ng hanggang sa halagang PHP 
,----:----=-,* para sa aking gamutan na hindi sakop ng 
benepisyo ng Phi!Health. 
I agree to pay as much as PHP *as additional 
payment on top of my Phi/Health benefits. 

* Ito ay tinantiyang halaga lamang na gaga bay sa pasyente kung 
magkano ang kanyang babayaran at hindi dapat gawing batayan para 
sa pagtutuos ng kuwenta ng nagugol na gastusin sa pagkakaospital 
na babayaran ng Phi!Health. 
This is an estimated amount that guides the patient on how much the 
out of pocket may be and should not be a basis for auditing claims 
reimbursement. 

* Para sa Z Benefits Package ng Breast Cancer, ang halaga ng babayaran 
ng pasyente ay base lamang sa yugto ng paggamot batay sa plano ng 
gamutan ng MDT. Walang dagdag bayad para sa benepisyo ng 
targeted therapy. 

For the Z Benefits Package for Breast Cancer, the co-payment of the 
patient shall be based per treatment phase in accordance with the 
agreed treatment plan of the MDT. No-copayment shall be 
applicable for benefits under tarqeted theram.J. 

12. Limang (5) araw lamang ang babawasan mula sa 45 araw na palugit sa 
benepisyo sa isang taon para sa buong gamutan sa ilalim ng Z benefits. 
Only five (5) days shall be deducted from the 45 confinement days 
benefit limit per year for the duration of my treatment/intervention 
under the Z Benefits. 

u 
0 
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I understand that I am responsible for adhering to my treatment 
schedule. 

2. Nauunawaan na ang gamutan ay 
tungo sa aking paggaling at pangunahing kailangan upang magamit 
nang buo ang Z benefits. 

I understand that adherence to my treatment schedule is important in 
terms of clinical outcomes and a pre-requisite to the full entitlement of 
the Z benefits. 

patakaran ng Phi!Health at ospital upang magamit ang buong Z benefit 
package. Kung sakali na hindi ako makasunod sa mga polisiya at 
patakaran ng Phi!Health at ospital, tinatalikuran ko ang aking 
pribilehiyong malcagamit ng Z benefits. 

I understand that it is my responsibility to follow and comply with all 
the policies and procedures of PhilH ealth and the health care provider 
in order to avail of the .full Z benefit In the event that I fail to 
cornp<'u with policies and and the health care 

I waive the 

F. Pangalan, Lagda, Thumb Print at Petsa 
F. Printed Name, Signature, Thumb Print and Date 
Pangalan at Lagda ng pasyente:* Thumb Print 
Printed name and signature of patient* (kung hindi 

makakasulat ang 
pasyente) 

(if patient is unable to 
*Para sa mga menor de edad, ang magulang o tagapag-alaga write) 
ang pipirma o maglalagay ng thumb print sa ngalan ng 
pasyente. 
*For minors, the parent or guardian affixes their signature 
or thumb print here on behalf of the patl'ent. 

Pangalan at lagda ng nangangalagang Doktor: 
Printed name and signature of Attending Doctor 

MgaSaksi: 
Witnesses: . 
Pangalan at lagda ng kinatawan ng ospital: 
Printed name and signature of HF staff member 

Pangalan at lagda ng asawa/ magulang I pinakamalapit na 
kamag-anak/ awtorisadong kinatawan 
Printed name and signature of spouse/ parent/ next of kin 
/authorized guardian or representative 
D walang kasama/ no companion 

Pets a 
(buwanj arawj taon) 

Petsa 
(buwanjarawjtaon) 
Date (mm/dd/yyyy) 

Pets a 
(buwan/ araw /taon) 
Date (mm/ddfyyyy) 

Pets a 
(buwan/ araw /taon) 
Date (mm/dd/yyyy) 
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G. Detalyeng Tagapag-ugnay ng PhilHealth para sa z benefits 
G. PhiUiealtlt Z Coordinatm· Contact Details 
Pangalan ng Tagapag-ugnay ng Phi!Health para sa Z benefits na nakatalaga sa ospital 
Name of Phi/Health Z Coordinator assigned at the HF 

Numero ng Telepono Numero ng Cel!Phone Email Address 
Telephone number Mobile number 

H. Numerong rnaaaring tawagan sa PhilHealth 
H. PhiUiealth Contact Details 
Opisinang Panrehiyon ng Phi!Health 
Phi/Health Regional Office No. 
Numero ngtelepono _______________ _ 
Hotline Nos. 

I. Pahintulot sa pagsusuri sa ta]aan ng 
pasyente 
I. Consent to access patient record 

ay pumapayag na suriin ng ang 
aldng talaang medikal upang mapatunayan 
ang katotohanan ng Z-claim 
I consent to the examination by PhiUiealth of 
my medical records for the sole purpose of 
verifying the veracity of the Z·claim 

J. Pahintnlot na mailagayang medical data 
sa Z benefit infotmation and tracking system 
(ZBITS) 

J. Consent to enter medical data in the 
Z benefit infm•mation & tl'acking 
sustem (ZBITS) 

• • ay pumapayag na ang 
impormasyong medikal sa ZBITS na 
kailangan sa Z benefits. Pinahihintulutan ko 
din ang Phi!Health na maipaalam ang aking 
personal na impormasyong pangkalusugan sa 
mga kinontratang ospital. 
I consent to have my medical data entered 
electronically in the ZBI1'S as a requirement 
for the Z Benefits. I authorize Phi/Health to 
disclose my personal health information to 
its contracted 

ay nagpapatunay na pananagutan ang 
ldnatawan mula sa pahintulot na nakasaad sa itaas sapagkat kusang·loob ko itong ibinigay 
upang makagamit ng Z benefits ng Phi!Health. 

I hereby hold Phi/Health or any of its officers, employees andjor representatives free from 
any and all liabilities relative to the herein-mentioned consent which I have voluntarily and 

lHI"muprint 
(Kung hindi na (buwanjarawjtaon) 
makasusulat) Date (mmjddjyyyy) 
(if patient is 

unable to 
write) 

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

D magulang D anak D kapatid 

Pets a 
(buwanjarawjtaon) 
Date (mm/ddjyyyy) 

D walang kasama 
no 
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• II Phil Health 
Your Partm:w in lJeaft!t 

Case No. ________ _ 

Annex C.t: Checklist of Mandatory and 
Other Services for Diagnostics 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystata Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8662·2588 @www.philhealth.gov,ph 
0 PhiiHealthOfflcial X teamphilhealth 

CHECKLIST OF MANDATORY AND OTHER SERVICES 

ADDRESS OF HF 

ER/PR Hormone Test 

Her2jneu Immunohistochemistry 
(IH C) testing 

Metabolic panel with liver function 
tests 

D Alkaline phosphatase 

D Fluorescent in situ hybridization 
(FISH) for Her2 Neu amplification 

consultation 

Date procedure (mmjdd/yyyy): 

Date 

Date of procedure (mm/ ddjyyyy): 

Date of procedure (mm/ dd/yyyy): 

Page 1 of 2 of Annex C.1 



HEALTH FACILITY (HF) 

ADDRESS OF HF 

1. Last Name, First Name, Middle 

name and signature) 
Patient 

signed (mm/dd/yyyy) 

Page 2 of 2 of Annex C.1 



r~··.o. 

~ ; 
'I ~ I 

It' iii W> -111 ... a. 0 mo 
•t{(J 
~· 

u 
Cl 

'"""'"'""""'~'''""'''''''""",.....,"''-

Annex C.2: Checklist of Mandatory and 
Other Services for Surgery 

hiiHealth 
1'm1r PtMuerln l!ooltl1 

Case No. ________ _ 

Republic ot the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8662·2588 ®www.philheallh.gov.ph 
0 PhiiHeaithOfficial X teamphilhealth 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
Breast Cancer -

HEALTH FACILITY (HF) 

ADDRESS OF HF 

cStage 
cStage IIB 
cStage IliA 
cStage IIIB 
cStage IIIC 
cStage IV 

B. Procedure: (any ofthe following) 
D Partial masteCtomy or lumpectomy 
D Subcutaneous/Simple/Total 

mastectomy 
D Modified Radical Mastectomy 
D Partial mastectomy or Lumpectomy 

with sentinel lymph node biopsy 
D Partial mastectomy or Lumpectomy 

with axillary node dissection 
D Total Mastectomy with sentinel 

lymph node biopsy 
D Modified Radical Mastectomy with 

skin for IIIB or above 

0 

eStage IA 
· cStage IB 
cStage IIA 
cStage IIB 
cStage IliA 
cStage IIIB 
cStage IIIC 
cStage IV 

Female 

a 

B. Procedure: (any ofthe following) 
D Partial mastectomy or lumpectomy 
D Subcutaneous/Simple/Total 

mastectomy 
D Modified Radical Mastectomy 
D Partial mastectomy or Lumpectomy 

with sentinel lymph node biopsy 
D Partial mastectomy or Lumpectomy 

with axillary node dissection 
D Total Mastectomy with sentinel 

lymph node biopsy 
D Modified Radical Mastectomy with 

skin 

Page 1 of 2 of Annex C.2 



OTHER SERVICES 

Certified correct by: Conforme by: 

(Printed name and signature) (Printed name and signature) 
Attendin Surgeon Patient 

