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PHILHEALTH OUTPATIENT TB-DOTS
BENEFIT PACKAGE

» a Strategy to detect and cure TB
patients and considered as the most
effective strategy for controlling the
TB epidemic.
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COVERAGE:

U New cases of smear-positive pulmonary TB

v at least two sputum specimens positive for AFB,
with or without radiographic abnormalities
consistent with active PTB; or

v One sputum specimen positive for AFB and with
radiographic abnormalities consistent with active
PTB as determined by a physician; or

v One sputum specimen positive for AFB with
sputum culture positive for Microbacterium
tuberculosis
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COVERAGE:

U A new smear-negative pulmonary case
recommended for treatment by the TB
Diagnostic Committee

v’ those who have three sputum specimens
negative for AFB but with radiographic
abnormalities consistent with active PTB as
determined by the TB Diagnostic Committee, with
no history of anti-TB treatment and there has been
no response to a course of antibiotics and/or
symptomatic medications

o
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COVERAGE:

U A new extrapulmonary TB patient

v Extrapulmonary TB (EPTB) affects organs other
than the lungs.

v Diagnosis for extrapulmonary tuberculosis
should be based on one culture positive specimen,
or histological or strong clinical evidence
consistent with active extrapulmonary
tuberculosis. This should be followed by the
decision of a clinician to treat with a full course of
tuberculosis chemotherapy
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COVERAGE:

U mandatory to patients prior to enrollment to DOTS

U for Sm (-) TB patients; required to submit
Diagnostic Committee’s recommendation to enroll
patients to DOTS

U follow-up smear must be performed based on
schedule specified by NTP guideline

4 if patient was unable to produce good
specimen for follow-up exam, claims shall still be
paid

U such cases must be noted on the NTP form
(Unable to Produce Sputum (UPS)

“¢PhilHealth
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EXCLUSION:

U Failure Cases:

a patient, who while on treatment, is sputum smear (+)
at 5 months, or later during the course of the treatment

U Relapse Cases:

a patient previously treated for TB who has been declared
cured or treatment completed, and is diagnosed with
bacteriologically positive (smear/culture) TB

U Return after Default (RAD) Cases:

a patient who returns to treatment with positive
bacteriologically (smear/culture), following interruption of
treatment for two months or more
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PhilHealth Circular No. 18,
s-2011

Diagnosis of Tuberculosis (TB)
in Children Aged Zero to Nine
Years Old

¢
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Declaration of Policy And
Objectives

4 Direct sputum smear microscopy
shall no longer be required for children
zero to nine years old who cannot
expectorate.
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Declaration of Policy And
Objectives

For Children Zero to Nine Years
Old with No or Negative Sputum
Smear Microscopy, three (3) out of
five (5) must be Satisfied:

L .
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Declaration of Policy And
Objectives

1)TB symptomatic — at least 3 of the
following signs and symptoms provided
by DOH AO 2008-0011.:

a.Cough/wheezing for 2 weeks or more.

b.Unexplained fever for 2 weeks or more
after common causes such as malaria
or pneumonia have been excluded.
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Declaration of Policy And
Objectives

c.Loss of weight/failure to gain
weight/faltering weight/loss of appetite.

d.Failure to respond to 2 weeks of
appropriate antibiotic therapy for lower
respiratory tract infection.
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Declaration of Policy And
Objectives

e.Failure to gain previous state of health
2 weeks after a viral infection or
exanthema. (e.g., measles)

f. Fatigue/reduced playfulness/lethargy.
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Declaration of Policy And
Objectives

2) History of exposure to TB case/s.
3) Positive Tuberculin Skin Testing (TST)
4) Positive Chest X-ray

5) Other laboratory findings suggestive or
indicative of TB
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PAYMENT:
P 4,000.00

New cases of pulmonary and extrapulmonary
tuberculosis in children and adults

v v
15T PAYMENT: 2 PAYHIENT
P 2,500.00 P 1,Z00I0

(After the MAINTENANCE
Phase)
4 months
RVS Code 89222

(After the INTENSIVE Phase)
2 months
RVS Code 89221

© i PhilHealth will not pay for additional services rendered for an ﬁ;ﬁ
PhilHealth extension of treatment 17

Your Partner in Health
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9~ =5 000

(Flat rate)

\

Accredited TB-DOTS Center

Diagnostic Consultation Anti-TB
work-up Services drugs :
— P
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NTP Treatment C;m?
Wi

