Annex G.4: Sample Claim Form 2 (CF2)
for 6 to 60 months old - Tranche 2

| Sample Claim Form 2 for 6 to 6 Months Old (Tranche 2) |

Republic of the Philippines
L - PHILIPPINE HEALTH INSURANCE CORPORATION ‘ F 2
Ph l!H??!IEh ) Citystate Centre 709 Shaw Boulevard, Pasig City - Indicate
DS arieer SO Call Center (02) 441-7442 o Trunkline (02) 441-7444 Claim Form 2
¢ l www phllhv.xlll}\ T}n\ ,;1; ' ( ol Serarbi >); the date
email: actioncenter@philhealth.gov.ph .
[(TIH T T Tt Tt ofther
IMPORTANT REMINDERS: Follow-up
EASE WRITE I} TAL LETTERSAND CHECK THE visit
r)us:nﬁconnsﬁm;onu;moﬁ OR MISREPRESENTATION SHALL BE sbmscr T0 cmmﬁAL, CIVIL OR ADMINISTRATIVE LIABILIJIES. -

PART | - HEALTH CARE INSTITUTION (HCI) INFORMATION I}rlldlgate
1.PhilHealth Accreditation Number (PAN) of Health Care Institution: H 9 3 ;0,0 X; X X X »| the atem
2.Name of Health Care Institution: ABCDF Rural Health Unit ;f Ele 15

ollow-u
3.Address: SHAW BLVD PASIG CITY it P
PART Il - PATIENT CONFINEMENT INFORMATION Write
1.N f Patient: DELA CRUZ JUANA MAPAGPALA
ame of Patien o o TE— OUTPATIENT
in lieu of time
2.W 3£ patient referred by another Health Care Institution (HCI)? admitted &
vo [ : discharged
3.Confinement Period: 103 ,-0.,4,-2.0,2,4, [T R T [:| D il
i
206 ,-1,0,-2,0,2, 4, ot | [ Tick YES if
4-%‘*“‘ Disposition: (sclec! OUTPATIENT the patient
ad — - I — B
[ l—J L 8 J L 3 S 3 A i J l_J u was
] Recovered ] referred by
] dise another HF
B
9.Type of Accomodation: D D
6.Admission Diagnosisjes: This is not
Severe Acute Malnutrition 6 to 60 months required as
7.Discharge Diagnosis/es OTC Severe
i Related f Acute
Severe Acute Malnutrition 6 to 60 months Malnutrition
services
provided is
an outpatient
setting
8.Special Considerations:
D ' : [:] ' Indicate the
[] perton - »| diagnosis
] radior ]
[ ] Radiothe ] I
f enefit Z-Benefit Package Code: SAM22 - Tranche 2
; fore-natalchi Indicate the
b appropriate
[ o ) “benefit
te thed hen thef | v | Note: Anti Rabies Vaccine (ARV), Rabies Immunoglobulin (RIG) package Code”
Day 0 ARV Day 3ARV Day 7 ARV RIG Others (Specify)
and Tranche
| For Essential Newborn Care ech - NO'
] ] ] ] ] .
] ] ] 1 ‘ .| This is not
F t 1IV/A kage Laboratory Number: required
.PhilHealth Benefits:
—
ICD 10 or RVS Code:
s
{c )
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10.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges

PART IV - CERTIFICATION OF CONSUMPTION OF HEALTH CARE INSTITUTION

1 certify that services rendered were recorded in the patient’s chart and health care institution records and that the herein information given are true and correct.

0,7 ,-0, 1- 202 4

23,4 1-15(| gl 71819 01141 2 Tick this
g .
MARY DELA ROSAS, MD M boxifthe
anature Over Printed Name [:] _ patient paid
L l. ™% 1 J=L 1 1 1 J no
additional
N N N T ol N Y Y Y N NN N o N Professional
% N fee
L 1 J=L B J=L 1 1 1 J :
SAM
Y TN Y SN o N NN N N N N NN b AN Benefits
L]~ »| Package
L wa does not
L 1 | i | 1 J=L 1 1 1 J
- ‘ allow co-
PART Ill - CERTIFICATION OF CONSUMPTION OF BENEFITS AND CONSENT TO ACCESS PATIENT RECORD/S pavment
A.CERTIFICATION OF CONSUMPTION OF BENEFITS:
[zj/ Tick this if
Actual Charge there is no
15, 000.00 co-
| payment
15,000.00
SAM
amount »0.00 Benefits
15,000.00 15,000.00 .[]:f y (checkallthat E] : Package
1, f, —1. does not
A » allow co-
Paid by payment
mp u
Flos
esNOT
* NOTE: Tot
B.CONSENT TO ACCESS PATIENT RECORD/S:
I hereby consent to the submission and examination of the patient’s pertinent medical records for the purpose of verifying the veracity of this claim to effect Affix
effident processing of benefit payment. .
I hereby hold PhilHealth or any of its officers, employees and/or representatives free from any and all legal liabilities relative to the herein-mentioned consent signature
which I have voluntarily and willingly given in connection with this claim for reimbursement before PhilHealth. N of the
JUANA MAPAGPALA DELA CRUZ I patient/pa
O 6 1'11101-121 01 2141 orlzed
[ spouse [ [ Parent Indicate
O sibling [ pecify date
[ patient [ eatient signed
Affix

signature of
HF
representative

CARDING DELOS REYES —

RECORDS OFFICER
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