1L

II1.

-@
Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
Citystate Centre Bldg., 709 Shaw Boulevard, Pasig City
Healthline 441-7444 www.philhealth.gov.ph:
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PHILHEALTH CIRCULAR
No. 011 - 2018

TO : ALL MEMBERS OF THE NATIONAL HEAL'TH INSURANCE*
PROGRAM, ACCREDITED HEALTH CARE PROVIDERS, ALL
PHILHEALTH OFFICES AND ALL OTHERS CONCERNED

SUBJECT- : OUTPATIENT HIV/AIDS TREATMENT (OHAT) PACKAGE
{PhilHealth Circular 19, s 2010) REVISION 1

RATIONALE

In support of the United Nation’s Millennivm Developmient Goal Number 6 to halt or reverse the
incidence of Human Immuno-deficiency Virus (HIV)/Acquired Immune Deficiency Virus (AIDS) by
2015, PhilHealth through Board Resolution No. 1331, series of 2009 has approved the implementation
of an outpatient HIV/AIDS treatment package.. This benefit aims to increase the proportion of the
population having-access to effective HIV/AIDS treatment and patient education measures. Guidelines
Jfor provider accreditation and benefit delivery are defined in Philllealth Gircular 19, 5 2010. To align it with the "All
Case Rate Policy” of the Corporation, the giidelines of the said circular are herely amended.

SCOPE AND COVERAGE

This issuance contains guidelines for reimbursement of Ont-Patient HIV [ AIDS Treatment (OHAT) Package. This
shall apply to all accredited -health care institwtions. that are designated by Department of Health as HIV [/ AIDS
treatment hubs.

Ttalicized paris of this issnance reflect the amenduwrents and. additional guidelines of the OHLAT Package.

GENERAL RULES

A. Accreditation of OHAT Providers

MASTER
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1. There shafl be no separate accreditation for HIV/AIDS Treatment Hubs as OHAT Package
providets, as long as shgy are PhilHealth accredited health care institwtions (HCLs). In cases when
there are gaps in facility acereditation, claims for the said affected gquarter/s will not be paid.
Accreditation of HCls shall be in accordance with PhilHealth Circiilar 54, s 2012, Provider Engagement thru
Acereditation and Contracting of Health Services and subsequent issuances.

2. Asprescribed- by Philfealth Circalar 2, s-2014 (Enbanced Health Care Institution Portaf), HCIs shall have
the HCI Portal installed in their facility. To-ensure confidentiality, the treatment hub shall have a dedicated
HCI Portal user separate from-the one used by the facility for its general admissions and other PhilHealth clainis.
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HIV/AIDS treatment hubs are required to create a trust fund for reimbursement of OHAT
Package.

In line with PhilHealth Cirenlar 31, 5. 2013 (AN Case Rates Policy No. 1) that profissional services must be
provided by accredited health care professionals, physicians in treatment bubs must be PhilFlealth accredited
starting Jannary 1, 2016. Guidelines for accreditation of physicians are progided in PhilHealth Circular 10, s
2014 (The New Accreditation Process for Health Care Professionals and Guidelines for Credentialing and
Privileging of Professionals). For initial accreditation, physicians shatll submit to the nearest Philllealth Local
Hoalth Insurance Office or Regional: Office the following documents:

a. Praperly accomplished Provider Data Record for professionals;

b. Signed Performance Commitment;

¢. Updated PRC Liense or its equivalent;

d.Two (2) picces of 1x1 photo;

e. Proof of payment of preminm contribution; and

t. Cerlificate of completed residency training or spectalty board ceriificate if applicable.

B. Eligibility Rules for Members and: Dependents

As stated in PhilHealth Circular 32, 5. 2014 (Clarification in the application of qualifying to ensnre entitlement to
bengfits), all renzbers and. their qualified dependents are eligible if their preminm contributions are paid for at least
three (3} months: within the six (6) months prior to the first day of availment. The qualifying six smonths is inclusive of
the. confinement month.

Sponsored, Indigent and Overseas Workers Program members are entitléd to the package if the
period of treatment falls within the validity periods of their membership as stated in the
MDR/PBEF.

C. Availmentof OHAT Package

The Outpatient HIV/AIDS Treatment (OHAT) Package shall be paid through a case based

payment scheme. Annual reimbursement is set at thirty thousand pesos (Php 30,000.00).

Only HIV [ AIDS cases confirmed:by STDLAIDS Central Cooperative Laboratory (SACCL) or Research

Institute for Tropical Medzcine: (RITM) reguiring freaiment shall be covered by the package.

Excluded in this OHAT Package are the following:

a. Diagnosis of HIV/AIDS with no.laberatory confirmation

b. HIV/AIDS cases with no indication foranti-retroviral therapy

c. Management of patients for pulthonary tuberculosis co-infection.

d.Illness (opportunistic infections) secondary to HIV/AIDS that requires hospitalization

e. HIV/AIDS cases requiring confinement are covered under the regular inpatient benefit of
PhilHealth.

A separate package for TB-DOTS may be reimbursed in accredited TB-DOTS facilities. A

member may avail of both the OHAT and TB-DOTS packages simultaneously.

This package shall only be: availed from PhillHealth accredited HCT that are DOH designated FIIV { AIDS

Treatment Habs.

Package shall be based on #e Poficies and Guidelines on the Use of Antiretroviral Therapy amwong People

Living with Human Immunodefciency Virns (HIV'} and HIV -exposed Infants prescribed by the Depariment of

Health (DOH). All treatment hubs in accredited facilities are required to follow the guidelines set

by the DOH.

IV. SPECIFIC RULES

1.

Covered items under this benefit are drugs and medicines, laboratory examinations based on the
specific treatment guideling including Cluster of Differentiation 4 (CD4) level determination test, viral Joad
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(if warranted) and test for monitoring. of anti-retroviral (ARV) drugs toxicity and professional fees
of providers.

'The package will be released in four (4} .quasterly payments.a# Php 7,500 pesos per release payable to
the bealth care institution. The treaturent hub shall only file.one claim for each patient per quarter regardless of the
number of consnltations. Howeuer, if there are no services provided (i.e. no consultation), there will be no payment for
that guarter.  Fer example:

=

1% Quarter 2™ Quarter 3% Quarter 4" Quarter

Covered January 1 to April 1 to July 31 to October 1 to
Period March 31 June 30 September 30 |  December 31
-Date/s e January4 o April 6 - none &  November 30
consulted to -
treatment hub | ¢  March 30 e t

Payment for | Php 7,500.00 L Php 7,500.00 | none | Php 7,500.00

the quarter L

3. The rule of single period of confincrnent shall not apply to this Package. However, only 1 claim per quartet may
be filed and it is equivalent to Php7,500. Any other claim filed within the same guarser will be
denied.

4. Each quarterly claimm shall be charged one (1) day against the 45-day annual benefit limit or a
maximnm of 4 days per year

5. When a patient transfers from one treatment hub to another, the following rules shall apply:

a. A referral letter to. the receiving facility must be accomplished.

b. The accredited facility that provided the services for the apyplicable guarter shall file the clatm.

o If patient transfers within the same quarier, the referring facility shafl file the claim. Claims for subsequent
gquarters shall be filed by the second facility.

d. If there are no claims filed by the referring faciltty, claims filed by the referral facility within the applicable quarter
shatl be patd.

Claims Availment and Processing

1. Only DOH-designated treatment hubs.in accredited facilities may file for reimbursement for the
OHAT Package (see Annex 2 for the updated list)..

2. The consultation date or date when patient.obtained the ARV drugs from the treatment bubs during the applicable
guarter-shall be considered as the admission date. If there are several consnliations for that quarter, the health care
provider shall choose any one of these as date of adwission. The discharge date shall be the same as adwission date.

3. Claims for the OHAT Package must be submitted to PhilHealth within sixty (60) days after zhe
discharge date.

4. Claims with incomplete requirements shall be returned to sender (RTS) for completion. Claims re-
Jiled with incomplete requirements shall be denied.

5. The following documents are required for processing of claimis:

a. PhilHealth Benefit Eligibility Form (PBEF) OR other secondary documents required as proof of eligibility listed

in PhilHealth Circutlars 50, 5-2012 and PC 1, s:2013 in cases when PBEF is not available.

~ b. Duly accomplished PhilHealth Claim Form 1 (CF1). CF1 shall no longer be required when PBEF confirmed

NT

64

M

Da

% c. Duly accomplished PhilHealth Claim Form 2. Instructions and example of which are attached as Annex

(as indicated by a.“Yes”) the patient’s eligibility.
For suceeeding claims of employed. members, CE1withont the employer’s signature may be accepted if there is an
é updated Certificate of Premium Contributions issned by Philt{ealth Local Health Insurance Offices]Branches
attached to-the clain.

2 and Annex 3 of this Circnlar respectivedy.
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d.Other documents to be submitted:

. Initial Claimi Succeeding Claims
e Photocopy of the following: 1. Photocopy of the health regimen booklet
1. Confirmatory test results by SACCL or | 2 Waiver and consent for release of |
RITM confidential informatian (See Annex 1)

2. Health regimen booklet zhat reflects the % Include referral letter in cases of transfer
recent drug regimen
o Waiver and consent for release of
confidential  information  (See
Annex 1)

. For previously diagnosed cases.but are filing for the first time, the claimant must still submit all the

necessary laboratory test results together with the other requirements. This will be considered as
the initial claim.

. To ensure patient’s rights to confidentiality, all-claims for the OHAT Package shall be enclosed in

3 sealed envelope, matked “CONFIDENTIAL” and submitted to the PhilHealth Regional
Office.

PhilHealth employees who will be directly involved in the processing of claims for HIV/AIDS
shall sign a confidentality agreement to further enisure patients’ right to confidentiality.

All claitns for OHAT Package shall be evaluated and processed according to PhilHealth rules and guidelines on
clains processing

In cases when claims were filed by the referring and receiving facility within the specific guarter, only claims from the
referring facility shall be paid.

11. PhilHealth Out-patient HIV [ AIDS Package shall use the Package Code and description below:

Code Description RVU
99246 | OUTPATIENT HIV/ATDS PACKAGE ' Package

12. As stated in PhilHealth Circular 03, s 2014, (Strengthening the Implementation of the No Balance Billing Policy)

the No Balance Billing policy shall apply fo member category identified by the Corporation who were treated in
OHAT aceredited government facilities.

13, The disposition of PhilHealth-paymierit for OFLAT shall be:’

a. Eighty percent (80%) for the facility #o he used as revolving fund for the delivery of the requited
service/s swch as, but not limited to drugs, supplies, laboratory reagents, equipment (fncluding
maintenance), site improvement, and referral fee and other services necessary for the delivery of the
required services.

b. Twenty percent (20%) for the professional fee. that shall be divided among the HIV/AIDS Core Team
(HACT) and other staff directly providing the setvices compased of, but not limited to the
following: doctors, dentists, nurses, medical social workers, cosnselors and medical technologists.

V. Moniroring and Evaluation

1.

Monitoring of the utilization of the Outpatient HIV [ AIDS Package shall be based on the Health Care
Provider Performance Assessment. System of the Corporation cit Circular ng 315-2014.

The treatment hubs are required o maintain a minimum sel of information on each patient swch as medical
mard.r/ charts including referral letters that shall be réadily available to PhilHealth during monilering and
evaluation

ﬂ‘éca

his melar shall take effect fifteen (15) days after its publication in a newspaper of general drealation.  Claims with
dniissions starting that date shall be evaluated and paid based on the aforementioned provisions.
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VII. Repealing Clause

AU other existing issuances and provisions- of previons issuances: inconsistent with this circular are bereby repeakd
andf or amended.