TB CASE NUMBER T DATE THE CARD 18 N8 e
OPENED

‘ | Monty day year
WAME OF PATIENT occuPATION | &

ABORESS NAMERELATIONSHIPSIADDRESS (COM AL e

PREVIOUS 1B TREATMENT: B -
INo [ ] Yes [1¥eal 1o
Duration: [ 1less than  mo. [ ] more 11 Doubtiu
Wi Whes, o

{CATION OF T5: S
b

1 bsce

MONARY
[ TEXTRABULMONARY site 1 RELAPSE 2 FAILURE
3 RETURN AFTER DEFAULT (RAD)
TYPE OF PATIENT: 4. OTHER (smear+)
[JNEW [ RETURN AFTER DEFAULT (RAD) 21 Smeart) MA or FA 1l 6-5CC (ZHRZISHR)
[ RELAPSE [ ] FAILURE radiographic lesion Now Case |
22 Extra-pulmonary 1. Smear (1: Minimal

[ 1TRANS.IN [ OTHER

2 Extra-puimonary

o . __notserigusiyin ]
TREATHENT STARTED

m day _yew,

REATHERT OUTCOME

g e NTP Treatment
2 | Card

Month 1 Due Date

[ ITREATMENT COMPLETED
Date:_I_|

REMAR

Nama of Traatmont Partnor-

Drug Intake (intensiv phase)

Drug Intake (Malntonance phase)

NT? TREATMENT CARD FOR CHILDREN 04 years old
TS weEn TATE Tve o

U PATENT
|
[CCAFLETE S0DRESS

OUALE F ATENT

{ Pt
Nare 3 Femmg Fopscan

[DMAGNOSTIC TESTS:
1. Tacweiin Ste Tesing (15T

2 New e (2 ememne

vt et
1 Severe tms o E912 i

e Ay
NTP Treatment

Do '

= = [ e Card for children
Jeusen ome Ut [ JraeeD ::'j: O to 9 yrs 0|d

GWGNoSS: | | TBDRER A
ot 04 e ot | TREATWENT COWPLETED  Dae 1. | 1osFaTED
| TRNFECTON b BT F I ) [ | TRANSFERED OUT B
11T ExrosuRE e Case, Soecy
FELINZAL EXAMMATION BEFORE ANO DURNG TREATMENT. ) svesest, (0] fabses, oy
% el Twen T E] ) 5 3 T [} 3 [
o g T T 2 T W) | W ) ;) e T R )
-~
1
oo e g S 1 I T 1
“J!EHS" | | 1 T 1 ] &
nsnare 1 |- - o ml__m o] ol m| w| ol w
[Pramoen [R] tomghy 2mg/sn) | - - ] - e = m ol " -
= n o e ) wl _m| Wl - o
[Enuntuo £] 2mptg 400m 0 1 = | _w| wf w o wl w| & wl w
[Sreoraven 5] Sgng rguat [ n n Y il ol o~ - -
S TAeied e ey
TN (o et SO 400e 2 L0 e U 10T E-asrtnest Tvim Cramges LpeiDong of SOee an san SeTRTC bvr TGame
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MEMBER'’S ELIGIBILITY:

TYPE OF MEMBERSHIP

ELIGIBILITY

4 Employed

4 Individually Paying Program

3 monthly contributions within
the immediate 6 months prior to
enrollment at the DOTS Center

U Sponsored and Indigent

U4 Overseas Filipino Worker (OWP)

Enrollment at the DOTS Center
shall start within the date of
effectivity of membership as
stated in the ID Card / Eligibility
Certificate

4 Lifetime Members

Lifetime Member ldentification
Card

_(g

i Your Partner in Healih
o

CLAIMS FILING:

1St After Intensive
Phase I

v

PhilHealth
Claim Form 1

|_INTP Treatment Card
(photocopy)

Claim Form 2

Proof of Eligibility
== (IPP, Sponsored, OWP
LMP)

RVS Code 89221

“¢PhilHeaiih
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-

zndAfter Maintenance Phase

—

PhilHealth
Claim Form 1

NTP Treatment Card
(photocopy)

b Claim Form 2

Proof of Eligibility
== (IPP, Sponsored, OWP
LMP)

RVS Code 89222

o
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ACCOMPLISHMENT
OF NEW
PHILHEALTH CLAIM
FORM 2

AP

¢ -
§PhilHealth 2!
" Yowr Partmer in Health -

GENERAL RULES

* Claim Form 2 (CF2) shall be accomplished and
submitted for ALL claim applications except
for confinement abroad.

