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DIVISION MEMORANDUM AT 182404
TO: Public Schools District Supervisors

Education Program Supervisors
Elementary and Secondary School Heads
Teaching and Non-Teaching Personnel
All Others
This DiviSion

FROM: JONATH . DELA PENA, Ph.D., CESO V
Schools Division Superintendent
[
Subject: DISSEMINATION OF REGIONAL MEMORANDUM NO. 121
S. 2019 ENTITLED AVAILMENT OF PHILHEALTH BENEFITS

Pursuant to the Regional Memorandum No. 121 s. 2019, the field is

hereby informed of the additional (attached) documentary requirements \;
on availment of PHILHEALTH benefits in addition to the usual Philhealth
form.

Widest dissemination of this memorandum is required.




Republic of the Philippines
DEPARTMENT OF EDUCATION
DepEd Region X — Northern Mindanao

January 28, 2019 DepED-X
Lagayan de Oro City

REGIONAL MEMORANDUM 27008 971

No. M, s 2019 R_E

AVAILMENT OF PHILHEALTH BENEFITS

To: Schools Division Superintendents
This Region

1; Accomplishment of Claim Signature Form (CSF)

a. Recognizing the need to adopt the Electronic Premium Remittance
System (EPRS) of PhilHealth, this Region has started the process of
matching its data with that of the former office. For this reason, since
October 2018 to the present, the remittances have not been issued
official receipts due to the none generation of the Statement of Premium
Account (SPA). This, in turn, resulted to the inability of the members to
immediately avail themselves of the PhilHealth benefits without the
Claim Signature Form (copy attached) to be signed by the
Employer/Authorized Representative. In the meantime that both offices
are still reconciling their records, this form will become a requirement in
addition to the usual PhilHealth form.

b. To ensure that the employees are relieved of the burden of going back to
the division for the added document, the field should be advised of the
added documentary requirements while this Office is still working on the
regularization of its operations.

2. Reconciliation of Records

c. Considering the bulk of the work needed in reconciling the needed
records, it can be recalled that a workshop was conducted on January
11, 2019 to seek the assistance of the representatives from the division
offices in inputting the required data in the system. However, despite the
assistance extended, the Statement of Premium Account (SPA) had not
been generated because of system errors in uploading the data.

d. Records show that errors were on the basic data of the member-
employees. As such, this Office is forwarding the data of tbe: o:employees
concerned for validation against the_ PSIPOP of the divisions. The
divisions are therefore, required to desxgr'late one or mo-re employees to
handle this concern and email the required data to
fatima.villarem deped.gov.ph on or before February 22, 2019.

\ l,__“ — « ——— The LEARNER: The heart of DepEd Region X. ——————
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION -~
Citystate Centre 709 Shaw Boulevand, Yasig City
P}h |PI Hea lth Call Center (02) 441 7442 I;rlujﬂallml- ltJ"J ‘i ;I II'-‘JI CS F
el pur Partwer in Health www philhealth gov ph - s
email: actioncenter@ ph:l‘lu-.dlh gev.ph [C{all‘l’l Slgnature For‘sm]
evised Seplember 20

mpoamn.rlglzmﬂunsns seest T TT T 1 l_l_l:[IDj

WL LETTERS AN CHECK 111} APPROVIIALE [301%1
with incompleie wlormation shall net b

. |
NLSEIINEORREE‘I INFORMATION OR HISR[PR&SENT&TION SHALL BE SUBJECT TO CRIMINAL, CI\NL OH ADMINISTRATIVE LIABILITIES.

1. PhilHealth Identification Number (PIN) of Member: m g U l J_’ ] L]‘:l

2.Name of Member: 3.Member Date of Birth:
ember of Birth:

CO-CO-CT LD

N I. on Irm‘
R /SR o
4.PhilHealth Identification Number (PIN) of Dependent:
5.Name of Patient: Dj I I l | 1 I l_JD
6. Relationship to Member:
= [:‘. hild D parent D--,pwu%('
| DE R SIPAL
7.Confinement Period:
8. Patient Date of Birth:
CLCIOITTT o oweosomse [T L] (OO
day year month day year

9. CERTIFICATION OF MEM BER.
Under the penalty of law, | attest that the information | provided in this Form are true and accurate to the best of my knowledge.