IX. Annexes
1. Annex T —Waiver and consent for release of health information
2. Annex 2 — List of accredited DOH-designated treatment hubs
3. Annex 3 — Instructions on filing up-Claim Form 2. (CF2)
4. Annex 4 — Sample Claim Torm 2

iden CE
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. WAIVER AND CONSENT FOR-RELEASE OF
* CONTIDCNT]AL PA FIENT HLALTH INPORMATION
|: i - i , wirh Patient Code No. ' ,
\ [NAME OF PATIENT) ’
of iegal age, and presentdy undergoing anti-relroviral therapy hereby
i authorize: o
. THAME OF ATTERDNHG PHYSICIAN
. of \ _
; : INAME OF ACCREDITED HOSPITAL)
: i release the following information from my medical records o PhilHealth:
; "1 . ' -
§ 1 -Photoropy of HIV test result
) ,1 Photocapy of confirmatory Lest result-from RITM/SACCL B
) {.  Clinical Abstracs -
i [ ’ I T
i Henlth Repymen Booldet
; The .1len= enumerales information is 1e be released strictly to the authorized- representative of the -y
& “Fhilippine Healtk losurance Corporauon [Phil“eallh) forr the purpose of benefirs availment, |
: : 8y 'saurunn Below, | orsquest that payment ol PhilHealih "beights Tor the C Ciitpatient hIV/ML‘" T -
L Tr eamwm Laakgwe Ln— e oh my behalr Lo tnc afors efvmentwned hosput-\l for services provided to:
: me by the hospital and its sall. o - o .
R ul“lﬂL‘lt.li\' o relen: :c Plnlll...dlth and b unplover-s rorm any and all ‘.uml:tiea relative to- rhe
- - reiease of the.above-euumerated infar magion. et s . . .
- Mame of-Patient or Persos | Signawure - . Date - o .
: Acting on Palient's Behalf oL .
. heasensfor Signing on Ratents Behakl
e o Name-of Attending: Py “‘:’1:‘__|'1n b e S HERATHTE - s e g Date - .
- R S - b - . -
OO0 S e ol i 1 17211 Sie c S 5 -
P, ,
- Ravisad: Dg,cumne- 2004 ’
= § | , :

Ye

Be;




Republic of the Philippines

Department of Health
OFFICE OF THE SECRETARY
May'7, 2015
DEPARTMENT MEMORANDUM:
No.2015-_0[39
FOR: ALL DIRECTORS OF BUREAUS, SERVICES, and REGIONAL

OFFICES, MEDICAL CENTER CHIEFS OF DOH-RETAINED
HOSPITALS, DOH-ATTACHED - AGENCIES, and DOH-
DESIGNATED HIV TREATMENT HUBS, and KEY PARTNERS
from the LOCAL GOVERNMENT UNITS, PRIVATE SECTOR and
NON GOVERNMENT AND COMMDNITY-BASED.
'ORGANIZATIONS, and OTHERS CONCERNED.

SUBJECT: Xpdated List of DOH-Designated Treaiment Hubs and Satellite

Treatment Hubs

The Department of Health, through the National AIDS and STI Prevention and Control Progzam

.(NASPCP) under the Infectious Disease Office (IDO) of the Disease Prevention and Control
Burean. {DPCB), continues to uphold its mandate to ensure universal access fo antiretroviral
therapy (ART) to all peoplé living with HIV (PLHIV) needing treatment, in Line with the
achievement of Universal Health Care or Kalusugang Pangkalahatan.

