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

 
 

      

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SAMPLE CLAIM FORM 2 FOR DIAGNOSTIC TEST OR PROGNOSTICATION 

This is not 

required 

  

Indicate the 

date of the 

procedure was 

done 

H  9  3   0  0  X   X  X  X 
Write 

OUTPATIENT 

in lieu of time 

admitted & 

discharged 

ABCDF Medical Center 

 
    SHAW BLVD                                              PASIG CITY 

DELA CRUZ                         JUANA                                                                       MAPAGPALA 

0  3     3   0    2   0  2   4 

OUTPATIENT 

Tick YES if 

the patient 

was referred 

by another HF 

0  3     3   0    2   0  2   4 

 

Breast Cancer 

This is not 

required as 

diagnostic or 

prognostication 

is provided an 

out-patient 

setting 

 

Breast Cancer 

Tick the box for 

the laterality 

Indicate the 

diagnosis  

 
Indicate the 

appropriate 

“benefit 

package code”  

Z021A1 
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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 

No co- 

payment 

 

Tick this box 

if patient paid 

an additional 

Professional 

fee 

 

Indicate date 

signed 

 

(sgd) 
MARY DELA ROSAS, MD 

3,500.00 

3,500.00 

Tick this box 

if patient has 

a co-payment 

 
0.00 

3,500.00 

 
Indicate the 

amount if the 

patient has co-

payment, as 

applicable 

3,500.00 

 

Affix signature 

of the 

patient/parent

/authorized 

representative 

 

JUANA MAPAGPALA DELA CRUZ 

0  3      3  0     2   0  2  4 

Affix signature 

of HF 

representative 

 

CARDING DELOS REYES RECORDS OFFICER 0  4      0   1     2  0  2  4 
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