Phi!Health -~-111 
I II Ill I Date signed (mm/dd/yyyy) 

-

~~~reditation 

Date signed (mm/dd/yyyy) 

I 

' 
It\ I 

(!) ... 
m 
0 

~ 
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Phil Health 
!Pur PffrtJtf!r in flrofrh 

BAGOHO PfLIPIHA5 

Case No. ________ _ 

Annex C.3: Checklist of Mandatory and 
Other Services for Chemotherapy 
Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
~ (02) 8662-2588 ®www.philhealth.gov.ph 
0 PhiiHealthOfticial X teamphilhealth 

CHECKLIST OF MANDATORY AND OTHER SERVICES 

ADDRESS OF HF 

D 

... D + 
~ 
< 
'0 1. .., 
~ 2, 

;. 3· 
!l. 

Z021N11 
D Doxorubicin/ 

1. 

Epirubicin (A) + 2. 

Cyclophosphamide 3· 

:= 4· 

"' "' 1. 
!l. 
+ 2. 

~ 3-

~ 4-

8 5· 
Zo21N12 6. 

0 D Paclitaxel (Pacli) .... 7· I:: 8. !l. 
9· 
10. 

11, 

<~-.. ""~ 

(Ot 
SQCQT£(:: 
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e 1. ____ _ 

+ Eo< Z02101 2. _____ _ 

u D Docetaxel (T) + 3. ____ _ 
Carboplatin (Cb) 

D Adjuvant therapy 

Z021M21 
D 

;.:= 
~ f-----'= 

+ 
~ 
~ 

8 Z021N22 
.S D Paclitaxel (Paclj) · 

~ 

required for Stage o DCIS 

g. ____ _ 
10. ____ _ 

11. _____ _ 

D Antimicrobials, specify 

D Pain relievers, specify 
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HEALTH FACILITY (HF) 

ADDRESS OF HF 

. ,....,., .,. 

u 
0 
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• UPhUHealth II 10rw Parlmtr it1 JlMffh 

Annex C.4.1: Checklist of Mandatory and Other 
Services for Hormonotherapy Tranche 1 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
q Citystate Centre, 709 Shaw Boulevard, Pasig City 
to (02) 6662·2566 ®www.philhealth.gov.ph 
0 PhiiHealthOfficial X taamphilhealth 

Case No. ________ _ 

-0 
tick box. 

Place a (,f) in the appropriate tick box if the services 
.:2 is done and indicate the date 
~·~----------------.----~~~~~~~~~~~-, 
0 

SERVICES DATE OF PRESCRIPTION 
(mm/dd/yyyy) 

. .I 
u 
0 

ick one, whichever is applicable 

D Tamoxifen abc 

(Premenopausal/Postmenopausal) 

OR 

1. Date: 

2. Date: 

3. Date: 

4· Date: 

s. Date: 

6. Date: __________ _ 

Page 1 of 2 of Annex C-4.1 



D Anastrozole I Letrozole b c 

(Aromatase Inhibitor) 
(Postmenopausal) 

' 

1. Date: 

2. Date: 

3. Date: 

Page 2 of 2 of Annex C-4.1 



Annex C.4.2: Checklist of Mandatory and Other 
Services for Hormonotherapy Tranche 2 

Phil Health 
fuur Pnrtm:r iu Jfoolf!: 

~MONa PIUPIHA!i 

Case No. ________ _ 

Republic of .the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Oitystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8662-2588 ®www.philhealth.gov.ph 
0 PhiiHealthOfficial X teamphllheallh 

'CHECKLIST OF MANDATORY AND. 

cStage 
cStage 
cStage 
cStage 
cStage 
cStage IIIA 
cStage IIIB 

D cStage nrc 

cStage IliA 
0 cStage IIIB 
D cStage me 
D cStageN --·· .. . ~ . 0 cStage N 

i I Place a ( v') in the appropriate tick box if the services 

~rl-~::::::::~-----~---ll--uu~~~~~~~~ji~~d~hl~e~ 

appropriate box 

011~~S~E~R~VI~CfcE~SEVE~~~~~-----l~~~~~~~UY~1_ ______ -1 II i one, whichever is 
7· Date: 

8. Date: 

9- Date: 

10. Date: 

11. Date: 
OR 

12. Date: __________ _ 

Page 1 of 2 of Annex C.4.2 



D Anastrozole j Letrozole b c 

(Aromatase Inhibitor) 
(Postmenopausal) 

7· Date: 

8. Date: 

9. Date: 

Page 2 of 2 of Annex C-4.2 



0 
0 

Annex C.5.1: Checldist of Mandatory and 
Other Services for Targeted Therapy - Tranche 1 

• 0~Phi1Health 11 }illtr Jlart11trit1 IJimlliJ 
SACQHG PfLIPINAS 

Case No. ________ _ 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
\,. (02) 8662·2588 ®www.philhealth.gov.ph 
0 PhiiHealthOfficial %. teamphllhealth 

CHECKLIST OF MANDATORY AND OTHER SERVICES 
Breast Cancer -

FACILITY (HF) 

SERVICES 

D Trastuzumab (H) a b 

cStage liB 
cStage IliA 
cStage IIIB 
cStage IIIC 

0 cStageiV 

Place a ( v') in the appropriate tick box if the services 
is done and indicate the date 

DATE OF PRESCRIPTION 
(mm/ dd/yyyy} 

1. Date: 

2. Date: 

3. Date: __________ _ 

4. Date: 



s. Date: __________ _ 

6. Date: 

0 2DEcho' 
Date conducted: 

a lifetime 

Page 2 of 2 of Annex C.5.1 
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• ''11 Phil Health 
,, l!lur Pmtncr in Heflilft 

Annex C.5.2: Checklist of Mandatory and 
Other Services for Targeted Therapy - Tranche 2 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
\.. (02) 8662"2588 ®www.philhealth.gov.ph 
0 Phi!HealthOfficial :X. teamphilhealth 

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

CHECKLIST OF MANDATORY AND OTHER SERVICES 

SERVICES 

D Trastnzumab (H) a b 

{(i if? sm:on:<: 
m- tu~~ -

Female 

Place a ( v') in the appropriate tick box if the services 
is done and indicate the date 

DATE OF PRESCRIPTION 
(mm/dd/yyyy) 

7· Date: 

8. Date: 

9· Date: 

10. Date: 

11. Date: 

12. Date: 
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SERVICES 

D 2DEcho' Date conducted: 

factor 

Date signed (mmjdd/yyyy) 

Page 2 of 2 of Annex C.5.2 
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Phil Health 
Umr Partner ht Jllffl/.rft 

Annex C.5.3: Checklist of Mandatory and 
Other Services for Targeted Therapy- Tranche 3 

Republic of the Phil'lppines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
0 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t.. (02) 8662·2588 @www.phi!hea!th.gov.ph 
0 Ph!!HealthOfficial X teamphllhea!th 

Case No. ________ _ 

SERVICES 

D Trastuzumab (H) a b 

~~ 

((I J? SQCQTE.C 

&Of!l!!! I~="" 

cStage liB 
D cStage IIIA 
D cStage IIIB 
D cStage III C 
D 

tick 

Place a ( v') in the appropriate tick box if the services 
is done and indicate the date 

DATE OF PRESCRIPTION 
(mm/ddfyyyy) 

13. Date: 

14. Date: 

15. Date: 

16. Date: 

17. Date: 

18. Date: 
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SERVICES 

D 2DEcho' 

a For 
bOne tranche is 
c Must be done 

Certified correct by: 

' 

(Printed name and signature) 
Attending Oncologist 

PhilHcalth I I I I 
t~~reditation II IIIII 
Date signed (mm/dd/yyyy) 

DATE OF PRESCRIPTION 
(mm/ dd/yyyy) 

factor 

a lifetime 

Conforme by: 

(Printed name and signature) 
Patient 

Date signed (mm/dd/yyyy) 

Page 2 of 2 of Annex C.s.3 



Phil Health 
~nr Patm,tr inlktlllll 

Annex C.6: Checldist of Mandatory and 
Other Services for Surveillance 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centra, 709 Shaw Boulevard, Paslg City 
t... (02) 8662·2588 $ www.phllhealth.gov.ph 
0 Phi!HealthOfficial X teamphllheallh 

Case No. ________ _ 

~ 
~ 

1'6 i ' 
~,,' 

If\ I , 
w ... 

21 

~ 
u a -

CHECKLIST OF MANDATORY AND OTHER SERVICES 

cStage 
D cStage 
D cStage 
D cStage 
D cStage 
D cStage IliA 
D cStage IIIB 
D cStage IIIC 

IV 
the appropriate box 

Place a ( ) in the appropriate tick box 
Basic Services 

D Mammography (contralateral if Date conducted (mmjdd/yyy): 
mastectomy or bilateral, if 
lumpectomy)' AND/OR 

D llitrasound breast e or whole d Date conducted (mmjdd/yyy): 
abdomen AND/OR 

D Gynecological evaluation and Date conducted (mmjdd/yyy): 
Transvaginal ultrasound f AND/OR 

D ChestX-Rayb AND/OR 
Date conducted (mm/dd/yyy): 

D Clinical Consultation a 
Date of Consultation (mm/dd/yyyy): 

((I ~ $Qt:Q1'1tC 

I·"="' Page 1 of 2 of Annex C.6 
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0 2Dechog AND/OR 

0 BonedensitometryhAND/OR 

Bone scan 

Rules on surveillance 
a Clinical consultation after completion of treatment, 
high risk patients (Stage liB-III C) then one 
b Chest X-ray once a year, as 

f Gynecological exam 

g zD echo, as per 

trastuzumab 
h Bone den,sitcome· 

u 
Cl 

Date conducted (mm/dd/yyy): 

Page 2 of 2 of Annex C.6 



Phil Health 
Annex D: Z Satisfaction Questionnaire 

Share your opinion with us! 

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

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

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

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

3. Sex of respondent 
o male 
o female 

o Orthopedic implants 
o PD First Z benefits 
o Colorectal cancer 
o Prevention of preterm delivery 
D Preterm and small baby 
D Children with developmental disability 
o Children with mobility impairment 
o Children with visual disability 
o Children with hearing impairment 

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

u 
0 

How would you rate the services received from the health facility (HF) in terms of availability of 
medicines or supplies needed for the treatment of your condition? 
o adequate 
o inadequate 
o don't know 

Page 1 of 2 of Annex D 



Annex D: Z Satisfaction Questionnaire 

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

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

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

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

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

Thank you. Your feedback is important to us! 

Signature of Patient/ Parent/ Guardian 

Date accomplished: ______ _ 

Page 2 of 2 of Annex D 



Annex E.t: Checklist of Requirements for Reimbursement 
- Diagnostic Test and Prognostication 

PhiiHealth 
li~tir l'ilrlttf!r JnllCfl!i!; 

BAQONQ PII,/PIHA$ 

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

HEALTH FACILITY (HF) 

ADDRESS OF HF 

1. Last Name, First 

1. 

2. 

3· 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
0 Citystate Centre, 709 Shaw Boulevard, Paslg City 
'- (02) 8662-2588 Elll www.philhealth.gov.ph 
0 Phil Health Official X teamphilhealth 

Conforme by: 

Page 1 of 1 of Annex E.1 



Phil Health 
Your Partmrr inlJrmltll 

MQ<1t<IC PIWPINAS 

1. 

2. 

3-

4-

IM!Xflll 

Annex E.2: Checklist of Requirements for 
Reimbursement - Surgery 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Paslg City 
\,. (02) 8662-2588 ®www.philheallh.gov.ph 
0 PhilHealthOffic!af X. teamphi!health 

Request 

Conforme by: 

Page 1 of 1 of Annex E.2 



Phil Health 
Your Partner in Hl!liffh 

1. 

2, 

3-

Annex E.3: Checldist of Requirements for 
Reimbursement - Chemotherapy 
Republ!c of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
0 Citystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 6662-2566 ®www,philhea~h.gov,ph 
n PhiiHeelthOfficial X taamphllhealth 

,~.,~1 of Statement Account 

Please 
Check 

Page 1 of 1 of Annex E-3 



• jblr
0 ··Phil Health I llmr Partner li1 Jhmllll 

Case No. 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

L 

2, 

3· 

Annex E.4.1: Checldist of Requirements for 
Reimbursement - Hormonotherapy Tranche 1 

e 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8662-2588 EIJ) www.philhealth.gov.ph 
n PhiiHealthOfficial X teamphilheailh 

Female 

Conforme by: 

(Printed name and signature) 
Patient 

Date 

Page 1 ofl of Annex E-4-1 



I Health 
fuur Plirltlf!r in lhudfh 

Case No. 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

Annex E.4.2: Checklist of Requirements for 
Reimbursement- Hormonotherapy Tranche 2 

* 
Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662-2588 @www.philhaalth.gov.ph 
fl PhiiHealthotficial X teamphilhealth 

1. Last Name, First 

1. 

2. 

3-

- interdisciplinary team 

11. Original or certified true copy ( CTC) of the Statement of Account 
or its om·.iuo 

Conforme by: 

(Printed name and signature) name and signature) 

signed (mm/dd/yyyy) 

Page 1 of 1 of Annex E-4.2. 



Phil Health 
:tlmr P11rln~tr in fiool!ll 

Case No. 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

2. 

3· 

Certified Correct by: 

Annex E.5.1: Checklist of Requirements for 
Reimbursement - Targeted Therapy Tranche 1 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
0 Citystale Centre, 709 Shaw Boulevard, Pasig City 
\. (02) 8662-2588 @www.philhealth.gov.ph 
0 PhiiHea!thOff!cial X: teamphilhealth 

Conforme by: 

(Printed name and signature) (Printed name and signature) 
Patient 

PhilHealth 
Accreditation 
No. 

Attendin Oncolo ist 
Date signed (mm/ddjyyyy) 

Page 1 of 1 of Annex E.5.1 



(.) 
0 

Phil Health 
lhur Partnw in Unl/tfl 

Case No. 
HEALTH FACILITY 

Annex E.5.2: Checklist of Requirements for 
Reimbursement - Targeted Therapy Tranche 2 

#AGONO P/I.IPINAfi 

Republic of the Phllipp!nes 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
\,. (02) 8662-2588 ® www.philhealth.gov.ph 
0 PhiiHealthOfficial X teamphilhealth 

1. Last Name, First 

1. 

2. 

3· 

team 

Statement Account 

tick box. 
Please 
Check 

Page 1 of 1 of Annex E.5.2 



Annex E.5.3: Checklist of Requirements for 
Reimbursement - Targeted Therapy Tranche 3 

Phil Health 
Your Partner ill Jilmftlt 

Case No. 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

L Last Name, First 

L 

2. 

3-

(Printed name and signature) 

Accreditation 
No. 

Republic of tho Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9- Citystate Centre, 709 Shaw Boulevard, Pasig City 
I. (02) 8662-2588 ({l)www.phllhealth.gov.ph 
0 PhiiHealthOfflcial X teamphllhealth 

Conforme by: 

(Printed name and signature) 
Patient 

Date signed 

Page 1 of 1 of Annex K5-3 



Phil Health 
Uuu Pnnmrr in lfrtulill 

Case No. 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

Annex E.6: Checklist of Requirements for 
Reimbursement - Surveillance 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662-2588 ®www.philhealth.gov.ph 
0 PhiiHealtllOfficial X teamphllhealth 

Check 

Page 1 of 1 of Annex E.6 



Annex F: Breast Cancer Treatment Passport 

Phil Health 
lDttr Pttrtmrr in 11 eaftll 

11AGOHO PtLIPIHAff 

Case No. 

HEALTH FACILITY (HF) 

ADDRESS OF HF 

Republic of the Phillpplnes 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q C!tystate Centre, 709 Shaw Boulevard, Pasig City 
~ (02) 8662-2588 ®www.phllhea~h.gov.ph 
Q PhiiHealthO!ficial X teamphilheallh 

AGE: 

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

2. Phi!Health ID Number DD-DDDDDDDDD-D 
(Answer only if the patient is a dependent; otherwise, write, 
"same as above") 
1. Last N arne, First N arne, Middle N arne, Suffix 

2. Phi!Health ID Number DD-DDDDDDDDD-0 
Breast Cancer Treatment Passport 

A Cytt 'Ch 0 OXIC emo th erllJ>Y 

NameofDrug Date 
Patient/ Attending 

Dosage Preparation Initiated 
Parent/ Physician's Guardian's Generic Brand Name 

(mmjdd/yyyy) 
Signature signature 

Name 
1. 

2. 

3· 

4· 
-

5· 
6. 

7-

8. 

9-

10. 

11. 

12. 

13. 

14- f'"""-~'""'-''"'''"'"""' -~··· 
' ' 

15- ~~ 
16. ~ 

a.: Qi 
w>- 1il 
I-D. Q 

_, 
j? wo 

~ 
Page 1 of 2 of Annex F 

((I <eu 
50C0TEC ~ 
~~~~'~ 