DOH-Designated Treatment Hubs:

Baguio General Hospital and Medical Center
Ilocos Training and Regional Medical Center
Cagayan Valley Medical Center

Jose B. Lingad Memorial Regional Hospital
James L. Gordon Memorial Hospital

.- Philippine General Hospital

San Lazaro Hospital -

Research Institute. for Tropical Medicine

- ‘Makati Medical Center

10. The Medical City-

11. Ospital ng Palawan

12. Bicol Regional Training and Teaching Hospital
13. Western Visayas Medical Center '

w@sowﬁwwr

- Thus, antiretroviral drugs and other HIV services-can already be accessed ﬂn'ough the following =

Building 1,-San Lazara Compound, Rizsl Avenue, Sta Cryz, 1003 Manila @ Trunk Line 651-7800 Direct Line: 711-9501
Fax: 743.1829; 743.1786 « URL: htip./fvww.doh gov.ph; e-mail: pseci@doh gov,ph
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14. Corazon Locsin Montelibano Memorial Regional Hospital
15. Vicente Sotto Memorial Medical Center

16. Gov. Celestino-Gallarres Memorial-Medical Center

17. Eastern Visayas Regional Medical Center

18. Southern Philippines Medical Center

19. Northern Mindanao Medical Center

20. Zamboanga. City Medical Center

21. Butuan Medical Center

22. Caraga Regional Hospital

Likewise, the DOH expanded and decentralize ART services through the establishment of the
Satellite Treattnent Hubs. These aim to increase access and maximize coverage by bringing the
services closer to the key populauons in key geographm areas, thereby ensuring linkage to care
and providing primary care services including provision of ART to PLHIV early in the course of
the disease. The following are the established Satellite Treatment Hubs:

Quezon City Klinika Bernardo

Marikina City Health Office

Manila Social Hygiene Clinic

Cebu City Social Hygiene Clinic

General Santos.City District Hospital

Dr. Rafael 5. Tumbokon Memorial Hospital

Subwppe—

This is for your information and for immediate dissemination.

J 'TEP. LORETO-GARIN, MD, MBA-H
Secretary of Health




ANNEX 3 - INSTRUCTIONS HOW TO ACCOMPLISH CLAIM FORM 2 (CF2) FOR
OHAT PACEAGE

‘Claim Form 2 shall be accomplished using capital letters and by checking the appropriate
boxes. All items should be matked legibly by using ballpen only.

All dates should be filled out in MM-DD.YYYY format.

CF 2 Description Instruction
Part/Item’
Part 1 PhilHealth Accreditation

Number of Health Care - .

Instirution White the PhilHealth Accreditation Number, name of HCI and

Name of Health Care Insticution the address on the space provided.

Address

Part 11, Name of Parient Write the complete name of the patient in this format:

sem 1 Last Name, First Name, Name Extension (if any}, Middle
Name.

Part 11, | Referred by another HO Tick yes if referred from another instinrion and write the

item 2’ ’ name of referring HCI designated as trearment hub.

Part  II, | Confinement period .

item 3 -

Date Admitred The consultation date or the date during which the medicines
were obtained during the applicable quarter shall be
considered as the admission date. _

Date Discharged The consultaticn date or the date during which the medicines
were obtained during the apphlicable quarter shall be
considered as the discharge date.

Pan 1], Pauent disposition Checl the box “Improved”

rem 4

Part 11, Type of Accommodation Leave the space blank.

tem 5

Part I, | Admission Diagnosis/es Write'“HIV/ ATDS”,

item 6

Part 11, | Discharge Diagnosis Write ‘Human Immuno-deficiency Virus — Acquired Immune
tem 7 Deficiency Syndrome”.

Diagnosis Wite the diagnosis of the patient.

1CD 10 Code/s White the appropriate ICD 10 Code/s.

RVS Code White the RVS Code 99246 corresponding 1o OHAT Package.

Date of procedures Lzave the space blank

Part  II, { Special consideration: WRITE the Laboratory Number as histed in the confirmatory
item 8 g For Outpattemt HIV/AIDS | laboratory test result (e.g. RO1-32-5476).