* CF2 with incomplete information shall not be
processed and shall be returned to sender for
compliance.
— Ex. No ICD 10 code
No RVS code
No Signature of Doctor or Hospital
Representative.

&P
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PHILHEALTH CLAIM FORM 2

Py s p——e—

{gPhitealtn I N T ——
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i
i
i
|
i
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This form may be reproduced and is NOT FOR SALE

“¢ PhilHealth CF2

Your Parimer in Health (claim Form 2)
revised November 2013

Series#, |, , 4444440y

IMPORTANT REMINDERS:

PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE APPROPRIATE BOXES.
This form together with other supporting documents should be filed within siety (60) calendar Garys from date of discharge.

Al Informattion, flekds and tick boxes required In this form are necessary. Caim forms with Incomplete Information shall not be processed.

FALSE / OR ENTATION SHALL BE SUBJECT TO CRIMINAL, CIVIL OR Al LIABILITIES.
PART I - HEALTH CARE INSTITUTION (HCI) INFORMATION

1. PhilHeaith Accreditation Number (PAN) of Heaith Care Institwtion: || 11,2, 3 4 5§ 6.1/ 8‘ Faclllty

2. Name of Health Care XYZ DOTS CENTER
3. Address: 123 JUANITO ST.. BGY. MAYABONG, OUEZON CITY
MNusrtwr anl Sreat Narme Tty Murscised ty Provres
PART 11 - PATIENT CONFINEMENT INFORMATION
Lmmearraven: DE| A CRUZ JUAN SR SIPAG
Lant N Pt Name Mame Extermson (3R)SR/TI) Mase hare (enmrrgte. DOLA CRLT JUAN 2 SIPAG)
2. Was patient referred by another Health Care Institution (HCT)?
no vEs
v T T T
3. Confinement Pertod: = Datetamite: | (), 1,-) Q3 2, 0 1, 4p e admisec: 5 e |
montn ey Yo howr .
comenmme: 0, 1,-, Q 5 2,0 1, 4 vmevacnwmes, | :, at| e
4, Patient Disposition: (sefect only 1) — W - L e
2. improved e Bxpired, Dute: s - Time: gl fae] e
morth day A howr mn
b. Recovered .
Tare o Sl Pt Cars Tt
€ Home/Discharged Against Medical Advise
Butaing Numter et Street NeTw CoyMuncoey Provincs 2p Code

|& Reason/s for

§

“§Philteath

|
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SPECIFIC GUIDELINES

of Accommodation: Priate Non-Private (Chartty/Service)

6. Adml Diagnosis/es:

Write the admission diagnosis/es

7 jes (Use R Y

Dlagrosts ICD-10 Codeys  Related Procedure/s (¥ there's any) RVS Code Date of Frocedire  Laterality (check applicable boxes)

a [ Left Right 8oth
L Left Right 8o

n Left Right Bath

. } let | (Rgrt | |Bom
' Let Right | | Both

i Left Right Both

L Left Right Bath

L Let Right Both

" Lot Right Both

d L Left Right Both
! Lent Rignt Both

. Let Right Both

“¢PhilHealth

Your Partner in Health
[

¥
26 |

SPECIFIC GUIDELINES

5. Type of Accommodation: Priate Norr-Private (Chartty Service)

6. Admission Diagnosis/es:

Diagrosts ICD-10 Codefs  Related Procedurey's (¥ there's any) RVS Code Dete of Procecre  Laterality (check applicable boxes)

[} | Left Right Both
Write the coniplete diagnosis/es of patient®s |« % s

: |IIness/|nJur|es including the ICD-10 | o o
code/s, related procedure/s (if there“s-any), RVS. ** _*"

code and date of procedure. Check the e

boxes prowded for the appropriate laterality ofsala' ::
procedure/s (left, right or both). oy w;

