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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

LNU, Commercial Bldg,, Francisco Duque St., Tapuac District Dagupan City

POMM.P- 006

PURCHASE ORDER

OFFICE/DEPARTMENT: ADMINISTRATIVE SECTION, GENERAL SERVICE UNIT

Supplier: OCTOBER PHARMACY & GENERAL MERCHANDISE PO No. 18-103

Address: Bugallon, Pangasinan Datet 7lL4l2oL8

Tel.Fax No.: 9395827229 Terms of Payment: Charge

Mode of Procurement: ShoppingSupplier Registered with: 438-653-000 NV

Please deliver to this office within weeks from receipt hereof the followi

QTY UNIT ITEM DESCRIPTION UNIT PRICE TOTAL AMOUNT

Terms & Conditionsl

1. tn case offaitlreto make thefull delivery within the time speclle: a!.ve, a penalty ot on€'tenth (1/10) ofone perc€nt (1%l Ior every daY of delay shall be

imposed,

2. For tmported ttems, |MPORTAT|ON DOCUTV]ENTS specificaly sl"o\ _E-:^e condition, serial numbers of the equipment purchased, and tax recelpts should be

submitted by the s!pPller.

3. The co.t.a.r.g ra.: es -rdert.ke to comply with Ofiice Orde' ',c. ::18-2C15 entitled "Relteration o, PhilHealth No Gift Policy (R€vision 1l which is deemed

-::.rc-:ie -:::-sa.^:ract.NoPhiHealthp€rsonnelshalsol:::e-a^c,craccept,directlyorindlrectly,anygiftfromanyperson,group,associatlon,oriudicial
e-::,, r.-e:-e..,c". t*e nlbtc or prtvate rector, at anyt me, c. c::- i-e work premises where such gift is given in the course of offi.ial duti€s or in connection

w:- a.! lia.sEct s. t/h ch may alfect the functions of thter c'f ae a, _'-ence the actions of directors or employees, orcreatethe appearance ofa conflict of

4 phiHea th sha I have the rtght to reject and return the ltems and ca.:e ihe corresponding PO if Soods delivered are defective, incomplete or non_compliant as

specif cat on when quoted.

5 tn case of returned/reject€d items which cannor be rep aced with n se!er {7} calendar days from notice, PhllHealth shall demand full refund of paYment made "in

cash' or 'in check" three (3) calendar days.

6 Oellveries shou d be made within 8:O0aM to 3:00PM on working c., ! ct or before the date stipulated in the PO'

Very truly yours,

p.^I, 7-/(-/y
A S. SANTOS/,

MSD CHIEF
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