{ Treatment Package

Papelof2




CF 2 Description Instruction
Part/Item ‘
Part 11, | PhilFlealth Benefits WRITE the RVS Code 99246 in the line for first case rate,
jtem 9 leave the second case rate blank.
Parr 1, | Professional Fees Write the accredntation numb_er and the name of the accredired
item 10 HCP on the spaces provided.
Affix the signature of the accredited HCP over his/her name
then write the date as the space provided.
Part IIT Certitication of Consumption of | TICK first box (PhilHealth benefrt is enough to cover HCI
Section A | Benefits and PF charges) if the patient did not have any out of pocket
expense related to TB treatment (such as paymen: for
medicine, laboratory and professienal fee).
Write the amount 7,500 in the space provided for Grand Total
of the Total Actual Charges
Part IIT Consent to Access DPauent | Print the name of the pauent and affix his/her sigrature over
Section B | Record/s the name.
oo | Vorite the date when this was signed.
' if the patient was unable to sign, tick the appropriate boxes.
Certification of Health Care | Print the name of the authonized person to fill out the claim

Part IV

Insotution

and his/her designation, Affix his/her signature above the
name.

This person must review and vesrify all the entries before
affixing his/her signarure,
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[ o ' ' o Thils form may be reproduced and s NOT FOR SALE
s PhilHealth : CF2
Bic  Viwer Pavener in dvalth (Clalay Forny 2)

i ravised November 2013

I #
IMPORTANT REMINDERS: . Serles® | 4y ) o444
PLEASE WRITE Il CAPITAL LEYTERS AND CHECK THE AFPROPRIATE BUXES.

This farm logether with iber Wipporting dotuments should be fitad vaitnh Sty {603 Calendd days fiom date of oistharpe,
Al minrmation, fields snd tick boxes raquined n this fam are necezsary. Clatm forms wah tncomplete formagan thal net be processed. Write the date that
FALSE / IRCORRELT INFORMATION OR MISREPRESENTATION SHALL BE SURJECT TO CRIMINAL, CIVIL OR ADMINISTRATIVE LIABILITIES.

PART 1- HEALTH CARE INSTITUTTON {HC 1) INFORMATION co rresponds to the day of
1, PiliHealth Accreditation Number (PANY of Health Care Instltations 4, |, censultation in the Health
2, Rame af Health Care nstiiutlen: _RESEARCH INSTITUTE AND TROPICAL FMED|CINE Regimen Card as the date
3. Address Corporate Avenue Muntintupa City . - ]

Sukding heumle” B Sher’ ane Crvivunbligshy’ [ Of adm]SSlon and date Of
PART 17 - PATIENT CONFZHEMENT INFORMATIPN discha rge
1, Wame of patieay: _S8)B2ar Zareh Jane
Lt harew Fiil b Pl Extrd0s” DIR/SEALL Migas? N3 (exanisie (ELR CRUT JUZN IR S13G!
2, Was patient referred Ly another Health Care Institution (HCI)?
s YES e ——
Nimw of Raferr o il i) Ealding Kombe an3 Stowcl hatte aaa it Piovinge 2 Code

A, Confinement Period: . Date Adnes; ICl L8 |-|2 IO ,-,2 1 01,4 b Time Admitted; U ¢,:0,0 I@m
aay yed" mis

mEnh hou

€. Date Decegad: 0 . B -|2‘[ 0y 2l0‘|-1 p4y o Tume Dischwroed: |1, 1,40, 0 M-l
4, Patlent Disposition: {select only 1) ~ yeal nout g

@a.lmu‘oved De.Explred, el 4ty 4y Tlme:‘ Lty ID‘“MDF"‘
[} e e LES R it

D b. Recavered D {, Trnstemed/ ..'. T B ) l -

€. Home/Dcharged Apainst Medical Advise
Builfing Humnder 3rd Stit NIme Cry'Muncieatiny Prgincs Zip Lode
D d, Absconded

Write OHAT on the
p related procedures with
Rarre ST ReFAT e Care TPA0005" corresponding RVS code

