
 

      

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

SAMPLE CLAIM FORM 2 FOR SPECIALTY MH PACKAGE (TRANCHE 1) Annex I.3: Sample CF2 
 

This is not 
required 

Indicate the 
diagnosis  

0  9     0   5     2  0  2   3 

1  2     0  5     2  0   2   3 

MHS1  

 

Date of the 
follow-up visits 
with any of the 
following: 

Psychiatrist: 
On the 6th 
follow-up 
visit 

Neurologist: 
On the 3rd 
follow-up 
visit 

Psychologist: 

On the 3rd 

H  9  3   0  0  X   X  X  X 
ABC Mental and Wellness Hospital 

    SHAW BLVD                                              PASIG CITY 

DELA CRUZ                         JUAN                                         III                               MAPAGPALA 

Write 
OUTPATIENT 
in lieu of time 
admitted & 
discharged 

OUTPATIENT 

Tick YES if 
the patient 
was referred 
by another 
HF 

 

Epilepsy 

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

Epilepsy 

Indicate the 
appropriate 
“benefit 
package code”  
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1  2   3  4     5   6  7  8   9  0  1     2 Tick this box 
if patient paid 
no additional 
Professional 
fee 

Tick this box 
if patient has 
a co-payment 

 

Indicate date 
signed 

JUANA DELA CRUZ, MD 

Tick this box 
if patient paid 
an additional 
Professional 
fee 

 

Tick this box 
if patient has 
NO co- 
payment 

 

9,600.00 

9,600.00 

2,400.00 
12,000.00 9,600.00 

Affix signature 
of the 
patient/parent
/authorized 
representative 

 

JUAN MAPAGPALA DELA CRUZ, III 

1   2     0   5     2  0  2  3 

Affix 
signature of 
HF 
representative CARDING DELOS REYES RECORDS OFFICER 1   2     0   6     2  0  2   3 
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