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PHILHEALTH CIRCULAR
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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

- 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. '

Thus, PhilHealth Board Resolution (PBR) No. 2883 series of 2024! 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.
0. OBJECIIVES

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.

! PhilHealth Board Resolution (PBR) No. 2883 series of 2024: The enhancement of coverage of the Z
Benefits Package for Breast Cancer
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DEFINITION OF TERMS

A.

F‘

Basic or Ward Accommodation? — refers to the provision of regﬁlar meals,
bed in shared room, fan ventilation, and shared toilet and bath.

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.

Contracted Health Facility (HF) - refers to a PhilHealth-accredited

health facility that enters into a contract with PhilHealth for the provision of
specialized care for the Z Benefits.

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 PhilHealth to
determine the applicable rates and ensure financial risk protection of the
members/dependents.

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.

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

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 .
healtheare 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) HER2/neu 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-termns /def/fluorescence-in-situ-hyhridization
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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 of human epidermal growth factor receptor 2
(HER2) protein on cancer cells. Patients with HER2-positive breast cancer are
candidates for chemotherapy and targeted therapy.

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 (60) calendar days from the scheduled visit or treatment, as advised.

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.

Minimaum 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.

. 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.

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.

Pre-authorization — refers to an approval process of PhilHealth 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.

Shadow Billing for Diagnosis-Related Group (DRG)® — refers to the
process whereby PhilHealth 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/def/her2-neu-test

* Republic Act No. 11215: National Integrated Cancer Controt Act

4 PhilHealth 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
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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.1.

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 PhilHealth.

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.

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 PhilHealth.

The following are the selection criteria for pre-authorization:

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

a.1. Stage o Ductal Carcinoma in Situ (DCIS)
a.2. Stagel
a.3. Stagell

7 https://www.cancer.gov/publications/dictionaries/ genetics-dictionary/def/surveillance;
https://www.ncbi.nlm.nih.gov/pme/articles/PMC6366832/#R1
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10.

11.

a.4. Stage III
a.5. StagelV

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

b.1. Surgery

b.2. Chemotherapy (neo/adjuvant): patient has not initiated any
chemotherapy treatment from any HF

b.3. Targeted therapy

b.4. Hormonotherapy

b.5. Surveillance

Pre-authorization from PhilHealth 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.

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 PhilHealth Benefits Administration
Section (BAS) with jurisdiction over the contracted HFs. These documents
may also be scanned and emailed to the respective PROs for approval.

The selection criteria shall serve as the bases for PhilHealth’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.

PhilHealth 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.

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.

The approved Pre-authorization Checklist and Request Form shall be valid
for sixty (60) calendar days from the date of approval by PhilHealth if there
are no treatments initiated for chemotherapy (if necadjuvant treatment)
or surgery (if adjuvant treatment). All contracted HFs shall monitor the

Page 5 0f33
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12.

i3.

14.

15.

16.

17.

18.

19.

validity of their approved pre-authorization and promptly notity
PhilHealth upon the lapse of its validity.

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.

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.

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.

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

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

No co-payment shall be charged for services rendered on patients admitted
in basic or ward accommodation. However, if they would opt for 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.

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.

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
7 Benefits. No further deductions shall be made on the 45-day annual
benefit limit while enrolled under the Z benefits.
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members/dependents eligible to underge diagnostic tests or
prognostication.

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 7 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.

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,

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).

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.

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.

In cases of patient transfer due to non-renewal of contract of the
contracted IIF, 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
Page7of33
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following documents for submission to the referral contracted HF and
PhilHealth:

Properly accomplished ME Form (Annex D);

Breast Cancer Treatment Passport (Annex F);

Checklist for Patient Transfer (Annex G);

Letter of Intent for Transfer (Annex I);

Photocopy of approved Pre-authorization Checklist and Request;
Photocopy of MDT plan; and

Photocopy of Medical abstract

o e T

0

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 H¥ shall indicate -
the co-payment in the newly accomplished ME Form.

. 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

. Members/dependents who are not yet declared lost to follow-up and
returned within sixty (60) 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.

. 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

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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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.

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.

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.

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.

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.

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 enrclment to
the Z Benefits.

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.

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 oceur during the same confinement period.

Page o of 33
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11,

12.

13.

14.

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. '

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.

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.

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

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

"~ of stock.

15.

16.

17.

18,

19,

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

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

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 PhilHealth shall
require for monitoring, policy research, and quality improvement.

Once a cancer regisiry database is functional, PhilHealth 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.

PhilHealth shall establish quality standards and indicators in
collaboration with the contracted IF, 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 PhilHealth. 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

21,

cancer for all clinically relevant outcomes. In addition, claims of contracted
HFs may be subject to post-audit by PhilHealth.

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.

7 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 healthcare 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.

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.

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.

PhilHealth 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.

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

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 PhilHealth. :

The accredited HF shall identify the additional services, amenities, or
procedures necessary 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.

Contracted HFs with an existing contract 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
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1. Diagnostic Tests and Pro

nostication

Lo

a. Diagnostic Test | a.1. Diagnostic Tests

a.1.1. Mammography abf

a.1,2, Ultrasound acf

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

b. Prognostication | b.1. Breast Panel 4&

b.1.1. Complete Blood Count with Platelet
Count :

b.1.2. ER/PR Hormone Test

b.1.3. Her2/neu Immunohistochemistry (THC)
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
Her2/neu amplification e

Legend:

» Any of the following for Female less than 40 years old

b Required for all female 40 years old and above

¢ Ultrasound of both breast and axillary bed for male patient

4 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

eRequired when the Immunohistochemistry {(IHC) result is 2+, the HER2 status of the
tumor is not clear and is called "equivocal”, maximum of one (1) avallment prior
enrolment for pre-autherization

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

& Not applicable for Stage o DCIS

~ Table 2: Diagnostic Tests and Prognostication

2. Surgical Procedures

a. Surgery a.1. Partial mastectomy or
lumpectomy
a.2, Subcutaneous/Simple/Total
mastectomy
a.3. Modified Radical
Mastectomy
e e a.4. Total Mastectomy with
Y sentinel lymph node biopsy
R a.5. Partial mastectomy or
\,“ lumpectomy with sentinel
by o lymph node biopsy
LS S @ a.6. Partial mastectomy or
Bl 8 lumpectomy with axillary
g G node dissection
- L a.7. Modified Radical
Mastectomy with skin
.. coverage for stage ITIB or
g above

b. Diagnostic CBC with platelet
Tests count®

Chest X-ray PA and

lateral views*

Ultrasound {whole

abdomen)*

ECG

Creatinine
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PT/PTT

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

c. Medicines

Antimicrobials, as
indicated

Pain relievers, as
indicated

d. Others

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

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

Table 3: Surgery Procedures

a. Hormonotherapy

a.1. Tamoxifena
{Premenopausal/
postmenopausal)

a.2. Anastrozole / Letrozole
(Aromatase Inhibitor)
(Postmenopausal}

b. Cytotoxic
Chemotherapy bd

b.1.1. Doxorubicin / Epirubicin

(A)

b.1.2. Cyclophosphamide (C)

b.1.3. Docetaxel (T)

b.1.4. Granulocyte colony-
stimulating factor (G-
CSF)

Antiemetic, as
needed
Antimicrobials,
as indicated
Pain relievers, as
indicated
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A,

. Surveillance

b.2.1. Doxorubicin / Epirubicin

SR S

Other

(A) ‘ medicines, as
b.2.2. Cyclophosphamide (C) indicated
b.2.3. Paclitaxe] (Pacli)

b.3.1. Docetaxel (T)
b.3.2. Carboplatin AUC (Cb)
b.3.3. Granulocyte colony-
stimulating factor (G-
CSF)
¢. Targeted Therapy | c.1. Trastuzumab (H) c¢ Granulocyte
c.2. 2D echo every 4th cycle colony-
stimulating

factor (G-CSF)
Antiemetic, as
needed
Antimicrobials,
as indicated
Pain relievers, as
indicated

Other
medicines, as
indicated

Legend:

once in a lifetime

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

b Not required for Stage o DCIS
¢ For Her2-positive hreast cancer

& Maximum of two (2} chemotherapy protocol during pre-authorization if the initial
chemotherapy regimen cannot be tolerated by the patient

¢ Each tranche has a maximum of 6 eycles. Maximum of 3 tranches of targeted therapy

Table 4: Systemic Therapy Protocol

a. Basic Services

a.1. Clinical Consultation 2
a.2. Chest X-rayb

a.3. Mammography of the contralateral breast (if

mastectomy) ¢

a.4. Mammography (bilateral, if lumpectomy) ¢
a.5. Ultrasound (whole abdomen 4, or breast €)
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a.6. Gynecological Evaluation and Transvaginal
Ultrasound £

b. Specific Services | b.1. 2D Echos

b.2. Bone Densitometry »
b.3. Bone Scan't

Legend:

& 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

¢ 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 vear, if needed
€ Ultrasound of breast, once a year, if needed

f Gynecological exam and transvaginal ultrasound, once a year if with ongoing treatment
of hormonotherapy

& 2D echo, once a year, after completion of treatment cycle of doxorubicin or
trastuzumal, 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

Table 5: Surveillance Services

F. Package Codes and Rates

1. Dia

Diagnostic Tests

Mammography,

Ultrasound, and

Clinical Consultation (Physical Examlnatlon
and History)

3,500

Z021A2

Diagnostic Tests

Mammography
Clinical Consultation (Physical Examination
and History)

2,500

Z021A3

Diagnostic Tests

Ultrasound
Clinical Consultation (Physical Examination
and History)

1,000
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Z021B

Breast Panel

Complete Blood Count with Platelet Count
ER/PR Hormone Test

Her2/neu Immunohistochemistry (IHC) Test
Metabolic Panel with Liver Function Tests
Alkaline Phosphatase

10,000

7Z021C

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

1,400

Table 6: Diagnostic Tests and Prognostication Package Rates and Codes

Zo21D2

Partial mastectomy or
tumpectomy

30,000

Z021F1

Zo21E2

Subcutaneous/ Simple/
Total mastectomy

Z02171

Zo21F2

Modified Radical
Mastectomy

Z021G1

Z021G2

Partial mastectomy or
Lumpectomy with sentinel
lymph node biopsy

Zo21H1

Zo21H2

Partial mastectomy or
Lumpectomy with axillary
node dissection

Zo21l1

Zo21l2

Total Mastectomy with
sentinel lymph node biopsy

100,000

70211

Zo21J2

Modified Radical
Mastectomy with skin
coverage for clinical stage
ITIB or above

140,000

Table 7: Surgical Procedures Package Rates and Codes
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3. Hormonotherap

Zo21Ka Tamoxifen (for 1 2,700 450 per
premencpausal / Monthly
7021Ko | Postmenopausal o 2,700 Prescription
02111 Anastrozole / 1 18,000 3,000 per
Letrozole o o ~ Monthly
Zo21L2 | (postmenopausal) 2 18,000 Prescription

Table 8: Hormonotherépy Package Rates and Codes

4. otoxic Chemotherapy

Doxorubicin/ | ACx4
Zo21M11 | Zo21M21 Epirubicin (A) eyeles 55,000 13,750
+
Cyclophospha T x4
Zo21Mi2 | Zo2iM22 | mide (C) + cycles 67,000 16,750
Docetaxel (T)
Doxorubicin/ | ACx4
Zo21N11 1 Z02IN2L | gpirubicin (A) | cycles | 43920 | 10980
+
CYC,lgphg)Pha Pacli x 12
mide +
Z021N12 | Zo21N22 Paclitael cycles 154,080 12,840
(Pacli)
Docetaxel (T)
702101 | Zo2102 | + Carboplatin sz(éﬁ! §6 185,010 | 30,835
(Cb)

Table 9: Cytotoxic Chemotherapy Protocol, Package Rates and Codes
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Trastuzumab 1,000,008
Z021F1 (H), Tranche 1
(333,336 per
7021P2 Trastuzumab Tranch;, (f)ne :
(H), Tranche 2 tranche is
equivalent to 6
~ | Trastuzumab cycles) (maximum
Zo2P3 {H), Tranche 3 Qf 18 pycles)

55,556

Table 10. Targeted Therapy Package Rates and Codes

6. §urveillance

5

Basic Services
Mammography {contralateral if
Z021Q1 | mastectomy or bilateral, if lumpeectomy) 2,500
and Clinical Consultation
Ultrasound (Breast) and Clinical
Consultation
Zo21Qz |or 1,100
Ultrasound (Whole Abdomen) and Clinical
Consultation
Gynecological Evaluation and Transvaginal
2021Q3 Ultrasound 1,100
7021Q4 | Chest X-ray 300
Specific Services
Z021R | 2D Echo 2,500
70218 | Bone Densitometry 2,500
Zo21T | Bone Scan 4,000

Table 11. Surveillance Package Rates and Codes
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G. Filing Schedule

The filing schedule for claims submission are as follows:

Péglézgge Descriptions Amount (PHP) Filing Schedule
A. Diagnostic Tests and Prognostication
Within 60 days
Z0o21A1 Diagnostic Tests 3,500 upon completion
of the services
Within 60 days
- Zo21A2 Diagnostic Tests 2,500 upon completion
of the services
Within 60 days
- Z021A3 - Diagnostic Tests 1,000 upon completion
' of the services
Within 60 days
Z021B Breast Panel 10,000 upon completion
of the services
gillluorescent m Within 60 da‘ys
Z021C Hybridization 1,400 upon complejtmn
(FISH) of the service
B. Surgery Procedures
Z021D1
(.Neo- Partial Within 60 days
adjuvant} | practectomy or 30,000 after discharge
Zo21D2 Lumpectomy from surgery
(Adjuvant)
Zo21E1
(Neo-
adjuvant) Subcutaneous/ Within 60 days
Simple / Total 100,000 after discharge
Zo21E2 Mastectomy from surgery
{Adjuvant)
Zo21F1
{(Neo- o ) Within 60 days
adjuvant) Modified Radical 100,000 after dischargye
Mastectomy .
Zo21F2 from surgery
(Adjuvant)
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Codes Descrlptmns Amount (PHP) Filing Schedule
(lNeo- Mastectomy or Within 60 days
adjuvant) Lumpectomy with 100,000 after discharge
Z021G2 Sentinel Lymph from surgery
(Adjuvant) Node Biopsy
Zo21H1 Partial
(Neo- Mastectomy or Within 60 days
adjuvant) Lumpectomy 100,000 after discharge
Zo21Hz2 with Axillary from surgery
(Adjuvant) Node Dissection
Zoz21l1 !
(Neo- _;\[‘;tat ; S . * Within 60 days - -
adjuvant) astectomy wi 100,000 after discharge
Sentinel Lymph
Zo21l2 Node bions from surgery
{Adjuvant) psy
Zo21J1 ,
d('Neo— ng;iigiaizﬁ Within 60 days
adjuvant) . Y 140,000 after discharge
skin coverage for
Zo21J2 ITB and above from surgery
(Adjuvant)
C. Hormonotherapy
Package . Amount e
Codes Descriptions (PHP) Filing schedule
Tamoxifen; 2700 Within 60 dzgs
t
Zo21K1 Tranche 1 (450 per after the 6
(Premenopausal/ Monthl Month
Postmenopausal) onthy Prescription
: Prescription)
Tamoxifen; 7o Within 60 days
7021K2 Tranche 2 - (450 per after the 12th
{Premenopausal/ Monthl Month
POStITlGIlOpElllS&D ) 'Y Prescﬁpﬁon
Prescription)
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Package

Codes ~ Descriptions Amount (PHP) Filing Schedule
18,000 ot
Anastrozole / . Wl;thm 1610 d? s
Letrozole after the 6t
Zo2111 Tranche 1 (g&(;?l?lﬁer Month
(Postmenopausal) Y Prescription
Prescription)
Anastrozole / 18,000 Within 60 days
Zo21L - Letrozole - (3,000 per after the 12th
o21lz Tranche 2 Monthly Month
(Postmenopausal) | Prescription) . Prescription
D. Cytotoxic Chemotherapy 7
Z021M11 o
(Neo- (AC) 55,000 | -
adjuvant) (13,750 rate
cycle,
Doxorubicin i
Zo2iMa1 | DOsorubicin/ maximumn of | iy 6o days
A ; pirubicin (A) + 4 cycles)
(Adjuvant) Cyclophosphamide upon the
i (C) + Docetaxel 0 completion of the
Zo2iM12 | () last cycle
(Neo- 67,000
adjuvant) (16,750 rate
M ' cycle,
Zogl 22 maximum of
(Adjuvant) 4 cycles)
Z021N11
(Neo- (AC) 43,920
adjuvant) (10,980 rate
cycle,
Z0021N12 maximum
Adjuvant ici of 4 eycl
(djovant) | Dosorubici/ 499 | Within 6o days
7021 Epirubicin (A) + upon the
021N21 : .
(Neo- Cyclophosphamide (Pacti) completion of the
: (C) + Paclitaxel 154,080 last cvele
adjuvant) (Pacli) (12,840 rate : y
cycle,
7091N22 maximum of
(Adjuvant) 12 cycles) ‘
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Codos Descriptions Amount (PHP) Filing Schedule
Zo21
(Neo- ( 3(13%5 é0511(')ate Within 60 days
adjuvant) Docetaxel (T) + cycle upon the
Carboplatin (Cb) . completion of the
702102 maximum of Tast cycle
(Adjuvant) 6 cycles)
E. Targeted Therapy
1,000,008 Within 60 days
7091P1 Trastuzumab after the
(H), Tranche 1 (333,336 completion of 6th
. per tranche, cycle
one tranche Within 60 days
Trastuzumab (H), is after the
Z021P2 . .
Tranche 2 - equivalent | . completion of
to 6 cycles) 12th cycle
(55,556, Within 60 days
Trastuzumab (H), rate cycle, after the
Zo21P3 Tranche 3 maximum completion of
of 18 cycles) 18th cycle
F. Surveillance
Z021Q1 Surveillance, Basic 2,500 Within 60 days
Services upon completion
of the services
Z021QQ2 Surveillance, Basic 1,100 Within 60 days
Services upon completion
of the services
Z021Q3 Surveillance, Basic 1,100 Within 60 days
Services upon completion
of the services
Z021Q4 Surveillance, Basic 300 Within 60 days
Services upon completion
of the services
Z021R Surveillance, 2D 2,500 Within 60 days
Echo upon completion
of the services
70215 Surveillance, Bone 2,500 Within 60 days
Densitometry upon completion
- of the services
Zo21T Surveillance, Bone 4,000 Within 60 days

Scan

upon completion
of the services

Table 12. Filing Schedule of the Z Benefits package for Breast Cancer
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3.
4.
5.
6.
7.
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The contracted HFs shall render all the mandatory services required fora
treatment phase or service given to a patient, including other services if
necessary. :

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

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.

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. -

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.

The MDT or attending PhilHealth-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.

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.

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 I11, “Consumption Benefits” and in the Statement of Account
(SOA).

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

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 RA No. 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

& PhilHealth Circular No. 2022-0024: Statement Of Account {SOA} Requirement For Z Benefit Claims

Submission
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11.

12,

13.

14.

Medical and Financial Assistance to Indigent and Financially-
Incapacitated Patients, pursuant to Republic Act No. 11463 also known as
“Malasakit Centers Act of 2019.”

The contracted HFs shall follow the filing schedule set by PhilHealth under
the Z Benefits for breast cancers for each treatment phase or service.

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 explres the contracted HFs shall flle claims based on the
applicable scenarios:

a. The contracted HF shall submit to PhilHealth a notarized sworn =

declaration that the patient is declared lost to follow-up. The
contracted HF shall submit their clalms within thirty (30) days from
such declaration.

b. Ifthe 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.

The contracted HF shall submit to PhilHealth 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).

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

a. Diagnostic Tests and Prognostication:

a.1. Photocopy of completely accomplished Eligibility Criteria for
Diagnostic Test and Prognostication — Breast Cancer (Annex A.1)

a.2. Properly Accomplished PhilHealth Claim Form (CF) 1 or °
PhilHealth Benefit Eligibility Form (PBEF)

a.3. Photocopy of Properly Accomplished PhilHealth Claim Form 2
(CI'2)

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

a.5. 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.8. Original or Certified True Copy (CTC) of the Statement of
Account (SOA) or its equivalent
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b. Surgery:

b.8.
b.g.

. Pre-authorization Checklist and Request (Annex A.2)
. Properly Accomplished PhilHealth Claim Form (CF) 1 or

PhilHealth Benefit Eligibility Form (PBEF)

. Photocopy of Properly Accomplished PhilHealth Claim Form 2

(CF2)

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

C.2)

. Z Satisfaction Questionnaire {Annex D)
. Checklist of Requirements for Reimbursement — Surgery (Annex

E.2)

Transmittal Form (Annex H) S : _
Photocopy of Multidisciplinary — Interdlsc1pl1nary Team (MDT)
Plan

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

b.11,

Account (SOA) or its equivalent
Photocopy of Accomplished Surgical Operative Report

b.12. Photocopy of Accomplished Anesthesia Report
b.13. Photocopy of Histopathology Report

¢. Chemotherapy:

c.1.
c.2.

c.3.

c.4.
c.5.

c.6.
c.7.

c.8.
c.9.

C.10.

C.11.

Pre-authorization Checklist and Request (Annex A.2)

Properly Accomplished PhilHealth Claim Form (CF) 1 or
PhilHealth Benefit Eligibility Form (PBEF)

Photocopy of Properly Accomplished PhilHealth Claim Form 2
(CF2)

Photocopy of Member Empowerment Form (Annex B}

Checklist of Mandatory and Other Services for Chemotherapy
(Annex C.3)

7 Satisfaction Questionnaire (Annex D)

Checklist of Requirements for Reimbursement — Chemotherapy
{Annex E.3)

Breast Cancer Treatment Passport (Annex F)

Transmittal Form (Annex H)

Photocopy of Multidisciplinary — Interdisciplinary Team (MDT)
Plan

Original or Certified True Copy (CTC) of the Statement of
Account (SOA) or its equivalent

d. Hormonotherapy:

d.1.
d.2.

d.s.
d.4.

Pre-authorization Checklist and Request (Annex A.2)

Properly Accomplished PhilHealth Claim Form (CF) 1 or
PhilHealth Benefit Eligibility Form (PBEF)

Photocopy of Properly Accomplished PhilHealth Claim Form 2
(CF2)

Photocopy of Member Empowerment Form (Annex B)
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. Checklist of Mandatory and Other Services for Hormonothelapy

(Tranche 1 Annex C.4.1); (Tranche 2 Annex C.4.2)

. 7 Satisfaction Questionnaire (Annex D)
. Checklist of Requirements for Reimbursement —

Hormonotherapy (Tranche 1 Annex E.4.1); (Tranche 2 Annex
E.4.2}

Breast Cancer Treatment Passport (Annex F)

Transmittal Form (Annex H)

d.10. Photocopy of the Multldlsc1p11nary-—-Interdlsmplmary Team

“d.11.

{MDT) Plan
Original or Certified True Copy (CTC) of the Statement of
Account (SOA) or its equivalent

Targeted Therapy

e.l.

Coe.2.

e.3.
e.4.
e.5.

e.6,
e.7.

e.8.
e.9.

€.10.

e.l1,

Pre-authorization Checklist and Request (Annex A.2)

Properly Accomplished PhilHealth Claim Form (CF) 1 or
PhilHealth Benefit Eligibility Form (PBEF)

Photocopy of Properly Accomplished PhilHealth Claim Form 2
(CF2)

Photocopy of Member Empowerment Form (Annex B)

Checklist of Mandatory and Other Services for Targeted Therapy
(Tranche 1 Annex C.5.1); (Tranche 2 Annex C.5.2); (Tranche 3
Annex C.5.2)

Z Satisfaction Questionnaire (Annex D) .
Checklist of Requirements for Reimbursement — Targeted
Therapy (Tranche 1 Annex E.5.1); (Tranche 2 Annex E.5.2);
(Tranche 3 Annex E.5.3)

Breast Cancer Treatment Passport (Annex F)

Transmittal Form (Annex H)

Photocopy of the Multidisciplinary—Interdisciplinary Team
(MDT) Plan

Original or Certified True Copy (CTC) of the Statement of
Account (SOA) or its equivalent

Surveillance:

{.1.
f.o.

f.3.

f.4.
f.5.

f.6.
f.7.

f.8.
f.o.

Pre-authorization Checklist and Request (Annex A.2)

Properly Accomplished PhilHealth Claim Form (CF) 1 or
PhilHealth Benefit Eligibility Form (PBEF}

Photocopy of Properly Accomplished PhilHealth Claim Form 2
(CF2)

Photocopy of Member Empowerment Form (Annex B)

Checklist of Mandatory and Other Services for Surveillance
(Annex C.6)

Z Satisfaction Questionnaire {Annex D) .
Checklist of Requirements for Reimbursement — Surveillance
(Annex E.6) :

Transmittal Form (Annex H)

Original or Certified True Copy (CIC) of the Statement of

Account (SOA) or its equivalent
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15.

16.

17.

The Z Satisfaction Questionnaire (Annex D) shall be administered to all
patients enrolled in Z Benefits prior 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.

Existing rules or guidelines on late filing shall apply.

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.

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 relmbursement of the contracted
HFs, following the existing guidelines.

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.

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. '

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.

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

Any change of member/patient category upon approval of the pre-
authorization shall not affect the benefit availiment, :

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. PhilHealth 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. 1If the required signatures in the forms are migsing 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 PhilHealth 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 professmnals based on their mutual agreements and
internal processes prior to contracting.

Monitoring

PhilHealth 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 of the Z Benetfits.

The 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.

Policy Review
PhilHealth 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 PhilHealth.

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

1. Annex A.1: Checklist of Eligibility Criteria for Dlagnostlc Tests and
Prognostication — Breast Cancer :

2. Annex A.2: Pre-authorization Checkhst and Request Form
3. AnnexB: Member Empowerment (ME) Form
4. Annex C: Checklist of Mandatory or Other Services

C.1. Checklist of Mandatory and Other Services for
Diagnostics and Prognostication

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

C.3. Checklist of Mandatory and Other Services for
Chemotherapy

C.4.1. Checklist of Mandatory and Other Services for
Hormonotherapy Tranche 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. Checklist of Mandatory and Other Services for
Surveillance

5. 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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Surveillance
7. Annex F: Breast Cancer Treatment Passport
8. Annex G: Checklist for Patient Transfer
9. Annex H: Transmittal Form
10. AnnexI: Letter of Intent for Transfer to a Contracted Health Facility
11. AnnexJ: Sample Claim Form (CF) 2
J1.  Diagnostic Tests or Prognostication
J.2.  Surgery
J.3. Cytotoxic Chemotherapy
J.4.1. Hormonotherapy Tranche 1
J.4.2. Hormonotherapy Tranche 2
J.5.1. Targeted Therapy Tranche 1
J.5.2. Targeted Therapy Tranche 2
J.5.3. Targeted Therapy Tranche 3
J.6. 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
15. Annex N: Outcome Indicators
16. Annex O: Guide on Co-payment ProposaI of the Z Benefits Package for
Breast Cancer
PENALTY CLAUSE

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. Checklist 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 —

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

- Regulations, and other relevant laws.
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VIII.
IX.

TRANSITORY CLAUSE

A. Upon publication of this PhilHealth Circular, PhilHealth shall disseminate

information to contracted HFs and ensure the availability of forms specified in

- this policy on the PhilHealth 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, PhilIlealth will generate a unique case number for every pre-
authorization request submitted once the pre-authorization system is
developed and fully functioning. In the meantlme, 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. o

D. Claims for surgical procedures with approved pre-authorization date prior to
the effectivity of this PhilHealth Circular shall follow the rules on claims
processing as outlined in PC No. 2021-0022 “The Guiding Principles of the 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
treatment for chemotherapy shall be processed and completed according to the
guidelines for claims processing and requirements for claims submission
provided in PC No. 2021-0022.

SEPARABILITY CLAUSE

If any provision of this PhilHealth 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.