re Over Printed Name of Member's Representative

(O LT onesiped [ 1 J T T

month day year
Spouse Child Parent

on Member is incapacitated

Other reasons

1. PhilHealth Employer Number (PEN): I ! ]-[
3.Business Name: —

4.CERTIFICATION OF EMPLOYER:
“This is to certify that the required 3/6 monthly premium contributions plus at least 6 months contributions preceding the 3 months qualifying contributions within 12
month period prior to the first day of confinement (sufficient regularity) have been regularly remitted to PhilHealth. Moreover, the information supplied by the member or

his/her representative on Part | are consistent with our avoilable records.”
L)w*nanod' l I[[ ]{ l I

faothonzed Repre Official Capacity/Designation month day

PART IIl - CONSENT TO ACCESS PATIENT RECORD/S
| 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 efficient
processing of benefit payment.
| hereby hold PhilHealth or any of its officers, employees and/or representatives free from any legal liabilities relative to the herein tioned c t which | have
voluntarily and willingly given in connection with this claim for reimbursement before PhilHealth.
= uat:.&gneﬂl l |! l 1\ l ]

tient/Authonzed Representative month day year

Relationship of the D Spouse DCh'ﬂd D Parent

representative {o the patient D Sibling D Others, Specify -

Reason for signing on I:] Patient is incapacitated
Other reasons:

behalf of the patient

Signature Over Printed Name month  day year
Accreditatior .'\'h] I | I I'I_I_I I I I | I‘D i Date Signed l I'l | |'| | l !
month day year

Signature Over Printed Name

[ ]- I:l . ____ DateSigned I:D El:] EI:ED

r'KL'-'l'dlt-HlO-'!No.l [ [ | I-I l I | I ) ) S.E.;;_natuwov(rf’nntedName month day year

PART V - PROVIDER INFORMATION AND CERTIFICATION

2. Second Case Rate _ e

1.PhilHealth Benefits: ICD 10 or RVS Code: 1. First Case Rate
Icem'!yMsemtesmn&mdmmmﬂedh&epﬂknﬁdﬁmdhd&mmmmmmmmmmwmmmdmfrect.
sesges [T LT

Official Capacity/Designation month year

Signature Over Printed Name of Authorized HCI Representative




PhllHeaIth PAALATTANE NEALITL INSURKANCE CORPORATION L r - l _

_ Citystate Centre 709 Shaw Boulevard, Pasig City

| Your Partner in Health Call Center (02) 441-7442 » Trunkline (02) 4417444
www.philhealth goy, ph

emnail: .u_lmint'nI('lrd"plulhru]th.gu\-_pl\

(Claim Form 1)

Revised September 2018

Seiesw | | [ T TTTTTTTT1]

IMPORTANT REMINDERS:

PLEASE WRITE IN CAPITAL LETTERS AND CHECK THE Al 'PROPRIATE BOXES

For local availment. this o together with other PhilHealth claim lorms and other supporting documents should be fileel within 60 day n date of discharpe
For availment of benefits abroad, ths [onm lopeth ith other supporting documents should be filed within 180 days from date of discharge

Representativie of the Health Care Institutions (HCH shall assict the member/authorized representative in filling out this form

Al intaemation required i this lormi are nec essary. Claim forms with incomplete information shal

I nat be processed

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

PART | - MEMBER INFORMATION

1.PhilHealth Identification Number (PIN) of Member: D:]_LI [ TTTT1 |_]-D
2.Name of Member:

3.Date of Birth:
1st Name First Name Name Extension Middle Name month day year
(JR/SRAN) (@ DELA CRUZ JUAN JR SIPAG)
4.Mailing Address: 5.5ex: ]:] Male D Female
Init/Room No./Floor Building Name Lot/Blk/House/Bldg.No Street Subdivision/Village
Barangay City/Municipality Province Country Zip Code
6. Contact Information:
Landline No. (Area Code + Tel. No.} Mobile No. Email Address

7.Patient is the member? D Yes, Procoed ta Part i D No, Proceed to Part I

PART II - PATIENT INFORMATION
1. PhilHealth Identification Number (PIN) of Dependent: [ | |-[ [ [ [ | | |

[ 1]

2.Name of Patient: 3.Date of Birth:
Last Name First Name Name Extension Middle Name month  day year
[JR/SR/N {ex: DELA CRUZ JUAN JR SIPAG)

4, Relationship to Member: Dl_hilc DParenL |:|5pou_<,e

5.5ex: D Male D Female

PART Ilil - MEMBER CERTIFICATION

Under the penalty of law, | attest that the information | provided in this Form are true and accurate to the best of my knowledge.

Signature Over Printed Name of Member Signature Over Printed Name of Member’s Representative
Date Signed | I ]-l I |-[ l | I I Date Signed | | l-' | l-] | | | [
month day year month  day year
If memberfrepresentative is unable to write, Relationship of the I:]Spouse DChdd DF’arem
put right thumbmark. Member/Representative representative to the member DSibl"ﬂg DO{hers. Specify

should be assisted | 1 HCl representative,

Check the appropriate box Reason for signing on D Member is incapacitated

|:| - D Represaritative behalf of the member I:I Other reasons:
PART IV - EMPLOYER’S CERTIFICATION

1. PhilHealth Employer Number (PEN): | l H [TT1 J _l | ] ]-D 2.Contact No.:

3.Business Name:

Business Name of Employer

4. CERTIFICATION OF EMPLOYER:

“This is to certify that the required 3/6 monthly premium contributions plus at least 6 months cmtribuﬁq:s preceding the 3 monti‘ss quaﬁfymg mtnb:ya;r: within Jir
month period prior to the first day of confinement (sufficient regularity) have been regularly remitted to PhilHealth. Moreover, the information supplied member

his/her representative on Part | are consistent with our available records.”
patesigned [ [ LT 1L T T 1]

