Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
CityState Cenire, 709 Shaw Blvd. corner Oranbo Drive, Pasig City

Healthline: 637-9999, www.philhealth.gov.ph

August 8, 2005
PHILHEALTH CIRCULAR
No. s-2005
TO : ACCREDITED INSTITUTIONAL HEALTH CARE
PROVIDERS AND ALL CONCERNED
SUBJECT : Renewal of Accreditation of Institutional Health Care

Providers (IHCPs) with Complete Application

All accredited THCPs are advised to submit a complete application to facilitate processing of
the renewal of their accreditation. Incomplete applications shall be returned for completion.

A complete application satisfies the following requirements:

1. Application form properly accomplished and duly notarized;

2. All documentary requirements in the checklist for accreditation are attached (see
Annex A);

3. In lieu of hospital and ancillary service licenses, 2 DOH certification may be
submitted pending the processing of the actual license(s). The certification should
state that the hospital was inspected and found to have complied with the

- standards.

4. In lieu of the Fire Safety Inspection Certificate, a commitment letter may be
submitted detailing the hospital’s safety measures in case of fire and compliance

- to the inspection findings of the Bureau of Fire Protection.

All other issuances, which are not inconsistent herewith, shall remain in full force and effect.
This Circular takes effect 15 days after publication.

.. LMJM 111

. Office-in-Charge
L Office of the President and CEO

Date Signed: AUG-1.2.200%

“Isang Malusog na Mamamayan....Isang Matatag na Republika!™



PHIC Form-}

‘W Repulilic of the Philippines ‘
s - & PHILIPPINE HEALTH INSURANCE CORPORATION
ACCREDITATION DEPARTMEMT
Li 12" Floor City State Centre Bldg., 709 Shaw Blvd. Oranbo, Pasig City
- Tel No. 637-62-65 Trunk line 637-99-99 loc 1213, 1216, Telefax. 637-25-27

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR
REGIONS | -VI AND NCR
PHIC - SECONDARY DOH - PRIMARY CARE

NAME OF HOSPITAL:
ADDRESS:

PhilHealth application form properly accomplished.
Duly notarized Warranties of Accreditation.
DOH License issued 2005
PHA Certificate of Membership issued 2005
List of functional /serviceable equipment signed by Medical Director /
Administrator  (Annex A).
List of current hospital's room rates  (Annex B).
List of current hospital service charges (Annex C).
8. Ancillary Licenses issued / revalidated 2005 - 2006,
a.) Laboratory
b.) X-ray
¢.) Pharmacy
9. Complete list of hospital staff with respective designation and signature ( Annex D )
Schedule of duties of medical, nursing staff and medical technologist/s.
I Four Year Residency Training certificate in General Surgery of the Surgeon.
¢ Residency Training certificate of the Anesthesiologist.
[ 194 Accreditation fee by PMO payable to PHIC or caslﬁ;uid directly to cashier and /
7 or photocopy of OR from PRO. Accreditation fee is non-refundable.

Ln 4o Lo o —

=20

Renewal - P4,000.00
Initial - P5,000.00
Re-accreditation - P5,000.00

(see attached PhilHealth Circular No. 29, 5.2004 and Payment Scheme)
14, Quality Assurance Program
1§. Therapeutics Committee members and activities
147 Photocopyv of Remittance Form [ (RF1) for the last quarter. (for Private hospitals only)
1¢. Sanitary Permit of Dietary Section tor the vear 2005
17. Updated Health Certificate of Dietary personnel
1¥. Fire Safety Inspection Certificate for 2005.
“ International Classification of Diseases (1CD-10) Training Certificate
2. Financial Statement of the previous vear
Additional Requirements for Initial Accreditation:
l. Current photograph of hospital facade and other available tacilities
2. Organizatonal Chart
3. Current standard operating procedures
4. SEC License : DTI certificate , CDA ceruificate
5. DOH licenses of three (3) previous successive vears

DOCUMENTS SUBMITTED: Assessed | Evaluated Byv:

PRO SO « Central Office: Recerving Clerk Bgces . s01
Date Recerved: AQAOQ MO Date

Received By Returned Bv Date

Date Re-filed:

PRO SO Central Office statf ure advised to strictly indicate the above dara.
IMPORTANT  Applications not completely filled-in and/or lacking in requirements shall be
~eturned. “ "
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Repuwliic of tne Philippines

PHILIPFINE HEALTH INSURANCE CORPORATION
ACTRIDITATIOM DEZARTMENT

122 Fioor Cicy State Ceatre Bidg., 709 Skaw Blvd. Cr=abe, Pasig Cioy
Tel No. 837-42-4% Trunk line 637-39-29 loc 1215, 1216, Telefaz 637-25-27

E-mal: ~czrzrninlhealin sov oh

PhilHesith ACCREDITATION FORM )

APPLICATION FOR ACCRED[TATION ( SECONDARY)

THE PRESIDENT

Phulippine Heaith [nsuraace Corporation

Pasig City, Philippines

SIR

L _, Filipino of legal age with address
(Poartion | Dexgnanon ) :

ar 2nd_the duly authorized represemtagve to act for and in

bebail of , hereby applies for accreditadon under

( Heaith Care [pstttnoon )
Sec. 16 L of R.A. 787% and its Impiemennng Ruies and Regv:dnﬁons thereta. For this purpose, | hersby

"
submit the follomng pertinent informacion 2od docomentary requirements.

PART [ - GENERAL INFORMATION

Name of Hospitaj :
Compiete Address : 2 Poscai Code .
PhilHeaith Cade No. : Ted No.: Fax Na..
Daute established Date of Last Accreditagon ;
Chief/ Medicai Direcror - ! Admimsrator ;.
DOH License No. valid from _ to issued on e |
Owaerstup / Vianagement
{ ) Singie Propnetorship (+) Caoperzave
Corporanon o Foundaaon
Naronai Government =9 Local Government
Others, specify
-4 PHYSICAL PLANT & ENVIRCNMENT
Bwiding
Cunerete Jld scrnczure
Semm~concrete i Renovated
‘Wooa o) New saucture
Jimssnen ndg Seiew Stanaara
. Wurer sapoiy
Zlecmic Power .
Stand by generstor Yes e
% “ewage Disposal
Salia waste OV s
-
VI, Seconaanyrios T

4
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1iquid waste by
Pathological waste by

d Fire sscape t ) Yes ( J No
e Fire ezringuisher ( ) Yes (1} %o
f Toilet faclites [ ) Yes ( ) No

Al

Has there besn any change in ownership or management ?

{ )Y -y o If ves, when ?
3. Has the Hexith Care [nsutunon transfert=d !0 anorher |ocation 7
() Zes ( ) No If ves, where ?

( compiese address )
Has there been any chaoge in category or authorized bed cpacity since last accreditanon

i

i { ) No Ifves whea? What ? .
HOSPITAL BEDS  Submit compiete list of hospital's bed per room and current races.
( See Annex B)
MANPOWER COMPLEMENT ( Indicate the Number ) -
l. Medical Service
2. Consuitants: Full Time Part Time Visidng
General Surgery
Sub—surgical Specairy
OB-Gvn
Pediatnc
Internai Medicne
Pathoiogy
Radiology
Dental
Others
b, Residenats
1 Nursing Service
2 Registered Nurse
b. Registered Midwives
c Nursing Aides

L
U
Er
El

4. Laboramory & X-mv

1 Medicai Technologist
0. X-cay Technologist

2. Dennst
q.  Diedtian
T Admumsstranve Service
3. Others
NOTE . Submut compiets list of hospitad personnel. | Ses inmes J°
JLINICAL FACTILITIES

Lmergency roem
Doctor's ;. Consulianon oiflce

Climeal |aporstory

_apuramory Lic Na vatid from ]

=ray “aality

-=¥ Lic No. ‘a1id “rom a
-



Pharmacy Lic No valid from

C

(

|

Desatal room
Drug rmom
[abor rom
Delivery room
Nursery room :
Operating room
Recovery mom
Medical Records room
Diemry room

Others, please specify

— N TR ik s

No. of Bassine! / s
Minor OR

(
(
(
(
(

—_— e e e

Na. of Incabator / 5
Major OR

E. EQUIPMENT Submit compiete list of existing functional or serviceable equipment under
each facliry. ( Plesse see Anoex A )
F. CLINICAL SERVICE
~ - ). GeseraiMedicne =~ () Anesthesia
i | General Surgery { ) OB-Gvn
{ ) Orthopedic Surgery = i Pediatrics
()  Opthaimoiogy () Dermawiogy
() Orolaryngoiogy ()  Others, speafy
E G. " RECORDS
i Admission & discharge records
[ | Prescribed logbook ( Follow PhilHeaith Cirr [ | Computerized
No. 56 £1999 & No. 38 +2000 )
| Case _mi:*m«-m-m.mjm[m Floms M'M'mi
[I No. Dste & | Padent ! [ | Disgnos s Dingroais Physician [ Dae & |
Time / ! ] | ’ | Thone |
| - | |
| ¢ 3 Paneat's charr
AR Laberatory logbook
Case Yo Neme of Pagtent ige | Sex | Memberatip Admttting i Trype of |
= ! | _Disgnosis | Exsminxton
Y, X-rav logbook -
= Case  Nameof | Age | Sex  Address | Miembersmp }m | Type of | Dmae of
No. Psnent Dimgnoss | Exmmmetos Sxsmmaton
OPD logbook
— Oumedent surgical loghook
Mandatory monthiy hospital reports
4. QUALITY ASSURANCE PROGRAM OF THE INSTITUTION

LI, SecongcarveUian

- Mission zad Vison

5 Personme: Responsbie for the Program
«Adovines

I Minures of Meedng



ANNEX 4
NEW DRUGS AND DRUG PREPARATIONS INCLUDED IN THE PNDF VOL. ONE (1) SIXTH (6TH) EDITION

Section 12.0 ANTIDOTES
A. NEWLY LISTED DRUGS (compensable by March 1, 2005)
CATEGORY ROUTE PREPARATION
Bromocriptine Oral: 2.5 mg tablet (as mesilate)
(neuroleptic malignant
syndrome)
Dimercaptopropane- Inj.: 100 mg/mL, 1 mL ampul, 10 mL vial (IM)
sulphonate (DMPS)
(for arsenic and methyl
mercury poisoning)
Lorazepam Inj.; 4 mg/mL, 1 mL ampul (IM,IV)
(for drug-induced seizures) (Also listed under Section 1.0 Drugs Acting on the Nervous
System)
* Methylene blue
(for severe methemoglobinemia) Oral: 1% solution
55 mg and 65 mg tablet
Inj.: 10 mg/mL, 1 mL and 10 mL ampuljvial (IV)
Naltrexone Oral: 50 mg tablet (as hydrochloride)
(for narcotic addiction and
alcoholism)
-Nothing follows-

B. NEWLY LISTED DRUG PREPARATIONS ( compensable by March 1, 2005)
Note: The following drugs, in their generic/international non-proprietary names (INN), are already included in the 5th edition of the PNDF.
Below are the newly listed preparations of these drugs as contained in the 6th (latest) edition of the PNDF.

GENERIC NAME ROUTE PREPARATION

Calcium folinate Oral: 15 mg capsule and 25 mg tablet
(leucoverin calcium (as anhydrous) (equiv. to 25 mg folinlc acid)
for drug-induced Inj.: 3 mg/mL, 1 mL ampul (IM, IV)
megaloblastic anemia, 10 mg/mL., 10 mL vial (IM, IV)
formaldehyde and methyl 15 mg/mL, 1 mL ampul (IM, IV)
alcohol poisoning and 340 mg vial (IM, IV, IV Infusion)
methotrexate toxicity) .

Deferoxamine (1) Inj.: powder, 2 g vial (IM, IV, SC)
(for iron poisoning) (as mesilate)

Flumazenil Inj.: 100 meg/mL, 10 mL ampul
(for benzodiazepine poisoning) ( slow IV, IV Infusion)

Pyridoxine (Vitamin B6) Inj.: 100 mg/mL, 10 mL ampul (IM, IV)
(for isoniazid poisoning, (as hydrochloride)
hydrogen sulfide poisoning,
gynomethrin mushroom
poisoning and theophylline
poisoning)

* Sodium nitrite Inj.: 30 mg/mL, 10 mL ampul (IV)
(for cyanide poisoning)
-Nothing follows-

Page 1 of Annex 4 Additional compensable drugs and drug preparations



43 Taat it shall undertake measurss o eater only truc and correx data in all padenrs records and in the
preparaton of claims and snsure the fling of legitimate Caims within the sixty (60) calendar days after the
patients discharge,

4.4 Thatl, acung on behalf of this institunon, wgether ‘with the conc=rned personnel, shall take full respounsibility
for any omission or commission i the preparation of claizs and in the satry of climical records.

in

MANAGEMENT INFORMATION SYSTEM

5.1 Thatthe aforenamed health care instution shall grve proger information of its acweditation stamus by posting
the PhilHealth ceraficate of accreditaton in a2 very conspicaous place in the said instmtion,
2 That it shail post at its billing section updated informacon of the Program’s benefits and procadural
requirements aod make availabie the aecessary forms for patiznr’s use,
That it shall inform the Deparmment of Heaith all reporrable cases confined in the aforenamed instmrion,
'I'ha: it shail immediately inform the PhilHealth in writing of any of the following chenges in the instmton’s
) lecaton (2) owrership or managemeant, or (3) closare or temperary cessation of hospital operation.

[
1a

N )

LA !-.h

§. HOSPITAL INSPECTION / VISITATION / INVESTIGATION

6.1 That the aforenamed heaith care insnution recognizes the authority of the PhilHeaith and its duly authorized
represeataive oragmud:pnmday?&ﬁﬂmlthmcnndn:mspmommnmmgmnuufm:
institution at anyume,

2 That the PhilHeaith’s doly authorized representative shail be accorded with courtesy and respecs by the
mmw@ﬂm;mimlmdmmn,

63 That it shail cooperate in the inspection / visitation / investigation by maidng ready and availabie ail haspital
records (medical & financal) and other pertinent doamments,

6.4 ﬁmushaﬂmcywuhnumhysummnn&mummmmhpmadnmm&ommmnmw
Heaith [nsurance Offics.

they
Fnaﬂy_ red : .r i1
vzmﬁ:umuﬂz%”ﬂ‘mywﬂmm&mmﬁmmﬁﬁmdmmvw.lzl.nd
anycf'hcptwumlﬁoftthmmlHﬁlmtmm-\c;annlm;ﬂmnngnmﬁandnsphmandmynfm
Warranties of Accreditanion.

MEDICAL QIRECTOR | \TCOR
(Signamure over Prmted Name)

SUBSCRIBED AND SWORN TO. ths - day of s
at

Unal

PTR No.

‘asued at

Issueg on
Doc. Na.
Soox Na.
Jage No. :
\m:& af :_ e 6



SECOMNDARY

ANNEX

LIST QF FUNCTICNAL / SERVICEAELE EQUIPMENT | APPARATIUSES / INSTRUMENTS

NAME OF HCSPITAL:

ADDRESS:

EQUIPMENT

REMARKS *

FACILITY

TYPE

NUMEER { Functonal, For repair, atc. )

| herepoy deciare unaer cenalties of penury that the answers given are true ang caorrect (o the best
2f my knowiedge and dedief.

_ae Accompisnea

Viegical Director's | Aammstraoe's Signature
JVer ormed name

Ies Cam No.,
ssued at
ssueg on




SEGONIAIY

HAME UF HOSPITAL :
ABIBRESYSS .
CAIEGORY .

Ll BELD CAPALGITY @
PHIC ACCREDITED BED ¢

HOSPITAL'S BED RATES

Annax B

T

ACCREDITATION NO.;

EFFECTIVITY OF ACC—LEDITATIDN:

1VPE OF RGOMS ROOM NOIJS. NO. OF BEDS ROOM RATES AMENITIES

WARD o f
MALE

. FEMAIE ==
SEMI - PRIVATE
PRIVATE N
SUITE SN
NURBERY N B
OPERATING ROOM e _
DEI IVERY RODM : B ‘ )
b S
OTHERS il :

it 2 l
I hereby declare under penallias of perjury thal the answers given are Inig and correcl lo the best
of my knowledge and beliaf.
Date Accomplished T Medical Direclor's | Administialor's Signalure

over printed nama

Res. Cerl. No.

Issued al

lssuad on
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SECONDARY ANNEX C

LIST OF CURRENT HOSPITAL SERVYICE CHARGES

SERVICES RATE

Laboratory procadure

A-ray & other Radioclogic procedures

Cther ancillary procedures

| heredy deciare under penalties of penury that the answers given are true and comect
'0 the best of my knowieage and bedier.

Zate Accompiisnea Vieaical Directors /. Aarmmsirater's Signatuwe
aver onmnted name

Jes Cart No.
'SSuUeq at
ssued on

PP SCORUIIN INEY q



SECONDARY AN T

LIST OF HOSPITAL PERSONNEL

[ “PRC NO TR
NAME PRI | | EMPLOYMENY STATUS e TN -
SPECIALTY | FULLTIME | PARTTIME | VISITING [ ON CALL | for professionals |
[
' )
|
NOTE ; In case of resignation of any of the abave listed employees, submit appointment of replacement properly attested and subscribad to
| hereby declare under penailies of perjury that the answers given are true and correct o the besl

| of my knowledge and bellef.

" s

| Medical Director's | Administrator's Signatine

Date Accomplished ' over printed name
¥ ' . Res. Cert No

Issued at
lssued on

A& Carnndarn/daner 11

f . , : . 1 \ . . | l




i

PHIC Form |
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PHILIPPINE HEALTH INSURANCE CORPORATION
ACCREDITATION DEPARJMENT

(.
8 12™ Floor City State Centre Bldg., 709 Shaw Bivd. Oranho, Pasig City
EZ 7ol No 6376265 Trunk line 637-99-99 loc 1215, 1216, Telefax. 637-25-27

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR
REGIONS | - VI AND NCR
PHIC - TERTIARY DOH - SECONDARY CARE

NAME OF HOSPITAL:
ADDRESS:

PhilHeaith application form properly accomplished.
Duly notarized Warranties of Accreditation.
DOH License issued 2003.
PHA Certificate of Membership issued 2005.
List of functional / serviceable equipment signed by Medical Director/
Admuinistrator (Annex A).
List of current hospital's room rates (Annex B).
List of current hospital service charges (Annex C).
8. Ancillary Licenses issued / revalidated 2005 - 2006.
a.) Laboratory
b.) X-ray
c.) Pharmacy
9. Departmentalized list of hospital staff with respective designation. (Annex D) Schedulc
of duties of medical. nursing staff and medical technologist/s.
10. Accreditation fee by PMO pavable to PHIC or cash paid directlv to cashier and /
or photocopy of OR from PRO. Accreditation fee is non-refundable.

o8 e Bakibd =

s

Renewal - P8,000.00
Initial - P8,000.00
Re-accreditation - P8,000.00

(see attached PhulHealth Circular No. 29. 5.2004 and Payment Scheme)
| 1. Therapeutics Committee members and activities.
12. Infection Control Committee members and activities.
13. Quality Assurance Program.
14. Photocopy of Remittance Form [ (RF1) for the last quarter (for Private hospitals only).
13, Samtary Permut of Dietary Section for the vear 2003
16. Updated Health Certificate of Dietary personnel.
1 7. Fire Safety Insurance Certificate for 2005,
|8. Intemational Classification of Diseases (ICD-10) Training Certificate.
19. Financial Statement of the previous vear.
Additional Requirements for Initial Accreditation:
1. Current photograph of hospial facade and other available facilities.
Orgamzational chart.
Current standard operating procedures.
SEC License / DTI cerificate / CDA cernficate.
DOH licenses of three (3) previous successive vears or see attached PhilHeaith Cicular
No. 30 5.2004 in lieu of said licenses.

L 4= L Lo

DOCUMENTS SUBMITTED: Assessed / Evaluated By:

PRO / SO / Central Office: Receiving Clerk Date
Date Recerved: AQAQ /MO Date
Received By:

Date Re-filed:

PRO / SO / Cenmal Office staff are advised to strictly indicate the above daa.
IMPORTANT: Applications not completely filled-in and/or lacking in requirements shall be
returned.

Reviped Clrecklist
MO Mo0s



t Republic of the Philippines :
x gl € PHILIPPINE HEALTH INSURANCE CORPORATION
i ACCREDITATIOMN DEPARTMENT
% 12" Floor City State Centre Bldg., 709 Shaw Blvd. Oranho, Pasig City
% Tel No. 637-62-65 Trunk line 637-99-99 loc 1215, 1216, Telefax. 637-25-27

E-mail: . 0o ghithoaith o ol
PhilHeulth ACCREDITATION FORM 1 T
APPLICATION FOR ACCREDITATION { TERTIARY )
220
THE PRESIDENT
Philippine Health Insurunce Corporation
Pusig City, Philippines ,
SIR :
! , Filipino of legal age, " with address
(Position / Designation)
at and the duly suthorized representative to act for and in
behalf of . hereby applies for accreditation under

( Health Care [nstitution )

th .
Sec. 16 L of RA. 7875 und its Implementing Rules and Regulations thereto. For this purpose, [ hereby submit the

following pertinent information and documentary requirements.

PART I - GENERAL INFORMATION

Nume of Hospital :
Complete Address : Postal Code :
PhilHeaith Code No. - Tel No.: _ Fux No.:
|

Date established : Date of Last Accreditation :
Chief / Medical Director : -Administrator :
DOH License No. valid from to i ssued on vl
Ownership / Management

i) Single Proprietorship { Cooperative

() Corporation i) Foundarion

{ %) Nartional Government ' ) Local Government

Others, specify

A PHYSICAL PLANT & ENVIRONMENT

L Building i
{ ) Concrete { ) ' Oldstrucrure
{ Semi-concrete { ) Renovaied
4 ) Wood o il New structure
= Sanitadon and Safery Standard
a Water supply
b, Electric Power
Stand by generator { ) Ye ( ) Neo
¢ Sewage Disposai
Solid waste by

(2

MMC/Ternarv/05/10/02



Liquid waste hy
Pathological waste hy

d. Fire vscupe { ) Yes { ) No
e Firc exringuisher ()  Yes { ) No
f. Tuilet facilites ( ) Yes { 3 Mo
3 Has there heen any change in ownership ur munagement ?
{ Ye { ) No If ves, when *
4 Hus the Health Care Institution transferred to aouther location ?
( ) Yes ¢t 3 No If ves, where ? !

( complete address )
Hus there been any change in category or authorized bed capacity since last accreditation
{ ) Yes () No  Ifves when” What ?

ta

B. HOSPITAL BEDS  Submit complete list of huspital's bed per roum and current rates. ( See Annes B)
g o MANPOWER COMPLEMENT ' ( Indicate the Number )

1.  Medical Service
1.1 Consultunts: Fuil Time Part Time Visiting  Residents
4. Surpery
G * General Surgery
Cardiv Vascular Surgery
Neuro Surgery
Orthupedic Surgery
Opthaimology
Otolaryongology
Plastic Surgery |
Surgical Oncology
Thoracic surgery
Urology
b. OB-Gyn
¢ Anesthesia
d. Internul Medicine
General Medicine &
Infectious Disease
Allergology
Cardiology
Endocrinology
Dermatology
Gastroentorology
Haemutology
Nephrology
Neurology
Oncology
Psvchiatry
Pulmonary
Rheumatology
e.  Pediatries
General Pediatrics
Neopatology
Orher Pediatric Subspeciaity
Pathology .
Radivlogy !
Dental Medicine

Fa o

2. Nursing Service
1. Registered Nurse
b. Registered Midwives
« Nursing Aides

MMC/Teruarv/05/10/02 ' | &
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|

Full Time Part Time

3. Pharmacist

a2  Regntered Pharmaast

h. Pharmucy Aides
4. Lahoratury & X-ray

& Mudical Technologist

b.  X-ruv Technologist
5. Dietary Service

. a Diennan

h. Fuud Senen
6. Enginecring & Muintenance Service
7. Othens, specify

NOTE . Submit complete list of huspital persunnel ( See Annex D)
D. MEDICAL FACILITIES !

b 3 Emergency room
| Qut-patient department
£l Clinical laboratory
Laboratory Lic No. valid from to 5 -

X-ray facility
X-ray Lic. No, valid from o

—
—

Pharmacy Lic No. valid from to

Labor room & Deliverv room

Nursery room No. of Bassinet / s No. of Incubator /s

Operating room complex: No. of Minor OR No..of Major OR

ICU

Recovery room

Dental service

Central stock supply

Dietury service

Blood bank

Nuclear Medicine

Cancer dinic

Rehabilitation department

Medical Records

Ambulance service

Training service
Accredited Internship Training Program (
Residency Training Program (
College of Nursing () Yes
School of Midwifery (

() Others, please speeify

Ot

i T T T . e B ) e
S N N i i sl i S

<
&
i
-
Z
[

E. EQUIPMENT  Submit complete list of existing functionul or serviceable equipment under each facility.
( Please see Annex A )

F. CLINICAL SERVICE

{3 General Medicine
& 3 Subspecialty of Internal Medicine Enumerate available subspecialty services:

t 3 General Surgery y
L. 3 Subspeciuiry of Surgery. Enumerate available subspediaity services:

PRCTISTE B WL o)
£ 3 General Pediartrics
{ ) Subspecialey of Pediatrics. Enumerate available subspeciaity services:

MMC Teruan/03 1002



A T
{ ) Opthalmology
¢} Otvlaryngulogy
G. RECORDS
{ ) Admission & discharge records
. | | Prescribed loghook ( Follow PhilHealth Cir. | | Computenzed
Nu. 56 5.1999, No. 38 5.20M) & No. 75.2002 )
Case  Admusion Date & | Name ol | Age Ser | Address | Membership | Ad g Final | Attending | Dispositens | Dispout
e, ‘ Time Pauient J I Diagnosis | Diagnosis | Physician | { Date 3
! | | i ! I i Time
il OPD records '
| | Logbouk | | Index card | | Computerized
|| Laboratory loghook
Case | Numeof | Age | Sex I Type of Date of
Nu, Parient i Exumination fL1 amination % &
() X-ray logbook
Cuse | Numeol | Age I Ses | Type of Date of
No. Patient Fxamination Examination
( )  Major OR logbook
it
Cuse | Sumeol | Age | Sex | Membership Admitting Procedure Surgron Date of
I Ne. I Patsent ’ ' Déngnesis Dane Operation
¢ 3 DR logbook
o 3 Minor surgical logbook
{ 2 Patient's chart
() Maandatory monthly hospital reports
H. QUALITY ASSURANCE PROGRAM OF THE INSTITUTION
1. Plan
2. Mission und Vision
5. Personnel Respunsible for the Program
4. Activities
3.  Minutes of Meeting
5

MMC/Tertiary/05/10/02



PART Il ~ WARRANTIES OF ACCREDITATION

The undersigned, as representative to act for and on behalf of

( Hospital )

located at warrants

( address )

the following :

ELIGIBILITY

1.1. That the aforenamed health care institution has been in operation for at least three years,

1.2. That it is duly licensed/accredited by the Department of Heaith,

1.3 That it shows a good track record in the provision of health care,

1.3. That it is a member of good standing of duly recognized by PhilHealth with its _
(association)

established standards and criteria,

1.4 That it has the human resources, equipment, physical structure and other requirements in conformity with
standards established by the Corporation,

1.5 That it has an ongoing quality assurance program.

C(‘).h‘{I!'IJA.NCE TO PERTINENT LAWS

2.1 That the aforenamed health care institution shall in the course of its participation with the NHI program by
virtue of its accreditation comply with the provisions of the National Health Insurance Law (RA 7875), its
Implementing Rules and Regulations, all administrative orders of the corporation,

2.2 That it shall comply at all times mththepmvmonsofﬂwﬂoapﬂlