
Republlc of the Philippine.

PHILIPPINE HEALTH INSURANCE CORPORATION
Philhealth Regional Office VI. Majestic Bldg. # is J. De Leon St.. Iloilo

Tel Nos. 3378724 / 5087300 reglon6@philheolth.gov.ph

PURCHASE ORDER

Supplier: ECP REFRIGERATION & AIRCONDITIONING SERVICES

Address: Vlllamonte

Bacolod City

Tel./Fax: 708·6384/0926·2064891
Supplier Registered with:

P.O. No:

Dote:

Terms of Paymenf:

Mode of Procurement:

61303-063

April 2. 2013

30 calendar days

Negotiated Procurement

084-01·13
'3 cf ~c,RIVNo.:

Please deliver to this office every 2nd month of the applicable quarter of 20 J 3 upon receipt hereof: I C> ·-0) .....

NO QTY UNIT ITEM DESCRIPTION UNIT PRICE TOTAL AMOUNT
Quarterly Alrcon Maintenance & Cleaning

4 units 3 Tonner Floor Mounted 350.00 4.200.00
1 unit 3 Tonner Spilt Type 400.00 1.200.00
3 units 2.5 HPWindow Type 275.00 2.475.00
1 unit 2 HPSplit Type 325.00 975.00
1 unit 1/2 HP Window Type 275.00 825.00
2 units Air Curtain 300.00 1.800.00

Schedule starts: May 2013. August 2013. November 2013.

Purpose: Bacolod LHIOuse

TOTAL 11.475.00

Terms and Conditions:
1.TheAgency sholl impose a penolly in the amount equivalent to 1/10 of 1 percent of the lotal value of undelivered order for each day of the delay as liquidated damages.
2. Render your bills in triplicale copies including the original.

3. If the dote of receipt of this P.O. by the dealer is not indicated. it sholl be deemed received on the 10th working day from the dote of the approval.

4. ForImported items. IMPORTANTDOCUMENTSspecifically showing the condition. serial numbers of the equivalent purchased. and tax receipts should be submitted by the supplle
5. Defective. incompatible or non-compliant goods as to specification when quoted sholl be rejected and replaced at no cost 10 Philhealth PhRO-VI.

Certified budget availability:

Very truly yours.

Fisca~~tQll.efT

MARJ
Within the C.O.B.

Expense Cede:

Budgel:

Rema"'s:

Fiscal Co roller IV

APPROVED:

~f2--(JO
Received copy of P.O. on:

~
DENNIS S. MAS. Ph.D. URP

Regional Vice President

PROVI

CON FORME:

(Printed Name & Signatur


