
the Pllllipplne.f 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citysttlll: Ccntr.: Building. 70(J Shuw llnul.:vurd. l'asig City 
I h:ahhlim: ~~ 1-7-1-1-1 \\\\" .philh.:ahh.um .ph 

june :w, 2012 

PHILHEAL TH CIRCULAR 
NO. 0<3/ , s. 2012 
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CWFlCI •:S, LOC.\L HI ·:ALTH INSLlRANCf •: O FI ,.ICl ·:S ,\ ND ,\1.1. 
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SUBJECT Supplemental Guidelines to PhilHealth Circular N o. 13 s. 2012 rc: New 
Health Care Provider Engagement Process in Support of Universal 
Health Care (UHC) or Kalusugan Pangkalahatan (KP) 

RATIONALE AND BACKGROUND 

Phil Health Circ. No. 1.) s. 2012 proYided the g uidelines and requirements o n the new Hea lth Ca re 
Provider (H C P) engagement p rocess effective 1\ I ay I 0, 2012. J ;or unifo rm implcmen ration of th e 
said policy and to further enhance prov ider p ro file, the following amcndmcnts to Sectio n C:. (l o f 1 he 
said c ircular arc provided: 

A. REGISTRATION 

I. J>amUcl with the p rovisio ns in th e Pe rfo rmance Commitmen t (PC), the following items sha ll 
be submitted to PhiiHealtl_1 as pa rt of the Prm·ider Data Record: 

a . I .atest audited financial s ta tement/ report as stated in item no. 29 o f th e PC, .\ nnexcs S 
and 6, Cite No. 13, s. 2012 re flecting the income/ payments rece ived from Phill lcallh. 

T his is applicable to all hospita ls (public and priYa te) and pri,·atc out-patient clinics . 
h . I ~ l ectro nic copies (in .I PI·:G forma t) of recent photos of the facility, internal and exten d 

area ( l ·~x .- PhiiHealth ward, emergency room, recoYery room, o perating room, e re.) lnlll'kd 
wirh the name of the facility and date taken. 

"' ,\11 insritudo nal health ca re pro\'ide rs (I HCP s) with current accreditation arc rclluired ro 
submit a duly signed PC, a cop y of their latest audited financial statement/ report, if applicahk 
(Section t\ . l.a above), and recent pictures of the fac ili ty to the concern ed Phill-lealth 
Rcgio nai/Loca ll-l ealth Insurance Office (PR0/1.1110) on or before July 31,2012 . 

. 1. Subseguent applicado ns fo r renewal of participation shall also include the abon>enumeratcd 
items. (Annex 4. Checklist o fRc<.juiremcnts for ;\pplicatio n as a Health Ca re Pro\' idcr uf tlw 
Nl-llP) 



I • 

-1-. The PROs shall issue a Certificate of l·:ligibiliry ro Participate (CEP) to the 11-lCP within thin~· 

(.10) days upon receipt of the signed cop y of the PC. For PCB Providers, the deadline for 
submission of their signed PC is June 30, 2012 (Circ. No. 18 s. 20'12). 

5. Fo r the regular engagement process or no n-automatic accreditation, the PC shall be submitrL·d 
within thirty (.10) days from receipt of the notice o f approntl of participation. The smn date 
of participation shall be on the date of complete compliance for participation (applicable 
documents, except the PC, and/ or compliance with applicable standards). 

1 .ate submission o f PC shall be counted as one (1) o ffense in the Prm·idcr Assessment 
1\fonitocing System (PAMS) and the start date o f participation shall be on the date of 
submission o f the PC. 

(>. T o facilitate accomplishment o f the PC, please.: re fe r to . \ nnex 1: c_; uidd ines in . \ ccomplishing 
the PC. 

7. The revised Provider Data Record (PDR), re,·ised Flowchart o f New I ·:ngagetm:nr Process, 
rev ised C hecklist of Requirements, and enhanced Sta tement o f ln ten t a rc attached ,\nncxc.:s l u 

1his circular. 

B . MODIFIED ENGAGEMENT PROCESS FOR INITIAL OR RE-ACCREDITATION 

This process applies only to applications of IHCPs FOR INITIAL PARTICIPATION OR 
REACCREDITATION that were filed during the prescribed filing period for renewal of 
participation o f IHCPs. up to the end date of the regular accreditation cycle: 

1. Prior to registratio n, th e 1 HCP tnanagemcnt shall choose the start da te of its participation as :1 

health care provider and sig n the Statement of Intent to reflect this. 

a. Option A- IHCPs shall be eligible to participate for two accreditation cycles: 
I. The start date of initial participation shall be o n th e date of compliance (as stat<.:d in th e.: 

intent, subject to rules o n complianc<.: with reLJUirements of r<.:gis tratio n and 
participa tio n) and it shall end coincitling with the applicable accreditation cycle. 

"> Renewal of participation for the next cycle shall be auto ma tic, i.e., the IIIC P need 1101 
ftle a new application providetl that the preceding application for pa rticipa tio n was 
approved . 

I . I 1 ·.xa mpl c 

Type of IHCP Date complied 

Hospital, FDC, ASCs 
January 12, 

2013 
PCB, MCP, DOTS, 

October 2, 2012 
ABTCs, OMPs 

-
Eligibility to Participate 

Initial Participation 
Start date End date 

January 12, April30, 
2013 2013 

October 2, Dec. 31, 
2012 2012 
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Renewal of Participation 
Start date End date 

May 1, 2013 
April 30, 

2014 
January 1, Dec. 31, 

2013 2013 

~ ... 
.I ~;. :1 ~-~5 (9.; ~ _{-

l ~ - . , , - .~ 



3. Only o ne (1) set of application shall be submirtcu, the spaces for initial or 
rcaccrcuitation and renewal shaded or bloc ked . 

4. Corresponding registration fees for two (2) accreditatio n cycles shall apply. 1-losp it:ds 
applying as Centers o f Qualiry or I·:xcellence, shall pay for registration fees C.:lllli,·ak n t 
to two (2) yea rs of participa tion only. C ente rs of I ~xcdlcnce shall pay for th e.: 
applicable fees for the .3'" yea r within the m onth of January prior to t·he starr of their 
3''1 year o f p artic ipation. H ospitals apprm·ed as Centers of Q uali ty or l ~ xcc.:lknce 
shall s till submit the updated hosp ital license to operate (I .TO) en:ry month of 
.January prio r to the nex l" cycle nf participation. 

5. ln case the applicatio n for parricipatio n for the I '' accreditation c\·ck \Vas denied, the 
registra tio n fee for the 2"" accreditation cycle tnay be used as payment for it s next 
registration for pa rticipation in the N HlP. l;ailure to register with in one.: ( I) year 
fron1 receipt of notice of denial of parricipatio n sha ll forfei t the said regist r:t tinn fee 
in favor o f the Corpo ration. 

b . Option B -IHCP shaH be eligible to participate on the next regular accreditation 
cycle 
I . T he effectiYe date of initial participation shall coincide with the next regula r 

accreditation cycle (subject to rules o n compliance w ith rClJ Uircme tHs of regis t r:ll i, >11 

and participation) ami it shaU e nd coinciding wirh the app licable accrcditat ion cyd e. 

r 1 " ~xamp c - · 

Type of IHCP Date complied 
Eligibility t o Participate 

Start date 

Hospital, FDC, ASCs January 12, 2013 May 1, 2013 

PCB, MCP, DOTS, 
October 2, 2012 January 1, 2013 

ABTCs, OMPs 

'> O nly o ne ( I) set of application for participation sha U be submitted . 
. 1. Registra tion fcc fo r o ne ( I) accreditatio n cycle shall apply. 

End date 

April 30, 2014 

Dec. 31, 2013 

Philllcalth shall issue a Certificate of l ·: ligibili ty to Participate for each apprm·cd applica tiClll . 

C. ANNEXES: 
The following documents arc integral annexes to this circular. 
I. 1\nnex 1. G uidelines for implcnwnmtion of the Performance Committnent 

1.1 r\ ccomplishing the Performance Commitment for Health Care Prm·iders (PC for H C J>) 
1.2 ,\ ccomplishing th e Performan ce Commitment for Health Care Providers (PC for l iSP) 
1.3 Performance Commitment fo r H CP 
1.4 Performance Commitment for l-ISP 
1.5 Sp ecific Provisio ns for P rimary Ca re Benefi t I Pro\' idc rs (PC for PCB) 

'> R eYiscd P roYider Data Record (PDR) 
3. Revised l'"lowchart of the New II C P l ·: nga~emcnr Process 
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4. Checklist of Requirements of II !CPs Fngaging with Phil Health 
5. Sta t·cment o f Intent 

D. EFFECTIVITY 

All Phi.lHealth Offices th rough the Corporate Communications Department, Public and l\fcdia 
Affairs Units and Health Care Dt.:li\'ery and l\Ianagement Divisions of the PROs shall cnsu~;c 
appropriate and massive informa6on campaign efforts regarding this issuance. 

All o ther existing issuances inconsistent with this circular arc hereby repealed and/ or amended 
accordingly. 

This circular shall apply to all applications, including those pending applications as o f l\fay I 0, 
20 12. 