Reasonds for relamalitransife:
5. Type of Acconimariation: [:’ FPrivate I:I HorrPrivale (Charity/Senace)

6, admisslon Diagnosis/fes:

7. Discharge D ” nal LF2 11 necessary):
Dlagnosic . ICh-1 Codefs  Retated Proceduress (F mere's any) VS Code

. HIVAAIDS o i OHAT PACKAGE 59246

agdure  Lateratity {check appbeable hoxes)
Leig D Right D Both ,

I D Left \:\ Rlabs D Both
B - D Lett D Right D gath
. : L Juer [ e ] ootn
[ ur [ aam [ ] e
. ) D Left EI Right [:[ Bath
< L D Left. D Rlaht :] Both
. Tt [ Jrom [ ] potn
fi. |:| Lekt D Rkght j Both
o - [ Jeen [ ot [ oo .
u ’ D Lelt D Right :' Both
o. - D Lokt I:’ Right Both
A, 5peclal Considerations:

A For the fodoning repetilive procedwes, check box that apgdes ong enimerate the procedird/session dates fmm-dtyyyy], For chemolberspy, sod ouxtelnes.

Hamodalysls Bhyod Transfusion

Péritaneal Clatysis _ Brachytherapy

Radiothsrapy (LINACY Chennotherapy .
Raclodrirapy (COBALT) simpis Debridenent

b, Fe Z-Genefit Packaoe I-Benetit Packane Zode:
¢, For MR Package fenumtnire Bor dates fam byyyyy of prewnatal chack-ups)

1 2 3 4
. Fer 78 ps Packme || 1cencive prase [ | saintenance phacs Write the Laboratory
€. F3F ANImal Sl Packaoe {srile tha dHas [IM-C-prpy] When the ol tases of baicie were atvwn ] [m)rr.- duti Ralrtés Vaceine (ARV), Rables fnvnusogiohalny (REC .

i " v A —— ——— . Y H . . the
Day 0 ARV, Lay J ARV Day 7 ARv RIG Others [apacify) Number lndlcatEd n "h'
' ‘ ] HIV i It
1. For vavoar Care Packioe D Esgential Newhom Care D Nevibarn Healing fereening Test Mewhorm Soreening Test | For Newbam Screening, screening resu
PIBNSE MICH MBS R SEC Aot

For Essentlal Newborn Care, {Check applicable boxes)| S

B Immediate drying of newbom Timely cord tlamplng ] Weghigfol the newbam l BLG Yargiaon i Hepatitls B vacclnation l
[ ‘ ] L]

Early skireto-skin contact Eye propiniis Viamin N aaminigpaton Han-ceparation of pothes/baky for early breasdecglng Inmic .
Write the RVS code of

OHAT as the Tirst case

Q. A LT HIVIAIDS Treament Fackaoe  Laboratory Numilgr: RC1-32-8476

o. PlhliHealth venetits
1D 10 or RVS Cofler 3, First Cechgare 96426 B, :cena Case Raie NA rate




10, Professkonal Fees / Charges (Use additional CF2 If nacessary):

1
Accraglitation Humber # Hame of Accredited Heatth Carz Prafessisna: | Date Signed Cemalls
ACCrEdRAtOn No.: Lo R D L
l:l 1k co-pay on top of PlulHealth Sensfit
Slonatwr et Srrted Hame I:I VLR crepay o top of Phlleatth Benefe P
DAt Saned: | ey e
renth <37 Yel
e L T WO o ST SN TS S SN S R e T
I:’ Ho ca-pay on top of Pluldeakly Bengfit
Slonature tives Printad Hame D With co-pay on tep of PhilHealh Benefe P
Dawshanad: | 0 gty
ety o3 Yrd)
A::remwlionllo.:l R IR o T B T T N B L |
D Ho o-pay on top of PhiHealth Benesfit
Slonaturs tavef Printed Hams D With ¢o-pay an op of Phildcafth Benefit ¢
DaeSoned: | ) vy )yt a1 g Write the amount of
meth <ar Yied)

: st
PART 111 - CERTIFICATION OF CONSUMPTION OF BENEELTS AND CONSENT TO ACCESS PATIENT RECORD/S OHAT package if the 1
NOTE: Mzmber/Patient showld sign only after the apolicable clarges have bozn filled-out Tick box is checked (The

A« CERTIFICATION OF CONSUMPTION OF BENEFITS amou nt ]5 pald in fu “ to
PhilHealth b=nefit Is enowah to cover HCL and PF charges.