L Lent Rigt Bath

d L Lent Right Bath
. Lot Right Both

u Left Right Both

“¢PhilHealth

Your Partncr in Heslth
[

'
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EXAMPLE

5. Type of Accommedation: Priate Non-Private (Chartty/Service)
6. Admission Diagnosis/es:
PULMONARY TUBERCULOSIS
7. (Use 2
Dtagrosts 1CD-10Codefs  Relsted Procedure/s (¥ there's any) RVS Code. Deate of Frocecre  Laterality (check applicable boxes)
sPULMONARY L 89221 ten | |moee | | mom
TUBERCULOSIS A16.9 ten | |Remt | | pon
n Left Right Boh
. 4 Lert Right 8ot
& Lemt Right 8ath
L Lert Right Both
< L Lemt Right Both
B Lent Rignt Both
o Ler Right: Bath
a L L Right Bath
0 Lem Right Baeh
w Ler Rigt Both
(Y
“§Philkealtn w
8. Special Considerations:
2. R the NING DV LOCAARs, MGk Do Dhar gnSas T TUTAVALR he [OCRTRYSeSSON dAIGS /MM iy, For CAMMOIRDY, 560 GuidoNnos,
Bood Transfusion
Pertanesl Dialysts
Radictherapy (LINAC) Chemotherapy
Radictherapy (COBALT) Simple Debridement
0. for Z-Benefit fockage  Z-Benefit Package Code:
. o MCP Fackage (ansmvsate (o daves [mvm-ddyyyy) of pro-natal chock gs)
1 2 3 4
d. For T8 DOTS Package */mzw«?n.se /mmm
&. Far Anmaf B¢ Fackage (Write the dates [mm-ciyyyy] mhen the foloming doses of vacone iere gvery) | NOTE: Amti Rinlies Vaccine (ARV), Rables Immunoglobutin (RIG)
Day 0 ARV Day 3 ARV Day 7 ARV RIG Others (Specify)
1. For Nentiorn Care Package Eszential Newbom Care Newborn Hearing Screening Test Newtom Screening Test For Newbom Screening,
For Essential Newborn Care, (check applicable baxes) S SRS e Sk b
Immediste arying of newborn Timely cord damping Weighing of the newbom BCG vaconation Hepatitis B vacchation
‘ Early skin-to-skin contact Eye prophyleds ‘ Witamin K administration ; Noerseparation of mother/baby for earty breastfesding initistion
§. flor Quptient MIV/AIDS Trastment Package  Laboratory Number:
9. PhilHealth Benefits
ICD 10 or RVS Code: a. First Case Rate 89222 ~ b. Second Case Rate
:iPhiIHeaIth 2
Your Purtner in Health e
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SPECIFIC GUIDELINES

loml Fees / Charges (Use additional CF2 If necessary):

The.primary attending
professional health care provider
and among otters'who attended
and provided“servicesto the
patients-shall write/affix his/her
name and signature with
corresponding PhilHealth
accreditation"humber/S’in the
boxfes and

nl’(lag (Yageraff"sqgmng following

the prescribed format fort date.

“¢PhilHealth

Yowr Partner in Healrh

Details

fo-pay on top of Phiiesith Berefnit

Ih co-pay on top of PhiHesith Benere P

Check-the-bexies provided if
there=ts-no €e=payron-top of
| PhilHealth Benefit or vice
versa (with Co-pay on top of
PhitHealthBerrefit)

WEh co-pay on top of PhiHealth Beneft P

AP

EXAMPLE

10. Professional Fees / Charges (Use additional CF2 If necessary):

Accreditation Number | Name of Accredited Healh Care Professionsf / Date Signed

02 123456

Accreditation No. 5 \ \
DR. JPET%A@K GOMEZ
Signature Over Printed Name

owesoee 03,0, 52 0,1, 4

Accreditation No \ \

Signature Over Printed Name
] PEOY YL b VN 1 VA TS W £ |
ey —

Accreditation No

Signature Over Printed Name
Date Signed o s o )

PhIIHeaIth

Your Partner in Hewlrk

Detais
" Mo -y on top of Pruiesth enent

WENh co-pay on top of PhiHeaith Bener F

MNo co-pay on top of Philiesith Benefit

WEN co-pey on top of PhiHealth Benere P

No co-pay on top of Philiesith Serenit

WENh co-pey on top of PhiHealth Beneft P

16



TO ACCESS PATIENT RECORD/S
me' W/mewmmapp&abb charges have been filled-out

/mmsmnmmmnxm
No purchases of crugs/medicies, SEplies, aQnosics, and co-pay for professional fees by the member/patient.