Please be guided accordingly. 
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~~~ ~W¢~ 
~:·• lll MA. TERE A. QUIAOIT 

~ov1Y' Date: -~ -

CERTIFIED ·-~~- --~-~9-~_Y ------



Annex 1. Guidelines for the Implementation of the Performance Commitment 

1. There are 3 perfo rmance commitment (PC) documents as of June 26, 2012: 
a. Performance Commitment for Hea lth Care Providers (PC for HCP) 
b. Performance Commitment for Health System Providers (PC for HSP) 
c. Perfo rm ance Commitment for Primary Care Benefit Providers (PC for PCBP) 

2. The PC for HCP or PC for HSP already covers t he commitments for the other outpatient benefit 
packages, w hich means there w ill be no specific provisions for them (TB-DOTS, M CP, NCP, OHAT, 
Malaria package, ABP). 

3. All three PCs w il l. be made ava ilable in the Phi iHea lth website as a restricted word document. 
Only ce rtain port ions of the uploaded documents may be ed ited. Guidelines for accomplishing 
the Performance Commitment are found in Annex A. 

4. HCPs may download the appropriate PC they need from the website (www.philhealth.gov.ph). 
The HCP w ill need to: 

a. Ed it the unres tricted portions appropriate to their facility 
b. Prin t two copies of the document 
c. Have the documents signed by the owner/LCE and medical director/ head of facility 
d. Submit one document to PhiiHea lth and have the o ther marked as received but keep as 

t heir copy 
5. HCPs that do not have access to the internet may ask for a copy of the appropriate PC f rom the 

nearest PhiiHea lth office. 
6. Providers for PCBl need to sign both the PC for HCP or PC for HSP and the PC for PCB. 
7. Hospita ls that also opt to be Primary Care Benefit Providers have to accompli sh, sign and submit 

bo th the PC for HCP and PC for PCBP. 
8. Loca l government units t hat opt to commit their entire hea lth system to the Nationa l Health 

Insurance Program (NHIP) should sign the PC for HSP. Facilities within the health system that 
also opt to provide primary care benefits should submit the PC for PCBP separate ly. 

9. Upon rece ipt of the performa nce commitment/s, the PRO/LHIO should make sure that the 
provisions in the performance commitment/s submitted are complete and that the forms are 
properly accomplished. 

A properly acco mplished PC shou ld have the fo llowing: 
i. The first three pages are initialed by the LCE/ owner and head/ s of the faci lity . 

ii . The letterhead of the faci lity/LGU is reflected on the top portion of the firs t 
page. 

iii. The names of the owner and head of faci li ty and their signatures are reflected in 
the last page. For PC for HSP, all the heads of faci li ties listed in i tem#l sllou lq 
aff ix their signature on the last page. 

iv. All 43 provisions are complete and unaltered. 
v. Items 1, 2 and 13 of the PC for HCP or items 1 and 12 of the PC for HSP have 

been edited to reflect the informat ion of the HCP/HSP. 
v i. For PCB providers, names o f the local chief executive and head of facili ty and 

their signatures are reflected at the bottom of the page. 



!!Letterhead of Healthcare Prov ide rJ Q 

PHILIPPINE HEALTH INSURANCE CORPORATION 

17' Fi r .. Ci:·,· So;<:.: C::nue 51c g .. 
Sl·a·.r.' Bkc. Fasi g Ci t ·,· 

SUBJECT Pe1iormance Commitment 

Sir/Madam: 

-:::· g t.. orol' t ce ::•L.f ::::-mmitrn.:n t::· ~i· e r~a:i::ra l l-t:a i :· · lr; L.fc l'( e Fr:: gran ; I··J I-IF ' · ·:. e I;::;,::::::' ·
::; t..t.m it '1· i::; F::rf orr-1 a f'\Cc C:::·m p·li rn1e rt. 

A1·::: f er :1· e 1=·r.. rpo,;;:::; c·f rl· i :; Fe r foiT1or::;: (c·mmitmen. ·: .. e l·er:: l: .. , •:; arran th: f ::•I I::··Nil'g 
repre5 ~rta tic·r .. ~ 

1 -r·at ·:.·e ar:(I ::Ju l·;regi:a::rec ar>c licer-;eo ty,· th: Dot-: : :n:·r- regr..la re::: i· .:al~ l· car:: 'a::i ti:-, · 
capal:le ::·f celi·: erir' g t l' c ; er·. i ::;: ::; ;:~pe ctc: c fror>·r t h : t•1 1:·e cf h :al t l·care pr::··:icc:r r. t· a: •: .. e arc: 
apol·, irg ·::-r 
-r·.at ·:.·e are :x.•r ec 1: .. ,1 _ _____ ,---_ _ ____ j ore r;an;ge::: b·,· 
_______________ } ar::; :::::-irg 1:-l. ::; i re:;:; L.I'Cer :r· e Pam .: ::f 
_____________ j [v,•ith ll ~e nsejcerrlfi~atF n\lmb~ri ..... · _____ r 

3. -r·a t oiii=·Wfe:;::;ic-r.a l t·ea ltl· ::are 1=-r:::-•.ice r:; ir ::-l. r 'a::iJi,., t·a·:t 1: r::-per (recertia l::; ,; r::: g i·.e~ 

apprc-pr iate ):·ri d lege ::; ir a::c::-r:::aru: ,·.-itt· ::·vr ):·::·licie ,; a1·c pr::·::e:::r..re::; , 
.:1 . -r-a t ::·r..r ::·f fi:::::r::;, emplo·,::::::;, (;o;:l·::r J=·er~::·r·r ::l arc ::;tafi are r>1 en11)::r ::; ir g::· ::·~ ::;:a r::ir g ::/ :•· :: 

r·J 1-1 r . 

Editing of the document has been restricted. There are only some parts (highlighted) that are edi table 

I. Part A is for the letterhead of the HCP. 

II. In item Ill, the HCP should indicate whether they are a facility that is regu lated (or licensed) lly the 

Department of Health or not. 
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Ill. In item #2, HCP shou ld indicate the name/s of its owner/s in the first blank. For government 

faci lities, the name of the local chief executive is indicated here. The second blank is for the head 

of the facility otherwise known as the manager or medical director . The third blank is for the 

official name o f the HCP as reflected in the business regist ra tion and DOH license (if appli cable) . 

The fourth blank applies only for those facilities that are licensed by DOH. These faci l ities should 

indicate their license number in the blank. Facilities that are not regulated by the DOH, should 

delete the highlighted part (in grey). 

11 Th at \ 'Je shall ad he ·e to :.>en tnem S tcltutor~· !a,• s afleclin!! th e ope• ations of iHCDs includtn@ but 
not l•n1tted to the Expanded <;entl>rCit,zens Act o l1003 (R A 9157; the areast leedu1g Act (K A 

7600; , the Ne1vborn Screentng Act (R .A. 9288), the Cheaoe r r111edicinesAct (R A 9502). t 'le 
Pl1an11acy La·•; ( R.A. 59211 . tn e rvla@na Carta fo <' Dtsaoled Persons ( R.A. 9~4 2) a nd a tl ,,the r ta -_·; s 
ru1es an d regulations that ma,· he reafte r be oassecl by the c~,n~ ress of the Pnlltp:>tnes or ar1~· 

othe r authorized mstrumentai•t tes o f tne fOve rnmenl. 
12 That \'IE sl1a ll prompt ly su bmit re por·ts as m ay oe ,·e q ulr·ed by P hilHea.th. DCH a nd all othe • 

€Overnrne '> t a~enctes and 111S t ru mentaltties gove rnin(! the ope rat tc1115 of IHC;>s 
13. That w e a re duly capable to delive r the foliO\' ling se r11rcesl[as prov,ded 111 our DOH llce rlse )If o r 

the duratton of t hi! valid tl'i ,, f th•s comrnotment (o/e,H e cllecA oo_otopnote IJo .• es}: 

0 _evt- ! J hoS;J+l al se· vt.:~s 

0 Levell hospt ta l se rvices 
0 _e lle l 3 h asp• tal s <? rvoc;os 
D ~eve l al hosp1tal se rv1(e s 
0 >o eo:•a ilzed s;; ,-,.·,o:es 

0 'l ad totne rapy 
0 Hernod ta l ~·s ,s/Peritoneat Otatys s 
0 O tne rsl(please sp e c:fyl _______________ _ _ 

0 8~?ne f · t oacka11e and Oin.: • ~ervic .: ~ 
0 Tube r CU ic>sts O• rect ly Obse rve d Trea 1o11e 11 5ys te ll1 ( TS ~:(!TSi 

0 rv· at;o .,,,ty Ca r·;: Pa.: -.:a~;; 

0 Newoorn Ca re Pac~ aj?e 
0 r,' a ta na oac~afie 
0 Primary Care ae ne lit Pac~.age 1 ( Fo< govern n1E •11 hl)sptta•s only: 
0 Outpat ·e'1t Hl 1/ /AIDS Pac'<age ('or CO-l d.: n t if eel hosptta!s onto;': 
0 A .,,, , a , il•te Pao:a 11e 
0 iO thers(please s:Je.:tfy) _________________ _ 

14. Tnat ·:;e s11ail provtde a•1d cha(ge to tne =·t;;trleattl1 o ene Itt o f tne C••i!nt t n e n ecessa r ,. :> e "V•Cc s 
tndu dll11! but notlim •ted to drugs, rnedlw1es. SltPplie s . rlevtces. a nd dia~nos toc a nd tre a t'>1e ., t 

. I 

IV. In item tt13, the highlighted phrase "as provided in our DOH license" should be de leted by facilities 

that are not regula ted by the DOH. This should be retained as part of the PC for facili ties that are 

regu lated by DOH. 