Mo purchases of drugs/medicines, supplies, lagnostics, and co-pay for professional fees by the meimberfatient. fac|||ty)
Total Armeal Charges™ '

Toral Health Cars Institution Fees

Tatal Frofrzsional Fees .
Grand Toul { 7.500 )

The benefit of the memberfpatiant was complataly conaumrad prior 1o ¢o-pay (IR the MMH@&RIY consumed BUIT with
purehasasiexpensas for drugzimedicings, supples, diagnesies and others.

a.) The wtal co-pay for the folomwing are: . -
Total Acgual Amcunt after Appfication of
Charges® Discount (L2, persondl discount, | PhiHealth Benefit Amowyt after PhitHeaith Deducdon
hames Seqior Clozen/PD)
Total Heath Care Amaunt P
Institution Fegs

Paid by (Check af Eaat appies):
Member/Patiznt HMO .
D ders (Le,, PC%), ‘Promlssoly nots, e1c,)

Tota] Professlonal . Amount P

;ﬁ'i.itm-mr ot Pald by {Check aif hat applies):

it pon- . Hember/Fadent HMND

accredted

profassings) ' tithers {i.e,, PCSH, Promissory nots, sLc.)
I} FurchasasfExpanses NOT Inciuded In the Health Care Insitution Changes .

Total ¢est of purchase!s far diugsimedicnes andfor medical supplies bought by

the pabent/member vithivouskis the HCI during confinernent D Mo D Total Amaunt. P

Total coct of daanastic/laboratory examinations pakd far by the patsntimsmber D

done withinjoutsids U HED dusing confinement rane D Totel Amount P

WWITE: Total Actial Charces shotkd be based on Sgatement of Aceount {Sod)
B, CONSENT TO ACCESS PATIENT RECORD/S

1 hereby consent o the examination by PllH2aith of the patient's medical records for the purpos+ of warifyma dy: weracity of this clalm,
1 hereby hold PhiHealth or any of itz officers, employees and/or representatees free from any and ab luablites relative ta the hereivnstioned consent vivich I have solungariny
and wIII,lnutv awen tn :& achion swith Bys mlz for reimburzement before Fininakh,

sl Datatan .
/ Zarahflag alazar i

Shansture ver Pimted Hams of Mamberfeapsnt’authonzed Reprasntatne

Date Staned: |0 8 -2, 0,-2,0,1,4,

mo T wy ha Ul
Redationship of the D Spouss D Cltd D Parent 1 patenyreprasenzative s unsbie to vnte,
represantatve 1o the member! - Lt Spe put riaht thumbmark, Padsnt/represaptaive
patieat: ier, Speally shauld b scrstad by ar HCT repiesentative.
Reasen fos SGANG 6 D Fauent k- Incapaclatsd Check the appiapiiats boy: . .
Dehialf ef the membarfpatens: D Uther Rsazors: D Pareng D Repiaseniclive
2420115

PART IV - CERTIFICATION NF HEALTH CARE INSTITUTION

- I certify that services rendered were recorded in the patient’s ehart and health care fustitution records and that the herely infarmation gleen are trus -
andf carrect,

- __Yolanda. Crisvstome

Yolanda Crisostomo

" Hospital Administralor

bate Rioned: 0,8,°2.,.0,°°2 ,9,1,4
. | L L L e I |
Signature (ver Printed Kame of Autharized nffickal Capacity / Deslanatisn L e e

HC) Represzntauve



