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PHILHEALTH . cane SR

CLAIM FORM 2 PROVIDER'S CERTIFICATION
Revised May 2000
Note: Tres form logether with Clam Form 1 shoukd be Fled with Prab-ealtn within 60 cabernchar days from dete of grerangs

PART | - HOSPITAL DATA AND CHARGES ( Hospital to Fill in All Items )

1 PhiHeatth AccrackationNo. | | | | | 1 1 | | | ]2 Accreditation Category [ Primary [JSecondary  [JTertiary [[J Ambutstory
3 Name of HospitalAmbulatory Clinic

A S I T N I O o O I I O O O O

4 Acdress of HospitaVAmbulatory Cline

I"lolsgrlwllllllllllllllllllllllIlllllllllllllllllllllllll
Muricigality \City Province Code

5 Name of Membar and ldentdication

Last Name First Name
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Middle Name ,
Lttt e r ettt rrrrg] 'eeetifcaonNo | JJPILILILLLILILILT]

6. Address of Member

MNo., Street Barangay
e ol 1 o it D O O ke I S O e Ol 1 ) O O el O O ] O [ O )
Murncipality City Frovnce Zp Code
Lo rerrerr e e er e et el
7. Name of Patent B Age |10. Admission Diagnosis

Last Name
il i I IO 0 IO I IO 8 O G S

First Name 9 Sex
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Mddle Name
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11, Confiremant Penod mmddyyyy mmddy
abDateAdmtted | | | 1 1 1 1 | | cDsteDischarges | | | | [ | [ [ | e Claimed No.of Days
AM/PM AM/PM f Date of Death mmddyyyy
bTmcMmttcd' I II I I I I d. Time Cischarged I | || | I I I (I Applicable) | | | | I I | | I
12. Hospral/Ambulatory Services ACTUAL HOSPITAL BENEFIT CLAIM
ANEULATORY CHARGES HOSPITAL PATIENT REDUCTION CODE

a. Reom and Board

b. Orugs and Medicines ( Part |l for detaik )

c. X-ray/Lab. Test'Cthers ( Part IV for details )

d. Operatng Room Fee

e. Medicnes bought & laboratory performead
cutside hospial durng confinement penied

TOTAL
13 CERTIFICATION of HOSPITALAMBULATORY CLINIC: | cetify that the services rendered are duly recordad in the patlents chart and that the infoermation
given in this form are true and correct

Signature Owar Frinted Name of Authorzed Representatve Date Sgned Otticial Capacity

PART Il - PROFESSIONAL DATA AND CHARGES ( Dector/s to Fill in Respective Portions )
14. Complete Final Diagnosis

FOR PHLEEALTH USE

Relative Unit Value

15 Case Typz | JOrdinary ] Intensive | ]Catastrophic
16, Name of Attending Physician Sygnature & Date Signed liness Code

17.PHIC Accredtation No I I I I I I I I I | I 18 BIR/TIN Nao I | I II I I II I I | Reduction Code

19. Services Performed 20.  Actual Benefit Claim
Professicnal Charges Physican Patiert
P 3] P
21. Name of Surgeon Signature & Date Sgned Reduction Code
22PHIC Accraceationto. | | | | 11111 1] 23. BIRITIN No [ L1111 11111
24, Services Performed 25.  Actusl Benefit Claim
Profassional Charges Surgeon Fatiert
P ) P
DateofOperation L 1 I | 1 111

26. Name of Anesthesiologist Signature & Date Signed Reduction Cade

27 PHIC Accrediation No | | | | | | | | | | | 26 BIR/TIN Ko | | | || | | || | | |

29, Services Parformed 30.  Actual Benefit Claim
Profassicnal Charges Fhysican Fatliant
P P P

NOYE‘.‘-:‘)\'I-‘- wha suppies fakse Or Noamact infarmasen rcuestsdg Oy this or 8 relateg farm ar commes Mmerapraseniation shall Do Sbect 10 Cimirgl vl oF AOMINERIrative prosecution
under the law AN Cala feQuUred an This form ans reosssany 1ar aduaication of e clim Phiksath wil ndt ackudcate any caim where fonvs ar ndt propery of complataly acoamplsned



PART Ill - DRUGS AND MEDICINES

Preparation
[cap'zyinjtab with Unit Actual Benefit Claim
Generic name Brand mimg/om conterd) | Qty. Price | Charges | Hospital Patent
1.
2.
3.
4.
5.
6.
[
8.
9.
10
11.
12.
13.
14.
15.
TOTAL

|NOTE: Offical Recepts for drugs and medicines purchased by patient must be attached to this claim

PART IV - X-RAY, LABORATORIES AND OTHERS

Unit Actusl Benefit Claim
Particulars Qty Price Charges | Hospital Patient
A X-ray/Lab.
1:
2.
3.
4
3.
B. Supplies
1.
2.
3.
4.
5.
C. Others
1,
2.
3.
4.
5.

TOTAL

|[NOTE: Offical Receipts for laboratory procedures performed outside the hospital during this confinement period must be altached fo this claim

PART V - CERTIFICATION of PATIENT/MEMBER

o0 0O0o0Oo

| hereby certify that

The amount of P

was deducted from the hoepital charges.,

The amourt of P

was deducted from the professional fee charges

The amourt of P

was paid for medicineslab. acquired outside the hospital during this confinement

[ Cfficial Receipts attached ).

No deduction was made from the hospital charges

No deduction was made from the professional fee charges

Date

Signature Over Pnnted Name of Patient/Member