Other services that the fac ility is committ ing may be enumerated in the blank under 'specialized 

services' 

Other benefit packages that the facility is committing may be enumerated in the blank sp<Ke 

under 'Benefit package and other services' 
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V. Ed it part Band input the name o f the owner or Loca l Chief Executive if LGU-owned. In the other 

blank, input th e name of the head of the facility/medical director/manager. 

DOt- iictr:: .: . ::L5pc r.::i:::·r. c·f accrecitarior .. tt:: , oo•Nrgraoirg C·f l e•.~el.lc•ss cf license f::·r certai r• 
;er•. ices irclucir.g a r.v ar-c all otter fee s :a,oe tc> 1) :: paio "' Pllilh::a lth. 

Furthe rmore. r:::ogrizing Phitr ea ltl<' s inc i s p:: r~aliluot:: ir. tt· e Ill hiP, ~·, e l·::reb•,· a c~.I'GWi ecge : t·e 
~o·:•H anc autl•orit·,· of F'hilhea ltl'- to co ti• e ioiiC·I\' ir-g 

•H - osusper-c. ; t•orter.. pre·terrnir.ate arc.:::.r re•,c·l:e :.~.r c·ri·.i lege :·ipani:ipatirg ir the I·1 I-IF 
ir.:luci r g tl· e appl.rter~art r:·er-efi"; arc c·ppcrtur iti .:; i'H ar•, tin:: :lurir·g ,l·e •.al icit·1 c·i :t·.: 
com rnitmel't for a rw •.-iot atiC•I'• C•i ar.•,· pro'.i ;;i or· c•f thi;; F .:rfc.rP11\I' Ce CDr•·, mitm el'c. 

~; . - c. 5l.5L:Oei'C. ;;l·c·rter , pre·termir c.te a rc .. : ·r re·.c+.e c.~.r a:crec itatic·r ircl1.:: irg tl•e c ~·~·l.r:eran 
berefit:; arc ::•pp:·rtl.riti e~ 1r::i::ert t:l"~ t: re::: o: ar·r ti,..., e ::urir g :l· e t:err1 :: f tt·: (C·r1 r1i~r1er~ 
Cl..:! t::J ':erifiec ao·.·:rse repc·rt5 ,· fircir,g!l cf ~:·atte rr :·r ar"·,· otl,cr ~ir.1il a r i r :: i :: e r '~S ·:.-t~ i cl~ ,,·. a·, l:·e 
incicatl •.·e c·f any itt.:ga I. i rTegula r c·r imprc·l=·t:r anoi c·r urethical c:.nouct of o1. r opera tier•:; . 

43 . - co oen\' Ot.,r acu.:::ir.at ion a no conseauer·tl•; participation in t l·e NbiP should> tl ere be a cc;~ e . 

rega rol e; s of r.t·e r.c.wre cl•erec-f. ii le'J b·( ~:; aEairst F"hi lheolth. ic; Officer; a r o,'or a r~ r:l its 
Per;onnel. Frc ·,oic ec t!'at.lf ir :t·e ciscretior cf Ft· ilf-eatti·, rt·e :;pecik ran.re c·ftt· e case is 
:il.:r tt·at it \'.' ill not cirectl •r or ircire:ttr affect a t· ::attl'•t t:·l.5ire:;; reta tiorshio VJi tr 1-s. 
F"t•i th:atrt·. l.PC•I' ~re recummercaticr. of tl•e ~cc recita tic·r (c•rnmirtee. r1a·, fa·;orat>l;· cors icer 
rt·e af:·pro•.-al oi C•t-r a::re:)itatior'. 

'/•,'e CC•r."lnit to t: ~ter:: o1.r f1.1l Sl.i:·r:·c·rr. ir :; t·arirg Fr· itl-:: atr.t· ·s ·,i ;i:::.•· ir act·ie ·.irg tl·i:; rc·l:·le C·l:·je cr.i ·:e 
::.r pro•.-icir g acce;;; ible ot.a l i ~·, l·ealci· insllrarce cc·•:erage for ail Fi lipir os . 

{~oca l Cl1ief Executive (if LGU . 

owned)/Owne] 
!Head of ~acil ity/M edical Director/Manager 

VI. After accompli shing th e form, the HCP has to print 2 cop ies. The owner/ LCE and th e head o f 

faci lity/ medical director/manager sho uld sign in the blanks provided on the last page and affix 

their initials in the first three pages. 

VII . One of the signed copies should be submitted and left w ith PhiiHealth . The other copy should be 

marked by PhiiHea lth as received and should be kept safe by the facility. 
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·• 1.t: l ~ .. :1~ -:-; ~.-l . j'_' ~-·- .. ;~ i,, · ... -· :, , ,_; I ~ • t.·~· I , • .::,' ')'"•-1, ·'• . . :j;··- ~- ,...-,;,l:. •' '' ' 

A'n~,·~:['·}~:~F~~~~~~~h~~i1h~~!~-~~g~~~dt·~:;~b~rn:it~~·~t·f~tt::~·;~·Jth;:~~~i~M-~th~id~·r; ( P.c 'tor HSP) 
.. ,. _;:';it:;; .. ··_· ./::_:~:, .. : :::·.·:: --.·?t<:·i•;:7'\,~ ·· \ .·· =''::•\;::>? .. :•:!; ·''/::-·· .. J: :J~: ',·;. ·.·/~~;~i_::,i ,:·:·· .;'.:'::~·'· ·.. . 

[(Letterhead of LGU) I Q 

17 May 2012 

PHILIPPINE HEALTH INSURANCE CO RPORATIO N 
171'Fir .. c ;ty ~ta te Centre B dg .. 

~''•"'" Bl•tcl., Pa~ig Cltv 

SUBJECT Performance Cpmmjtment 

Si r/Madam: 

To guarantee Oclr commitonent to the Nationa l 1-'ea 111 1t1suran~O? Program (NH iP), •·te resp<>ctf•JIIV 
s ... 1bn1i t this Pedvr "'a nee Con·unitrnent. 

And for t he pcorp.:>ses cr l 01iS Perfo:nnance Ceonunit01lent. ' '-'" he' eO\' \'oolfollt tn<;! following 
repr e~~n1 a ti o11s: 

1. That th-: following facilit le;. as gvara ·W'>ed bv trte heads of facili ties listed in the following table. 
CH E cipabl~ of dE:iiveriqg th~ servic~s ~X::'i €'o:tecl r--c-111 the t\o·pe of h~~l t ·Kare provide' that \'1~ 

""' are applying for· 
Name of •we or facility Hospi ta I Level Llc~ns.a M.ona geme•11 

~ac l litv (•1cspltol. 1\HU Iff ~oplicabl2} Nurnoer/C~rtifl c (lfdifferent 
HC, lylng-in , ate Number (if fro m t 11e 

T6·DOTS. a .ocl:c;;ble) tGU) 

A!ITCs, etc) 

II 

2. That ;.II p ro fessicna : heoltiKare provid-:rs in our faci lltv hi!Ve propo:r cred'!ntia rs and given 
appropo·la t e privileges In ilccorda nc !! wit:1 o•Jr policies a nd procedures. 

~ - That our o fficers. emplcye"!s, o t her personnel <nd staff a r e members in good standing o f the 

Ed iting of the document has been restricted . There are only some parts (highlighted) that are edi table 

I. Part A is for the letterhead o f the Local Government Unit. 

11 . In item #1, the LGU should enumerate ALL the fa cilities included in the hea lth system- hospitals, 

RHUs, birthing homes, DOTS facilities, animal bite treatment centers, etc. The corresponding 

columns should be f illed out appropri ate ly. 
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r ule s a nd regula tions tha t ma y he reafter be passed by t he Congr e~s of t he PhiUpoioes or any 
o the r a uthor i~ed inst rumenta li ti-es of the gove rnm e nt. 

1 1. Tha t we sha ll promptly submit repor ts a s rnav b-e require d bv Phil Healt h. DOH a nd all other 
gpve rnme nt agencies and instrurne r11alitfes gove rning the operations of tHCPs. 