"''~-l~O'POCil 

(.) 
C:l 

__ .............. ---··' 



B. h Hormonot erapy 

NameofDrug Date 
Patient/ Attending 

Dosage Preparation Given 
Parent/ Physician's 

Generic Guardian's 
Name 

Brand Name (mmjddjyyyy) 
Signature 

signature 
--c--

1. 

2. 

3· 

4· 

5· 

6. 

7· 

8. 

9· 
10. 

11. 

12. 

c. Targete d h T erapy 

NameofDrug Date 
Patient/ Attending 

Dosage Preparation Given 
Parent/ Physician's 

Generic Guardian's 
Name 

Brand Name (mmjddjyyyy) 
Signature signature 

1. 

2. 

3· 

4· 

5· 

6. 

7· 

8. 

9· 
10. 

11. 

12. 

13. 

14. 

15. ' ~ I • I 

16. -t I 
17- .iY ·:'I 
18. ~,1 >·· ..... ~ 

~' ,;,. 

{'- ~:' ·~ 
. 'f) (") ' 
.q·t, 
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Phil Health 
Hmr PuNttY iu /J(mflft 

Case No. 
HEALTH FACILITY (HF) 

ADDRESS OF HF 

For breast 
contracted 

2. Letter 

1. Last Name, 

the Attending Physician 

3- Certified true copy of 
the breast cancer treatment 
passport 

Letter of Intent from 
patient requesting for 

lltJ:antsfE~r to a referral contracted 

Annex G: Checklist for Patient Transfer 

0 Yes 

D Yes 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 C!tystate- Centre, 709 Shaw Boulevard, Paslg City 
'-' (02) 8662·2588 !I!Jwww.phllhealth.gov.ph 
0 PhliHealthOfftcial X teamphilhealth 

0 No 

D No 

D No 

Conforme by: 

Signature of Responsible 
Person 

Name and 

Name and Signature 
z 

N arne and Signature 
Patient/Parent/Guardian 

Printed name and signature 

Date signed 
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• IIIPhiiHealth 
~~ l~wr l~rlner in Jlealtfl 

Annex H: Transmittal Form of 
Claims for the Z Benefits 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662·2588 ®www.philhealth.gov.ph 
0 PhiiHeallhOfficial X teamphilhealth 

TRANSMITIAL FORM OF CLAIMS FOR THE Z BENEFITS 

~ 

NAME OF CONTRACTED HEALTH FACILITY 

Instructions for filling out this Transmittal Form. 
1. Use CAPITAL letters or UPPER CASE letters in filling 
2. For the period of confinement, follow the format 
3. For the Z Benefits Package Code, include the 

For the Case Number, copy the case number 
The Remarks column may include some 

(Last, First, 

I:)_ I Printed Name and Signature 

~~---------'------~ 
u 
0 

Date 

or cycles, as applicable. 
and request. 

'elaved to Phi!Health. 

Rem aries 

1 of Annex H 



Phil Health 
four P(IJ'ffl't!l"in 11Mltll 

Case No. 

1. Last Name, 

Annex 1: Letter oflntent for Transfer 
to a Contracted Health Facility 

Republic of the Phllipplnes 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662·2588 ® www.phllhaalth.gov.ph 
0 PhiiHealthOfficial X tsamphllhaalth 

SEX 
D Male D Female 

OD-D 

on -=-.,-----,;-;:c:-:-;-;-
(Date of Birth) 

(Date: mm(dd(yyyy) 

Cancer Care to __ ~~--~~--~----~--~ 
(Name of Referral Contracted HF) 

We understand that upon transfer to a referral contracted HF, we will have to waive all 
subsequent claims as the referring contracted HF. 

m•·~-~··~ 

\ ~ 
I ffi> ~ 

1-0. 0 

(~/ll ~8 
0 
0 

Page 1 of 2 of Annex I 



HEALTH FACILITY 

1. Last Name, 

"same as above") 

SEX 

0 0 Female 

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

u 
Q 

2. PhilHealth ID Number 

by: 

(Printed name 

BAS Head or Authorized Signatory, 
PhilHealth Regional Office-----=
In -charge of the Referring Contracted 
HF 

to the referring Contracted 
upon receipt ofthe form; 

name and signature) 
Head or Z Benefits Coordinator, Referral 

Contracted HF 

Page 2 of 2 of Annex I 



Annex J.t: CF2 for Test or Prognostication 

SAMPLE CLAIM FORM 2 FOR DIAGNOSTIC TEST OR PROGNOSTICATION 

f'MiiJ!fiurJ 

INSURANCE COIU'Oil.ATION CF-2 
(Claim Form 2) 

Rwi~td Yl'P'-~'mb-tt 20m 

IMPQRTAIIT RSMIIIPERS1 
I~L£/\.,'1 f WRrfli lN (i\Pl:fJlL k.Erffih$AND tH ttK TH!: .1\PPOOFfliATt: BOXES. 

Indicate the 
date of the 
procedure was 
done 

Write 
OUTPATIENT 

+··············"~···c~·IF==="'i-t in lieu of time 

2-~Si:~nl mf~rretl by •n•IMr llealll> Camlnotlwtloo (IICI)? 

n,,,Ail·ll>lltcdl1~:;~~~~~~iJ~' ~~ ~:·~~~=~~lw:•:w·,~~~~~ 3.C<>n!ln-nl Perletl: '· • J, 
t. 'I 

4.F•atjjll'lt DlspOilltloni li1<10<<tnly il 
v. !n"'lpmvi\() PM 

admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another HF 

lk il'lN:U%-'U!}d ( Tfi(l(j_JiJ!ifl1WJiileftHtfld ~-~~---~·--=~~-·~~-:;m;:y-~m%~-··-·~-~~·--~·-·-~n'"m-~m ""~-·~w-' 
Numt '% fl!11illl1\l Kui\:h Can; lim!tJWtiGh 

~- Ho!r#Di:mh:&llJKlAga!rrttMncllt:etArlVt:W' 

Breast Cancer 

l.D.Ischarge Oilit!JRO$ls/es Vcm mkilt:rt~tlh!CF:ld f\~<'Jl!\fli'J}: 

tlitt¢PMiil- IID·Hl C@dJQ/t flr\!Jt<:d Pr4¥&t!Mf11/0 #f~hoMhl 1m:J1 R\'5.{)14!0 thti~J)f P1!.X&J<JH:t 
Breast cancer 
Jll, ~ .. =~~~•m~•=·"~"~ i, 

lll 
Kooortl.fWJrit 

lml'!'<iw!Mtn t!ryrng_ t~f fWwl0f:r, 

(#rf.> ;:hlM0"lhn umt;Kt 

Bnx:hy!h10mpy 

C!wt'l'll)tl\erJP)_' 

$fmpiwt/$·hdctfitmn~ 

[01\ 

IM:'t 

This is not 
required as 
diagnostic or 
prognostication 
is provided an 
out·patient 
setting 

Tick the box for 
the laterality 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"benefit 
package code" 

This is not 
required 

Page 1 of 2 of AnnexJ.l 



lO.A<tredltatlon Numbor/NU>o of A':<reditod llooltb car. Prof<Wion•l/Pole $ignod and PrMesolonal Foos}Charg•• 
(U~.rddltion;;~CF2:il rrdC0>6ill'ji): 

I 
___________ MI\EYJlo,i\Ml~AS, .. MJl ........ --.-·---

Sigltmm~- (MY Pritlt£<! Mamt' 

A.CEilTIFICATIOiil OF CONSUMPTION 01' IIEIIEFITS: 

I 

rota!.iiriJJthCarE 
JrntP:u~rM f~~~ 

T ot&f Pmf 0m.ionoil 
F~JtS fkn au:mdttlMl 
{Htd NKttHliXffi;(!il::NJ 
{H~k:£1il!~ 

3,500.00 

8 

8 

Ne- f0-;;k"iy Ofl top uf Phl!Hr.'il ~ltl 8.:i1\J.!'li1' 

Wi!h 8:1"P·IJ!f ""''"I""IPli!HeeiiM&r"Ci p 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 

NtH::~ynnwpufA!tllH~sl{l1 B£'11£fit '-----------f-1~ ''"additional 
With ea-pttj1Jnt-Qp nfP t~IHtMlth Benefit P ---·-----------

3,500.00 

Tick this box 
if patient has 
No co-

Indicate the 
amount if the 

payment, as 
applicable 

Affix signature 
ofHF 
representative 
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Annex J.2: Sample CF2 for Surgery 

SAMPLE CLAIM FORM 2 FOR BREAST CANCER (SURGERY) 

IMI'OI!TANT REMINOERSl 
PLFd\Sf; VfRil E ~N(llf41AL kmliQAN(}(HittK THE /\PPHOPRINT RtWii$ 