= . . : month  da year
Signature Over Printed Name of Employer/Authorized Representative Official Capacity/Designation y

PART V - FOR PHILHEALTH USE ONLY
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Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION ‘ F-2
Ph|IHeaIth

Chtystate Centre 709 Shaw Boulevard, Paxlg Chiy
h' Tor Paronar i Hoakth Call Conter (02) 441 7442 » Tronkline (02) 441 7444 (Claim Form 2)

www phillicalth gov.ph Rewvisod september J018

email wctioncenteréphithealth.govph seess [T T l_]_[_[l__]__]_[—f—]
IMPORTANT REMINDERS:

WILE ING A'TTAL LllellS ND CHECK | Hi APPROPREIATL BOX|

Db Dbt sty (600 & alensedor ehays o adates o dise D

e e e low e it sy C L Tenemes witly omplete idormatient

FALSE {INLDRH}'(T INFORMATION OR MISREPRESENTATION SHALL BE SUBJECT TO CRIMINAL, CI\“IL OR AD"INISTMTWE LlhlllthlES

PART | - HEALTH CARE INSTITUTION (HCI) INFORMATION
1.PhilHealth Accreditation Number (PAN) of Health Care Institution: TN N NN T TN T O N AN |
2.Name of Health Care Institution:

3.Address:

i Nurmibier and Stieet Noam City/Municipality Province

PART Il - PATIENT CONFINEMENT INFORMATION

1.Name of Patient:

il Mot First Name Name Fxtension Middle Name
LIR/SR/) {1 DELACRUZ JUAN IR SIPAG)
2.Was patient referred by another Health Care Institution (HCI)?
o Name ol relernng Health Care Instilution Building Number and Street Name City/Municipality N I‘iu\fllr'..!l Jip code

3.Confinement Period: o DatcA

: "'-—.l.-:r'l_' I:.I.__I‘L_L_IIITJ._I b lime Admitted \..'._-- )t -.1'..-: I D AM D "™
. Date Discharpe o .1.. L1 _,'_. L d. Time Discharge I_h_f.u_ll_m’:rl D AM D M
4. Patient Disposition: (cloct only )
[j a, Improve [:] o Expired ll_ I‘!III‘I'I | | o S | \-1.“ - - Time l_:ﬁful_‘lT\‘.T‘ D AM DP
I b, Recovered D I hransterred/Relerred - S T — §
Name ol Relerral Hes are Institution

l' ! Al " Huilding Mumber and Streel Name City/Municipality Province Zip code
d A e

Reason/s lor reterral/transfer

5.Type of Accomodation: [_] Privale D Nor-Priv

ate [Chanty/Service)

6.Admission Diagnosis/es:

7.Discharge Diagnosis/es (Use additional CF2 if necessary)

Diagnos ICD-10 Codey Related Procedure/s (il there's any RYS Code Date of Procedure Laterality (check applicable box)

1 i ) o — left right both
i I . e left right both

i B . = left right both

! I - . left right both

il e g left right both

) W, o S L] left right both

8.Special Considerations:

a. For the following repetitive procedures, check box that applies and enumerate the procedure/sessions dates [mm-dd-yyyy). For chemotherapy, see puidelines

D Herviodialysi S —— ‘:l Blood Transtusion e m—
[;I Peritaneal Dialysis . - — D Brachytherapy )
D Radiothorapy (LINAC e D Chemotherapy S e

E] Radiotherapy (COBALT) o B A D Simple Debridement

br. For Z-Benetit Package Z-Benefit Package Code:

¢. For MCP Package (enumerate four dates [mm-dd-year] of pre-natal check-ups)
L s e == 3. i raaey Wi oo o

d. For TB DOTS Package D Intensive Phase D Maintenance Phase

e, For Animal Bite Package (write the dates [mm-dd-year] when the following doses of vaccine were given) | Note: Anti Rabies Vaccine (ARV), Rabies Im globulin (RIG)
Day 0 ARV = Day 3 ARV . Day 7T ARV RIG . Others (Specify) _ -

f. For Newborn Care Package I:l Essential Newbom Care D Newbom Hearing Screening Test D Newborn Screening Test For Newbom Screening,

l For Essential Newborn Care (check applicable bmusjl please ottach NBS Filter Sitcker here
D Immediate drying ol newbom L—_l Timely cord clamping D Wesghing of the newbom D BCG vaccination D Hepatitis B vaccination
D Early skin-to-skin contact I:l Eye Prophylaxis D Vitamin K administration D Non-separation of motherfbaby for early breastleeding initiation

g For Qutpatient HIV/AIDS Treatment Package Laboratory Number:

9.PhilHealth Benefits:
ICD 10 or RVS Code:  a. First Case Rate 2. Second Case Rate
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