12. Tha t we sha ll de liver the fo llowing_ H!rvices_lor the duration of the validity of t his commitment : 
Nam e o f ra cilrty 

II 

l .Le vel l hospit<l se· , :ce s 

2.Level 2 hosp: ta l se<vic"'s 
3.L ev~ l 3 hospi tal servi c.::~ 

4.Level 4 hcsp' t ~l serv·ces 
5. . S,.:.~ciiilil -:d HH\.'iC I3 S 

~ Radio the rapv 

Cornmi tte cl ServicEs (choosE from the 

enumerated services oelow; e .R. 1. Ga . Gb, Gc) 

t} Hernodlalvs l s/P-. r i to ·Jo<~ l Dialvsls 
c. O th oers (olease srJe ci fy in table) 

G. Bene f' t packa gli! and oth-?r se-rvkes 
~ . Tub" rculosis Directl·) Obso:n:>?cl -,.e< tme·ll S·.,.stem fTB DOTS) 
b. rvl a t~rn> ty Car e Pac~ agoe: 

c Newbor·; ( ;; re P~d.ag~ 
d. Outpatie•ll t>lalaria Pac~<ge 
';! Prim o f '/ (.He Berl,.flt Packag~ lt>or govel'<'~rnent hosp' t~!s c···rly) 

Outpa tient f-1!'/IAIDS Pa c~a g,; tfcr DOh ident ifi ed hoso1tals o,;iy) 
g Anin,~ l Bit-: PeeL age 
•1. O the rs(please specif\ n te bre) 

Ill. In item #12, the LGU should list down the same facilities enumerated in table 1 o f item #1. The 

committed services fo r each facility should be enumerated using the numbers opposite the 

services listed below the t able. An example may be found in the succeeding f igure. 

12. That w e shall deliver the following services for the duration o f the validity o f this commitment· 

Name of Facility Committed Servic es (c hoose from the 
enumerated services below; e.g. 1, Ga. Gb. 6c) 

iEPB Hospital 4, Sa, Sb, Ge, Gg 
FZS Rural Health Unit 6e 
NJS Ly ing in 6b, Gc 

EPB hospita l commits the fo llowing: level 4 hospit al services, radiotherapy, hemodia lysis, pr imary 

care benefit (PCB) and animal bite package. FZS RHU comm it s PCB. NJS Lying in commits MCP 

and NCP. 

IV. Ed it part B and input t he names of the heads of facilities. In the other blank, input the name o f 

the local chief executive. 
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41. To suspend, shorten, pre-terminate anclfor r evoke our privHege of pa r ti ci pating In t he NHI P 
includi ng the <~ppur tenant be.,efi ts and oppor tunities at <~ny t ime during the vatiditv o f the 

comrnitmen t f or any violation o f any provision of this Performance Commitment. 

!12 . To suspend. shorten. pre- ter minate and/or revoke our acc redi tation including the aopunenant 

b"'nefi ts and opportunitiES inciden t there:to at any t ime during the term of the cornrn itme:·11 

clu e to ver Hiecl adverse repm ts/ flndlngs nf pattern or any other si mi l ar inc iden ts whi ch mav boe 
ir1dica ti ve of i!nY il l eg<d. irregular or improper and/or uneth i c<~l conduct o f ou r oper <! t ions. 

<13 . To deny our i'ccr.::di tation and consequ€:nt ly panicipation in th~? NHlP snoul d the- e be i! c <~se . 

( egardless o f th e noture thereof. fil ed by l iS ~galnst PhiiHeatth . Its O f fic e ·s and/o·· any of lts 
Personnel. Pro vided t ha t. if ir1 the disCI'e t:.:-n o f Phil Health. t l1~ spec i fic 'latu•·e c f t ·1e ca se · s 
Slrch tnat i t w' lt not dir ectly o r indirectly affect a heal thy business relationship wi th us. 

PhiiHeolth. upon the r~?comrne,datlon of tne Acuedi t~ t ion C ornrn : tt~?e . 111~v l avor<>blv conside· 

tho;: a;.:;oroval o f o~rr accredita t icn . 

We ccmmi t to extencl our full suppor t in sha:i:1g Phi l Health's visi on In achi ~?vi ng this noole obj.,cti ve 
of providing ac ce:ssible quality health in~urance co ver age for all Filipi nos. 

(Head of Facility/Medica l Director/ Manager 

\Local Chief Exccutiv~ 

V. After accomplishing the form, the LG U has to print 2 copies. The LCE and the heads of 

fac il ity/ medical d irector/ma nager should sign in the blanks provided on the last page and affix 

their ini t ials in the first three pages. 

VI. One of the signed copies should be submitted and left with PhiiHeal th . The other copy should he 

marked by PhiiHealth as received and shou ld be kept safe by the facility. 
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Annex 1.3 (Letterhead of Healthcare Provider) 

27 June 2012 

PHILIPPINE HEALTH INSURANCE CORPORATION 
17'11 Fir., City State Cent re Bldg., 
Shaw Blvd., Pasig City 

SUBJECT Performance Commitment 

Sir/Madam: 

To guaran tee our com mitment to the National Health Insurance Program (NHIP), we respect fully 
submit this Performance Commitment. 

And for the purposes of th i s Performance Commit ment, we hereby warrant the fo llowing 
representations: 

1. Th at we are [duly registered ~nd lkersed by the DOH] I [ndn-regula"ted health care fatillty] 
capable of delivering the services expected from the type o f healthca re provider that we are 
applying for . 

2. That w e are owned by and managed by 

---------- - - --- and doing business under the name of 

---- - --- --- - - [1A'Ith U£~£1s~/crojfic'!~~ number ]. 
3. That all p rofess iona l health ca re providers in our facil ity have proper credentials and given 

appropriate priv ileges in accordance wi th our poli cies and procedures. 
4. That our offi cers, employees, o ther personnel and staff are members in good standing of the 

NHIP. 

Fu rther, we hereby commi t ourse lves to the following: 

5. That as responsible owner(s) and/or manager(s) o f the institut ion, we shall be j oint ly and 
severally liable for all vio lations committed against the provisions of R.A 7875 including its 
Implementin g Rules and Regulations and policies. 

6. That we shall promptly inform Phil Health prior to any change in the ownership and/or 
management of ou r instit ution. 

7. That any change in ownership and/or management o f our insti tu tion shall not operate to 

exempt the previous and/or present owner and/or manager from violations of R.A. 7875 
including its Implementing Rules & Regulations and policies. 

8. That we shall maintain active membership in the NHIP as an employer not only during the 
entire valid ity of ou r part icipation in the NHIP as an Institutional HealthCare Provider (IHCP) but 
also during the corpora te existence of our insti tu tion. 

9. That we shall abide wi th all the implem enting rules and regulations, memorandum ci rculars, 
offi ce orders, special orders and o ther administrative issuances by PhiiHealth af fecting us . 

10. That we shall abide w ith all admini strative orders, circulars and such other policies, rules and 
regulations issued by the Department of Health and all oth er related government agencies and 
instrumental it ies governing the operations o f IHCPs in participating in the NHIP. 



11. That we shall adhere to pertinent statutory laws affecting the operations of IHCPs including but 
not limited to the Expanded Senior Citizens Act of 2003 (R.A. 9257), the Breastfeeding Act (R.A. 

7600), the Newborn Screening Act (R.A. 9288), the Cheaper Medicines Act (R.A. 9502), the 
Pharmacy Law (R.A. 5921), the Magna Carta for Disabled Persons (R.A. 9442) and al l other laws, 
rules and regulations that may hereafter be passed by the Congress of the Philippines or any 
other authorized instrumentalities of the government. 

12. That we shall promptly submit reports as may be required by PhiiHealth, DOH and all other 
government agencies and instrumentalities governing the operations of IHCPs. 

13. That we are duly capable to deliver the following services [as i?r<?Yifted_ltr:P.l!f.tPQH lic¢h$Ei!] for 
the duration of the validity of this commitment (please check appropriate boxes) : 

D Leve l 1 hospital services 
0 Level 2 hospital services 
0 Leve l 3 hospital services 
0 Level 4 hospital services 
0 Specialized se rvices 

0 Rad iotherapy 
0 Hemodialysis/Peritonea l Dia lys is 

0 Others (please specify) ------------- ---

0 Benefit package and other services 
0 Tuberculosis Directly Observed Treatmen t System (TB DOTS) 
0 Maternity Care Package 
0 Newborn Care Package 
0 Malaria Package 
0 Primary Care Benefit Package 1 (For government hospitals only) 
0 Outpatient HIV/A IDS Pa ckage (for DOH identified hospitals onl y) 
0 Animal Bite Package 
0 Others(please specify) ______________ _ _ 

14. That we shall provide and charge to the PhiiHealth benefit of the client the necessary services 
including but not limited to drugs, medici nes, supplies, devices, and diagnostic and t reatment 
procedures for our PhiiHea lth cl ients. 

15. That we shall provide the necessa ry drugs, supplies and services with no out out-of-pocket 
expenses on the part of the members as contained in Phi iHea lth's 'No Balance Billing' (NBB) 
Policy. 

16. That we shall maintain a high level of service satisfaction among Phi iHea lth clients including all 
their qualified beneficiaries. 

17. That we shall be guided by Phi iHealth-approved clinical practice guidelines or if not ava ilable, 
other established and accepted standards of pract ice. 

18. That w e shall provide a Phil Health Bulletin Board for the posting of updated information of th e 
NHIP (circulars, memoranda, IEC materials, price reference index, etc.) in conspicuous places 
accessible to patients, members and dependents of the NHIP within our hea lthcare facili ty. 

19. That we shall always make avai lable the necessary forms for patient's use. 
20. That we shall trea t clients w ith courtesy and respect, assist them in availing Phil Hea lth benefits 

and provide them with accurate information on Phil Health policies and guidelines. 
21. That we shall ensure that clients with needs beyond our service capability are referred to 

appropriate PhiiH ealth-accredited faci lities. 
22. That we shall maintain a registry of all our clients/patients (including newborns) including a 

database of all claims fi led containing actual charges (board, drugs, labs, auxi liary, services ami 



!. , 

professional fees), act ua l amount deducted/ by the facility as PhiiHealth reimbursement and 
actua l Ph ilhealth reimbursement, which shall be made available t o Phil Health or any of its 
authori zed personnel. 

