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IMPORTANT REMINDERS:
PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE APPROPRIATE BOXES.
For local confinement , this form together with CF1 and other supporting documents should be filed within 60 DAYS from date of discharge.

All information required in this form are necessary and claim forms with incomplete information shall not be processed.
FALSE / INCORRECT INFORMATION OR MISREPRESENTATION SHALL BE SUBJECT TO CRIMINAL, CIVIL OR ADMINISTRATIVE LIABILITIES.

PART | - PROVIDER INFORMATION (Institutional Health Care Provider to fill out items 1to 13)

1. Name of Facility:

2. Address:
3. PhilHealth Accreditation No. (PAN): | | | | | | | | | | 4. Category of Facility:
(Institutional Health Care Provider) D T-L4 /L3 D ASC D RHU
5. PhilHealth Identification No. (PIN): - -
(Mermber []st2 []roc [] TBDOTS
6. Name of Patient [ Pt [Jmer [] OTHERS)
Last Name First Name Middle Name ( example: Dela Cruz, Juan Jr., Sipag)

7. Date of Birth |_‘_|—|_‘_|— 8. Age Year/s D Month/s D Day/s D 9. Sex D Male D Female

(month-day-year)
10. Confinement Period

a Date Admited: | | |- | | |- b. Time Admitted: AM PM  e. No.of Days Claimed

(month-day-year)

c. Date Discharged: | | |—| | |- d. Time Discharged: AM PM  f.ncaseofDeath, | | |-| |-

(month-day-year) specify date (month-day-year)

For PhilHealth Use Only

11. Health Care Provider Services Actual Charges PhilHealth Benefit (Adjustments / Remarks)

a. Room and Board  Private |:|Ward |:|

b. Drugs and Medicines ( Part Il for details )

c. X-ray/Lab./Supplies & Others (Part Il for details)

d. Operating Room Fee

TOTAL

e. Benefit Package

12. Case Type* DA D B D C D D 13. Complete ICD-10 Code/s
*This is only applicable for claims with fee for service payment mechanism

(Professional Health Care Providers to fill out items 14 to 16 )
14. Admission Diagnosis 15. Complete Final Diagnosis

16. Professional Fees / Charges

a. Name of Professional Z R‘wléTE?LOI;Z:ZSS/RZE Code e. Total Actual | f. PhilHealth g'An;:J;n:LZ?S'd by h';;?ggt.ufe d
b. PhilHealth Accreditation No. - Inclustv (mm-dd-33y) PF Charges Benefit I 9

For PhilHealth Use
Only

|III|_|IIIIII|_|_|




PART Il - DRUGS AND MEDICINES (use additional sheet if necessary)

. Preparation - Actual PhilHealth
Generic/Brand name (dose/ cap/ syrup/ injectible Qty Unit Price Charges Benefit

/tab with mi/mg/gm content)

TOTAL
PART IIl - X-RAY, LABORATORIES, SUPPLIES AND OTHERS(use additional sheet if necessary)
. U Actual PhilHealth
Particulars Qty Unit Price Charges Benefit

A. X-Ray (Imaging)

B. Laboratories/Diagnostics

C. Supplies and Others
TOTAL

|:| Official receipts for drugs and medicines / supplies purchased by member from external sources as well as laboratory procedures done
outside the hospital which are necessary for the confinement are attached to this clain

PART IV - CERTIFICATION OF INSTITUTIONAL HEALTH CARE PROVIDER

I certify that services rendered were recorded in the patient's chart and hospital records and that the herein information given are true and correct.

The foregoing items and charges are in compliance with the applicable laws, rules and regulations.

Signature Over Printed Name of Authorized Representative Official Capacity / Designation Date Signed (month-day-year)

PART V - CONSENT TO ACCESS PATIENT RECORD/S

I hereby consent to the examination by PhilHealth of the patient's medical records for the sole purpose of verifying the veracity of this claim.

I hereby hold PhilHealth or any of its officers, employees and/or representatives free from any and all liabilities relative to the herein-mentioned
consent which I have voluntarily and willingly given in connection with this claim for reimbursement before PhilHealth.

Signature Over Printed Name of Patient Signature Over Printed Name of Patient's Representative Relationship of the Representative to the Patient:
I T e B I T e B [ spowse [_] g [_] paren [_] Guardan ex
Date Signed (month-day-year) Date Signed (month-day-year)

Reason for Signing on Behalf of the Patient:

|:| Patient is Incapacitated |:| Other Reasons:




