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~4 INDIVIDUALLY PAYING MEMBERS (IPMs), ACCREDITED 
HEALTH CARE PROVIDERS, PHILHEALTH REGIONAL 
OFFICES, BRANCHES, AND ALL OTHERS CONCERNED 

SUBJECT Revised B ayad Center Payment Transaction Form as proof of 
PhilHealth premium p ayment 

E ffective June 1, 2013, CIS Bayad Center including their affiliates shall acknowledge premium 
payments &om Individually Paying Members (IPM) with PhilHealth Identification Number (PIN) 
using the Re11ised Bqyad Cmter TratJ.raction Form. 

As such, the Revised Bqyad Cmter Pqyment Transactio11 Form shall be recognized as proof of 
PhilHealth premium payments when dulv vaHdated with the required payment information as 
prescribed in PhilHealth Circular No. 16,s.201 0 (please see Annex A for the sample Revised Bqyad 
Cmtc1· Pqymwt Transaction Fom1 for ready reference). 

-~AL~H--

~·~ ·' '\ ,-UI.-; -r 

#
. ''"""'' A r~-,v ,. 'r'f '.]£' ~.l:> ~ 

Dal:~. .J -L.:J. 
CERTlFl.rD -~~- ··· -;:::-::.. ·" 

----- - • • j 

n P- I ~ - () /, .-21 - 0/3 



r--.._..,._ 

~ .u•:.~~~~1~~~~~~~>~1~1f~?..~1~ .. 
1 ___.1 ~cr;own N.JUi u ~· .urn,wu G !'/LII N.rnu.: f,tlrJtllv :•tHUt;J 

2 1'1'" ·" "1 1\tloll t:•.·. 3 

4 --::tt { 10<.11~, i. ,y···~ II I ~-~ 6 
5 ~~~ - -~ - - ' !l: · · ~ .. . -~mutmt Utlt l 1n1h! Pah.: 

~O:\/In 1i t' iCP N c1 --- l5rnl( ll~l d 0;l1C 

i\cocunl NumiJt:J: 

··- ··TII<T• 

7---+ 10 tlumiJur: 

8 -ti 1 ~\_···.tl t:lol l;p· ~ I JCUJtl l i!iullon ' )Shml r em ·, Lo;u \ ( )Rt •. tl r:~t_ahJ 

9 -.l~l).''' r;-p~ . i \~C t )'lf~orv·:_~ )rll'· ~~~~=~=-====--==· 
l t;df' ~- ~~'-l f~~ \ '-'-HI TJD\.' 

10 ___., ,.;p;;i,c.;u,:r:i"'"";:}j rom - --· -~· -
f t.) Vu;lt 

11 Conllrhhllurl il.1nnth Tul.tl /,moaml 1 12 
• 

I J~.r.h I j o.;ro,:t~ I I C;~:.h .~ Ch, ·.:~ ( I f:r.:.lil C:.11rl 
c .. rJt' Pt• u j t tlt ~o· N-~ 

~ t"'"l•· r i. f't•P_ ---··--- Urnrcn 
f<ilnl 1-'uu 

t;t•:t~ t G • .u: NO E "Ill' : t :=!t~. 

DECLJ4R4rt011 of !>J • . ·•'· • r..t w ~ :,. _ .. .:.r.~.-.· . ,..;._ . .,, •.. !. ,.-... !-..- :-.! •·• .'~ i. ~ :s_, 
-· r ._ • .J ·: • .,., _, l o ,1 ; .n: f • 1• •, .•,. J :...;._.,. 1 • &•t.:~-··· ·r, • : • ,.,, :.._. .. ·,., 

~-:· ::.:~ .. ,. :::J ,,. ·~·-, ,.;:; ,_' ;j.~·:,~.:~ ~-~t~r·· .'.:/;~'.-.,i:~; ~:.·~, -~=·:,: ... :J"·.!:, ~!;,;.~~!:.:: .. o:r•,-~~:~:! 

Sluualur~6~o·nr prmtod namU ( J 13 
M=>djlnc V~lldl!ti;;;'-·---- --- --

r u • ·"·;. 1cY~· • ,·-, ~;.;! l lr ·· ·t:'l: .t..:· ;:r .1:. . --;1 •!· ,. •• 11 · • ~~; 

l ll ikn!lll' !<ll!;lll!U~l*l l!l lllli ll:l~l 
flill !illin!!fl ll•!icuh J ~~llt: l:l ;t)J · /tlllll 
r~: !7l.ll m: u: m m: II.H l um11Jtlllit:il H::m!llm 
!oat 1::1 ;(i tmli II !Ali! ulllU. 

Field No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

ANNEXA 

How to fill-out the Bayad Center Transaction Form: 

Field Name Required Information 

Account Name Name of the Individually Paying Member (IPMI 

Present Address IPM's present address (Optional) 

Contact No. IPM's contact no. (Optional) 

Type ofTransaction Check ( )"Bills Payment" 

Biller Write "PHILHEALTH" 

Date Date of Payment 

ID Number IPM's Philhealth Identification Number (PIN) 

Payment Type Check ( ) Contribution 

Payor Type 
Check ( ) SE tor Self Employed or 

( ) VM for Voluntary Member 

Applicable Month/s 
Applicable month/period 

and Year 

Contribution/Month 
Contribution amount per month 

(Ex. Pl50.00/month) 

Total Amount Total amount of contribution for payment 

Signature Signature of IPM/Authorized representative 
--- ---- - ---
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