23 . That we shall maintain and submit to PhiiHealth an electronic registry of physicians including 
their fields of practice, official e-mai l and mobile phone numbers. 

24. That we shall electronically encode the drugs and supplies used in the care of the patient in our 
information system, which sha ll be made available for Phil Health use. 

25. That we shall ensure that true and accurate data are encoded in all patients' record s. 
26. That we shall only fil e legitimate claims recognizing the period of f iling after the patient's 

discharge prescribed in PhiiHealth circulars. 
27. That we shall submit claims in the forma t requi red for our facility . 
28 . That we shall regu larly submit Phil Hea lth monitoring reports as required in Phil Heal th circu lars 

and the PhiiHealth Benchbook. 
29. That we shall annua lly submit a copy of our audited financia l statement/report. 
30 . That we sha ll extend full cooperation with duly recognized authorities of PhiiHealth and any 

other authorized personnel and instrumentali ties t o provide access to patient reco rds and 
submit to any assessment conducted by Phi iHealth relative to any find ings, adverse reports, 
pattern o f uti liza tion and/or any other acts indicative of any illega l, irregular and/or unethical 
practi ces in our operations as an accredited IHCP of the NHIP that may be prejudicial or tends 
to undermine the NHIP and make ava ilable all pertinent officia l records and documents 
including the provision of copies thereof. 

31. That we shall ensure that our offi cers, employees and personnel extend fu ll cooperation and 
due courtesy to all Phil Health officers, employees and staff during the conduct of 
assessment/visitat ion/investigation/monitoring of our operations as an accredited IHCP of th e 
NHIP. 

32. That at any time during the period of our participation in the NHIP, upon reque st of Phi iH ea lth, 
we shall voluntarily and unconditionally sign and execute a new 'Performance Commitment' to 
cover the remaining portion of our engagement or to renew our participation wi th the NHIP as 
the case may be, as a sign of ou r good fa ith and continuous commitment to support the NHIP. 

33. That we shall take fu ll responsibili ty for any inaccuracies and/or falsit ies entered into and/or 
reflected in our patients' records as well as in any omission, addit ion, inaccuracies and/or 
falsities entered into and/or reflected in claims submitted to Phil Hea lth by our institution. 

34. That we shall comply w ith PhiiHea lth's summons, subpoena, subpoena 'duces tecum' and 
other lega l or quali ty assu rance processes and require ments. 

35 . That we shall recognize the authority of Phil Health, its Officers and personnel and/or its duly 
authori zed represen tatives to conduct regular surveys, domiciliary visits and/or conduct 
administrative assessment(s) at any time re lative to the exercise of our privilege and conduct of 
our ope rations as an accredited IHCP of the NHIP. 

36. That we sha ll comply with the corrective actions given after monitoring activiti es within the 

prescri bed period. 
37. That we shall protect the NHIP against abuse, v iolation and/or over-utilization o f its funds and 

we shall no t allow our institution to be a party to any act, scheme, plan, or contract that may 
directly or indirect ly be prejudicial to the NHIP. 

38. That we shall not directly or indirectly engage in any form of uneth ical or improper practices as 
an accredited provider such as, but not limited to, soli citat ion of patients for purposes o f 
compensability under the NHIP, the purpose and/or the end consideration of which tends 
unnecessary financial gain rath er than promotion o f the NHIP. 

39. That we shall immediately report to PhiiHealth, its officers and/or to any of its personnel, any 
act(s) of illegal, improper and/or unethica l practices of IHCP of the NHIP that may have come to 
our knowledge directly o r indirectly. 



40. We agree that Phil Health may deduct from ou r future claims, all reimbursements paid to our 
institution during the period of its non-accredited status as a result of a gap in validity of our 
DOH li cense, suspension of accred itation, etc; downgrading of level, loss of license for certain 
services including any and ail other fees due to be paid to PhiiHeaith. 

Furthermore, recognizing PhiiHealth's indispensable role in the NHIP, we hereby acknowledge the 
power and authority of Ph il Hea lth to do the following: 

41 . To suspend, shorten, pre-terminate and/or revoke our privi lege of participating in the NHIP 
including the appurtenant benefits and opportunities at any t ime during the validity of the 
commitment for any vio lati on of any provisi on of this Performance Commitment. 

42 . To suspend, shorten, pre-terminate and/or revoke our accreditation including the appurtenant 
benefits and opportunities incident thereto at any time during the term of the commi tment 
due to verified adverse reports/find ings of pattern or any othe r similar incidents w hich may be 
indi~a t ive of any illegal, irregular or improper and/or unethica l conduct of our operations . 

43. To deny our accreditation and consequently pa rt icipation in the NHIP should there be a case, 
regardless o f the nature the reof, filed by us against PhiiHealth, its Officers and/or any of its 
Personnel. Provi ded that, if in the discre tion of PhiiH ealth, the speci fi c nature of the case is 
such that it w ill not directly or indirectly affect a healthy business relationship with us, 
Phil Health, upon the recommendation of the Accreditation Committee, may favorably consid er 
the approval of our accreditation . 

We commit to extend our full support in sharing Ph iiHealth's vision in achieving this noble objective 
of providing accessible qua lity health insurance coverage for all Filipinos. 

local Chief Executive (if LGU
owned)/Owner 

Head of Facility/Medical Director/Manager 



Annex 1.4 (letterhead of lGU) 

27 June 2012 

PHiliPPINE HEAlTH INSURANCE CORPORATION 

17111Fir., City State Centre Bldg., 
Shaw Blvd ., Pasig City 

SUBJECT Performance Commitment 

Sir/Madam: 

To guarantee our commitment t o the National Health Insurance Program (NHIP), we respectfully 
submit this Performance Commitment. 

And for the purposes of this Performance Commitment, we hereby warrant the fo llowing 
representations: 

1. That the following faci liti es, as guaranteed b y the heads o f faci li t ies listed in t he following table, 
are capable of delivering t he services expected from the type of healthcare provider tha t w e 
are applying fo r· 

Name of Type of facility Hospi ta l Level License Management 

Facility (hospital, RHU, (if applicable ) Number/Certi fic (if different 
HC, Lying-in, ate Num ber (if from the 

TB-DOTS, applicable) LGU) 

ABTCs, etc) 

-

-

2. That all professional healthcare providers in our facility have proper credentials and given 

appropriate privileges in accordance with our policies and procedures. 

3. That our officers, employees, other personne l and staff are members in good standing of t he 

NHIP. 

Fu rther, we hereby commit ourselves to the fo llowing: 

4. That as responsible owner(s) and/or manager( s) of t he institu tion, we sha ll be jointly and 
several ly liable for all violations commi tted against the provisions o f R.A 7875 includ ing its 
Implementing Rules and Regulations and policies. 

5 . That we shall promptly inform Phil Health prior to any change in t he ownership and/or 

management of our institution. 
6. That any change in ownership and/or management of our in stit ution sha ll not operate to 

exempt the previous and/or present owner and/or manager from viola t ions of R.A. 7875 

including its Implementing Ru les & Regulations and policies. 
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,, . 7. That we sha ll maintain active membership in the NHIP as an employer not only during the 
entire validity of our participation in the NHIPas an Institutional HealthCare Provider (IHCP) but 
also during the corporate existence of our institution. 

8. That we shall abide w ith all the implementing rules and regulations, memorandum circu lars, 
office orders, speci al orders and other administrative issuances by PhiiHealth affecting us. 

9. That we shall abide with al l administrative orders, circu lars and such other policies, rules and 
regulati ons issued by the Department of Hea lth and all other related government agencies and 
instrumentalities governing the operations of IHCPs in participating in the NHIP. 

10. That we sha ll adhere to pertinent statutory laws affecting the operations of IHCPs including but 
not limited to the Expanded Senior Citizens Act of 2003 {R.A. 9257), the Breastfeeding Act {R .A. 
7600), the Newborn Screening Act {R.A. 9288), the Cheaper M edicines Act {R.A. 9502), the 
Pharmacy Law {R.A. 5921), the Magna Carta for Disabled Persons {R.A. 9442) and all other laws, 
rules and regu lations that may hereafter be passed by the Congress of the Philippines or any 
other authorized instrumentalities of the government. 

11. That we shall promptly submit reports as may be required by Ph iiHealth, DOH and all o ther 
government agencies and instrumentalities governing the operations of IHCPs. 

12. That we shall deliver th e following services for the duration of t he va lidity of thi s commitment · 

Name of Facility Committed Services {choose from the 
enumerated services below; e.g. 1, 6a, 6b, 6c) 

-

--

1. Level 1 hospital services 
2. Level 2 hospital services 
3. Level 3 hospi ta l services 
4. Leve l 4 hospital services 
5.Specialized services 

a. Radi otherapy 
b. Hemodialysis/Peritoneal Dia lysis 
c. Others (please specify in table) 

6. Benefit package and other services 
a. Tuberculosis Directly Observed Treatment System {TB DOTS) 
b. Matern ity Ca re Package 
c. Newborn Care Package 
d. Outpatient Malaria Package 
e. Primary Care Benefit Package 1 {For government hospitals on ly) 
f. Outpatient HIV/AIDS Package (for DOH ident ified hospitals only) 

g. Animal Bite Package 
h. Others(please specify in table) 

13. That we sha ll provide and charge to the PhiiHea lth benefit of the client th e necessa ry services 
including but not lim ited to drugs, medicines, supplies, devices, and diagnostic and treatment 
procedures for our PhiiH ea lth clients. 

14. That we shall provide the necessa ry drugs, supplies and services w ith no out out-of-pocket 
expenses on the part of the members as contained in PhiiHea lth's 'No Balance Billing' (NBB) 
Policy. 

15. That we shall maintain a high level o f service sat isfa ction among Phil Health clients including all 
their quali fied beneficiaries. 
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16. That we shall be guided by PhiiHealth-approved clinical practice gll ide lines or if not available, 
other established and accepted standards of practice . 

17. That we shall provide a Phil Hea lth Bulletin Board for the posting of updated information of the 
NHIP (circulars, memoranda, IEC materials, price reference index, etc.) in conspicuous places 
accessible to patients, members and dependents of the NHIP w ithin our healthcare facility. 

18. That we sha ll always make ava ilable the necessary forms for patient's use. 
19. That we sha ll treat clients with courtesy and respect, assist them in avai ling PhiiHealth benefits 

and provide them with accurate information on Phil Health policies and guidelines. 
20. That a functional referral system, which will ensure that patients are managed in appropriate 

facilities, shall be established and institutionalized among the signatories of this Performance 
Commitment. 

21. That we shall ensure that cli ents with needs beyond our service ca pability are referred to 
appropriate PhiiHealth-accredited facilities. 

22. That we shall maintain a registry of all our clients/patients (including newborns) including a 

database of all claims fi led containing actual charges (board, drugs, labs, auxiliary, services and 
professional fees), actua l amount deducted/ by the facility as Phil Health reimbursement and 
actual Phil health reimbursement, which sha ll be made ava il able to Phil Health or any of its 
authorized personnel. 

23. That we sha ll maintain and submit to PhiiHealth an electronic registry of physicians including 
their fields of practice, official e-mai l and mobile phone numbers. 

24. That we shall electroni ca lly encode the drugs and supplies used in the ca re of the patient in om 
information system, which sha ll be made avai lab le for PhiiHealth use. 

25. That we shall ensure that true and accurate data are encoded in all patients' records. 
26. That we shall only file legitimate claims recognizing the period of filing after the patient's 

discharge prescribed in PhiiHealth circulars. 
27. That we shal l submit claims in the format required for our facility . 
28. That we shall regularly submit PhiiHealth monitoring reports as required in PhiiHealth circulars 

and the PhiiHealth Benchbook. 

29. That we shall annually submit a copy of our audited financial statement/report. 
30. That we sha ll extend fu ll cooperation with duly recognized authorities o f PhiiHealth and any 

other authorized personnel and instrumentalities to provide access to patient records and 
submit to any assessment conducted by PhiiHealth relative to any f indings, adverse reports, 
pattern of utilization and/or any other acts indicative of any illegal, irregular and/or unethical 
practices in our operations as an accredited IHCP of the NHIP that may be prejudi cial or tends 
to undermine the NHIP and make avai lable all pertinent official records and documents 
including the provision of copies thereof . 

31. That we sha ll ensure that our officers, employees and personnel extend full coope ration and 
due courtesy to all Phil Health officers, employees and staff during the conduct of 
assessment/visitation/investigation/monitoring of our operations as an accredited IHCP of the 
NHIP. 

32. That at any time during the period of our participation in the NHIP, upon request of PhiiHealth, 
we shall voluntarily and unconditionally sign and execute a new 'Performan ce Commitment' to 
cover the remaining portion of our engagement or to renew our participation with the NHIP as 
the case may be, as a sign of our good faith and continuous commitment to support the NHIP. 

33. That we shall take full responsibility for any inaccuracies and/or falsities entered into and/or 
reflected in ou r patients' records as well as in any omission, addition, inaccuracies and/or 
falsities entered into and/or reflected in claims submitted t o Phil Health by our institution . 

34. That we shall comply with PhiiHealth's summons, subpoena, subpoena 'ducestecum' and other 
lega l or quality assurance processes and requirements. 

35. That we shall recognize the authority of PhiiHealth, its Officers and personnel and/or its duly 
authorized representatives t o conduct regular surveys, domiciliary visits and/or conduct 
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administrative assessment(s) at any time relative to the exercise of our privilege and conduct of 
our opera tions as an accredited IHCP of the NHIP. 

36 . That we shall comply wi th the corrective actions given after monitoring activities within the 
prescribed period. 

3 7. Th at we shall protect the NHIP against abuse, violation and/or over-u tilization of i ts funds and 
we shall not allow our institution to be a party to any act, scheme, plan, or contract that may 
directly or indirectly be prejudicial to the NHIP. 

38. That we shall not directly or indirectly engage in any form o f unethi cal or improper practices as 
an accredited provider such as, but not limited to, solicitation of patients for purposes of 
compensabili ty under the NHIP, the purpose and/or the end consideration of which tends 
unnecessary financia l gain rather than promotion of the NHIP. 

39. That we shall immediately report to PhiiHealth, its offi cers and/or to any of its personnel, any 
act(s) of illega l, improper and/or unethical pract ices of IHCP of the NHIP that may have come to 
our knowledge direct ly or indirectly. 

40. We a_gree that PhiiHealth may deduct from our future claims, all reimbursements paid to our 
institution during the period of its non-accred ited status as a result of a gap in va lidity of our 
DOH li cense, suspension of accreditation, etc; downgrading of leve l, loss o f license for certa in 
services includ ing any and all other fees due t o be paid to PhiiHealth. 

Furthermore, recognizing PhiiH ea lth's indispensable role in the NHIP, we hereby acknowledge the 
power and authority of Phi l Health to do the fo llowing: 

41. To suspend, shorten, pre-te rminate and/or revoke our privilege of pa rt icipat ing in the NHIP 
including the appurtenant benefits and opportunities at any time during the val idity of the 
commitment for any v io lation of any provision of this Performance Commitment . 

42. To suspend, shorten, pre-terminate and/or revoke our accreditation including the appurtenant 
benefits and opportunities incident thereto at any time during the term of the com mi tment 

due to verified adverse reports/findings of pattern or any other similar incidents which may be 
indica tive of any illega l, irregular or improper and/or unethica l conduct of our operation s. 

43. To deny our accreditation and consequently pa rt icipation in the NHIP should there be a case, 
regardless of the nature thereof, filed by us against PhiiHealth, its Officers and/or any of its 
Personnel. Provided that, if in the discretion of PhiiHealth, the specific nature of the case is 
such that it wi ll not d irectly or indirect ly affect a hea lthy business relat ionship w ith us, 
Phil Health, upon the recommendat ion of the Accreditation Committee, may favorab ly consider 
the approva l of our accreditation. 

I 
We commit to extend our full support In sharing PhiiHealth's vision In achieving this noble objective 
of providing accessible quality health insurance coverage for all Fili pinos. 

---·-- ----
Head of Facility/Medical Director/Manager 

Wi th my express conformity, 

Local Chief Executive 

11 o l <I 



' 
ANNEX 1.5: Specific Provisions for Primary Care Benefit 1 Providers (Pt for i>CB) 

That we shall deliver the Primary Care Benefit Package services for the duration of the validity of this 
commitment. 

As PCBl provider, 

That we shall be responsible to seek and enlist eligible members and their qualified dependents 
in our community assigned to our facility. 

That we shall establish a baseline health profile of all PhiiHealth members and qualified 
dependents, which shall be kept and updated regularly by our faci lity. 

That we shall submit a consolidated profile or our clientele using PCB Clientele Profile as a 
documentary requirement for the release of Per Family Payment Rate (PFPR) . 

That we shall deliver the services covered by the PCBl package to respond to the health needs 
of the clientele of our facility. 

That in case there is/are diagnostic examination(s) outsourced from another facility, we sha ll 
forge a Memorandum of Agreement (MOA) to ensure quality checks and appropriate processes 
are provided. 

That we shall abide by the performance targets on the minimum obligated services for all 
members assigned in our facility set by the corporation. 

That we shall create/maintain a trust fund for PFPR fund. 

That we shall abide by the prescribed disposition and al location of the PFPR as follows: 
A. Eighty percent (80%) of PFPR is for operational cost and sha ll cover: 

a. Minimum of forty percent (40%) for drugs & medicines (PNDF) (to be dispensed at 
the facility) including drugs & medicines for asthma, acute gastroenteritis, & 

pneumonia; 
b. Maximum of forty percent (40%) for reagents, medical suppl ies, equipment (i.e. 

ambulance, ambubag, stretcher, etc), information technology (IT equipment specific 
to the needs of facility for it to fa cilitate reporting and building up of its database), 
capacity building for staff, infrastructure or any other use related, necessary for the 
delivery of required service including referral fees for diagnostic services if not 
available in the facility. 