Totat Actual Charges® |
Total Heath Care Jnstiution Fees P2,500 |
Totai Professionsi Fees |
i P 2,500
The beneft of the was completety to co-pary OR the benefit of the member/patient Is ot completely consumed BUT with
Purchasesjexpenses for dnugs/medcines, supples, disgnostics and cthers.
2.) The total co-pay for the folowtng are:
Totat Actisd Amount after Acphcation of
Owrpess | Discount (Le., personal dscount, | PhiHesith Beneft Aemcunt sfter PhiHesith Deduction
Senior CtizenPWD
Total Heakh Care 7
s Paidt By (Chack Y tha agaes):
Member Patert 7] HMO
| Cehers (L.e,, PCSO, Promissary note, eic.)
Total Professions| —
Fees :
(for accrocited fhﬂw(maddmwpls)-
avd ron- Member/Patient HMO
accredeeds bt L
professionads) || otmers (1., PcS0, Promisory noe, etc)
1) Purcrases/Experses NOT InClided In the Heath Care Instiion Chsrges
TMMdmuwmmmmw i [ g O 5 |
the HCI Qurng L 1 L ) S
Total cost of paks for by the ] |
done within/cutsice the HCI during confirement |__| None | Total Amoent P l

SNOTE: Total Actual Ohevgess showld be based on Statement of Account (SoA)

B Wmmnnmamn

1 hereby consent 10 the examination by Philiealtn of the patient's medical reconds for the purpose of verifying the veracRy of this caim.
1 hereby haid PhiHeaith or any of s officers, empioyees and/or representatives free from any and all lladiities relative to the herein-mentioned consent which | have valuntarily

IN CASE PATIENT IS UNABLE
TO SIGN

Dote Signed: 03 |_1§ 2,0,14

Remtionshi of the ‘/m | owa Parent 1f patient/representatve s unatie to weite,

representative to the member/ — put right thumbmark.

patient: | | sweg | | OthemSpecly  shoud be assisted by an HCI representative.
| Check

Resscn for sigring on | petents ncapscites hessl s pp o iong

B e v © & otermessns: WEAK : -

PART IV - CERTIFICATION OF HEALTH CARE INSTITUTION

T certify chart and health vels and that the hereln given ave true

PHILHEALTH OFFICER  owsee 0,30, 5, 2.0,1,4

Sigrature Printed Name of Authorized Offical Capadity / Designation
Represemtative

PhilHealth
Yowr Partner in Healrk
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PHILHEALTH CLAIM

FORM 1
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This form may be reproduced and is NOT FOR SALE

PhIIHealth

Your Parimer in Health _ (Claim Form 1)
revised November 20
IMPORTANT REMINDERS: “"'l U TN TN T W T S T N T ——
FLEASK WIITE N CAFTTAL LETTERS AND CHECK T AFPROAVIATE SOV,
For local avaliment, this form together with other PhlHesith ciaim foems and other supparting documents should be flled within 00 days fram dste of discharge.

mmdmmmmmwmwmmummmm)mmmmmm
Representative of the Health Care Institutions (HCT) shal assist the member/suthorized representative in Ming out this form.

Al Information required in this form are necessary. Claim forms with Incomplete information shall nat be

FALSE / OR SHALL BE SUBJECT TO CRIMINAL, CIVIL OR ADMINISTRATIVE LIABILITIES.

_PART I - MEMBER INFORMATION _

05011980
e EMTRTERUZ, JUANSR.  SIPAG B o R e
Last Name Prst Marre M Exterwdon {1558/} Mo Mame (emmpie: DELA CRLZ JUAN R SIPAG)
4. Maliing Address: 5. Sex ~ Mae Female

143 MASINOP ST., _
BV LINGAP GUEZON EITY ™™ ™ = T

=== Gy — oy 7 e
6. Contact information:
0913-123-4567 .
andine . (don o 4 et Naye. 441-1234 S e acremiU@ndelacruz@yahoo.com

7. Patient is the member? Yes, proceed to Pt 11l o Mo, proceed to Part I

PhilHealth 39
Yowr Partner in Hewlrh T
PART II - PATIENT INFORMATION
(To be filled-out only If the patient Is 3 dependent)
L Number (PIN) of O VO W S R W S T
s owewanns 08261 981
v 3
DELA CRUZ, RONILA RENTA o o -
Tiek Phame P Name Pl Extermion OR/SRT) T e DELA CRUZ JUAN IR SIPAG)
4. Refationship to Member: ud | | Parent /m 5.5ex Mok~ Femaie
PART I11 - MEMBER CERTIFICATION
Under the penaity of law, 1 attest that the Information [ provided in this Form are true and acourate to the best of my knowledge.
Signature Over Printed Name of Member Signature Over Printed Name of Member's Representative
Date Signes: - . Dute Signea: 3 s
et day = wosth ey o
1t member frepresentative Is unabie to write, Relatiorarp drnt" Spoue Cuid Farent
thumbmark. Member/representath representative to member:
ok e mted b on T epesentotve. Song Qs Spoctly
Check the appropriate box: = .~ - Member Is Incapachsted
Member Representative Behaif of the member: poag
(9
iPhlIHeaIth 40
Yowr Partner in e
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This form may be reproduced and is NOT FOR SALE