REPFALING CLAUSE

This policy repeals specific provisions on PhilHealth 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 PhilHealth Circulars, issuances, rules, and regulations or part thereof that are

contrary to and inconsistent with this PhilHealth 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 . LEDESMA, JR.,
President and Chief Executive Officer

Date signed: 03! o !w"'"]
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Z Benefits Package for Breast Cancer
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Annex A.1: Checklist of Eligibility Criteria for Diagnostic
Tests and Prognostication — Breast Cancer

PhilHealth

Hour Paeiner it Houlth

BAGUNG PRIPINAS

Aepublic of the Phllippines

PHILIPPINE HEALTH INSURANCE CORPORATION
€ Citystate Centra, 709 Bhaw Boulevard, Pasig City

. (02} 86622588 @b www.phithealth.gov.ph

0 PhilHealthOficlal X teamphiihealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

1. Last Name, First Name, Middle Name Suffi ! SEX

LT*Male [ Female

5. Immunohistochemistry(TH

esult o+ @

6. HER2 status results is not clear or equivocal @

B
~3 4 Required for procedures requiring Fluorescent in situ hybridization (FISH) for Her2/Neu
E.% amplification
= ‘
& w 1 | Certified Correct by: Conforme by:
W 8
0 @ . . : .
Tie) (Printed name and signature) (Printed name and signature)
£ 0y Attending Physician Patient
-4 it::lgiggﬁ}éon Date signed (mm/dd/yyyy)
Na.
}“; Date signed (mm/dd/yyyy)

/2

L e
foekiaiaedy
Fare

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

Republic of the Phllippines

PHILIPPINE HEALTH INSURANCE CORPORATION
@ Chystate Centre, 709 Shaw Boulevard, Pasiy City

L. (02) 8662-2588 @www.philhealth.gov.ph

€1 PhilHsathOfficial X teamphilhealth

PhilHealth

Your Parisar b Hewlth

basonG e mias
Case No.

| IEALTH FACILITY (HF)
ADDRESS OF HF

1 1. Last Name, First Name, Middle Name, Suffix SEX
L] Male [T Female

. 2, PhilHealth ID Number

(Answer only if the pa
“same as above”) .
1. Last Name, Fir:

2. PhilHeal

(] 3+ (HER2 Positive)
(Place a v opposite appropriate answer)
Laterallty and Clinical Staging 2

[] Right (1 Left

[ ] cStage o || cStage 0
[ cStage IA L] cStage 1A
[] cStage IB [ cStage IB
[] cStage ITA [] cStage IIA
L] cStage IIB [] cStage 11B
|| eStage ITIA [] cStage IITA
[] cStage ITIB [] cStage ITIB
[] cStage ITIC [L] cStage ITIC
[] cStage IV [1 cStage 1V

» If bilateral, tick in the appropriate box both laterality and its corresponding clinical staging

AT MO
R
ik
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(Place a ¥ opposite appropriate answer)

Applicable Treatment Protocol

Surgery

[ Hormonal Therapy

vant || Neo:
e

Cyclophospha
Docetaxel (T)

[l Doxorubici
, W%%Cyclf)pho
= Paclitax

[ ] Targeted

#H

iy number of cycles to be
rovided:

g idH

|

T

"ﬁ%@
] Surveillance

S
%
<
LY
o . 3
uy
e
»
=
m.
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HEALTH FACILITY (HF)

ADDRESS OF HF

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

. PhilHealth ID Number CT1-] [TTTTT11-1

Answer only if the patlent Jsiggsle e
“same as above™)
1. Last Name, First Napi

@;ﬂlermse, write,

Printed N,
PhilHealt

MASTER
CoOPY

b e

Data: 3/""9 </

(2

e )

Printed Name and Signature Printed Name and Signature
PhilHealth Accreditation No. Patient

Date Signed (mm/dd/yyyy):

/ Note: | N

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,

p

as applicable. This form shall be submitted to the Local Health Insurance Office
(LHIO) or the PhilHealth Regional Office (PRO) when filing the first tranche.

There is no need to attach laboratory resulis. However, these should be included in
the patient’s chart and may be checked during the field monitoring of the Z Benefits.

@ease 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 the Zh
in .

S
fij ”1

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

under the terms and conditions as agreed

O Without co-payment d
K With co-payment, for the Eﬁ’pos

MASTER
COoPY

Certified Correct by: a‘%ﬂ% ’ Certified Correct by:
(Printed Name and Signatt {Printed )
Attending: M
PhilHealth
Accreditation No.
Certified Correc
{Printe (P
Attendmg Executive Director/Chief of Hospital/
edical Director/ Medical Center Chief
PhilHealth PhilHealth
Accreditation No. Agcreditation
No.
“ Conforme by;
=3
‘;% (Printed Name and Signature)
} Patient
[ .
ko (For PhilHealth Use Only)
&1 { 0O APPROVED
O DISAPPROVED (State reason/s)
&
(Printed name and signature)
G Head or authorized representative, Benefits Administration Section (BAS)
L INITIAL APPLICATION COMPLIANCE TO REQUIREMENTS
Activity Initial | Date | [1 APPROVED
Received by O DISAPPROVED (State reason/s)
LHIO/BAS:
Endorsed to BAS {Printed name and signature)
(if received by LHIO): Head or authorized BAS representative
ClApproved . -
ODisapproved Activity Initial Date
Released to HF: Received by BAS:
The pre-authorization for O Approved ODisapproved
chemotherapy (necadjuvant) and
surgery (adjuvant} shall be valid Released to HEF:
for 60 calendar days.
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Annex B: Member Empowerment Form

Reptibiic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
Q Citystate Centre, 709 Shaw Boulevard, Pasig City

hilHealth

Yoar Pariaer i Heafilk S & (02) B662-2588 @www.philhealth.gov.ph
BAGGNSG PIIPINAS B PhilHealhOfficiai X teamphilhealth
Numero ng kaso:
Case No. '
MEMBER EMPOWERMENT FORM
Magpaalam, tumulong, at maghigay kapangyarihan
Inform, Support & Empower
Mga Panuto:
Instructions:

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 in filling-up the ME form.

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

3. Parasa mga katanungang nangangailangan ng sagot na "co" ¢ "hindi", lagyan ng marka (v')
ang angkop na kahon.
For items requiring a "yes” or “no” response, tick appropriately with a check mark (+).

4. Gumamnit 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.

5. 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 ME form shall be made available by the contracted HF--one for the

3}0‘ 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
g% Rehabilitation Prosthesis Help (ZMORPH), ukol sa pagpapalit ng artipisyal na
\“-\ ibabang bahagi ng hita at binti, o Z Benefits para sa mga batang may kapansanan,
2, isulat ang N/A sa tala B2, B3 at D6. Para naman sa Peritoneal Dialysis (PD) First
v 2 Z Benefits, isulat ang N/A para sa tala B2 at Bg.
Lif o For patienis availing of the Z Mobility Orthoses Rehabilitation Prosthesis Help
oo €3, (= (ZMORPH) for fitting of the external lower limb prosthesis, or Z Benefits for
e @ children with disabilities, write N/A for items Bz, B3 end D6 and for PD First Z
et ®) Benefits, write N/A for items B2 and B3.
4
£ T PANGALAN NG OSPITAL
b HEALTH FACILITY (HF)

ADRES NG OSPITAL
ADDERESS OF HE

VAB
| g

R
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MASTER
COPY

Date: 7 /g;/ L

w3

- A. Member/Patient Information

PASYENTE (Apelyido, Pangalan, Panggitnang Apelyido, Karagdagan sa Pangalan)
PATIENT (Last name, First name, Middle name, Suffix}

" A. Impormasyon ng Miyembro/ Pasyente

NUMERONGPHILHEALTHIDNGPASYENTEDE:I - DDDEDDDDD - E]D

PHILHEALTH ID NUMBER OF PATIENT

MIYEMBRO (kung ang pasyente ay kalipikadong makikinabang) (Apelyido, Pangalan, Panggitnang Apelyido,

Karagdagan sa Pangalan)

MEMBER (if patient is a dependent) (Last name, First name, Middle name, Suffix)

NUMERO NG PHILHEALTH 10 Ne Mivemero L1 L] = CIC1C0C1O00O0 0000 = OO0

PHILHEALTH ID NUMBER OF MEMEER

PERMANENTENG TIRAHAN

PERMANENT ADDRESS

Petsa ng Kapanganakan (Buwan/Araw/Taon) Edad Kasarian
Birthday (mm/dd/yyyy) Age Sex

Numero ng Telepono Numero ng Cellphone Email Address
Telephone Number Mobile Number Email Address
Kategorya bilang Miyembro:

Membership Category:

Direct contributor
Dire_ct contributor

O Empleado ng pribadong sector
Employed private
O Empleado ng gobyerno
Employed government
O May sariling pinagkakakitaan
Self-earning
O Indibidwal
Individual
O Sole proprietor
Sole proprietor
O Group enrollment scheme
Group enrollment scheme

O Kasambahay / Household Help
O Tagamaneho ng Pamilya/ Family driver
[3 Filipinong Manggagawa sa ibang bansa

Migrant Worker/OFW
0 Land-based O Sea-based
Land-based Sea-based

O Habambuhay na kaanib/ Lifetime Member

O Filipino na may dalawang
pagkamamamayan/Nakatira sa 1bang bansa
Filipino with Dual Citizenship/Living abroad

O Foreign national/Foreign national

Indirect contributor
Indirect contributor

O Listahanan O Inisponsuran ng LGU
Listahanan LGU-sponsored

O 4Ps/MCCT O Inisponsuran ng NGA
4Ps /MCCT NGA-sponsored

[0 Nakatatandang mamamayan O Inisponsuran ng pribadeng sector
Senior Citizen (RA 10645) Private-sponsored

0 PAMANA [ Taong may kapansanan
PAMANA Person with disability

O KIA/KIPO
KIA/KIPO

O Bangsamoro/Normalization

Iba pa

Others

1 Point of Service (POS) Financially Incapable

v
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inical Informati

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

. Napagkasunduang angkop na

alternatibong plano ng gamutan sa
ospital

Applicable alternative Treatment
Plan agreed upon with health care
provider

C. Talatakdaan ng Gamutan at Kasunod na Konsultasyon
C. Treatment Schedule and Follow-up Visit/s

Petsa ng unang pagkakaospital o
konsultasyon #
(buwan/araw/taon)

Date of initial admission to HF or
consult @ (mm/dd/yyy)

2 Para sa ZMORPH/ mga batang may
kapansanan, ito ay tumutakay 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 ZMORPH/children 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 of the first PD exchange.

X
~3
3
™y
m}u &
S
5
-
}
o}

Pansamantalang Petsa ng susunod
na pagpapa-ospital o
konsultasyon® (buwan/araw/taon)
Tentative Date/s of succeeding
admission to HF or consult ®

(mm/dd/yyyy)

v Para sa ZMORPH/ mga batang may
kapansanan, ite 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.

Pansamantalang Petsa ng kasunod
na paghisita ¢ (buwan/araw/taon)
Tentative Date/s of follow-up
visit/s ¢ (mm/dd/yyyy)

¢ Para sa ZMORPH/ mga batang may
kapansanan, ite ay tumutukoy sa rehabilitasyon
ng external lower limb post-prosthesis.

¢ For ZMORPH/CWD, this refers to the

external lower limb post-prosthests
rehabilitation consult,
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D. Edukasyon ng Miyembro
D. Member Education

1. Ipinaliwanag ng kinatawan ng ospital ang uri ng aking karamdaman.
My health care provider explained the nature of my
condition/disability.

2. Ipinaliwanag ng kinatawan ng ospital ang mga pagpipiliang paraan ng
gamutan/interbensyon 4
My health care provider explained the treatment options/interventiond.

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

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

3. Ipinaliwanag ng kinatawan ng ospital ang mga posibleng mga epekto/
masamang epekto ng gamutan/ interbensyon.

The possible side effects/adverse effects of treatment/intervention
were explained to me.

4. Ipinaliwanag ng kinatawan ng ospital ang kailangang serbisyo para sa
gamutan ng aking karamdaman/ interbensyon.
My health care provider explained the mandatory services and other
services required for the treatment of my condition/intervention.

5. Lubos akong nasiyahan sa paliwanag na ibinigay ng ospital.

I am satisfied with the explanation given to me by my health care
provider

6. Naibigay sa akin nang buo ang impormasyon na ako ay mahusay na
aalagaan ng mga dalubhasang dokior sa aking piniling kinontratang
ospital ng PhilHealth 2t kung gustuhin ko mang lumipat 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 PhilHealth
contracted HF of my choice and that preferring another contracted HF
Jor the said specialized care will not affect my treatment in any way.

7. Ipinaliwanag ng kinatawan ng ospital ang kahalagahan ng pagsunod sa
panukalang gamutan/interbensyon. Kasama rito ang pagkompleto ng
gamutan/interbensyon sa unang ospital kung saan nasimulan 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/intexbensyon sa ospital ay
maaaring magresulta sa hindi paghabayad ng mga kasunod na claims at hindi dapat itong ipasa
bilang case rates.

Note: Non-adherence of the patient to the agreed treatment plan/intervention in the HF may

result to denial of filed claims for the suceceeding tranches and which should not be filed as case
rates,

Date: 5/;‘;/’ ¥

MASTER
COPY
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Lagyan ng tsek (v) ang angkop na sagot o NA kung hindinauukol
Put a check mark(v') opposite appropriate answer or NA if not applicable.
8. Binigyvan ako ng ospital ng talaan ng mga susunod kong pagbisita.

My health care provider gave me the schedule/s of my follow-up
uisit/s.

00  HINDI
YES NO

9. Ipinaalam sa akin ng ospital ang impormasyon tungkol sa maaari kong
hingan ng tulong pinansival o ibang pang suporta, kung kinakailangan.
a. Sangay ng pamahalaan (Ial.; 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, ete.)
My health care provider gave me informaiion 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 ako ng kopya ng listahan 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 HFS for the specialized care of my condition.

11. Nabigyan ako ng sapat na kaalaman hinggil sa benepisyo at tuntunin ng
PhilHealth sa pagpapa-miyembro at paggamit ng benepisyong naaayon
sa Z benefits:

I have been fully informed by my health care provider of the
PhilHealth membership policies and benefit availment on the Z
Benefits:

a. Kaalipikado ako sa mga itinakdang batayan para sa aking
kondisyon/kapansanan,

I fulfill all selections criteria for my condition/disability.

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

MASTER
COPY

0C:__FF._Date: /7%

The “no balance billing” (NBB) policy was explained to me,

Paalala: Ang polisiya ng NBB ay maaaring makamit ng mga
sumusunod na miyembro at kanilang kalipikadong makikinabang
kapag na-admit sa ward ng ospital: inisponsuran, maralita,
kasambahay, senior citizens at miyembro ng iGroup na may
kaukulang Group Policy Contract (GPC).

3 'Note: NBB policy is applicable to the following members when

admitted in ward accommaodation: sponsored, indigent, household
help, senior citizens and iGroup members with valid Group Policy
Contract (GPC) and their qualified dependents.

3

Para sa inisponsuran, maralita, kasambahay, senior citizens at
miyembro ng iGroup na may kaukulang Group Policy Contract (GPC) at
kanilang kwalipikadong makikinabang, sagutan ang ¢, d at e.
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For sponsored, indigent, household help, senior citizens and iGroup
members with valid GPC and their qualified dependents, answer ¢, d
and e.

¢. Nauunawaan ko na sakaling hindi ako gumamit ng NBB ay maaari
akong magkaroon ng kaukulang gastos na aking babayaran.
Tunderstand that I may choose not to avail of the NBB and may be
charged out of pocket expenses

d. Sakaling ako ay nagpalipat sa mas magandang kuwarto ayon sa aking

kagustuhan ¢ 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 (kapag NBB, wala nang babayaran pa pagkalabas
ng pagamutan)

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

S )

€. Ninanais ko na lumabas sa polisiyang NBB ang PhilHealth at dahil

dito, babayaran ko ang anumang halaga na hindi sakop ng benepisyo

sa PhilHealth
I opt out of the NBB policy of PhilHealth and I am willing to pay on
top of my PhilHealth benefits

f. Pumapayag akong magbayad ng hanggang sa halagang PHP

* para sa:

I agree to pay as much as PHP * for the
Jollowing:

O Paglipat ko sa mas magandang kuwarto, o

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

additional services, specify

* Tto ay tinantiyang halaga lamang na gagabay sa pasyente kung magkano

ang kanyang babayaran at hindi dapat gawing batayan para sa
pagtutnos ng kuwenta ng nagugol na gastusin sa pagkakaospital na
babayaran ng PhilHealth.

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 7 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
Jfor benefits under targeted therapy.

Ang mga sumusunod na katanungan ay para sa mga
miyembro ng formal at informal economy at kanilang mga
kalipikadong makikinabang

The following are applicable to formal and informal
economy and their qualified dependents

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

h. Pumapayag akong magbayad ng hanggang sa halagang PHP

* para sa aking gamutan na hindi sakop ng
benepisyo ng PhilHealth,

I agree to pay as much as PHP * as additional
payment on top of my PhilHealth benefits.

* [to 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 PhilHealth.

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 targeted therapy.

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

'

BﬁaW@%
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E. Tungkulin at Responsabilidad ng Mlyembro _
FE. Member
B

oles and Responsibilities

Nauunawaan ko ang aking tungkalin upang masunod ang nararapat at
nakatakda kong gamutan.

T understand thatI am responsible for adhering to my treatment
schedule.

. Nauunawaan ko na ang pagsunod sa itinakdang gamutan ay mahalaga

tungo sa aking paggaling at pangunahing kailangan upang magamlt ko
nang buo ang Z henefits.

I understand that adherence to my treatment schedule is tmportant in

terms of elinical outcomes and a pre-requisite to the full entitlement of
the Z benefits.

3. Nauunawaan ko na tungkulin kong sumuned sa mga polisiya at
patakaran ng PhilHealth at ospital upang magamit ang buong Z benefit
package. Kung sakali na hindi ako makasunod sa mga polisiya at
patakaran ng PhilHealth at ospital, tinatalikuran ko ang aking
pribilehiyong makagamit ng 7 benefits.

I'understand that it is my responsibility to follow and comply with all
the policies and procedures of PhilHealth and the health care provider
in order to avail of the full Z benefit package. In the event that I fail to
comply with policies and procedures of PhilHealth end the health care

provider, I waive the privilege of auailing the Z benefits.

F. Pangalan, Lagda, Thumb Print at Petsa

F. Printed Name, Signature, Thumb Pr

int and Date

Pangalan at Lagda ng pasyenie:* Thumb Print Petsa
Printed name and signature of patient® {kung hindi (buwan/ araw/ taor)
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 an behalf of the patient,
Pangalan at lagda ng nangangalagang Doktor: Petsa
Printed name and signature of Attending Doctor (buwan/araw,/taon)
) Date (mm/dd/yyyy)
Mga Saksi:
Witnesses:
Pangalan at lagda ng kinatawan ng ospital: Petsa
Printed name and signature of HF staff member (buwan/araw/taon)
T  Date (mm/dd/yyyy)
mmeerzs o881 Pangalan at lagda ng asawa/ magulang / pinakamalapit na Petsa
R | | kamag-anak/awtorisadong kinatawan {buwan/ al‘?;/ taon)
) | | Printed name and signature of spouse/ parent/ next of kin Date (mm/dd/yyy)
. | Jauthorized guardian or representative
i % I walang kasama/ no companion
Wy 8
b B
i @ Page 8 of ¢ of Annex B
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DEe: g%? Date: 5/‘9"1_/97

Dt

'~ G. Detalye ng Tagapag-ugnay ng PhilHealth para sa Z benefits

G. PhilHealth Z Coordinator Contact Details

Pangalan ng Tagapag-ugnay ng PhilHealth para sa Z benefits na nakatalaga sa ospital
Naine of PhilHealth Z Coordinator assigned at the HF

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

H. Numerong maaaring tawagan sa PhilHealth

H. PhilHealth Contact Details
Opisinang Panrehiyon ng PhilHealth
PhilHealth Regional Office No.
Numero ng telepono
Hotline Nos.

1. Pahintulot sa pagsusuri sa talaan ng ~ J. Pahintulot na mailagay ang medical data
pasyente : sa Z benefit information and tracking system
I. Consent to access patient record (ZBITS)

J.Consent to enter medical datainthe -
Z benefit information & tracking

. ' system (ZBITS) _ _
Ako ay pumapayag na suriin ng PhilHealth ang | Ako ay pumapayag na mailagay ang aking
aking talaang medikal upang mapatunayan impormasyong medikal sa ZBITS na
ang katotohanan ng Z-claim kailangan sa Z benefits. Pinahihintulutan ko
I consent to the examination by PhilHealth of | din ang PhilHealth na maipaalam ang aking
my medical records for the sole purpose of personal na impormasyong pangkalusugan sa
verifying the veracity of the Z-claim mga kinentratang ospital,

I consent to have my medical data entered
electronically in the ZBITS as a requiremnent
for the Z Benefits. I authorize PhilHealth to
disclose my personal health information to
its contracted pariners

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

I hereby hold PhilHealth or any of its officers, employees and/or representatives free from
any and all liabilities relative to the herein-mentioned consent which I have voluntarily and
willingly given in connection with the Z claim for reimbursement before PhilHealth,

Buong pangalan at lagda ng pasyente® Thumb print Petsa
Printed name and signature of patient* {(Kung hindi na {buwan/araw/taon)
% makasusulat) | Date (mm/dd/yyyy)

Para sa mga menor de edad, ang magulang o tagapag-alaga ang (if patient is

pipirma o maglalagay ng thumb print sa ngalan ng pasyente. unable io
* For minors, the parent or guardian affixes their signature or write)
thunb print here on behalf of the patient.
Buong pangalan at lagda ng kumakatawan sa pasyente Petsa

, . . , . aw/t

Printed name and signature of patient’s representative J(_.)b;?g ?ﬂ;r/ﬂfj’;,;;;;)
O walang kasama/ no companion

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

M asawa O magulang O anak Okapatid [Otagapag-alaga [ walang kasama
spouse parent child next of kin __ guardian ne companion

3
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Annex C.1: Checklist of Mandatory and
Other Services for Diagnostics

Republic of the Phifippines
PHILIPPINE HEALTH INSURANCE CORPORATION

*
p h I g Hea Ith @ Citystate Centre, 709 Shaw Boulavard, Paslg City
Forer Pavtuer by Beolts &, (072) 8662-2588 @www.philhaalth.gov.ph
BAGONS PILIFINAS €3 PhiHealthOfficial X teamphithealth
Case No.

CHECKLIST OF MAN DATORY AND OTHER SERVICES

HEALTH FACILITY (HF)

ADDRESS OF HF

p hﬂHealt.

AND o
[] Clinical Consulta - Date of consultation (mm/dd/yyyy):
Breast Panel
(] ER/PR Hormone Test Date of procedure (mm/dd/yyyy):
1] Her2/neu Immunchistochemistry Date of procedure (mm/dd/ y yyy):
(THC) testing
5£:| Complete Blood Count with platelet Date of procedure (mm/dd/yyyy):
count
: Metabolic panel with liver function "~ Date of procedure (mm/dd/yyyy):
) § tests
[] Alkaline phosphatase Date of procedure (mm/dd/yyyy):
Fluorescent in situ hybridization (FISH)
[] Fluorescent in situ hybridization Date of procedure (mm/dd/yyyy):
(FISH) for Her2 Neu amplification

S )
SOLOTES AB
T Page 1 of 2 of Annex C.1
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HEALTH FACILITY (HF)

ADDRESS OF HF

Certified corr

(Printed
%
Phillealth
Accreditation
o _ -
Date signed (rmm/dd/yyyy):
4
N
o 8
W = 3
N
d
=
5
o
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Fenr Pavieer bne Howlth

Annex C.2: Checklist of Mandatory and

BAGONG PLIPINAY

CaSe No.

Other Services for Surgery

Republic of the Philippines

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

L. (02) 8662-2588 @ www.phithealth.gov.ph

€3 PhiiHeaithOfficial X teamphilhealth

CHECKLIST OF MANDATORY AND OTHER SERVICES
Breast Cancer - Post-Surgery

HEALTH FACILITY (HF)

ADDRESS OF HF

(Answer only if th
“Sa@i‘é aS above”

] Female

it

oopoooOoOon

O O oo oo

cStage IIB
cStage IITA -
cStage I11B
cStage ITIC
cStage IV

B. Procedure: {any of the following)

Partial mastectomy or lumpectomy
Subcutaneous/Simple/Total
mastectomy

Modified Radical Mastectomy
Partial mastectomy or Lumpectomy
with sentinel lymph node biopsy
Partial mastectomy or Lumpectomy
with axillary node dissection

Total Mastectomy with sentinel
lymph node biopsy

Modified Radical Mastectomy with
skin coverage for IIIB or above

mlafalul=lu]e =

ag
Stage IA

_cStage IB

cStage 1TA
cStage I1B
cStage I1IA
cStage 1B
cStage 111C
cStage IV

B. Procedure: (any of the following)

O O oo ogd

Partial mastectomy or lumpectomy
Subcutaneous/Simple/Total
mastectomy

Modified Radical Mastectomy
Partial mastectomy or Lumpectomy
with sentinel lymph node biopsy
Partial mastectomy or Lumpectomy
with axillary node dissection

Total Mastectomy with sentinel
lymph node biopsy

Modified Radical Mastectomy with
skin coverage for IIIB or above

a If bilateral, tick in the appropriate box both laterality, its corresponding clinical staging and surgical procedure

Ho#r

el e
R R
L

Page 1 of 2 of Aunex C.2
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Place a (v') in the appropriate tick box.

- MANDATORY SERVICES OTHER SERVICES
A Diagnostics

=

O CBC with platelet count*®

[J Potassium )
I%_%tho.ride

not reqmr_”
**not required

Certified correct by: Conforme by:
(Printed name and signature) (Printed name and signature)
Attending Surgeon Patient
PhilHeslth i
Aceresitation . | Date signed (mm/dd/yyyy)
No.
Date signed (mm/dd/yyyy)
BN
" &, P
=
Bd »
> 8
b 34, e
e
o4
ﬁ Page 2 of 2 of Annex C.2
G
o |




MASTER
COPY

Annex C.3: Checklist of Mandatory and
Other Services for Chemotherapy

Republic of tha Philippines

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

e {02) 8662-2588 @www.philhealth.govph

13 PhilHealthOfficial X teamphithealth

Case No.

CHECKLIST OF MANDATORY AND OTHER SERVICES
Breast Cancer - Chemotherapy
HEALTH FACILITY (HF)

ADDRESS OF HF

Eas icited/ as needed
Chemothergpy (:
treatment ESTe
[T Neocadjuy:
thera
Z.021Mj
Ej: [0 Doxds
> Eplrub Ab+
ﬁ Cyclopho%hsi’%‘“ it
< _© ~
g | Zo21M12 1.
2 | O Docetaxel (T) 2,
g 3.
- "
Zo21Ni1
N 0 Doxorubicin/ ;
Q . Epirubicin (A) + )
% P Cyclophosphamide i
R EL_©
.e & 1.
@] R
% C-S 2,
3 q: 3.
e 5.
M 8 | ZozaN12 6.
. % [0 Paclitaxel (Pacli) 7.
g & 8.
0.
10,
11,
12,
VAR
S Page 1 of 3 of Annex C.3




T+Ch

Z02101
O Docetaxel (T) +
Carboplatin (Cb)

Protocol C

SN

O Adjuvant therapy

Zo21Mz=1

O Doxorubicin/
Epirubicin (A) +
Cyclophosphar
©)

AC+T

Zo21Mz22
O Docetax

Protocol A

AC+Pachi

Zo21Nz22
O Paclitaxel {Pacli)

Protocol B

Z02102
[0 Docetaxel {T) +
Carboplatin (Cb)

Protocol C: T+Ch

(G-CSF)

O Granuloeyte colony-stimulating factor

I Date: ?’/Q g/ 24

MMASTER
COPY

O Anti-emetic, specify

O Antimicrobials, specify

0 Pain relievers, specify

O Other medicines, specify

iy

i YR T R SR T

hot required for Stage o DCIS

Page 2 of 3 of Annex C.3



HEALTH FACILITY (HF)

ADDRESS OF HF

Certified co

i’%@
(Printeds P; inted name and signature)
Attending Patient
PhilHealth -
e ate signed (mm/dd/yvyy)
No.
Date signed (mm/dd/yyyy)
s
P \q
]
S
¢4 @
LA} ®
-2
L
b3
T
[
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Annex C.4.1: Checklist of Mandatory and Other
Services for Hormonotherapy Tranche 1

Rapublic of the Philippines

PhilHealth

@ Citystate Centre, 708 Shaw Boulevard, Pasig City
Sour Paviner in Hoolth

L {02) B662-2688 @www.philhealth.govph

PHILIPPINE HEALTH INSURANCE CORPORATION

RAGONG PIIPINAS €3 PhilHeatthOfficial X teamphilheatth
Case No.
CHECKLIST OF MANDATORY AND OTH SERVICES
Breast Cancer — Hormonothera 3
HEALTH FACILITY (HF)
ADDRESS OF HF

ame, Suffix

Female

D cStage IIIA
[] cStage I1IB
[} cStage TTIC ] eStage IIIC
[ cStage IV [ ] cStage IV

[ ] cStage A"
[] cStage ITIB

2 If bilateral, tick in the appropriate box both laterality and its corresponding clinical staging

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

SERVICES DATE OF PRESCRIPTION
(mm/dd/yyyy)
, lick one, whichever is applicable 1. Date:
2. Date:
3. Date:
[0 Tamoxifen 2be 4. Date:
(Premenopausal/Postmenopausal)
5. Date:
OR 6. Date:

.-QOQQGTEC V‘,AB Page 1of2 Of Annex C41
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1. Date:
2. Date:
O Anastrozole / Lt?tl:ozolebc 3. Date;
(Aromatase Inhibitor)
(Postmenopausal) 4.

aTamoxifen is given to premenopausal andpo tmeno

patients. For postmenopausal ER+/P
b For cStage 0 — IIIC, prescription shal
< For ¢Stage IV prescription shall b

Philtealth
Accreditation
No.