B. The remaining twenty percent (20%) shall be exclusively utilized as honoraria of the staff 
of the health facility and in the improvement of their capabilities to be able to provide 
better health services: 
a. Ten percent (10%) for the physician; 
b. Five percent (5%) for other health professional staff of the facility 
c. Five percent (5%) for non-hea lth professional/staff, including volunteers . 

local Chief Executive (if lGU
owned)/Owner 

Head of Facility/Medical Director/Manager 



Annex 2 I I PHIC Accre-AF-3 I 

II 
06/05/2012 

,:'1~~~ Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

City State Bldg., 709 Shaw Blvd., Pasig City \tl 
. 

Health line441-7444; www.philheallh.gov.ph ?:~· 

~~~ ., 
; .. 

PROVIDER DATA RECORD , ... , .. , .. .. ...... .. ' ' . .. ....... .. .. .. , .. , . 

INSTITUTIONAL HEALTH CARE PROVIDER (IHCP) 
THE PRESIDENT & CEO 
Philippine Health Insurance Corporation 
Pasig City, Philippines 

Sir/Madam: 

I, , of lega l age, with 
(Pooltlon/Deslgnat lon) 

address at and the duly authorized representative to act for and 

in behalf of , hereby submits the following pertinent information and 
(nome of Health Care lnclllutlon) 

documentary requirements under Sec. 52 L of R.A. 7875as amended by RA 9241 and its Implementing Rules and 
Regulations thereto. 

T y pe of Ins tit ution: (Please shade th e appropriate box) 

Hospital : Outpatient Clinic: 

Award Applied For: Self-assessment Scores : O single service 0 2-in-1 D 3-ln-1 0Multiple 

0 Center of Safely Pl. Rights & Organizational Ethics --% D Ambulatory Surgical Clinic (ASC) 
0 Center of Quality Patient Care _ _ % 0 Freestanding Dialysis Clinic (FDC) 
0 Cen<er of Excellence Leadership and Management __ % 0 Primary Care Benefit Provider 
Hospital Level: Human Resource Management --% 0 Maternity Care Package Provider 
0Level 'l Information Management __ % 0 Anli-TB/OOTS Package Provider 
0 Level2 Safe Practice and Environment % - - 0 Outpatient Malaria Package Provider 
0 Level 3 Improving Performance --% 0 Animal Bile Treatment Package Provider 
0Level4 Core indicator % 0 Other Package Provider (Specify): 
Fac ility ownership (Please s hade the appropnate box) 
D Government D Private 

D Province D DOH D Single Proprietorship D Foundation 

D City/Municipality D Military/Police D Partnership 0 Cooperative 

D University D Others D Corporat ion 0 Others 
Type o f Application: (Please shade the appropriate box) 

0 Initia l 0 Re-accreditation 

D Renewal 0 with gap in accreditation D Change in location/ownership 

D Late Flier D Upgrading/add'! services 1\ · t~tinn Nn 

Na m e o f Institution: (Please print legibly and provide appropriate spaces) I I I I I I I I 

M a iling/Billing Address: 

No. I St. I Brgy. 

Municipality I City Province Zip Code 

I 
Othe r Conta ct Inf orma tion 

Contact No. Fax No. Email Add ress: 

Medical Director/Chief of Hospital Accreditation Number (If applicable) 

Head of Facility Administrator (If applicable) Owner of the Institution 

For PhiiHea lth U se Only 
Date Evaluated : 

~ ~o I By I so I 
--

Control No. 

OR No. 
Date Received : so By: jsa I PhRO Date Pa1d: 

: PhRO 
~mt Pi:!ld: 

80/PitRO(Recelvlna Module) so - J Date Encoded: 6y: 
PhRO (Data Entry) PhRO 

. . 

I 



Annex 3. Flowchart for new HCP Engagement Ptocess for Institutional Health Care Providers 
A. Hospitals ·'--........ J d RP.iliSP. 06252012 

~--------------~ 

Hospitals submits Provider Data Record, 
other documentary requirements and 

and pays corresponding Fee 

Yes t 
Hospi ta l signs Performance 

Commitment as Center o f Safet 

PRO issues Certificate of Eligibi li ty 
to Participate in the NHI P to 

hospital 

PHIC issues 
not ice of No 

Pre-Accreditation Survey 

Included in the Accreditation 
Com mit tee Deliberation 

Included in the PRO Accredi tat io1 
Subcommittee Deliberation and 

recom mended as COS 

Regional VP approves 
as COS 

den ial/ 1+---- ----.c 
deficiencies 

to IHCP 

PHIC activates validity in 
database and issues Certifi cate 

of Eligibili ty to Participate 



Outpatient facilities (Priniary Care Benefit Providers includiilg hospitals, Maternity Care PrEJviders, 

Anti-TB/DOTS Providers, Outpatient Malaria Provide~$, Animal Bite Tn~atment Cet1ters, Ambulntory 
Surgical Cll11ics, Freestanding Dialysis Clinics, and other outpatient pat kage providers) 

Automatic 
Accreditation? 

IHCP signs Performance Commitment 
as a hea lth care provider for specific 

outpatient benefit/s 

PRO encodes application into 
accreditation database 

PRO issues Certificate of Eligibility t o 

Participate in the NHIP t o outpat ient 
facility 

Revi sed 06252012 

Pre-

'------.1 Accreditat ion t----•1 Evaluation by the PRO 

Survey ~ 

Yes 
Renewai/RA, non- '>--- • t 

problematic 

Included in i lw 
PRO 

Accredi talio11 
Subcommittee 

Deli bera tion 

Included in the 
Accredita tion 

Committee 
Deliberation 

Approval o f IW I' 

PHIC issues 
notice of 

No denial/ 
!+------- -------;deficienc ies t.-- --- -<.. 

to IHCP 

PRO will ask 
HCP to Sign PC 

PHIC Issues Certifica te of t.------------Y_e_s 
Eligibili ty to Participate 



Annex 4. CHECKLIST OF REQUIREMENTS FOR IHCPs ENGAGING WITH PHILHEAL TH 

I. General Requirements: 
1. Provider Data Sheet (PDR)- properly accomplished 
2. Performance Commitment- duly signed by the Local Chief Executive/owner and the head 

of the facility/ Medica l Director/ Chief of Hospital 
• Submitted with the PDR -for automatically accredited providers 
• Submitted wi thin thirty (30) days from receipt of notice of approval of participation - for 

providers under the regular engagement process 
3. Electronic copies (in JPEG format) of recent photos of the facility, Internal and external 

area labeled with the name of the facility and date photo was taken 
_ _ 4. Statement of Intent (SOl)- if applicable 

a. For Hospitals applying for initial/re-accreditation from January to April regarding to 
validity of accreditation, and/or 

b. For hospitals applying as Centers of Quality/Excellence 
c. For outpatient package providers applying for initial/re-accreditation from September to 

December regarding to validity of accreditation 
5. Participation fee - proof of payment, if applicable (see back for appropriate fee schedule). 

II. Specific Requirements: (in addition to the above, the following are specific requirements per type of 
institution) 

A. Hospitals (Levels 1, 2, 3 and 4) 
1. DOH License - with validity applicable to the accreditation period applied for 
2. Latest audited financial statemenU report (as applicable) 
3. Certificate of Accreditation issued by an ISQUA-accredited organization - if applicable 
4. DOH licenses for 3 previous years or its requ ired alternative document - for 

initial participation 

B. Ambulatory Surgical Clinics & Freestanding Dialysis Clinics 
1. DOH License - with validity applicable to the accreditation period applied for 
2. Latest audited financial statemenU report (as applicable) 

__ 3. DOH licenses for 3 previous years or its requ ired alternative document - for initial 
participation 

C. Primary Care Benefit Providers 
__ 1. MOA with referral facilities - if applicable 
__ 2. Location map 

D. Outpatient Malaria Package Providers 
__ Certificate of Training in Malaria issued by DOH/CHDs 

E. Maternity Care Package Providers 
1. DOH certificate as BEmONC facility (for automatic accreditation) 
2. Certificate as Newborn Screening Faci lity issued by the CHD or NI H -optional for initial 

accreditation and 2nd year of participation, required for renewal on the 3'd year of 
participation 

3. Any of the following for applicable referral system: 
a. Proof of Affiliation/MOA with at least a Level 2 PhiiHealth Accredited Hospital 
b. MOA with referral physician/s for OB and Pedia cases - as applicable 
c. MOA with a DOH-certified Bemonc-CEmonc network (if the facility is not BEmONC 

Certified) 
_ _ 4. Location map 

F. Anti-TB/OOTS 
1. DOH- PhiiCAT Certificate (optional for initial participation) 
2. Location map 



G. Animal Bite Package Providers: 
1. Certification as an Animal Bite Treatment Center (ABTC/ABC) from the DOH -

National Rabies Prevention and Control Program Office 
2. Location map 

Ill. Schedule of Participation Fees: 

RENEWAL RENEWAL (LATE FILERS) 
INITIAL & 

REACCREDITATION BEFORE THE APPLICATIONS FILED AFTER THE 

INSTITUTIONS (PRIVATE/ PRESCRIBED 
PRESCRIBED PRESCRIBED FILING PERIOD 

FILING (additional fee) GOVERNMENT) 
PERIOD FILING 

(WITH 10% PERIOD 31 - 90 days prior 1 - 30 days prior 
INCENTIVES) to expiration to expiration 

Level I Hospitals p 3,000.00 p 1,800.00 p 2,000.00 p 4,000.00 p 8,000.00 
Level II Hospitals p 5,000.00 p 3,600.00 p 4,000.00 p 8,000.00 p 16,000.00 
Level Ill Hospitals p 8,000.00 p 7,200.00 p 8,000.00 p 16,000.00 p 32,000.00 
Level IV Hospitals (with training 

p 10,000.00 p 9,000.00 p 10,000.00 p 20,000.00 P40,000.00 programs) 
Ambulatory Surgical Centers p 5,000.00 p 3,600.00 p 4,000.00 p 8,000.00 p 16,000.00 
(ASCs) 
Free Standing Dialysis Centers p 5,000.00 p 4,500.00 p 5,000.00 p 10,000.00 p 20,000.00 
(FSDCs)- HD and PO 
Primary Care Benefit Providers p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
(PCB) - formerly OPB p 1,000.00 
TB-DOTS Provider p 1,000.00 p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
Non-Hospital Maternity p 1,500.00 p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
Care Providers 
3-in-1 Providers p 1,000.00 p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