"''"'"'''"JIGmnmllmi<"nvld bi' fi !«! wi!h' n 

I' I 

0 Hf!!'!\Odf01-y:;t; 

0 f'Vf•ttli\"'\1 J)i£\Jyt;b 

D lt!rdkKhllf,flf\)' OJN&Lt 

0 rt:iditH;hJiRipy f"~P.J\1:(1 
b, For JH::wo<fm- PNJ.\11gp 

B rea st-Ca rree'r-""·" 

t, r-{lt MCP Pe.d1hge (~1l.ltr1<0fffi0 fowrt1dt~d; \t11iYHJd"yu] 1Jf {\l'fH!ilta! tMd:i-1J!f4] 

e~iXhytl:wmry 

{:f!Qf(l{llht:tllf"' 

Sirnp!o Delutd&lilr:tflt 

CF-2 
(C!olm Form 2) 

Pwv,suJ Srm~nl1't<H 1018 

Indicate the 
date of 
admission and 
discharge 

Indicate the 
time of 
admission and 
time of 
discharge 

Tick YES if 
the patient 
was referred 
by another 
HF 

Indicate the 
type of 
accommodation 

Tick the box for 
_...,__+ .. the laterality 

Indicate the 
diagnosis 

t =•~~~, , ~~~,,=----~~w"~-~ :t ~,.w,~~-~~-~=•-~·-·~--~n j -~-~-"-w=,~>•~~~~~~ 4 ~-=•~~m,~~~~~-~•-•"w-•~-~m"'~•-w 

Indicate the 
appropriate 
code for 
surgery (neo
adjuvant or 
adjuvant), "as 
indicated in 
the Z benefit 
package code" 

tl,krTBOO'fSPm:k• D lrJ\X\fisi'n:,Pll:mn 0 MJi(nten"uPhaw 

e. ro~Anri!OOlBi~oPBG~&0mrtuth"-t:!NA->I'rnndld-y~tmJwh&ntlv:fcl!owir~gOO~m,oi-v.:w:r:::,rw~gNorJ! G;J~~~~~~~~~~~~~~~~ 
l)ay?/ill\t ,_w9 ,_.M~-~~-~-~ lUG -~--~~~-w-'"'~ 

Nttwtt«r. Homwrg &:·tunnirog_ 1uat SfJ!i&ning, 
NfJSf-iittr:!:ftz:Avr!Uttfi 

( n 

0_[_[:::;:!;.!::::;::~,;;::::;:~~:::':.~~:::'!:!::~:_-i~~ This is not 
required 
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lQ.Accrodlt•llon Numbor/Namo olll<.<rodilod Hoa!!h Corol'rolo,.lonaijl>ato Slgnod ond Pmlosolon•l Feos/Cbo'l:•• 
moo t~ikhtirJHd ( F:i li 11t!ft!lsMfi: 

A.CI!RTlFICATIO!I OF CONSUMFTION OF BEN!W!TS; 

I I 

1t;tA1 HeJJith Cati.! 
!rt!lt:ltliti!Jtt Ft'l.:."' 

Total Ptuf$$frwal 
htt:t 61::W<'«Xrt:!dlUX! 
end mnH:r.rrectited 
p rv!istK~tt:tdt~ 

100,000.00 

B 

B 

WHhl<"il'· ·e1 ''"'""'''''"'iHedth ilB<mtJtt P .• ............. .. . ..................•...... 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 

No~m~ cr1topi$f RiilHeatih "'"""'----------+!> an additional 
With (0-.-~:YJ on tt?(:H>fPhi!H$>lth BGndt r --------- Professional 

fee 

Tick this box 
if patient has 
NO co
payment 

Tick this box 
if patient has 
a co-payment 

100,000.00 Patients 
admitted in 
basic or ward 
accommodation 
shall not be 
dwrged co
payment. 
Otherwise, 
indicate the 
amount if the 
patient has co
payment, as 
applicable 

Affix signature 
of the 
patient/parent 

twtelrwrtentiQrwd cnnsent 
,--------------1* /authorized 

representatjve 

Indicate date 
signed 
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AnnexJ 

SAMPLE CLAIM FORM 2 FOR CHEMOTHERAPY 

• iliii!PhiiHealth 
~~ li;ll'f f'W%&#'{11 Ht!iflf!l 

< Dai•O"':II#i¢ 

4,t'UIJ"' Dlsposit.ion: !:>~im:toniy .JJ 
4-lfnpt{l\/l}d 

ttk&~rtilt 

,;;, fif¥!W/Dbd<S!:!Jf.4 AgA! it\\t M~1iJlt:11! Ath4'Wf 

Breast Cancer 

Breas~~1~~~r 
{\, ~~~- wwm~'''''~"'-~•••m 

Pfl!i.rtWUI» thtt!}®OOd~ll$/}\!1:&l'iOilt dilll!'r> [rmttdd·YJYJ'} 

D etzl()j;nl'4111lk1$l{ll1 

0 Bm::hytf!empy 

0 CllGJlW.tU\:&ffi!l!J' 

CF-2 
(Claim Form l) 

R'0ri'-i!Hj Sioptt~mbr:~20ih Date of the 
initial 
chemotherapy 
session 

Date of the end 
cycle or in case 
oflost to 
follow-up or 
death, indicate 
the last cycle 
given to the 
patient 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required, as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
~!!;.+-\ the laterality 

Indicate the 

diagnosis Pill iOOrwal Diil!:-fii-it 

R.;~dlo<;hl!ftrpy \UNA{;) 

i44di~Xhu.J~py \(;08AU) 0 $[n)p(¢.0$bridliJt'1!f!{ sm"m-~m~wmmm"w'•-~ ,.,wmm•~•mm~~-~ws•- Indicate the 
appropriate b. rvr ;;>n~nt PadtAJfM ~Q~-~~l1,~~2~~~~"!"~~-~-""-""--------. 

L....------+-lf code for 
chemotherapy 
(neo-adjuvant 
or adjuvant), 
''The code may 
consist of two as 
indicated in the 
Zbenefit 
package code" 

This is not 
required 
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B l«t t:O?my M tDpflf PhtiH~t,lth ~ilt 

Wtth t:tkpMy <m bp ;.)( P flilkN.ith Bilrmti P .•.. 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 

""" SigDi<li ~ ::!E: ~ 
B Nfrl):>.payonrop of PMHeatm B011e~t L---------+~an additional 

Wrth ~erpcy en top ofPhiiHtmlth. ~fit p -----~----··.. Professional 
fee 

I'ARilll- CERTIFICATION OF CONSUMPTION OF BENEFitS AAIP CONSENT '1'0 ACCESS PATIENT RECORD IS 
~ ¥ ~ "'-'lffi~ ll!iiiili0r:P&I"h' .]iKJ\ ,Jf;))g;.rrmL ,+lt6i k'W dpG1t GLfE±k<gH. J,;yw !rE:Btf1'ktf'i:\,l 

A.CEIITlfiCA.TIDN Of COIISUMI'TION OF BENE.FIIS: 
• PliiiH"'Itli l-"iif" I I ;I Md f"iii 

i I I ififrS 

I I 130,000,00 

.1 
I 

Tick this box 

NO co
payment 

~LJ 

I 
~~~ 

&upplir.t, di <¥,\f10$Ji~!l il rnl {lthf.'f~ 

aaiL;:!I·;::· ::;;:~~~~~;:!l~;&l!!;"'''--r--------r!::=======;;:=========:;---ltifpatienthas r a co-payment 

TUtiliHta!thCar-11 
!m;tJ'futKwt f'B:":I 

F~i:':l lforiw~lilm 

:ilfld.IY$HltMfl:l.lit:~'tl 
pi·cff6tla11:.;;1~) 

b,} 

130,000,00 

PhiiH!Mil.h8t,Y!I#it 

i\m"mi p U.UU. ~ . 

122,000.00 

IR~ I 0HMO 

D 

0 

I iufm-bycot~Stmt'tu the submiSsion nnri ~#il'itfutr¢! the palilirtl'!s p<ilt~f111'""1l!!if.I:!IIIII!1Jil;!lilj P"'Pi''"' .,,,,l~hlg !1\w· Y!rO<"J'-Y<hh 'l'ollll' .. 111kd 
ef:!idlf.ifd pr~sfng of'lumcfft:paym$1:1t. 
I hv~WhYhclrl P'ftifHmatth ttr Qfi_}"P( It$~ 
whkhibtrve 

JUANA MAPAGPALA DELACRUZ I 

Indicate the 
amount if the 
patient has co
payment, as 
applicable 

Affix signature 
of the 
patient/parent 
/authorized 
representative 

l~"~L~AKU~ilii"~'D~oLO~SI R~liEY~ES~~~~~~~~; O~F'IF~IICE ~R~~~ DaW<Si~·liJ1' ~011 ~~0~,7~,~3~ ,~t 1tw1~\~~~~,2~·~:jt 
SigDa!Ul!' l 1 ! I I (li]<IAII '"''' ''1 1'' 

Affix signature 
ofHF 
representative 
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Annex J .4.1: CF2 for Hormonotherapy Tranche 1 

SAMPLE CLAIM FORM 2 FOR HORMONOTHERAPY TRANCHE 1 

PHIUI'PINE 

IMPORTANT REMIND&!!$: 
PtfftSii \NRIT£ IN C!iPITALlmER&ANO CHECK tHEhPPNOPR!AfC BOXES, 
Thl& fi11m toPJRh~if with Pti1~f BwP IJDilt:tg d nnJmRfl!:f $\1D<JIU tm ti\mi within 

frflfffp;,tJIIrJ 

INSURANCE COru>ORATION 

:~.~lent lll!lem>d lly anotlwcr H•lth care lnst~ulkl~ -~~-:? __ ····---~---~----------·-

11, h'fl:Pro¥~~ 

I>, ~~~fl$,1 

i , ' St.rik!lflg NWt1h<!f 41111:!" StriOit itwn!.' 

~ HVftW/lJiS\th?tl!ffi!rl A!)%inlt M nUl~:til Advise 

I 

Cancer 

CF-2 
(Cla.lm Form 2) 

H-e><i:il~d :\,rpwmb-tl 2Dl8 Date ofthe pt 

month of 
prescription 

Date ofthe 61h 

month of 
prescription or 
iflost to 
follow-up or 
death, indicate 
the last 
prescription 
given 

Write 
OUTPATIENT 

.-------if-1!- in lieu of time 
+-·-·-------·-t-~ Zit~:»d¢ admitted & 

discharged 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required, as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
the laterality 

H*Y!J.X!ii.Jij{'Jl'J 0 ~llt~d 1:&t@\ll't. __ ==n•>:::-,-~:::••:::••;;:;:-:::-=·-~:::•:::••::;••:::••:::"'"=•••=:::~:::~:::-=• --t~ 
P¢ti\xlnfi!i!Ottllyve;, D r:>r1¥;~httf,1\py 

Indicate the 
diagnosis 

RttdKdJ\tttmpy iJJNAq D Cherr®!fltirrlfJY 

(<tUlKith&npy lUJBi'\!.1) D Simp\:il Dt:bndennnt ~---~m,--~~-'~"~~~"w·~ ·-~~"-· 
Indicate the 
appropriate code 

L--------+11f- for 
h f'nl' J',.-ftOfiWfit P\'«JmgJt L--·-·-~;!~~!!)PI•<l!OtS' eM~ ~~~~~~!!~~~~w~~w"'~-m·~-~~~w-,-~,,. 
c rnr MCP ~~@ Vt1(\J11t&.M&k!vr rllJtiW tmn··-W:h'R-fil]t)f [l11fH'ttiL\l dmclHtpJi} 

1 -~~---~._.,.,---~-~~~~~~®= 2 ----~"~·w•~-~.,M~-~~~-~ J: ~---~-~'"'M•-~--·--• 4 *-~~~-~-~=m~~----~"·-·-·-·---
tL F&HlOOTSPark~ 0 lnwm&/v¢·Ph~~ 0 MilinWnNn>Cf'PhMo 

t1. f& AnirtUlBitttP&r:kag:& hmitR th&cli.lt0$. ltntTNld·}tcm-jwh-ro ttwf1)1kwdngdo·:.w.t o1'10J:tiM wore @wn} ~~:~=~~~]~~~~~§;;~ 
~n~·~v~c~AA~V~-~-~~~"~-~·-~-~·~-;o~~~~~~-~A~W~~~f~~~~c.,;;,*~-· [fr~,otb,n<ynrl•...,x:r.ir ,·g-·S-u·,::;;,~~p--,-~-- D~-'"'-. -m-;~;,,;;;~~~<t 
L 1lfl',d:fttlnl:t!M0f\lntl B ~ghilq;dttw<wwixlm B Hq;nliti~IJ\i!f;fl!\Thl>M 

~ P!~11:W.i% W~wlin X YJmirtiJ.trMKof; h'JY\-~t'['4t'0~1McimttlW/)jthy l-Ot •t4'0 brt:~~!ktJJh[; WJ!M.titY:J.-

as indicated in 
Z benefit package 
code" 

This is not 
required 
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lO.A«IO<flta~ion Humber/Nom• of A<<todllod lloal!h core ProfosaionaVD""' Slgnod •~~<~ Prof•••lonol Fo .. ltharg•• 
[U~w w.Jthtiond CF:J-1i n~tfKsJr}') 

B No o~(Nl)'illl tnp ~i PhdH¢,;lth Beii!fit 

1/f(th (Q•pily¢nlcpofPhdH$';.;lth lillni>-1 P ..........• .. .••. . • •. ........... . 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

1~~~·~~~-~D~s~m~S~l~~eJ~,~~~~~~::~~~~.~~----~-~~~--~~~~~~ 
A;:ct1;'t;!tmt(mNo: 1 1 ! 1 f-1 1 i 1 I I ! 1-LJ 

Tick this box 
if patient paid 

Nrn::r>p:;~y oo top of P!1i1Hr:ztrh l:itKwfi! '-----------H~ an additional 
With. crpil}' on top<,! PhHH-I!a)th Bwwfi1 p --~~-~~--- Professional B 

PART Ill • CEfi'I'IFICA'l'ION OF CONSUMPTION OF J!ENEI'I'l'Sl\tlll CONSENT 1'0 ACCESS PA!IENT RECOR!l/S • . 
~~ ~ fiQTE 'iLJTiti!t "'4tlf'nt ¥'141 iliG tll§'l fln~ ~'{l~er:;rwrr4i1Kal\lf? tftill£0> L,,,;s i;eml fHLt\~,:k ~ - -

1\.CERTII'ICATION OF CONSUMPTION OF lll!llEFI'l'S: 

Totc(Hfl;Jtth-cari! 
ltklt!MkW! Ff:&'.l 

f~0&(ff!Oil\CUt..'t!ltB:J 

and maHlU:f'¢t:hG8;1 
pr~K:nt&!{l 

2,700.00 

JUANA MAPAGPALA DELACRUZ 

2,700.00 

fee 

Indicate the 
amount if the 
patient has co
payment, as 
applicable 

Affix signature 
of the 
patient/parent 
/authorized 
representative 

~~~~~~ 

Mfix signature 
ofHF 
representative 

Page 2 of 2 of Annex J-4.1 



Annex J .4.2: Sample CF2 for Hormonotherapy Tranche 2 

SAMPLE CLAIM FORM 2 FOR HORMONOTHERAPY TRANCHE 2 

• !iiPhiiHealth 
~~~ llmt l>amur h11Jwtft1, 

lWJ!wfliir r;rj t!wPhilippiur~ 

PIULli'I'INll HEALTli INSlJRANCE CORPORATION CF-2 
(Ct.lm Form 2) 

Rnriso!J S#{;H:qtibN Nl& 
,-y-,_.,-r-

IMPOimiNT RIMINDERS: 
PUi-l\$&:-WRfTt;; !H CAPITAL 1.£Tf£RSANQ CHECK THE Af"PPliflRiil<TE !&:nn::S 

U:ollflnement P~riotl: 

iti. !Wtjl4iNaj! 

b. lh$'iX\'Itfild

I, 

f;'., HtJm!JDiocliMQ!%.IA$t!ifl$l !ilm:hr:al klvioo 

Dil!JJ'ti~i£ 
Breast Cancer 
Jl, ~•mw ,_,wow-M 

Cancer 

bvl:iltrd·.;(lJin 

Zf;H«!i: 

ftt:il\\fiT~{\1 klrrdt\iftl!/ltJJH'Iftl: ~~~•-ww-• ""m-~-m.mww.,"wM-- ,_," __ ,,~=-m~~m~-'"n-,~~·~~~--w•m.w~-,--

Date of the 7th 
month 
prescription 

Date of the 12th 

month of 
prescription or 
iflost to 
follow-up or 
death, indicate 
the last 
prescription 

Write 
OUTPATIENT 
in lieu of time 
admitted& 
discharged 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required, as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
the laterality 

iii, ftwthBful.!nwFng ;;;;~;:t~~~;;;;;~;t;;:;;;;:;;;;:;;;:;:;;;;;,;ll:;;;;;;;;;;;;;;::;:;;;;~:;;;;:;;;;:;;;:;;;;:;;;;;~p ~, ;;;:;;h;n;;:-----1 ;======~ 
0 H0'rmdia\;mM, 111<100 rmnW\li''E .. _~======~-IJ 

&md'lt<f:h!l'rmr;y 

Ch01'f1tl¢1tHDpy 

-~~··~---W~~~~~ "' >'~MOM~~~·~W~'~-W 

Indicate the 
diagnosis 0 P¥iittJ<ntr&tiJinl'ytit 

0 F&ldiathett~pf i)JNAC-) 

0 R.!ldiO<U1Df0Pf 

tt rn1- z~amwht r-,x:k(($ 

Si~1p!a Otrbti<:l«rwm 

''!'~~tl•a<i:'«!:C•d" .... .'~()''':.J!~~-========--~ Indicatethe ": 1.....--------++ appropriate code ,, 
1 ~-~·····~-~--~···-=~==~~~L·cc······~···~-·~~··· 

d. RlrTBWTSPiVk,i}jW 0 lntl&t"'l&c~RPhfl5\t 0 M-Nnt!'Jhl:'K1i!cPhi\f'i! 

e, For Anima[ Bi!!TP~0J-ili#ritt tMmtlDtl!£ lmrn4id')%!W]whiffi tf,;;_fql_ktwlngd%10l-of'4!t:til\ti¥W£B !?}'0tn} 

8 

for 
hormonotherapy, 
as indicated in the 
Z benefit package 
code" 

This is not 
required 
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lO,A<crocdltotlon !lumbor/N•m• of A<<ndllod ttoa~h taro Pr<>lo5Sioit>l/llalo Signed and Prole" ion• I F<l•slel\orgos 
(U% a;idLtitWIO.l( FJ 1[ 1%li:Y.;,:NV)f': 

------------MAR¥.DELAJ\OSAS, .MO -------------
Si&J li\!:UM. (J\iif Pn fltJYJ; N <Mt\f.' 

B 

B 

NIQ COf;llyl'ln to;> of PhiiHI.'1'1Rb Bf':fW'fit 

V{~l:hC.:\"fll!i-'iHl(O;'J<IIPhilKWI:hHenrl P ••.•.•.•.. --·-··-·-·--·············· 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 

ltt1 tll'fiaynn topnr Philf)e;a!th B~li.f,~ '----------+1~ an additional 
With oo~p0_y en tovof~'iHlHm!dl BGJNtiit p --------~---- Professional 

fee 

I?ARTlll - tl!RTlFIQATION OF CONSUMPTION OF BfNEFlTSMD CONSENT TO ACCESS PATIENT RECORDjS • -
NGYE#J'Am"' ;r-or!P'L'lt,Pn:W"·~<I hl'@J r:m¥_r2ft1:1 tbt df'f:h \!Pitt tfi;Yk'Ns:f;ev:e:w-a:di lihthcw - ~-

A.CERTII'ICPITIOII OF CONSUMFTIO!I OF IEiiiEFITS: 

{lf I ' Tick this box 
if patient has 
NO co
payment 

Tick this box 
dl8f£NKJit;~ ilrtd#Jt(Wr;, 

~L~~~~~~~~~~----r------------~1==============r====================~-----i1'llpatienthas r a co-payment 

lWWI Hel'Ththcws 
lns.hMit~n fA."1S 

1¢!iil Pr'G!mstPn:<i>l 
Fee~-ltar E.K.trffiitetl 
Md 1\0fb)ljt;ff'i! il;;d 
proff.t:WiOM!~ 

2,700.00 2,700.00 

Indicate the 
amount if the 
patient has co
payment, as 
applicable. 

Affix signature 
of the 
patient/parent 
(authorized 

:~JU~A:N~A~M~A~P~A~G,~P~A;LA~D,,E~LA~~'~R~U~Z~~~~~J~~=~~~~~~~~;;;::-f=====~-~~ representative Da,Si~ ~-cQd_,-1 2 1 0,2,5 1 
rrii'iiirt;- - ttriH- - YQi¥ Indicate date 

DC.,,.,, ~~ Relztinrlr.."rlp or thewp~ntntive t!~ ~• 

the.n'l£'!'n!X'fJttHitmt: D '"''"·'''''"! .......................... ,,.' 

l_~,~~~.W~o/~C~~A~~~~~~~~~~~~;;~~~~~==~~~~~~'~"b~"~~-F~IC~,~~R~=oo=d~~~~~,~~~nl~nl~n~~~~Wn~~~,m~w.~~~mW~ro~n.a~~-~~ 

Affix signature 
ofHF 
representative 
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AnnexJ 

SAMPLE CLAIM FORM 2 FOR TARGETED THERAPY TRANCHE 1 

11\!POI!TAIIT kliii!INPeRSI 
IN fAPITI\U,mllMANDCH&L:K lhtAF'PhtJFJfliAlt BtlXCI>. 

1m~ 

t}. 1\:t~(t)Vt)({]ti 

c, Hmm/fJil.t1Hir:godAgp~(h1t M~lnif Advi:M-

,a, f<tJr1ftB fnlk>Mnp, 

Hutm:rtfii¥;¥4!R 

P«li:OH$0! PLtrtytt;. 

lti(lfoth*"tiif¥1 {UhU\Q 

Cancer 

CF-2 
{Cillllll Form 21 

lti!Vil~&d S!iJAlttmt.itt ;gag 

Date of the rst 

cycle 

Date of the 61h 
cycle or if lost 
to follow-up or 
death, indicate 
the last cycle 
provided. 

Write 
OUTPATIENT 
in lieu of time 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
the laterality 

Indicate the 
diagnosis 

!Utdl!!i~htra[ly \(ot10JJ) """~~~~;.;;~;~;,,=:~~~~lcl::_:$•i~m~pl~00u~m~"~l111~""~·"~' =="'"::"::·~:":"":~:':""i'~"--,w~-n-·•~m""~--~W-" '"'""-" Indicate the 
lt F& Z·!1>0<Htfl! Pn~K,~ 

L---------f-it appropriate code 
t, For I&Cf'P•:tug,nt•:rM:0mWIIw!I'Jl!i.\ml!l;!;l!bJ,uiii:'JIJm·nr"'lrme>••P'i for Targeted 

t ~~~W~-~-~-M·~~""~~~~ J ~W .. -~--·¥-~~~~~wm•.>M""~>-~~ 2 ~---~---~---~~--~-~---~--~ 4 ~----~rn>W>~---~-~--~-~-"~-m·-- Therapy, as 

{!, Pnr An!iY0lllhteF\~ck0'1)!P (will>!' thfrdii!£% [rnrrH.irlt"t01}\¥h~n th<JJfil(lwtdng:rfQ£1:@ (Avtta::if\0'i\li:!t\1-{IG1t'ni 

l:t!'iy Q All\!' ~"U"<~U<'~<~M-~<~ 

f, H:nNcWL'0I11C$r¢·Ptidr:tlf,i3 

indicated in the Z 
benefit pacl{age 
code" 

This is not 
required 
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lO.Ae<Mditolicn Numbl>rJI'Iomo <>I A<Cf<!ditod H•alth corol'ror .. ,.ion•l!Doto Slgn~d ond Pmf• .. i<>no! 1'<! .. /Chorg .. 
\USIU ru:h:flttftma!CF2 if net..i!%<11'}1' 

------MAR.Y..[)f.L.A.ROSA~.M!)....,....._---
Sig:rttttu rc !.'Mtr Prf ntt.d N<Jmt' 

A.CEI!Tli'ICATIQN I:!F OOIISUMI'TII:lll OF IIENEFITS: 

1PlUlt He.;/th Cil!'e 
lWHiMltVI Ft-r._~ 

290,000.0 

B 

B 

P _______ _ 

t¥! ~lli>.l!yt)l) rop cfPhiiHealth BrAdii L----------+1 
With t»'P.1f<m tc<P ofPh!Ht$1.1t !3e:twt\t P ~~·------· 

290,000.00 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick fuis 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 

Co-payment 
for fue 
targeted 
therapy is not 
allowed. 

t~~~~~~~~------··~~-t----~----------~---········-------t{~~~~~~~t:~~~-----trTheactual TntalP'I~(¢YliD'nB! amount 
F~t'>lfor;;vxr<Otlitt'tl reflected in 

the SOA or its 
equivalent is 

JUANA MAPAGPALA DELACRUZ 

the bases of 
payment of 
Phi!Health 
that shall not 
exceed the 
amount per 
tranche or per 
cycle 

Affix signature 

~~~~~~~~~~:I~~r-~~~~s§~~~=-r=====t--~ ofthe 

patient/parent 
/authorized 
representative 

Rct-m:kmhitipui'tbompft)jet~tati~~e~v "=======~ 
th;- nt.;:mbei/f!MM.•nt· I 

R.&JSCfl fc1 signing on ~half nith€ 
mrmbR<r/~ntimrrt· 

Indicate date 
signed 

Affix 
signature of 
HF 

L~~~=:=~==::::::::::~::::j~~~~~~~:::::~~~~=~~=~===~==jt representative 
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Annex J .5.2 {Tranche 2): Sample CF2 

SAMPLE CLAIM FORM 2 FOR TARGETED THERAPY 

• 
• 

Phil Health 
lMtf ~rm~r fi! JJdl 

a Wttttt~ 
!:R Rt!mwrmt 

(, HO~ll)lochnrgtNlA!}I>ia.•;;t; M!tdkvl MYf't¢ 

t{(l[iYIJU'i &1'lli1 

Pnritnne0l ttr:;ri)J'I-k 

Rtltliuthttrtpy 

!t f·f1r 2 ·B1f(lefit Prwk.if,'l(f 

Breast Cancer 

Smll&::l,# 

r, <~ I 
8kmd' tl'!\J.i' 

Arath~~rupt 

Ch$m~llttr.:tpy 

!>lmphl tM•brf40Mtlt 

t. f'i/( k!CP l"0tk4ttl (;;nmntrtatb" tour dn!tm [rrm1·dfl·:t10¥1 w' f)!l,"'fli!t01 t:hwtkup;t} 

D 0 •itlm;:,~ M mlr<-li-"~Vr¥:10t 

CF-2 
(Cilllm Form 2) 

Ruviwd ~awbm .:HJ !!!-

llpoJdn 

Date of the 7th 

cycle 

Date of the 
12th cycle or in 
case of lost to 
follow-up or 
death, indicate 
the last cycle 
provided. 

Write 
OUTPATIENT 
in lieu of time 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another 
HF 

This is not 
required as 
treatment 
provided is an 
out -patient 
setting 

Tick the box for 
the laterality 

Indicate the 
diagnosis 

Indicate the 
appropriate code 
for Targeted 
Therapy, as 
indicated in the Z 
benefit package 
code" 

This is not 
required 
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lO,.Am•<lltation Numbor/ll•me nf Al:¢rlldlt<><l Hoallb Cor• Prol ... iomtljl)oto Sig""" on<! PI"O'I• .. ionat F<o•$/Chorges 
(US¥.' ,;;tkhtiun?-·1. CF1ll· 11~Mi'yl· 

Tvt.r1tHe.iitthCem 
!n~W.J~irm r-ee; 

290,000.00 

p ----------

p 

N1ttf>il111'M t-opclPhiiH£•,;:\l!h f:;(!IJt:fit 

1Jiiftth CJ>pay Gn t11p nfPhi!H-e..'llth ~fit P ~--·---~--, 

Arnmm~ ilftr~r Phi!HiXiltb 00.::lucbor: 

290,000.00 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient paid 
an additiorial 
Professional 
fee 

Tick this box 
if patient has NO co
payment 

Tick this box 

a co-payment 

Co-payment 
for the 
targeted 
therapy is not 
allowed. 
The actual 
amount 
reflected in 

I ;:·=::::::::::::::---+--~----t-------·-~---~·--··-4~::;;;:::::':"::'::..:::~,~~~~~---1~ the SOA or its fTt~t:al Ftr;r()s!i<.M&l equivalent is 
F~r$ 0flr iiCCmt:Htro the bases of 
snd rwrHtttta;llted f payment a prof'I0:$40Mll0 

Rtbti0rt:Shlif of' the- Hi'lWt:Jif:'ntatiw:! 1.0 

tht,'. rn~mL'-0!:';))i1ti<mt· 

R6$on fUf Signing ::m beh.uW r:J tl1~ 
rrwrnl:mrJpi11:«!11V 

Phi!Health 
that shall not 
exceed the 
amount per 
tranche or per 
cycle 

Indicate the 
date signed 

Affix 
signature of 
HF 

I ~ttffy thot!fltn'ir:a re!fderedwMr nu::artkd itt~ P'lftfilnt'uhort andltHifit c-1.1rn !ilstitutitm ncord» rmdtlwt the h111reininfwmution giltWJ tm1 t1'1fqtUJd mrnrt. 

L~S~igt~v.:ts:c•~~~:~,R~D~·ii~N~G~D~E~L~O~S~R~E~Y~E~~~,~~§~~===~R~E~C~O~R~D~S~O~F~F~IC~E~R~===~~~~=~~~=::~::ftrepresentative 
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AnnexJ 

SAMPLE CLAIM FORM 2 FOR TARGETED THERAPY TRANCHE 3 

11'Phi1Health II l;!W'l'\U{1Jifl'(t1tffldlij 

IMPORTANT RllMINilllR$t 
Pl8\%S Wi~!Tlt IN fPPITAt Lmtl*l5ANl) t:H!aCKTHE b.PPh:OflfliA'tl: GOJtE!i. 

4. P'at!~nt lllspooll.lonr vwl«1 only J; 
trnrrtlVl!.(! 

!>, RflWVffl'ffli 

t, ftiFtlt}/Dir.ch:M@!J:tll\g&ifltt !il¢rlk1ll Athtl~o-

oro_grn:t\t& 
Breast Cancer 
~~- --~,~-"--~ 

Zl, IRlr th1ft follol#inR, 

0 H¢!TI©tlhlf)El1 

0 Peii!:nnool !Ji·S!J&i1 

D I 

Cancer 

CF-2 
(!:lalm Fctm 2) 

!tMwd $(t[lbNnbM 20H! 

DAM DPIII 

In 

Date of the 13th 

cycle 

Date of the 
18th cycle or in 
case of lost to 
follow-up or 
death, indicate 
the date of the 
last cycle 
given. 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
the laterality 

Indicate the 
diagnosis 

0 lmoklt'"''1ll'liCOG141JI 

ISrM:hythtr.1lpy 

t:hw1Wlhflm·py 

$trnr,1NDiibm:Mmlmt 
·~~ww-,=·~~' ~w.m"' -m-"""'"''''~~'"'""m~~ 

t\ Put :t>!JeruJit ?~Jt:Ki!L4~ .""'~9.:'1Pl::".========--~ Indicate the 
L---------H~ appropriate code t. M:lr PKI'' P~ok'!IP\Pn<lnffi<fllhmnt<IIPP!mill'IIJ'j1!W'[w P•¢<""011 thtt;::1Hrp1} 

d. P'¢rm001Si!%tck• lnt\JM.\vePh&m 0 Milrr!klfl>1ltlt1lf'hWii! 

m. Fvr Ant~n¥lS:1~&PntkHttft tHrlH! tht'd•ihH (nwn-4t1-ytrMj1irlh.-"fl thef-olkw~fnlf,dtJSfll· of vl!(ti·M w1:re gi\ffirr/ 

B \)(;(i,g,;til\4f1}R 

hOrPWf09V\W\ qf f!IVIJV\q1tl by lor ttt•1Y 14\l!i!l\'\dJ\;\f;: w1worm 

for Targeted 
Therapy, as 
indicated in the Z 
benefit package 
code" 

This is not 
required 
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10.AC<mdl!olionNumbor{Nomelif ll«md-lleollb Cor~ l'rof•HiDMt/l>o!o Sigood •nd Pwlosoional FI>S$/Ch•rgo> 
(U!SJ2 >i\ddi!iL1fl<t!Cf-11f J1f'tft$$.af}:1; 

Tvta! K»aMhC11n2 
~rt!'htmkm fr.~s 

TOCati1'1Jfi$SIDtWt 
fr.t;;~ ifiH·w;;r.r«lit:L"'tt 
a(P(l l10fh1JQ)'!lthted 
pn:d¢4~imvil~l 

290,000.00 

J0PHI'tfnn;br;tskh: lht! HCi cll.lri11$L0£1Hrtertl011t 

~'tim pstkmt/!~milerdo-rw 

t«l ot>fM\Y on mp -or PhifHea!th Btlfmfil 

I p 

B No t:;O>j)a)f~lllt~!p 

W\th(¥1->p&Jtmtopnfi?hilli~.l!h ,' p 

B No cq.pay en top of Phl!H¢Mth B~lt 

Vi\(fl oo·P0¥ en mp afPh!IHt'41th Bmwfll: p 

290,000.00 

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 
NOco

;-----+lf- payment 

Tick this box 

a co-payment __ 

Co-payment 
for the 
targeted 
therapy is not 
allowed. 
The actual 
amount 
reflected in the 
SOA or its 
equivalent is 
the bases of 
payment of 
Phi!Health 
that shall not 
exceed the 
amount per 
tranche or per 
cycle 

Re.;l;l(\11 fut signing_ orr OO~tr cl tfte 
rrmmbertr4tlifl1t: 

Indicate date 
'------1-------+--it signed 

Affix 
signature of 
HF 
representative 
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,---------------_:.~!!ex J.6: Sample CF2 for Surveillance 
SAMPLE CLAIM FORM 2 FOR SURVEILLANCE 

IIPhiiHealth 
~~ 1t111r fifM#f& fh JIM!i 

CF-2 
(Claim Fbrm 2) 

J?fr<,rSiid :X.ptt>lnbm :W-ill 

IMI'OI!TANT REMlNDENS: 
!iUASE WRHt IN (Al:lfTJ\LL~TER$1\NIJ t:tfECK THE i>JlP'RliP'RfJ\TS 80Jjli$, 

~~·~~:;~~~~~~~~~;~~~;~·;d~'~'~'~m;;·~·~~,~~'~oo~·!i~loo~~~~~]''~~r~~~;!~;~j~~~~~;~~~~~~~~ri~~~~t 

Indicate the 
date of the 
procedure was 
done 

iL lrrtj}f(Nm;l 

b. fl\l\IJ)\I:fN¥Jil 

t~ Hoi'f\1lJPiadtiV[!ftrlA§I0iiHt M\W(rill All\>1!111 

Breast Cancer 

1.01Kha·rg-e Dhtgn.oshi:fes ~Jw ;:¥Jditmnif!CF1 It n&::£W.,\lr'J1~ 

Di\1.[\ilt~ti'\ t£ff-1tt-COOq!t lt4hMt~l Pnnudut(i/$. Qf!Jll!r&l; ony{ 

~.r:.:~.:~:~~==~~":"":"": .. ~-====1," 

a. FD! th~tfGHti!Mi1l\ I · l f ·• 

0 tfNnfrclicly!li& 

D ~fi1;N•!1DI [)lalytlt 

0 Rndiat11or~y iUr4A.CJ 

0 R:adkflhm;trpy (CDHttJJ') 

b. rm ;H'!lwmfk Prn:.!t-dlf,p 

L ft'ltMCf1 

' ""~-~"-"~"~-~""~~"~"- 2 "-""""~:::;""~"""~"~~""~""" 

Crw:ftythrmpy 

f. fmfi\Qt:ho m JlY 

$ftfl!t-!¢001Xil!lbY11!Ht 

Write 
OUTPATIENT 

~!""~"~""""~~,~""""""""~===='i--t in lieu of time 
admitted & 
discharged 

Tick YES if 
the patient 
was referred 
by another HF 

This is not 
required as 
treatment 
provided is an 
out-patient 
setting 

Tick the box for 
the laterality 

Indicate the 
diagnosis 

Indicate the 
appropriate 
"Z benefit 
package code" 

d. f~l'f8:00T!iP;Kit,Jij#1 0 ln~PililiXl MnintcfJii(&:~Ph,'$:16 

w. rvr r\fliff0! Bfiur<Jd\0\;ft' turitk une tli!«ei rmn~ad )!A·M)wlwfltbeftJIIIYNin~:; ;11~Ci::_:~:::~:~,:: (·~IG~"=~~~" "~~"~~~~~~:"~:~ ~rn~~~~~~~~~ 
f'«b\i(Xtrl Hi!?f1Hg !A:nmrnFJgTtl:lt 0 Jlfuwtxlm S,;:nt-vninf, Hn~ 

This is not 
required 
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lO.A<<"'d~atlon Numbor/Namo of A<t...,ditod lloalth Care Pmfos•io~~al/llo!o Slgnod and Pmfo.slonal Foos/Cha(g .. 
[l,1:m Uidirfu;M!U? 1l ru.lLf!l,>¥0~ 
M~--<---<<M""M<<--<~-----<-~·-···-----'"-~---- ~----M·-~---······<~--<<"""'"~-<·---<-----<-••<-~ 

--·<·<---MARY-DEIAROSAS,<<MD<---------..... 
SigreMW!i 0vt8 Pl'ti>tfltl N d11ff,' 

fl[ h<> W·);i.>y 1m IDO 01 PhdHi'oltcfl Uenr!Lt 

ttn o:.--p:;y M Wp. CM h1 ·!N) ( . t:.tl'f(' 

NO C.IYfii!<'f N\ k'!P of PbiHiJM l1:h R~rtdil 

Wilh i.l?fk'YY ;m !l:fpofrhiltll!al!h ~d: P , ........................... . 

Tick this box 
if patient paid 
no additional 
Professional 
fee 

B 
Tick this box 
if patient paid 

No tffi~rnn l:l)pof Phii!Wb:h Berwfit '----------+1~an additional 
With tt?>rm¥ (m hJfH:;iPhiiHi\nlth Btwmf1t P ------~--- Professional 

fee 

PIIRrtll- CEIITIFICATIQN PI' CONSUMPTION OF :BENEFITSAND CONSENT IO 1\CCESSPATJENTRECOIID/S .. .. 
~ _ NliH 'Aifri ]lv,[1'lri0'u hQlJJ;I dfu mff~.'iil!iltJ..:lP:Jfi, 1k \JJitf ffiatf.€1 tH'id!t ~«rt£Jn1n.~1 - ~ ~ 

Tick this box 
if patient has 
No co-

Tick this box 
Aft'tjUfrt~ft£'i ftwJit;;'iUtJn if patient-has 

1chll Ath-lilil Ch&lJ!PS~ l)r!)iS(OtJnt(Le, p!lnrtma! PhiiHe11!th f:lff~tflt Moont ali:i¥ Phil Health D$Ju(Jwn 

t;;,~;~~~~~;~~;~~;:~~~~Bt;_~;,?-:~-~2~,7~0:Q~.~Q~Q~-~~d:i.x:~o:o:":·~~:'::''::~n:.:C::!I:i"':"o:f'::W:5:}t_'::~2~,5:Q~Q:.:Q~Q~=1~~~~~~i;~~§lr--r:a co-payment 

Tota! Pmt\"J4i¢f1 ~~ 
rers ~lr::t: M:tred-tted 
Mu;f ~\fll1Nc)(tt01;!ltti'{l 

prufflstiorub} 

lii,C:OI'ISEIIT TO A~CESS PllliEIIT RECQR!ljS: 

JUANA MAPAGPALA DELACRUZ 

0 Child 0 
0 Oihm1. 

0 fbtjt{rt fj,; !f1CilfJM:fl.:JfEJ 
0 ()l(hr;r RF.'<~rort> ••...•... _ ··+··--··· ............ ,,.~ 

Indicate the 
amount if the 
patient has co
payment, as 
applicable 

Affix signature 
ofHF 

l_~~~~~~~~~~~~~~~~::~~~==~~~~~~~~~;:~~~~~~~~~~~~~~~~::~~~representative 
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Annex K: Pathway of the Benefits Availment 
ofthe Z Benefits for Breast Cancer 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Ciiystata Centre, 709 Shaw Boulevard, Paslg City 
\.(02)8662-2588 ®www.phllhaalth.gov.ph 
0 PhiiHealthOfficial X teamphilhaalth 

Pathway of the Benefits Availment of the Z Benefits for Breast Cancer 

Patient (BSE) 

Positive (+)breast mass or axillary lymph 
nodes, or symptomatic patient 

L__ ,.-_J 

Diagnostic Test: 
Mammogram and/ or Ultrasound 

I If with Mammogram 
1 and/ or Ultrasound result ,_ __________ _ 

~---------

1 Ifwith 1 

I existing 
I results 

Prognostication: 
ER/PR Hormone Test 
Her2/neu test 
Metabolic panel with liver 
function tests . .__ _____ _ Alkaline phosphatase 
Complete Blood Count 
with platelet count I 

I 

L --- -- -- -- -- -- L-~---~-~---~-llfuE~ie~~ 
Breast Cancer Patient 
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Multidisciplinary-interdisciplinary Team (MDT) assessment and evaluation 

Request for pre-authorization approval 

Carcinoma in situ 

• Systemic Therapy Discussion 
• Radiotherapy 

Surveillance 
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(.) 
Cl 

MDT assessment 

Continuity of care (ongoing treatment) 

Treahnent or 
services 

• Refer to unsuitable for 
surgery* 

• Refer to 
Chemotherapy** for 

Disclaimer: The algorithm may change in accordance with the updates on the 
Clinical Practice Guidelines. The Z Benefits for Breast cancers covers treatments and 
services that are included in the benefits package. Other rules are indicated in the 
Phi!Health Circular 
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OPTIONS 

A 

OPTION 

G 

OPTION 

H 

Annex L: Breast Cancer Treatment Protocols 
Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Oitystate Centre, 709 Shaw 8ou!avard, Pasig City 
'- (02) 8662-2588 ®www.phllhealth.gov.ph 
0 PhiiHealthOfficial X teamphilhealth 

Breast Cancer Treatment Protocols 

BRCA 

----> Tamox +/- Zola 

+ H x 18 cycles ----> Anas/Letro x 5 

+/- Zola x 5 years 

0.5cm --> hormone receptor (ER/PR) positive and HER2 

PREMENOPAUSAL 

REGIMEN 

Tam ox + /- Zola x 5 years 

POSTMENOPAUSAL 

REGIMEN 

Anas/Letro x 5 years 
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3. For Stage lA and above with tumor > 0.5cm ->hormone receptor (ER/PR) positive and 
HER2 negative BRCA 

PREMENOPAUSAL 

OPTIONS REGIMEN 

I AC x 4 cycles-> T x 4 cycles-> Tamox +/- Zola x 5 years 

J AC x 4 cycles __, Pacli x 12 weeks __, Tam ox + /- Zola x 5 years 

POSTMENOPAUSAL 

OPTIONS REGIMEN 

K 

L 

4. For Stage lA and above --> positive 
BRCA 

OPTIONS 

M 

N 

0 

5· negative and 

Protocols are based on the Clinical Practice 
Guidelines that may be to changes or updates. The Z Benefits for Breast Cancer 
covers treatments and services as defined in the mandatory services of the benefits package. 
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lOur Partm;r in Hlt(jft!J 

FACILITIES (HF) 

Annex M: Breast Cancer Medical 
Records Summary Form 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
9 Cftystate Centre, 709 Shaw Boulevard, Pasig City 
'- (02) 8662-2588 ® www.philhealth.gov.ph 
0 Phi!Hea!thOfficial X teamphilhealth 

Last Name, First Name, Middle Name, Suffix 
D 

. PhilHealth IDNumber DO- DDDDDDDDD- D 

only if the patient is a dependent; otherwise, write, 
"S~Im.e as above") 

Last Name, First Name, Middle Name, Suffix 

PhilHealthiDNumber DO- DDDDDDDDD- D 

BREAST CANCER MEDICAL RECORDS SUMMARY FORM 

Instructions: This form is required for all breast cancer mortalities and "lost to follow
up•" patients in contracted health facilities. Completely fill-out all required items. Submit 
this form as attachment to claims for the specific treatment phase, as applicable. 

I Breast Cancer Disease Profile 
Laterality of breast cancer (Choose 
one by ticking the appropriate box) 

Biopsy Histological Diagnosis 
(Verbatim from histopathology 
report) 
Date of biopsy 
Clinical Cancer Stage at pre
authorization (Choose one by 

~ ;i~ ing the appropriate box) 

-t 
l) ,, 
1l 

t:l 

D Right --------------1 
0Left 
0Both 

-------------------------~ 

D Not re~~rded in the chart 

~ate (mm/dd/yyyy) 
DcStage o 
DcstageiA 
DcStageiB 
DcStageliA 
OcStageliB 
D cStage IliA 
D cStage IIIB 
D cStage IIIC 
OcStageiV 
D Not recorded in the chart 

···--~ 
(f!j? 
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fNM (Choose one by ticking the LJWith data 
appropriate box) D Not recorded in the chart 
If with data on TNM: WhatisT? 

WhatisN? 

What isM? 

Widest diameter size of primary (em) or (mm) 
umor Not recorded in the chart 

Skin ulceration (Choose one by DYes 
checking the appropriate box) _W_No 

D Not recorded in the chart 
Skin satellite lesion/ s lJYes 
(Choose one by checking the UNo 
appropriate box) D Not recorded in the chart 
~ultifocal carcinomata (Choose DYes 
one by checking the appropriate 0No 
box) D Not recorded in the chart 
Regional lymph node involvement DYes 
(Choose one by 0No 
checking the appropriate box) D Not recorded in the chart 
Distant metastasis DYes 
(Choose one by checking 0No 
he appropriate box) L J Not recorded in the chart 
If yes, when did first metastasis Q Date (mm/dd/yyyy) 
[happen? D Not recorded in the chart 
If yes, which organ site/s? (Can _1J_ Regional lymph nodes 
choose more than one by 0Brain 
checking the appropriate box/es) Oskin 

~~I 
0Lung 
0Pleura 
OLiver 

~ 0Adrenal . 

0 0Bone 

~ 
D Peritoneum 
0Pelvic 
0Adjacent Organ/s (Specify): 

u D Others (Specify): 0 
Post-surgical histological diagnosis (Verbatim from pathological report) 

-
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Date of post -surgical (mm/dd/yyyy) 
histopathologic report 
Histological/nuclear grade 0 GX: Grade cannot be assessed 
(Choose one by checking the (undetermined grade) 
appropriate box) L J G1: well-differentiated (low grade) 

U G2: moderately differentiated (intermediate 
grade 

0 G3: poorly differentiated (high grade) 
0 G4: undifferentiated (high grade) 
0 Not recorded in the chart 

Pathological Cancer Stage (Choose OcStageo 
one by checking the appropriate D cStageiA 
~ox) OcStageiB 

OcStageiiA 
OcStageiiB 
0 cStage IliA 
0 cStage IIIB 
0 cStage IIIC 
OcStageiV 
0 Not recorded in the chart 

Provide the appropriate WhatisT? 
information for TNM WhatisN? 

What isM? 
0 Not recorded in the chart 

Widest diameter of primary tumor (em) or (mm) 
D Not recorded in the chart 

~umber of positive lymph _ positive lymph nodes 
~odes/TLNs harvested TLNs 

l J Not recorded in the chart 
Lymphovascular invasion (Choose 0Negative 
one by checking the appropriate D Positive 
~ox) 0 Not recorded in the chart 
Perineural invasion (Choose one by 0Negative 
checking the appropriate box) 0 Positive 

D Not recorded in the chart 
Surgical margin involvement lJNegative 
Choose one by checking the 0 Positive 

I ppropriate box) D Not recorded in the chart 
Were tumor markers done? DYes 

· , Choose one by checking the 0No 
appropriate box) D Not recorded in the chart 
!ER D Negative 
(Choose one by checking LJ Positive: % (1% to 100%); Alfred score 
l'he appropriate box) 0 Not recorded in the chart 
PR 0Negative 
(Choose one by checking 0Positive: % (1% to 100%); Alfred score 

• ~he appropriate box) D Not recorded in the chart 
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Her2neu IHC staining intensity 0Negative 
--

(Choose one by checking the 0Positive 
appropriate box) l J Equivocal 

D Not recorded in the chart 
Her2neu gene D Non-amplified 
amplification (Choose UAmplified 
one by checking the D Not recorded in the chart 
appropriate box) 

II Breast Cancer Treatment Profile 
Was definitive surgery done? (Choose one DYes 
by checking the appropriate box) J No 

D No operative record in the chart 
fyes, what is the name of the surgical 

procedure? 
Was chemotherapy given in the l.,J Yes 
contracted health facilities? (Choose D No 
pne by checking the appropriate box) D No record found in the contracted 

health care institution 
D Chemotherapy was given by another 

healthcare provider 
f answer to previous question is "no," D Patient preference 

check the appropriate box and must 
provide details. 

D Advised by health care provider 

D Patient is "lost to follow-up'" 

f answer is "yes," specifY the drug 
regimen 
~sed. 
SpecifY the total dose per cycle for the D Total dose per cycle: 
drug regimen used (Choose one by 
Fhecking the appropriate box) D Not recorded in the chart 
If chemotherapy was given, provide the D mm/dd/yyyy 
date when chemotherapy started D Not recorded in the chart 
(Choose one by 
appropriate box) 

checking the DNA, chemotherapy was not given 

1.£ chemotherapy was given, how many D_ 
.~k:: cles were given? (Choose one by 

DNA, chemotherapy was not given lc , ecking the approp_riate box) 

I 
l!l 
"' 0 
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What is the purpose of chemotherapy? b) Adjuvant 
(Choose one by checking the appropriate D Neo-adjuvant 
box) D NA, chemotherapy was not given 
What is tumor response to chemotherapy? D NED (no evidence of disease 
(Choose one by checking the appropriate progression) 
box) OcR 

D PR 
D SD 
D PD (progressive disease) 
D Not recorded in the chart 
D NA, chemotherapy was not given 

Was the chemotherapy regimen ever DYes 
changed? D No 

D Not recorded in the chart 
D NA, chemotherapy was not given 

What is reason for chemotherapy regimen D Adverse event to former chemotherapy. 
's changed? Specify adverse event: 

0PD 
D Patient preference 
0 Other (Specify): 
D Not recorded in the chart 
0 NA, chemotherapy was not given 

[What drug/s were used in this new 
chemotherapy regimen? 
Specify the total dose per drug per cycle D Total dose per drug per cycle: 
or this new drug regimen used 

D Not recorded in the chart 
What is the start date for this new mnldd/yyyy 
chemotherapy regimen? 
How many cycles were given for this new 
c.hemotherapy regimen? 
What is the purpose for this new 0Adjuvant 
chemotherapy regimen? D Neo-adjuvant 

D Palliative 

"';!...--
D Not recorded in the chart 

~hat is tumor response for this new ONED 

~ chemotherapy regimen? (Choose one by OcR 
~ checking the appropriate box) OPR 

~ OsD 
0 OPD 

~ 
D Not recorded in the chart 

[Was radiotherapy advised? DYes, it is recorded in the chart 
D No, it is recorded in the chart 

<.,) D It is not documented in the chart 
0 
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If RT was advised, was radiotherapy Q Yes, it is recorded in the chart 
given? D No, it is recorded in the chart 

D It is not documented in the chart 
Was supportive care given? lJ Yes, it is recorded in the chart 

D No, it is recorded in the chart 
D It is not documented in the chart 

If answer is "yes," specify supportive care D Pain control (Specify): 
(May choose more than one) D Nutrition build-up 

D Rehabilitation from a sequela 
of the treatment 

D Psychological counseling 
D Psychiatric intervention 
D Religious/faith counseling 
D Referral to Civil Society Organization 
D NA, supportive care was not given 
D NA, it is not documented in the chart 

Was the hormonotherapy given to the DYes 
contracted health facilities? (Choose one DNo 
by checking the appropriate box) 

D No record was found in the 
contracted 

health facility 
D Hormonotherapy was given by 
another 

healthcare provider 
If the answer to the previous question is D Patient preference 
"no," check the appropriate box and must 

D Advised by a healthcare provider tprovide details. 

D Patient is "lost to follow-up•" 

If the answer is "yes," specify the drug 
regimen 
used. 
Specify the total number of prescriptions 
"or the drug regimen used (Choose one by 

D Total prescription: 

\"''"~~-

' 

-~-- checking the appropriate box) D Not recorded in the chart 

~ If hormonotherapy was given, provide the D mm/ dd/yyyy 
date when it was started (Choose one by D Not recorded in the chart tl\ checking the appropriate box) D NA, hormonotherapy was not given 

~ ~at is the purpose of hormonotherapy? D Premenopausal 

~ 
(Choose one by checking the appropriate D Postmenopausal 
~ox) D NA, hormonotherapy was not given 

~as the targeted therapy given to the DYes 
u contracted health facilities? (Choose one UNo 
0 ~y checking the appropriate box) . D No record found in the contracted 

health facility 
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D Targeted therapy was given by 
Another healthcare provider 

If answer to previous question is "no," D Patient preference 
--

check the appropriate box and must 
D Advised by health care provider provide details. 

D Patient is "lost to follow~ up'" 

If answer is "yes," specify the drug 
regimen 
!used. 
Specify the total dose per cycle for the D Total dose per cycle: 
drug regimen used (Choose one by 
checking the appropriate box) D Not recorded in the chart 

f targeted therapy was given, provide the Qmm/dd/yyyy 
date when it was started (Choose one by D Not recorded in the chart 
checking the appropriate box) DNA, targeted theraiJy was not given 
If targeted therapy was given, how many D_ 
cycles were given? (Choose one by DNA, targeted therapy was not given 
checking the appropriate box) 

III Breast Cancer Survival Status 
Date of survival assessment nm/dd/yyyy 
~hat is the status of this patient at this date D Alive 

D Died 
D Lost to folluw~up' 
D Not recorded in the chart 

When was date oflast follow~up? Dmm/dd/yyyy 
D Not recorded in the chart 

What is the status of this patient at this D 
~-

Alive, NED 

fl 
~st follow-up date? D Alive with residual small lesions, on 

definitive treatment ; U Alive with residual small lesions, without 

\ definitive treatment 
·~ U Alive with residual big lesions, on 
Ill 
::! definitive treatment 

D Alive with residual big lesions, 
--

~ without definitive treatment 
U Alive with terminal disease, only on 

0 supportive treatment 
!) D Not recorded in the chart . -

f died, when was date of death? IJ mm/dd/yyyy 
D Not recorded in the chart 

f died, what is cause of death? IJ Breast cancer~related 
D Not cancer~related 
D Not recorded in the chart 

1 Lost to follow~up refers to a term used to charactenze a breast cancer patient who has not returned to or 
followed up at a contracted health facility after sixty (6o) calendar days from the scheduled visit or 
treatment, as advised. 
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AnnexN: Outcome Indicators 
Republic o1 the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Cltystate Centre, 709 Shaw Boulevard, Pasig City 
t. (02) 8662·2588 tiD www.philheattl1.gov.ph 
0 Phi!HealthOIIIcial )( teamphllhealth 

OUTCOME INDICATORS FOR BREAST CANCER 

I. Cancer detection rate 

A. Clinical Breast Examination 
1. Interval palpable breast mass 

B. Mammography 
1. Interval BIRADS 

c. 

D. 

~ A. 
'··-~'""'"~''" 

I 11 ~: 
3>· ~ . ;-Q. ..... 

I (,') 0 A. Neoadjuvant anti-cancer drug treatment 

I 
4: U B. Definitive surgery (e.g.Mastectomy) 

I ~ C. Adjuvant anti-cancer drug treatment 

1 
g D. Radiotherapy 

···----V. Anti-cancer Treatment Complication (surgery complication, anti-cancer drug adverse 
effect, radiotherapy adverse effect, worsening of comorbidity) 
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VI. Compliance rate(%) (Completed, deferred due adverse effect, lost to follow-up/ 
abandonment) 

A. Surgery 
B. Cytotoxic drug therapy 
C. Targeted drug therapy 
D. Radiotherapy 
E. Hormonal drug therapy 

VII. Disease Progression rate (%Recurrence; % 

VIII. Survival / Mortality rate (% 

u 
0 
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Annex 0: Guide on Co-payment Proposal of the 
Z Benefits Package for Breast Cancer 

Republic of tho Ph!!lpplnes 
PHILIPPINE HEALTH INSURANCE CORPORATION 
Q Citystate Centre, 709 Shaw Boulevard, Pasig City 
~ (02) 8662-2588 i!lJwww.philhealth.gov.ph 
C'l PhiiHaallhOfficial X taamphllhealth 

Guide on Co-payment Proposal of the Z Benefits Paclmge for 
Breast Cancer 

Diagnostic Tests and 
Prognostication 

Surgery 

Chemotherapy 

Note: The 
Benefits 
The neg,oWttect 

u 
0 

of the package 

or treatment phases of the Z 
"'"w" and approval of Phi!Health. 
contract ofthe health facility. 
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