PhilHealth

Your Parimer in Health _ (Claim Form 1)
revised November 20
IMPORTANT REMINDERS: s'm'l U TN TN T W T S T N T ——
FLEASK WIITE N CAFTTAL LETTERS AND CHECK T AFPROAVIATE SOV,
For local avaliment, this form together with other PhilHeaith caim forms and other supparting documents should Be filed within 60 days from dste of discharge.

mmummmmmwmwmmmmummn«um 120 days from date of discharge.
Representative of the Health Care Institutions (HCT) shal assist the member/suthorized representative in Ming out this form.

Al Information required In this form are necessary. Clasim forms with Incomplete Information shall not be processed.

FALSE / OR SHALL BE SUBJECT TO CRIMINAL, CIVIL OR ADMINISTRATIVE LIABILITIES.

PART I - MEMBER INFORMATION _

1. PhilHicaith Identification Number (PIN) of Member: L_z 3 A gi fi 7, & E_), 1., 0

gt 0,501,
*“™BELA CRUZ, JUANSR. SIPAG D L3980

=T TR T T —— Ty
4. Malling Address: 5. Sex ~ Mae Femake

143 MASINOP ST,
"BG\?’ CINGAPOUEZONCITY

Er— Fones Country i Cade

6. Contact information:
Lanaine to. (aees coce + Tet oy 441-1234 Mobike No.: 0913-123-4567 e aaesj UANMelacruz@yahoo.com

7. Patient is the member? 7 Yes, rocees to Pat Il Mo, proceed to Part 1T

IS
=
|

!_

¢
iPhiIHeaIth
‘ Yowur Partwer in Health

PART II - PATIENT INFORMATION
(To be filied-out only If the patient is a dependent)

1 Number (PIN) of L 5

S I L T T LY R A ] LY
2. Name of Patient: ¥k ot Wi e
e
Lot e Tt Name Pl Exterwion (W/SR/I]  Middie fame (s DELA CRIZ JUAN IR SPAG)
4. Refationship to Member: O Parent Soouse 5. Sex: Mae Female

pd

Under the penaity of law, 1 attest Informetion [ provided in this Form are true and acourate 1o the best of m)

Signature Over Printed Name of Member

=105 2014 =w=.01.05.2014

1t member frepresentative s unabie to write, Relationahip of the ~ spouse G Favent

Pt night thumbmark. Member/representative representative 1o the member:

shoukd be amsted by an HCI representative. Song xS, Spectly
e ] e s ““ABROAD
Memter fecresentative behalf of the member: 7 i

| &

:

20



PART IV - EMPLOYER'S CERTIFICATION (for employed members only)
L'MNumEmmNm(PEN):‘:z “ R 4 6 8] () ] 2 ‘i 4 mem.:m

3. Business Name:

GHI MANUFACTURING CORP.

Bsress Mhare of Emrphoyer

4. CERTIFICATION OF EMPLOYER:

This is to certify that all monthly premium contributions for and in behalf of the member, while empioyed in this company, including
Wmmmmwmmmmwwwmmmu {s)mwm;wwmtowﬁnldoydmumﬁmmnm
remitted to PhilMealth, and that the information supplied by the member or his/| on Part I are

lvﬂh M

Ma. Clara lbarra Manager peesonet 0,1 ,-.005,02.01 4

Signature Over Printed Name of Employer / Offical Capadity / Designation
- e

/ N /_PART V - FOR PHILHEALTH USE ONLY \_

ey -
LHI0/FRO Signature Over Printed Name

“¢PhilHealth gl

Your Purtncr in Heslih -
u p——

NCR-CENTRAL

(Quezon City, Marikina, San Juan, Rizal)
« QUEZON CITY SERVICE OFFICE:

— F.R. Estuar & Associates Bldg., 880
Quezon Ave., Quezon City

— 332-1550/ 332-1551

* RIZAL SERVICE OFFICE:

- The Brick Road, Sta. Lucia East Grand
Mall, Marcos Hiway, Cainta, Rizal B

:iphi.Hga.a,sl-slu / 681-5499 ss |

Yowr Partner in Health a—
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THANK
YOU!

3
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