PCB (OPB) and DOTS p 1,000.00 p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
Providers 
PCB (OPB) and MCP Providers p 1,500.00 p 1,350.00 p 1,500.00 p 3,000.00 p 6,000.00 
MCP and DOTS Providers p 1,500.00 p 1,350.00 p 1,500.00 p 3,000.00 p 6,000.00 

Animal Bite Package Providers p 1,000.00 p 900.00 p 1,000.00 p 2,000.00 p 4,000.00 
(Rabies Post-exposure Benefit) 



(Pro-forma) 
STATEMENT OF INTENT 

AUTOMATIC ACCREDITATION 
Hospitals, Ambulatory Surgical Clinics (ASCs), and Freestanding Dialysis Clinics (FDCs) 

Date: ---------------------------------
Name of Health Facility: _ ___ _ _______ _____ _ 

Address: --------------------------------------------------------------
Sign the applicable items if you agree with the statements below: 

1. For applications for Initial Participation or Re-accreditation that are filed from January to 
April of the current year: 

OPTION A: I agree with the following provisions : 
1. To pay for the registration fees equivalent to two (2) accreditation cycles. 

2. That the start date of participation of our health facility shall be before May 1 of the current year 
when it has complied with the requirements for registration and participation. The 2''d 
registration fee shall cover for the next accreditation cycle which is from May 1 of the current 
year up to April 30 of the succeeding year. 

3. That in case my application for initial participation/re-accreditation is denied, the registration fee 
for the 2"d accreditation cycle may be used as payment when we file for the next registration for 
participation in the NHIP. Further, I understand that failure to register within one (1) year from 
receipt of notice of denial of participation shall forfeit the said registration fee in favor of the 
Corporation. 

Signature over Printed Name of the 
Authorized Person 

OPTION 8 : I agree with the following provisions: 
1. To pay the registration fee equivalent to one (1) accreditation cycle. 

2. That the start date of participation of our health facility shall be on or after May 1 of the current 
year when it has complied with the requirements for registration and participation . 

Signature over Printed Name of the 
Authorized Person 

2. Downgrading of Accreditation Award (for hospitals only) 

I agree that, in case my hospital does not qualify for the accreditation award it applied for, t11e 
hospital shall be granted the Accreditation Award it is compliant with. 

Signature over Printed Name of the 
Authorized Person 



ANNEX 5 

(Pro-forma) 
STATEMENT OF INTENT 

AUTOMATIC ACCREDITATION 
PCB,OMP,MCP,DOTS,ABTCs 

(filed from September to December of the current year) 

Date: ____________________________ _ 

Name of Health Facility: _________________ _ 

Address: -----------------------------------------------------------

Sign the applicable items if you agree with the statements below: 

FOR INITIAL PARTICIPATION AND RE-ACCREDITATION 
OPTION A: I agree with the following provisions: 
1. To pay for the registration fees equivalent to two (2) accreditation cycles. 

2. That the start date of participation of our health facility shall be before January 1 of the 
succeeding year when it has complied with the requirements for registration and participation. 
The 2"d registration fee shall cover for the next accreditation cycle which is from January 1 up to 
December 31 of the succeeding year. 

3. That in case my application for initial participation/re-accreditation is denied, the registration fee for 
the 2"d accreditation cycle may be used as payment for its next registration for participation in the 
NHIP. Failure to register within one (1) year from receipt of notice of denial of participation shall 
forfeit the said registration fee in favor of the Corporation. . 

Signature over Printed Name of the 
Authorized Person 

OPTION B: I agree with the following provisions: 
1. To pay the registration fee equivalent to one (1) accreditation cycle. 

2. That the start date of participation of our health facility shall be on or after January of the 
suceeding year when it has complied with the requirements for registration and participation. 

Signature over Printed Name of the 
Authorized Person 



ANNEX·5 

(Pro-forma) 
STATEMENT OF INTENT 

REGULAR ENGAGEMENT PROCESS OR NON-AUTOMATIC ACCREDITATION 
Hospitals, Ambulatory Surgical Clinics (ASCs), and Freestanding Dialysis Clinics (FDCs) 

Date: -------------------------------

Name of Health Facility: _ _ _ ___ _ _______ _ __ _ 

Address: ----------- - ---------- - -----
Sign the applicable items if you agree with the statements below: 

1. For applications for Initial Participation or Re-accreditation that are filed from January to 
April of the current year: 
a. OPTION A: I agree with the following provisions: 

1. To pay for the registration fees equiva lent to two (2) accreditation cycles. 

2. That the start date of participation of the health facility shall be on or before April 30 in 
case the pre-accreditation survey is conducted in the health facility on or before April 
30 of the current year and the application is approved before May 1 of the current year. 
The 2"d registration fee shall cover for the next accreditation cycle which is from May 1 
of the current year up to Apri l 30 of the succeeding year. 

However, if the pre-accreditation survey of the health facility is conducted after May 
and/or the application is approved after May 1, the start date of my accreditation shall be on 
the date when the facility has complied with all the standards and requirements of 
accreditation. 

3. That in case ml application for initial participation/re-accreditation is denied, t11e registration 
fee for the 2" accreditation cycle may be used as payment when we file for the next 
registration for participation in the NHIP. Further, I understand that failure to register within 
one (1) year from receipt of notice of denial of participation shall forfeit the said reg istration 
fee in favor of the Corporation. 

4. That if I submit the performance commitment of the health facility beyond thirty (30) days 
from receipt of notice of approval of participation, the start date shall be on the day when 
the PHIC receives our signed performance commitment. 

Signature over Printed Name of the 
Authorized Person 

b. OPTION B: I agree with the following provisions: 
1. To pay for the registration fees equivalent to one (1) accreditation cycle . 

2. That the start date of participation of our health facility shall be on or after May 1 of the 
current year when it has complied with the requ irements for registration and participation. 

3. That if I submit the performance commitment of the health facility beyond thirty (30) days 
from receipt of notice of approval of participation, the start date shall be on the day when 
the PHIC receives our signed performance commitment. 

Signature over Printed Name of the 
Authorized Person 



2. Downgrading of Accreditation Award (for hospitals only) 

I agree tllat, in case my hospital does not qualify for the accreditation award it applied for, the 
hospital shall be granted the Accreditation Award it is compliant with. 

Signature over Printed Name of the 
Authorized Person 



ANNEX 5 I 

(Pro-forma) 
STATEMENT OF INTENT 

REGULAR ENGAGEMENT PROCESS OR NON-AUTOMATIC ACCREDITATION 
PCB,OMP,MCP,DOTS,ABTCs 

(filed from September to December of the current year) 

Date: -------------------------------

Name of Health Facility: ________ _ _ _____ ___ _ 

Address: -------------------------------------------------------

Sign the applicable items if you agree with the statements below: 

FOR INITIAL PARTICIPATION AND RE-ACCREDITATION 
OPTION A : I agree with the following provisions: 
1. To pay for the registration fees equivalent to two (2) accreditation cycles. 

2. That the start date of participation of our facility shall be before January 1 of the succeeding 
year when it has complied with the requirements for registration and partic ipation. The 2"0 

registration fee shall cover for the next accreditation cycle which is from January 1 up to 
December 31 of the succeeding year. 

3. That in case my application for initial participation/re-accreditation is denied, the registra tion fee 
for the 2"d accreditation cycle may be used as payment for its next registration for participation 
in the NHIP. Failure to register within one (1) year from receipt of notice of denial of 
participation shall forfeit the said registration fee in favor of the Corporation. 

4. That if I submit the performance commitment of the health facility beyond thirty (30) days from 
receipt of notice of approval of participation, the start date shall be on the day when the 
PHIC receives our signed performance commitment 

OPTION 8: I agree with the following provisions: 

Signature over Printed Name of the 
Authorized Person 

1. To pay the registration fee equivalent to one (1) accreditation cycle. 

2. That the start date of participation of our faclity shall be on or after January 1 of the succeeding 
year when it has complied with the requirements for registration and participation. 

3. That if I submit the performance commitment of the health facility beyond th irty (30) days from 
receipt of notice of approval of participation, the start date shall be on the day when the 
PHIC receives our signed performance commitment 

Signature over Printed Name of the 
Authorized Person 


