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

SAMPLE CLAIM FORM 2 FOR DIAGNOSTIC TEST OR PROGNOSTICATION

CF-2

{Clalm Fa-n-n 2}

seres# [ T ] IIIII [IIII

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre 7

Call €

PhlIHeaIth

09 Shaw Boulevard, Pasig City
Your Parter in Health

“enter (02) 441-7442 « Trunkline (02) 441-7444
wWw \\.[‘hlth'.‘lth.}:ll\.["h

o

email: actioncenter@philhealth.gov.ph

IMPOR‘IAN‘I REMIN DERS

L LETTERS AND CHECK THE APPROPRIATE BOXES
F;lLS.EfINl.:D.RREC.TI I.N.FBRIIIIPJ.I DN. Di.ll IIIIIS.FIIEPRE.S.ENTP;TI DN. SH&LL BE-SUéJEC.T. .TD Ci.l.lMli‘IﬁL, CI\.J'IL D.R.ﬁD.MI.I‘IIS.Tﬂ.KT.I\.'.E. U;’;B-IILI FIES.

PART | - HEALTH CARE INSTITUTION (HCI) INFORMATION
1.PhilHealth Accreditation Number (PAN) of Health Care Institution: lH |9 |3 |0 |0 ?( |X |X ?( |

2.Name of Health Care Institution: ABCDF Medical Center
3.Address: SHAW BLVD

PASIG CITY

Indicate the
date of the
procedure was
done

Write
OUTPATIENT
in lieu of time

PART Il -

PATIENT CONFINEMENT INFORMATION

1.Name of Patient:

2.Was patient referred by another Health Care Institution (HCI)?

[

. .03

3.Confinement Period: .-13 0 2 0 2 4 T D Y El "
0 3.-13|0|-|2.0.214. charge ' ,
R obeAtiERT__ 2

admitted &
discharged

4.Patignt Disposition: (sclect(
Ijv ). Improved - L ! D " [j.

L]
=

4. Type of Accomodation:

| —

—

Tick YES if
the patient
was referred
by another HF

.Admission Diagnosis/es:
6.Admission Diagnosis/es Breast Cancer

This is not
required as
diagnostic or
prognostication

7.Discharge Diagnosis/es . .
. is provided an
Breast Cancer _ out-patient
' setting
' B Tick the box for
' - L the laterality
8.Special Considerations:
3. FOr the ol elitive procedures, ( LK DOX that ap plies and enumerate the procedure Indicatethe
D Hems L] »| diagnosis
|:| Radi D Siry i Indicate the
b. For Z-Benel Z-Benefit Package Code: Z021A1 approprlate
| “benefit
package code”
rite thed ate en thefoll Note: Anti Rabies Vaccine (ARV), Rabies Immunoglobulin (RIG)
Day 0 ARV Day 3ARV Day 7 ARV RIG Others (Specify)
For Essential Newborn Care (check

ul o

L] U

Laboratory Number:

9.PhilHealth Benefits:
ICD 10 or RVS Code:

This is not
required
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10.Accreditation Number/Name of Accredited Health Care Professional/Date Signed and Professional Fees/Charges
A A No.: |1 |2 |3 |4 |-|5(S!:j)|7 |8 |9 |O F‘ |-|2_1 Tick this box
________ MARY DELAROSAS, MD g top of Philkealth Benefi if patient paid
Sienature Over Printed Name D ———. no additional
0 P e Professional
fee
A IS T T ol YT T T Y IO o O
D [ T TN T o Y N B | o . N
Tick this box
AccreditationMo: L 1 1 J-L 1 1 1 1 1 1 J°L | if patient paid
_____________________________ l:l Mo co-pay on top of PhilHealth Benefit an additional
Signature Over Printed Name [] withcopayontop ofPhiHeathBenet P Professional
Date Signed: 11" | -1 |__ L fee
Tick this box
if patient has
Tetal Actual Charges” No co-
Total Health Care Institution Fees 3150000 ‘payment
3,500.00
Tick this box
i ) if patient has
’ 5 e : e a co-payment
Total Health Care 3,500.00 3,500.00

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

applicable
Expenses NOT included in the Health C
* NOTE: Total Actual Charges should be based on Statement of Account (SOA
B.CONSENT TO ACCESS PATIENT RECORD/S: Affix signature
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 of the
efficient processing of benefit payment. patient /parent
I hereby hold PhilHealth or any of its officers, employees andyor representatives free from any and all legal liabilities relative to the herein-mentioned consent / thorized
whichi have voluntarily and willingly given in connection with this claim for reimbursement before PhilHeaith. J, /authorzed
JUANA MAPAGPALA DELA CRUZ representative

Indicate date
signed

Affix signature

of HF
were recorded in the patient’s chart and health care institution records and that the hereininformation given are true and correct.

) . o '
CARDING DELOS REYES RECORDS OFFICER .04, 01 2024 representative
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