Taromatase inhib

ted name and signature)
] Patient
gned (mm/dd/yyyy)

3
B
=

x @
g A
<)
P

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

Republic of the Philippines

@ Cityslata Centrs, 709 Shaw Boulevard, Pasig City
L. (02) 8662-2588 @ www.phineaith.govph
REGSGHG PILIFIRAS £ PhiHealthOfficial X teamphifealth

‘¢ PhilHealth

Your Barinet fn ool

Case No,

. "CHECKLIST OF MANDATORY AND OTHER SERVICES
Breast Cancer ~ Hormonotherapy (Tranche

PHILIPPINE HEALTH INSURANCE CORPORATION

HEALTH FACILITY (HF)

ADDRESS OF HF

[_] cStage O
[ ] cStage 12
[] cStage I
[] cStage I
[ cStage ITB
[ cStage IITA [ ] cStage ITTA
[] cStage IIIB _ ' [ ] cStage ITIB
[] cStage ITIC R [] eStage ITIC

cStage I1B

[} cStage IV [] cStage IV

"¢ If bilateral, tick in the appropriate box hoth laterality and its corresponding chmcal staging

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

SERVICES ' | DATE OF PRESCRIPTION
‘ (mm/dd/yyyy)
Tick one, whichever is applicable 7. Date:
N
0 8. Date:
[7 Tamoxifenabe 9. Date:
(Premenopausal/Postmenopausal) 10. Date:
i1. Date:
OR
12, Date:

Page 1 of 2 of Annex C.4.2




0 Anastrozole / Letrozole be
{Aromatase Inhibitor)
“{(Postmenopausal) e

“eTamoxifen is given to premenopausal and
patients. For postmenopausal ER+/P,

b For cStage o — IIIC, prescription shdllbe
¢For cStage IV prescription shall b

1 aromatase inhi

and Sigﬁaturé)r
Attending Oncologist:

tinted name and signature)
Patient

PhilHealth
Accreditation
No.

ate signed (mm/dd/yyyy)

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

PhilHealth

Sttt Pastiner ite Hoalth

RAGDHG PILIPINGAS

Case No.

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
@ Citystate Cenirs, 709 Shaw Bowlevard, Pasig City

L (02) 8662-2588 @ www.philhealth.gov.ph

0 PhitHealthOCfficial X teamphiheaith

CHECKLIST OF MANDATORY AND OTHER SERVICES

Breast Cancer — Targeted Therap

HEALTH FACILITY (HF)

ADDRESS OF HF

1. Last Name, Fi

Female

[ cStage TTA
[] cStage IIB
[ ] eStage ITTA
[] cStage ITIB
] cStage ITIC
[] cStageIV

] cStage IIB
[] cStage ITTA
[] cStage ITIB
[] cStage IIIC
[] cStage IV

« If bilateral, tick in the appropriate box both laterality and its corresponding clinical staging

Place a (v') in the appropriate tick box if the services
is done and indicate the date
SERVICES DATE OF PRESCRIPTION
(mm/dd/yyyy)
1. Date:
2. Date:
O Trastuzumab (H) 2P
3. Date:
4. Date:

A \AB

e | s
lasm ) i




5. Date:

6. Date:

O 2D Echoe

Date conducted:

c, specify:

imicrobials, speci

Yain relievers, specify

0O Other medicines, sp

of targeted in a lifetime

Certified correct by:

Conforme by:

{Printed name and signature)
Attending Oncologist

{Printed name and signature)
Patient

PhilHezlth
Accreditation
No.

Date signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

MASTER

COPY

W Date
Y/

3/23 /24

LRI
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Date:_3/° 72, /’7‘/

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

&

Rapublic of the Philippines

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

L (02} 8B62-2588 @b www.philhealth.gov.ph

BAGONG PHIPINAS 3 PhilHealihOfficial X teamphilhealth

PhilHealth

Four Partiver in Health

Case No.

CHECKLIST OF MANDATORY AND OTHER SERVICES
Breast Cancer — Targeted The {Tranchez2)
HEALTH FACILITY (HF)

ADDRESS OF HF

i. Last Nam%ég%i

[] cStage
[] cStage
i cStage IIB° ,
[] cStage IITA - [] cStage I11A

[ ] cStage ITIB ) | L] cStage IT1B

[] cStage IIIC ' [ ] cStage ITIC

L] cStage IV ] cStage IV

& If bilateral, tick in the appropriate box both laterality and its corresponding clinical staging

cStage 11B

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

(mm/dd/yyyy)

[ SERVICES

7. Date:
8. Date:
9. Date:

oT H ab
rastuzumab (H) 10. Date:

11. Date:

12, Date:

Ve

Page1of 2 of Annex C.5.2
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MEGTER
DRy

SERVICES

DATE OF PRESCRIPTION
(mm/dd/yyyy)

O 2D Echoc«

5 AR AT L 0 —.rmawd;uw

P NI R e

2 For Hera-positive br
b One tranche is equivi

Certified correct by; :

Date conducted:

B Conforme by:

(Printed name and signature)
Attending Oncologist

(Printed name and signature)
Patient

PhilHealth
Accreditation
No.

Date signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

Uy
1

@
2z
9
™

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

: N Repubiic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Q Citystate Gentrs, 709 Shaw Boulevard, Pasig Gity

L (02) Be62-2588 @ www.philhealth.gov.ph

RAGPNE FIIMNAS 13 PhilHsalthOfficlal X tsamphiiheaith

PhilHealth

Hour Partner In Health

Case No.

HEALTH FACILITY (HF)

ADDRESS OF HF

[ ] cStage o
[ ] cStage TA
[} cStage IB:
[] cStage TIA®
[ ] cStage IIB - ;
[] cStage IIIA [ cStage ITIA

[ ] cStage ITIB - e [] cStage I1IB

[] cStage INIC [] cStage ITIC

[ ] cStage IV [] cStage IV

a If bilateral, tick in the appropriate box both laterahty and its corresponding clinical staging

cStage I1B

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

PRPE—— N DATE OF PRESCRIPTION
a SERVICES
\3: (mm/dd/yyyy)
R 13. Date:
e i :
%«E g g 14. Date:
15. Date:
ne O Trastuzumab (H) 2P > 2=
< (3 16. Date:
b3
? 17. Date:
al 18. Date:
S £ . Pagg 1of 2 of Annex C.5.3
Mg-:sg;m uwﬁ%“%“"
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SERVICES DATE QF PRESCRIPTION
(mm/dd/yyyy)
0 2D Echo¢ Date conducted:

2 For Her2-positive]
®One tranche is eqs

Certified correct by:

7

1 a lifetime

Conforme by:

(Printed name and signature)

{Printed name and signature)

Attending Oncologist Patient
ThilHealth :
A:;:reditation Date SIgHEd (mm/dd/ yyyy)
No,
Date signed (mm/dd/vyyy)
&
0
ﬁ :
®
]
W
N
i
£
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Annex C.6: Checklist of Mandatory and

Other Services for Surveillance

Repubiic of the Ph[EEpplﬂes

"¢ philHealth

oy Peviver ive Hoakt

@ Citystate Cenirs, 709 Shaw Boulevard, Pasky City
. (02) 8662-2588 & www.phithealth.gov.ph
63 PhitHealthOfficial X teamphilhealth

Case No.

CHECKLIST OF MANDATORY AND OTHER SERVICES
Breast Cancer — Survelllan :

HEALTH FACILITY (HF)

ADDRESS OF HF

_H Rig
| cStage ¢
[ 1 cStage
[] cStage
[_] cStage 1
L] cStage IIB*
[] cStage ITTA - ™= _
[[] cStage I11IB ] cStage ITIB
[] cStage ITIC [ 1 cStage ITIC

cStage IIB
] cStage ITTA

Dats: _Z/"'_ ‘g_éfl

0.

[ ] cStage IV [ ] cStage IV
a If bilateral, tick in the appropriate box both laterality and its corresponding clinical staging

Place a {¥) in the appropriate tick box

Basic Services
0O Mammography (contralateral if Date conducted (mm/dd/yyy):
: mastectomy or bilateral, if
! lumpectomy) ¢ AND/OR
i | 0 Ultrasound breast ¢ or whole 4 Date conducted (mm/dd/yyy):
abdomen AND/OR
O Gynecological evaluation and Date conducted (mm/dd/yyy):

Transvaginal ultrasoundf AND/OR

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

Date of Consultation (mm/dd :
O Clinical Consultation 2 (mm/dd/yyyy)

eremosn AB Page 1 of 2 of Annex C.6
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Specific Services

O 2Dechos AND/OR Date conducted (mm/dd/yyy):
0 Bone densitometry t AND/OR Date conducted (mm/ dd/ yyy):
O Bonescan'

Rules on surveillance .
a Clinical consultation after completion of treatment every 3-4 months for 1 3 years particularly for

high risk patients (Stage IIB-IIIC) then on year if asymptomatic; every month if Stage IV, -
b Chest X-ray once a vear, as need : L S e

xotubicin or
trastuzumab
hBone densitome

i Bone scan, as ng

Certified correct by:. Conforme by:

(Printed name and signature) (Printed name and signature)
Attending Physician Patient

PhilHealth
Accreditation
No.

Date signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

é/ﬁa Date
7717
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MASTER
COPY

PhilHealth

Benefits

Annex D: Z Satisfaction Questionnaire

Share your opinion with us!

We would like to know how you feel abhout the services that pertain to the Z Benefit Package in
order that we can improve and meet your needs. This survey will only take a few minutes. Please
read the items carefully. If you need to clarify items or ask questions, you may approach your

friendly health facility or you may contact PhilHealth call center at 8441-7442. Your responses will
be kept confidential and anonymous,

For items 1 to 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

0 Cervical cancer

o Coronary artery bypass surgery

o Surgery for Tetralogy of Fallot

0 Surgery for ventricular septal defect
0 ZMORPH/Expanded ZMORPH

Respondent’s age is:

O 18 years old & below
& between 20 to 35

1 between 36 to 45

O between 46 to 55

O between 56 to 65

O above 65 years old

Sex of respondent
O male
o female

0 QOrthopedic implants

o PD First Z benefits

o Colorectal cancer

01 Prevention of preterm delivery

0 Preterm and small baby

0 Children with developmental disability
O Children with mobility impairment

o Children with visual disability

o1 Children with hearing impairment

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

4,

3/52/24

Date:

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 Anntex D
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Annex D: Z Satisfaction Questionnaire

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

In general, how would you rate the health care professionals that provided the services for the Z
benefit package in terms of doctor-patient relationship?

0 excellent

O satisfactory

O unsatisfactory

O don't know

In your opinion, by how much has your HF expenses been lessened by availing of the Z benefit
package?

0 less than half

o by half

o more than half

o don't know

Overall patient satisfaction (PS5 mark) is:
0 excellent

O satisfactory

O unsatisfactory

O don’t know

tf you have other comments, please share them below:

Thank you. Your feedback is important to us!

Signature of Patient/ Parent/ Guardian

T2/

Date accomplished:

Page 2 of 2 of Annex D



Annex E.1: Checklist of Requirements for Reimbursement

— Diagnostic Test and Prognostication

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPGRATION

P h i I Haa Ith Q Citystate Cenire, 709 Shaw Boulavard, Pasig Gity
Yoewwr Pervtoner in Kealih €. (02) 8662-2688 € www.phitheslth.gov.ph
BACONG PIIBINAY € PhilHeakhOfficial X wamphilhealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

1. Last Name, First Name, Migt

(Answer on
113 !

2, PhilHealth ID

Properly a

o

Checklist of ¥
Test Breast CA)

e 0 Female

==P1ease Check

es'(Annex C.1-Diagnostic

Completed Z Sat1sfact10n Questlonnalre (Annex D)

(SOA) or its equivalent

6. C
7. Original or certified true copy (CTC) of the Statement of Account
8

e
169 v

-QSDCOTIR: V AB

140 ESEREENE (s
BE A
[ =5

¥ 8. Transmittal Form (Annex H)
"9\5 1"DATE COMPLETED (mm/dd/yyyv):
Q. DATE FILED (mm/dd/vyyy):
y o Certified Correct by: Conforme by:
2
144 ® : :
P 0, =] (Printed name and signature) (Printed name and signature)
;‘g ] Attending Physician. Patient
< Exgggggg;ggm ) “| | Date signed (mm/dd/yyyy)
No,
¢ |IDate signed (mm/dd/yyyy)
o
Page 1 of 1 of Annex E.1
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MASTER
LoPy

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

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

. P hE[Heaﬂh @ Citystate Centre, 709 Shaw Boulevard, Pasig City
Youer Bartrear in Hrovil L. (02) 8662-2588 € www.philzealth.gov.ph
) PhilHealthOfficlal X teamphithealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

Checkllst

2. Properly_ Cot
Benefit

3. Properly % ot

Photocopy. o «
{(Annex A.2 %x;;g e

+

. Photocopy of M ef B

. Checklist of Manda 0

%er Semces.(Annex C.2)

Completed Z Satisfaction Ouestionnaire (Annex D)

Transmittal Form (Annex H)

= ho | (o g

. Photocopy of multidisciplinary —

interdisciplinary team (MDT) plan

10. Original or certified true copy (CTC) of the Statement of Account

(SOA) or its equivalent

11. Photocopy of accomplished surgical operative report

12, Photocopy of accomplished anesthesia report

13. Photocopy of histopathology report

DATE COMPLETED (mm/dd /yyyy):

DATE FILED (mm/dd/vyvy):

Certified correct by:

Conforme by:

{(Printed name and signature)

(Printed name and signature)

DC: ﬁﬁa Date: 3/;"2&5/

Attending Surgeon Patient
Philealth ;
§xcire§13t;ﬁon ) | |Date signed (mm/dd/yyyy)
Date signed (mm/dd/yyyy)

VAR

FEARRESTES 115
R AR BT
L

Page 1 of 1 of Annex E.2



Annex E.3: Checklist of Requirements for
Reimbursement — Chemotherapy

Republic of the Phifippines

PHILIPPINE HEALTH INSURANCE CORPORATION
@ Citystate Centre, 708 Shaw Boulsvard, Pasig Glty

L. (02) BBE2-2588 @ www.phiihealth.gov.ph

PhilHealth

Your Partner is Hoalth

BAGONG PILIPINAS €3 PhilHealthOfficial X teamphiihealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

1. Last Name, First Nam,

[0 Female

write,

le Name, Suffix

1II-IIIII

Please
Check

PhilHealth B

Properly acconi e

Photocopy of Member ‘Ffmpowerment Form (Annex B)

Checklist of Mandatory and Other Services (Annex C.3)

Completed Z Satisfaction Questionnaire (Annex D)

Breast Cancer Treatment Passport (Annex F)

Transmittal Form (Annex H)

0. Photocopy of the multidisciplinary — interdisciplinary team (MDT)
plan

11. Original or certified true copy (CTC) of the Statement of Account

{SOA) or its equivalent
DATE COMPLETED (mm/dd/vyyy):
DATE FILED (mm/dd/yyyy):

_?iCertified correct by: Conforme by:

i

5| .O“.”'P

FUREEETTL T e

3/53/8y

(Printed name and signature) (Printed name and signature)
Attending Oncologist Patient

_ -| | Date signed (mm/dd/yyyy)

#PhilHealth
Accreditation

MASTER
COpPY

tDate signed (mm/dd/yyyy)

uC:__ G777 Date:

i
H

/7

P

R Page 1 of 1 of Annex E.3




Annex E.4.1: Checklist of Requirements for
Reimbursement — Hormonotherapy Tranche 1

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
@ Citystate Senire, 709 Bhaw Bowlevard, Pasig Cliy
' G (02} 8662-2588 @ www.philhealti.govph
RAGORG PILIPINAS €3 PhilHealthOfficial X teamphiihealth

hilHealth

Tour Partwer b Honith

Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

1. Last Name, First N;

Nanie, First]

G

il ealth 1D BTG

opriate tick box.

i i

£
.
¥

1. Checklis

]Please Check

Hormong

2. Photocopyof approve

Request ? D

3. Properly accomplihod BRI

2

PhilHealth Bepefit
Properly accomph

Photocopy of Member Empowerment Form (Annex B)

Checklist of Mandatory and Other Services (Annex C.4.1)

Breast Cancer Treatment Passport (Annex F)

Transmittal Form {Annex H)

4

5

6.

7. Completed Z Satisfaction Questionnaire (Annex D}
8

9

1

0. Photocopy of the multidisciplinary — interdisciplinary team
(MDT) plan

11. Original or certified true copy (CTC) of the Statement of

Account (SOA) or its equivalent

DATE COMPLETED (mm/dd/yyyy):

R

.@ATE FILED (mm/dd/yyyy):

L

\“\‘g Certified Correct by: Conforme by:
|
1 (Printed name and signature) (Printed name and signature)
<l Attending Oncologist Patient
£ Bhillealth 3
%c;re‘;ﬁaﬁm Date signed (mm/dd/yyyy)
Q.
ks])ate signed (mm/dd/yyvyy)
g
R—— . 74 B' Page 1 of 1 of Annex E.4.1




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

W

PhilHealth

ey Partror it Howlih T
BAGONG BHABINAR

Case No.

Republic of the Philippines

PHILIPPINE HEALYH INSURANCE CORPORATION
@ Citystate Cantre, 709 Shaw Boulevard, Pasig City

€ (02) 8662-2588 @ www.philhwalth gov.ph

€3 PhilHesthOfficial X teamphithsalth

HEALTH FACILITY (HF)

ADDRESS OF HF

{SOA) or its equivalent

_opr_iate tick box.
Please Check
1.
2.
3.
4.
5- €] _
6. Checklist of Mandatory and Other Services (Annex C.4.2)
7. Completed Z Satisfaction Questionnaire (Annex D)
8. Breast Cancer Treatment Passport (Annex F)
9. Transmittal Form (Annex H)
10. Photocopy of the multidisciplinary — interdisciplinary team
(MDT) plan
11. Original or certified true copy (CTC) of the Statement of Account

DATE COMPLETED (mm/dd/yyyy):

DATE FILED (mm/dd/yyyy):

Certified correct by:

Conforme by:

(Printed name and signature)
Attending Oncologist

(Printed name and signature)
Patient

[
]
!
s
{ RhilHealth
A ﬂiccreditation
0.

ol T
2|

ate signed (mm/dd/yyyy)

Date signed (mm/dd/yyyy)

[P — ‘&‘,,.QW

(

Page 10f 1 of Annex E.4.2.
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Annex E.5.1: Checklist of Requirements for
Reimbursement — Targeted Therapy Tranche 1

Repubiic of the Philippinas

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

L. (02) 8662-2588 @ www.phithealth.gov.ph

€3 PhiltieathOfficial X teamphilhealth

Case No.

HEALTH FACILITY (HF)

ADDRESS OF HF

pendent; otherwi

HEEEN

miropriate tick box.
| Please Check

s el

| Checklistof]
(Annex E:=

2. Photocopy s
(Annex A.2)

3. Properly actontplishcd P
PhilHealth Beneht it

Properly accompli

Photocopy of Member: mpowerméﬁt'_Forfn {Annex B)

Checklist of Mandatory and Other Services (Annex C.5.1)

Completed Z Satisfaction Questionnaire {(Annex D)

Breast Cancer Treatment Passport (Annex F)

oyl il ol e S A

Transmittal Form (Annex H)

plan

0. Photocopy of the multidisciplinary — interdisciplinary team (MDT)

11. Original or certified true copy (CTC) of the Statement of Account
{SOA) or its equivalent

DATE COMPLETED (mm/dd/yyyv):

DATE FILED (mm/dd/yyyy):

Certified Correct by: Conforme by:
(Printed name and signature) (Printed name and signature)
Attending Oncologist Patient
PhilHealth :
Pskis I ) ) Date signed (mm/dd/yyyy)
No.
Date signed (mm/dd/yyyy)

150 3903

/7

B3 ECHTER TR
[y
WL

Page 1 of 1 of Annex E.5.1



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

Rapublic of the Philipplhes

PHILIPPINE HEALTH INSURANCE CORPORATION
@ Citystale Cantre, 708 Shaw Boulevard, Pasig City

$. (02) B662-2588 @ www.philhaakth.gov.ph

BAGANG PILIPINAS i PhilHealthOfficial X teamphitheaith

¢ PhilHealth

Roier Eurtrer ist Hewith

Case No.
HEALTH FACILITY (HF)

ADDRESS OF HF

. 1. Last Name, First Na

| 2. PhilHealth
(Answer onl

a dependent; e, write,

e Name, Suffix

LT]-[T1111
MENTS FOR REIMB ]

ﬂpriate tick box.
Please
Check
1.
—
3.
4. 11 im Form (CF) 2
5. Photocopy of Memb .mpowertent Form (Annex B)
6. Checklist of Mandatory and Other Services (Annex C.5.2)
7. Completed Z Satisfaction Questionnaire {Annex D)
8. Breast Cancer Treatment Passport (Annex F)
9. Transmittal Form (Annex I1)
10. Photocopy of the multidisciplinary ~ interdisciplinary team (MDT)
plan
11. Original or certified true copy (CTC) of the Statement of Account
(SOA) or its equivalent
w |[DATE COMPLETED (mm/dd/yyyy):
r— \% DATE FILED (mm/dd/yyyy):
“E\\’ Certified correct by: Conforme by:
& 3
%ff E SN (Printed name and signature) (Printed name and signature)
0 ‘ Attending Oncologist Patient
%u % iﬁ‘;ﬁgﬁﬁ&on ) _ Date signed (mm/dd/yyyy)
O,
5 }Date signed (mm/dd/yyyy)
1)
£3
Soramee | m;gﬁix Page 1 of 1 of Annex E.5.2
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Annex E.5.3: Checklist of Requirements for
Reimbursement — Targeted Therapy Tranche 3
S Republic of the Phippines

a

. PHILIPPINE HEALTH INSURANCE CORPORATION
h i E Héaith Q Citystate Centre, 702 Shaw Bovlevard, Pasig Gity
Four Partvier loe Bealth L (02) se02-2588 dhwww.philhealth.govph
HAGORE PILIPINAS U3 PhilHeatthOfficial X tearephithealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

P 11Hea1th D2

CHECKJIST OF R
“-pgast Caner

1. Checklists
(Annex 53
2. Photocopy:
A2) i
3. Properly aécamp

Renefit Eligibilits
. Properly accomplished F ;
. Photocopy of Member Empowerment

) 1 or PhilHealth

ain Form (CF) 2
Form (Annex B)
. Checklist of Mandatory and Other Services (Annex C.5.3)

. Breast Cancer Treatment Passport {Annex F)

4
5
6
7. Completed Z Satisfaction Questionnaire (Annex D)
8
9
1

. E\ . Transmittal Form (Annex H)
‘% | [ho. Photocopy of the multidisciplinary — interdisciplinary team (MDT) plan
~ {lli1. Original or certified true copy (CTC) of the Statement of Account (SOA)
g Py
© or its equivalent
% o .g DATE COMPLETED (mm/dd/yyyy):
b, @ UDATE FILED (mm/dd/yyyy):
e
< g & rCertified correct by: Conforme by:
-3 S
y (Printed name and signature) (Printed name and signature)
%&f Attending Oncologist Patient
" | PPhilHealth :
I ";ﬂ;c:;regitaﬁon Date signed (mm/dd/yyyy)
No.
Date signed (mm/dd/yyyy)
{ww D
fgﬁ;}f W‘g&% Page 1 0f 1 of Ammex E.5.3




Annex E.6: Checklist of Requirements for

PhilHealth

Howee Paviser in Mokl

BAUTGNG BILIIRAE

Case No.

Reimbursement — Surveillance

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
© Citystaie Cenlre, 709 Shaw Boulevard, Pasig City

L. (02) B662-2588 @ www.phithaalth.gov.ph

€3 PhiHealihOfcial X teamphilhealth

HEALTH FACILITY (HF)

ADDRESS OF HF

1. Last Name, First Name, Midd]

‘Please Check
1,
2,
3.
4.
5.
6’ i : oo
7. Checklist of Mandat Other Services (Annex C.6)
8. Completed Z Satisfaction Questlonnalre {Annex D)
w | & Original or certified true copy (CTC) of the Statement of Account
oy (SOA) or its equivalent
R | |_10. Transmittal Form (Annex H)
| | DATE COMPLETED (mm/dd/yyyy):
e » L DATE FILED (mm/dd/vyyy):
®
ﬁ & & Certified correct by: Conforme by:
No '
%w (Printed name and signature) (Printed name and signature)
Attending Physician Patient
% g};gggfg;hm l ‘ ] 1 Date signed (mm/dd/yyyy)

" Date signed (mm/dd/yyyy)

759607 Be 1 W AB

DI www F&ﬁéggﬁ
156 501 s

Page 1 of 1 of Annex E.6



PhilHealth

Youe Pretnor i Health

Annex F: Breast Cancer Treatment Passport

Repuhlic of the Philippines
PHILIFPINE HEALTH INSURANCE CORPORATION
Q@ Citysiaie Centre, 708 Shaw Boutevard, Pasig City

L (02) 56622588 @ www.philhaalth gov.ph

PAGONG PILINNAY 3 PhitHealthOfficial X teamphiihealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF
AGE:
1. Last Name, First Name, Suffix, Middle Name | SEX
[] Male [] Female

2. PhilHealth ID Number

o -gougaotog -0

(Answer only if the patient is a dependent; otherwise, write,
“same as above”)

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

o PhilHealth ID Number

oo -ggouboonod -4

Breast Cancer Treatment Passport

A Cytotoxic Chemotherapy
Name of Drug Date l;:t;:::‘tt ; Attending
Dosage | Preparation | Initiated Guardian’s Physician’s
: " : .
Generic Brand Name (mm,/dd/yyyy) Signature signature
Name
1.
2,
3.
4.
5.
6.
7.
8.
0.
10.
11.
12,
13.
14. R
S
15. R
s
16. N\
W
bx &
- '
) Page 1 0of 2 of Annex F
p <k
socoTEC | AB =
: 5
L £ .



B. Hormonotherapy

2
Name of Drug Date g:g:::;‘// Attending
Goneric . Dosage | Preparation Given Guardian’s Pl}ysician’s
Name rand Name (mm/dd/yyyy) Signature signature
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12,
C. Targeted Therapy
Name of Drug Date Patient/ Attending
" Dosage | Preparation Given Parept/ ., | Physician’s
Generic | p. 4 Name G/ ddfyyyyy | GUArdian’s signature
Name _ Signature
1.
2.
3.
4.
5
6.
7.
8.
9.
10.
1L
12,
13.
14.
- - \i‘F
16. 3
17 ¥ 2
18. Lz &
P B
e
Lo
3 ! Page 2 of 2 of Annex F




‘¢ PhilHealth

Fougr Pareeine Dy Neokify

Annex G: Checklist for Patient Transfer

Rapublic of the Philippines

PHILIFPINE HEALTH INSURANCE CORPORATION
@ Citystate Gentre, 709 Shew Boulevard, Pasig City

%, (02) 8662-2588 @ www.phiheatth.gov.ph

BAGONG PILIMRAS 83 PriHealibOfficial X tearmphBhealth
Case No.
HEALTH FACILITY (HF)
ADDRESS OF HF

“same as abov %
1, Last Name ,@

For breast cancg
contracted HF

patients eéﬂﬁ;:‘” ‘
e followi, i

P '5 'TENT TRANSFER
;; re for Breast Cancer ; ‘

the Z benef s who wil J:
g pllshem

st
A

NAME OF RE LgC
ADDRESS Ol
Requirements.. Signature of Responsible
R Person
1. Updated%;; a0
Abstract T
2, Letter of Referral from = )
[] Yes O No Name and Si g
gnature
the Attending Physician Attending Physician
3. Certified true copy of [] Yes 1 No
the breast cancer treatment
passport -
Name and Signature
%«M Z Benefits Coordinator
X 4. Letter of Intent from [0 Yes 1 No
“\R&i the patient requesting for :
W'} [{transfer to a referral contracted Name and Signature
X # ||HF (Annex 1) Patient/Parent/Guardian
W B :
b 3, £3 |§Certified complete by: Conforme by:
N
g; € Printed name and signature Printed name and signature
P P Z Benefits Coordinator Patieni/Parent/Guardian
: ¥ Date signed (mm/dd/yyyy) Date signed (mm/dd/yyyy)
L
.
| SR Page1of1of Annex G



ATk TSV

Annex H: Transmittal Form of
Claims for the Z Benefits

Republic of the Philippines

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

&, (02) 8662-25688 @www.philhsalth gov.ph

BASONG PILIDINAS 8] PhilHealthOfficial X tearaphilhealih

PhilHealth

Yorwr Puriner in Heolth

TRANSMITTAL FORM OF CLAIMS FOR THE Z BENEFITS
NAME OF CONTRACTED HEALTH FACILITY

/Instructlons for filling out this Transmittal Form. Use addi
1. Use CAPITAL letters or UPPER CASE letters in filling out: o

2. For the period of confinement, follow the format (mm: "

3. For the Z Benefits Package Code, include the code fo

séssions or cycles, as applicable.

For the Case Number, copy the case number thatisprev %‘[ and request.
The Remarks column may include some relev&&'ﬁmté?ﬁnc elayed to PhilHealth.
- ; /
Case Number Name of Patient ] -COnfinement Z Beneﬁts Remarks
(Last, First, Middl nltlal | | Date discha ackage Code
Extensio o

1.
2.
3.
4.
5.
6.
7.
Certified correct by authorized

‘ Printed Name and Signature

Page 1 0f 1 of Annex H
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Annex I: Letter of Intent for Transfer
to a Contracted Health Facility

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
€ Citystate Centre, 709 Shaw Boulevard, Pasig ity

L (02) 86862-2688 @ www.philhaalth.goviph

PhilHealth

Your Pupinir in Health

BAGONG PlipINAS ¢l PhilHealthOxfficial X tasmphiihaalth
Case Nao.
HEALTH FACILITY (HF)
ADDRESS OF HF

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

BO0000000- o
el

2. PhilHealth ID Number

(Answer only if the.pa
“same as above?
1. Last Name

otherwise, write,

. &;«»;t

5T On ;
' (Date of Birth)

(Date: mm/dd/yyyy)

Béast 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.

% ]
| b
1

156 400 it

4
e
. 1=t
22 1499
BUCOTRC AB %

Page 1 of 2 of Annex I




HEALTH FACILITY (HF)

ADDRESS OF HF

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

2. PhilHealth ID Number QO -AoboooOsn -a

(Answer only if the patient is a dependent; otherwise, write,
“same as above”)

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

2. PhilHealth ID Number O D -l

Conforme by:

(Printed name and signature

Patient/Parent/Guardia

PhilHealth Regional Office
In-charge of the Referring Contracted

HF

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

S
= _
o “26« { Certified correct by: |
E %f & ignature)
o le) #Referring Contracted
T X
= Y
IS
[
Acknowledged
(Printed name and signat (Printed name and signature}
Head or Z Benefits Coordinator, Referral
BAS Head or Authorized Signatory, Contracted HF

scanned copy is allowed)

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

Page o of 2 of Annex 1




Annex J.1: Sample CF2 for Diagnostic Test or Prognostication

SAMPLE CLAIM FORM 2 FOR DIAGNOSTIC TEST OR PROGNOSTICATION

CF-2

Hypublic of the Philindups
PHEIPPINE HEALTH INSURANCE CORPORATION
byt Cratoe P9 Shaw Bosilewimd, Posiy Clty

@

PhilHealth

i
£

o, For TH RLYVS Packagn m bt Fhag Q Muamranny Flase

i, P Aniad Bive Packme durite Sadaies rmedo-ynartwhor e following o u of vicgios wers ghoent 1 Hiote: Antl Rabdes Vieoeing (ARYY, Rubies lmswenogiohulin (m}.

DayD Ay Day BARY oo DAY TARY g

e (SplYY i

£ For ewhorndon F@ar&m mﬁ“msmﬁ Pt e [:[Nmmmrwasv&ammm% mﬁmmm SompaingTast | Por Howbom Seresning,

s gitdeh MYER e Siokerham

freeesndinng ey of nowbom Watghteg ofthe epwbars BLG vmeginatyg } i Hegmnis Buarmain

5 [;3 ek oo alrplng

Eypriybidpahin somtaat m B Broptbnty

? For Ersential Newborn Cove fheck spplioable mm‘;g
% izt K andraseiniranion

te suparsn of mothe by fur sy besanbiodng, inhistiny

By Partser b Houlth Call Clenber {633 4417002 » Truohiine 3] $01 Fdad {Chair Form 2
wwvwphifhadthgnph el S 2
wiesstl: wrthoncnsie dhphillssalih gl Reived Saghetiive 2031
setese [T ] T
HPORIART REMIMBERS: Indicate the
L EASE WREEE I CAPTIAL LB TRRS AND LHECK THE APPRUFAATE BB, ot date of th
il bogahet wath o sup pori g dlosunsints shold Befild vethie shiy {85 calandsr days Fom dube of dischage: ate ot tne
§ 48 snfrromion ekl ond dick buses mouin bs ths R ars naconssty, G frms v neommplin tnfrnstion st not e processd, procedure was
done
1. hitHeaith Accraditation Number (PAN) of Houlth Cere Institution: 1,5 3 10,0 X Wit
. _ ABCDF Medical Center e
2. Mz of Hoalth Care Institution: OUTPATIENT
SHAW BLVD TY N .
EAddrosn: PAsIG Cl in liew of time
Bl hassndeby ) Hereeg Manw: Lingunitinliny admitted &
; e 5 discharged
| Ldams of Pationt:
bt Tt Birst Waeng Bt Entengion iditifarne
CRUSRAY e DL ACBOAT PLanits S SR
gﬁﬁ&m reforred by another Heatth Core Instite Uon (HCH?
Barrint rferrid e Ml Caie stiibn Busldiog arnber ol st Mame Ctybasinipality Bropssietn Higiain
A ! if s . b 4, 0 3 . 3 0 ‘QZ 0 a2 4 3 T 7= T 1 A
3.Confinement Period: 4. Duwadingd "(‘j“‘g = 0* S NI g e el ) PR O Tiek YES if
. DRt BRI bk E“"E‘i"‘“"”é st o Timelisdhiang FBATTERT [ [ pe the patient
4.?*; Bisposition: ashctonbe was referred
8. g u £ Bpd b el "ol ond T2 Bebnd bk d REINE by another HF
[::} B, Fustisernd m £ Tl Rl o
: ) ) B G RRTR T uaT Lar e
m &, Homefoimhanged A Madiogl Adves )
1 ‘s Wastdiyg, R i< Hivand Mo L ity g Tipends
m . usconti ﬁ&mmf% s ol fssien
L Type of Accom o (e . -
Type o i adution it i This is not
G.Aadmission Diagrosisfes: Breast Cancer required as
diagnostic or
7. Blschavge Dingomshfen o ahoinnal CF2F roanyt Prognqs(,lnzatmn
] . 1s provided an
{lisgrtasin {0 Costah Sulatod Progedunss §f shareth s RS Canide Bt o Feroedary ol febeck apinakl bos P .
Breast Cancer . i ) out-patient
EX - £, Beith ,
S - setting
- ; i, | btk
o }Q Byt
[
B & X bath Tick the box for
:ii;: bth the laterality
— e Ef% T hath
&Sspﬁaisﬂ.ﬁmsidmimr;
s, P the ltlondvgg epetithe i o Gt Bl el evsenmairaie thagtadure Sn siant dume b debvinsd Parthamotheragy, seeguideln, Indicate the
m besndialss QE el ot »| diagnosis
E::' Fariravent abusi E:} Trasthyt bty
m Bty RS m Chemmthensny
E:] Beahothrayy COBAE § Stnehe e Indicate the
B For 280nft Pocloess Q«Mmmm-cm; Z021A1 appropriate
R T T Y P T ST T @
£, P WP Paehous fenurnarnaty oo datie fmesdid s of preastal theck-ps benefit "
. 4 package code

2. Far fetpation HAMWDS Tastomest Package Laboratory Numben - .
#.PhitHeatih Benefits:
el Aol
JOI S0 ar RVS Cotior ol ioantia Seoed Grge Fate

This is not
required

Page 1 of 2 of Annex J.1




| 10.Accraditation Number[Mame of Accradited Health Care Professional/Date Signed and Professional Fees/Charges
] i addmionat CFR recessand:
Forzediation ournboen Maste of Avowrditedd Haaith Can Prolessnnaldke Saved {hetals
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Annex J.2: Sample CF2 for Surgery
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Annex J.3: Sample CF2 for Chemotherapy
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SAMPLE CLAIM FORM 2 FOR HORMONOTHERAPY TRANCHE 1
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Annex J.4.2: Sample CF2 for Hormonotherapy Tranche 2

SAMPLE CLAIM FORM 2 FOR HORMONOTHERAPY TRANCHE 2
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Annex J.5.1 (Tranche 1): Sample CF2
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Annex J.5.2 (Tranche 2): Sample CF2
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SAMPLE CLAIM FORM 2 FOR SURVEILLANCE

this farre mdy ba mprodiast and

Annex J 6 Sample CFz2 for Survelllance
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I e ———
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Annex K: Pathway of the Benefits Availment
of the Z Benefits for Breast Cancer

Fepublie of the Phifippines

PHILIPPINE HEALTH INSURANCE CORPORATION
9 Citvatats Centre, 708 Shaw Bouleverd, Pasig Glty

4 L. (02) BEBZ-2588 www.phithaalth.gov.ph

BAGORG PuipIRAS €3 PribsalthOfticlal X tearmphilhealth

PhilHealth

Your Puertner in Health

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

{ Patient {(BSE) ]

+

Clinical Consultation (CBE)

T

- AT

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

e X
Diagnostie Test;
Mammogram and/or Ultrasound

If with Mammogram
| and/or Ultrasound result

Prognostication:
ER/PR Hormone Test

et e o —— —

= If with ! Hera/meutest
f ot etabolic panel with liver
| existing I Metahol | with 1
| : .| function tests
I results 1] Alkaline phosphatase
e Complete Blood Count
with platelet count

____________________ '_.}i"_'__-;——.--:.-____._._—_...._..___—-..-..._m_.._._.-..-.-.______....-_____.1
{ Breast Cancer Patient ]

i \ :

) : ! i

Recurrence

-4

With ongoing treatment

.

S VAB

Page 1 0of 3 of Annex K
WA

130 S




Multidisciplinary-interdisciplinary Team (MDT) assessment and evaluation

¥

Request for pre-authorization approval

y Mliwww*Wrm ;

Carcinoma in situ

Invasive Carcinoma

Surgery
+/- Biopsy
. R = et
l Surgery Neo-adjuvant;
+/- Biopsy
. MDT. | * Systemic Therapy  Systemic Therapy
Discussion » Radiotherapy + Radiotherapy

Adjuvant Treatment:

¢ Systemic Therapy
¢ Radiotherapy

Surveillance

s i

Unsuitable for Surgery*

4

Surgery
+/- Biopsy

MDT
Discussion

RN o
]
A
4 o
W
N
<0
b
5 €3
s £ Page 2 of 3 of Annex K
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MDT assessment

¥

Continuity of care {ongoing treatment)

< -

Carcinoma in situ Invasive Carcinoma - = g @ Refer to unsuitable for

L . I surgery®
; =1 o Referto

Chemotherzpy** for
pre-authorization

Completed surgery Rules for pre-authorization

!

Pre-authorization Treatment or
services

uited tobe
orhnleted prior to
s-anthorization

== Can continue the
H remaining treatment

_Eé

MASTER
COPY

Date: 5/59/045/

D

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
PhilHealth Circular
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Annex L: Breast Cancer Treatment Protocols

Republic of the Philippines

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

s . (02) 8682-2688 &www.philhealih.gov.ph

BAGONG PIIPINAS i PhilHeathCficial X teamphilhealth

hilHealth

Four Paringy i Health

Breast Cancer Treatment Protocols

Legend:
A — Doxorubicin T — Docetaxel
C — Cyclophosphamide Pacli — Paclitaxel
H — Trastuzumab Cb — Carboplatin
Tamox — Tamoxifen Anas —- Anastrozole
Zola — Goserelin

1. For Stage IA and above: hor

OPTIONS

. REGIMEN'

A ; _‘é:yc_:les —Hx1

2, For Stag v not </= 0.5cm — hormone receptor (ER/PR) positive and HER2

negative BRCA
\?g PREMENOPAUSAL
\3L OPTION REGIMEN
| G Tamox +/- Zola x 5 years
D
®
£ POSTMENOPAUSAL
OPTION REGIMEN
H Anas/Letro x 5 years

e VAR

TEQHAe5

porerendl B0 Page 1 of 2 of Annex L




3. For Stage TA and above with tumor > 0.5em — hormone receptor (ER/PR) positive and

HER2 negative BRCA
PREMENQOPAUSAL
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 — Tamox +/- Zola x 5 years
POSTMENOPAUSAL
OPTIONS REGIMEN
K ACx 4 cycles — T x 4 cygl s
L -

BRCA

OPTIONS

/PR) negative and

ast, Canc eatfment Protocols are based on the Clinical Practice
Guidelines that may be sﬁBJected 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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Annex M: Breast Cancer Medical
Records Summary Form

Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
@ Gitystate Centre, 708 Shaw Boutevard, Pasig City
. L, (07} B662-2688 & www.phitheaith.gov.ph
BATONG PIIPINAS €3 PriiMeatihOtticial X teamphilhealth

PhilHealth

Your Partreer i Heolih

HEALTH FACILITIES (HF)
ADDRESS OF HF
Last Name, First Name, Middle Name, Suffix SEX

[0 Male [ Female
. PhilHealth ID Number =M -LDOOOOOOO0N -

(Answer only if the patient is a dependent; otherwise, write,
“same as above”)
Last Name, First Name, Middle Name, Suffix

2, PhilHealth ID Number BU-0O000D0O0O00O-0O

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 Discase Profile

Laterality of breast cancer (Choose [ _|Right
one by ticking the appropriate box)} | []1eft
[]Both
[ Not recorded in the chart
Biopsy Histological Diagnosis
(Verbatim from histopathology
report)
Date of biopsy ' Date (mm/dd/yyyy)
Clinical Cancer Stage at pre- [ cStage o
authorization {(Choose one by [JcStage 1A
>l king the appropriate box) [
N cStage _IB
] [ ]cStage ITIA
e [] cStage ITB
3 s [ ]cStage IITA
A [ ]cStage ITIB
s g [ ]eStage ITIC
Lf‘ %sg [ JeStage IV
[ 1Not recorded in the chart

{ . E Page 1 of 7 of Annex M
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TNM (Choose one by ticking the

L Iwith data

appropriate box) || Not recorded in the chart
If with data on TNM: What is T?

What is N?

What is M?
Widest diameter size of primary (cm) or (mm)
tumor Not recorded in the chart
Skin ulceration (Choose one by [ |Yes
checking the appropriate box) [ INo

I Not recorded in the chart

Skin satellite lesion/s

[ 1Yes -

box)

(Choose one by checking the [ INo

appropriate box) [ Not recorded in the chart
Multifocal carcinomata (Choose [ 1Yes

one by checking the appropriate [ |No

[_INot recorded in the chart

Regional lymph node involvement

[ ]Yes

MASTER
CoPY

| DO

Date: 3/é“}/é‘ 4

(Choose one by [ |No
checking the appropriate box) [_INot recorded in the chart
Distant metastasis [ 1Yes
(Choose one by checking [ TNo
the appropriate box) [TNot recorded in the chart
If yes, when did first metastasis [ Date (mm/dd/yyyy)
happen? [_1Not recorded in the chart
If yes, which organ site/s? {Can [ Regional lymph nodes
choose more than one by [ |Brain
checking the appropriate box/es) [ [ ]Skin
| [ |Lung
[_]Pleura
|| Liver
[_]Adrenal
[_|Bone
[_| Peritoneum
{ [ Pelvic
[ Adjacent Organ/s (Specify):
[_! Others (Specify):

Post-surgical histological diagnosis (Verbatim from pathological report)
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Date of post-surgical (mm/dd/yyyy)
histopathologic report
Histological /nuclear grade [ 1 GX: Grade cannot be assessed
(Choose one by checking the (undetermined grade)
appropriate box) ] G1: well-differentiated (low grade)
|| G2: moderately differentiated (intermediate
grade
[_] G3: poorly differentiated (high grade)
[ ] G4: undifferentiated (high grade)
[ I Not recorded in the chart
Pathological Cancer Stage (Choose | {_] cStage 0
one by checking the appropriate [JcStage IA
box) [ | cStage IB
[ | cStage ITA
[ cStage ITB
[ ] cStage ITIA
[ |cStage ITIB
[ ]cStage ITIC
[_lcStage IV
|| Not recorded in the chart
Provide the appropriate - What is T?
information for TNM What is N?
What is M?
[ Not recorded in the chart
Widest diameter of primary tumor (cm) or (mm)
[ Not recorded in the chart
Number of positive lymph ___positive lymph nodes
nodes/TLNs harvested ___TLNs
|_I Not recorded in the chart
Lymphovascular invasion (Choose | [_| Negative
one by checking the appropriate [T positive
box) [ 1 Not recorded in the chart
Perineural invasion (Choose one by | |_| Negative
checking the appropriate box) || Positive
[ Not recorded in the chart
Surgical margin involvement [ | Negative
R\ (Choose one by checking the [ TPositive
%ppropriate box) [ Not recorded in the chart
}) ere tumor markers done? L1 Yes
¥ w [(Choose one by checking the [ I1No
Ef f}i g jappropriate box) L _| Not recorded in the chart
e R [ | Negative
8] (Choose one by checking LI Positive: _% (1% to 100%); Alfred score
& he appropriate box) [_] Not recorded in the chart
G PR [ | Negative
3 1{(Choose one by checking [ Positive: _% (1% to 100%); Alfred score
“=="tthe appropriate box) [ ] Not recorded in the chart
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Herzneu THC staining intensity [ I Negative
(Choose one by checking the L] Positive
appropriate box) [ 1 Equivocal

|| Not recorded in the chart
Her2neu gene ' || Non-amplified
amplification (Choose [_] Amplified
one by checking the L { Not recorded in the chart
appropriate box)

I1. Breast Cancer Treatment Profile

'Was definitive surgery done? (Choose one
by checking the appropriate box)

D Yes

[ ] No

[ | No operative record in the chart

If yes, what is the name of the surgical
rocedure?

Was chemotherapy given in the
contracted health facilities? (Choose
one by checking the appropriate box)

L] Yes

] No

"] No record found in the contracted
health care institution

[_]Chemotherapy was given by another
healthcare provider

[f answer to previous question is “no,”

check the appropriate box and must
provide details.

|_| Patient preference
[[] Advised by healthcare provider

[ Patient is “lost to follow-up”

If answer is “yes,” specify the drug
regimen
used.

Specify the total dose per cycle for the
drug regimen used (Choose one by
checking the appropriate box}

[_|Total dose per cycle:

[ Not recorded in the chart

[f chemotherapy was given, provide the
date when chemotherapy started
(Choose one by checking the
appropriate box)

Ll mm/dd/yyyy

[ | Not recorded in the chart
[INA, chemotherapy was not given

If chemotherapy was given, how many

checking the appropriate box)

L

[_INA, chemotherapy was not given

,i?u cycles were given? (Choose one by
T
N

.

STER
COPY

0 ??a Date

ks e i g 4 A MBS
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What is the purpose of chemotherapy?
(Choose one by checking the appropriate
box)

[ Adjuvant
[ Neo-adjuvant
[] NA, chemotherapy was not given

What is tumor response to chemotherapy?
(Choose one by checking the appropriate
hox)

[ |NED (no evidence of disease
progression)

[1CR

[] PR

] sD

[_] PD (progressive disease)

[1 Not recorded in the chart

[ ] NA, chemotherapy was not given

Was the chemotherapy regimen ever
changed?

[ ]Yes

L] No

[ ] Not recorded in the chart

[ 1 NA, chemotherapy was not given

What is reason for chemotherapy regimen
is changed?

[_| Adverse event to former chemotherapy.
Specify adverse event:

1pPD

[ Patient preference
[_]Other (Specify):

I Not recorded in the chart
[_INA, chemotherapy was not given

What drug/s were used in this new
chemotherapy regimen?

Specify the total dose per drug per cycle
for this new drug regimen used

[_]Total dose per drug per cycle:

[ |Not recorded in the chart

What is the start date for this new mm/dd/yyyy
chemotherapy regimen?
How many cycles were given for this new
chemotherapy regimen?
What is the purpose for this new [_| Adjuvant
chemotherapy regimen? [_INeo-adjuvant
[ Paliiative
o [_]Not recorded in the chart
=X} § What is tumor response for this new [_INED
& chemotherapy regimen? (Choose one by CICR
®y | }ichecking the appropriate box) PR
% ':w % ' I:] SD
e, O [1PD
ﬁ < [ ] Not recorded in the chart
§ & %g Was radiotherapy advised? || Yes, it is recorded in the chart
[T No, it is recorded in the chart
g I Tt is not documented in the chart
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pe: “4F__Date:”
[V

If RT was advised, was radiotherapy
civen?

[ ]Yes, it is recorded in the chart
[(No, it is recorded in the chart
[Tt is not documented in the chart

Was supportive care given?

[_|Yes, it is recorded in the chart
[ ] No, it is recorded in the chart
[ ]It is not documented in the chart

If answer is “yes,” specify supportive care | [_] Pain control (Specify):
(May choose more than one) [INutrition build-up
[1Rehabilitation from a sequela
of the treatment

] Psychological counseling

[ Psychiatric intervention

[] Religious/faith counseling

[[] Referral to Civil Society Organization
[] NA, supportive care was not given

[] NA, it is not documented in the chart

Was the hormonotherapy given to the | []Yes
contracted health facilities? (Choose one [ INo
by checking the appropriate box
y 8 PPTOP ) ] No record was found in the
contracted
health facility

[ Hormonotherapy was given by
another
healthcare provider

If the answer to the previous question is
“no,” check the appropriate box and must
provide details.

|| Patient preference

[[] Advised by a healthcare provider

[_] Patient is “lost to follow-up”

If the answer is “yes,” specify the drug
regimen
used.

Specify the total number of prescriptions
for the drug regimen used (Choose one by
checking the appropriate box)

[ I Total prescription:

[_1Not recorded in the chart

If hormonotherapy was given, provide the

- date when it was started (Choose one by

checking the appropriate box)

[ mm/dd/yyyy
[ ]Not recorded in the chart
[CINA, hormonotherapy was not given

What is the purpose of hormonotherapy?
(Choose one by checking the appropriate
box)

[_]Premenopausal
[ Postmenopausal
[_INA, hormonotherapy was not given

Was the targeted therapy given to the
contracted health facilities? {Choose one

by checking the appropriate box)

[ |Yes

[ INo

[“INo record found in the contracted

health facility
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[JTargeted therapy was given by
Another healthcare provider

If answer to previous question is “no,”
check the appropriate box and must
provide details.

[_] Patient preference

[_1Advised by healthcare provider

[_1Patient is “lost to follow-up*”

If answer is “yes,” specify the drug
regimen
used.

Specify the total dose per cycle for the
drug regimen used (Choose one by
checking the appropriate box)

[_|Total dose per cycle:

[_]Not recorded in the chart

1f targeted therapy was given, provide the
date when it was started (Choose one by
checking the appropriate box)

Ulmm/dd/yyyy
[_]Not recorded in the chart
[ |NA, targeted therapy was not given

If targeted therapy was given, how many
cycles were given? (Choose one by
checking the appropriate box)

[_INA, targeted therapy was not given

II1.Breast Cancer Survival Status

Date of survival assessment mm/dd/yyyy
'What is the status of this patient at this date L] Alive
[] Died

[ ] Lost to follow-up!

[ ]Not recorded in the chart

When was date of last follow-up?

L mm/dd/yyyy
[_| Not recorded in the chart

What is the status of this patient at this

&
L) e
e
<)
e}

last follow-up date?

-~ Ag/ﬂ_ﬂblf
B bl

L2

3
2

o

[ ] Alive, NED

[ Alive with residual small lesions, on
definitive treatment

[_] Alive with residual small lesions, without
definitive treatment

[_] Alive with residual big lesions, on
definitive treatment

|1 Alive with residual big lesions,
without definitive treatment

[_I Alive with terminal disease, only on
supportive treatment

[ | Not recorded in the chart

If died, when was date of death?

T mm/dd/yyyy
[ ]Not recorded in the chart

If died, what is cause of death?

L] Breast cancer-related
[_INot cancer-related
[INot recorded in the chart

1 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 (60) calendar days from the scheduled visit or

treatment, as advised.
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Annex N: Outcome Indicators

Fepublic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
@ Citystate Centre, 708 Shaw Boulsvard, Pasig Clty

. (02) 8662-2588 @ www.philhealth.gov.ph
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BAGONG PILIPINAS

OUTCOME INDICATORS FOR BREAST CANCER

I. Cancer detection rate

A. Clinical Breast Examination
1. Interval palpable breast mass fi

B. Mammography
1. Interval BIRADS

k)
i
g 4 &
W B |
o T . o
%Ye A. Neoadjuvant anti-cancer drug treatment
ALy &3 B. Definitive surgery (e.g.Mastectomy)
b3 = C. Adjuvant anti-cancer drug treatment
3 D. Radiotherapy
£

semenemis V] Aniti-cancer Treatment Complication (surgery complication, anti-cancer drug adverse
effect, radiotherapy adverse effect, worsening of comorbidity)

s
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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

VIIL. Disease Progression rate (%Recurrence; %
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Annex O: Guide on Co-payment Proposal of the
Z Benefits Package for Breast Cancer

Republic of the Philippines
= ) PHILIPPINE HEALTH INSUBANCE CORPORATION
phfi H@a !th Q Citystate Genire, 708 Shaw Boulevard, Pasig City
Your Partner in Healtls 5 L. (02) 8662-2588 ¢www.philheaith.gov.ph
BAGONG PILIPINAS €3 PhilHoalthOfficial X teamphihealth

Guide on Co-payment Proposal of the Z Benefits Package for
Breast Cancer

Diagnostic Tests and
Prognostication

Surgery

Chemotherapy

Hormonotherapy:.
(2) Tranches

Targeted Th
{(3) Tranches

Surveillancw% : 2 lir i ent of the package

Note: The cp
Benefits packag

fz@g@{or treatment phases of the Z
The negotiate%g

cootiation and approval of PhilHealth.
in‘the contract of the health facility.
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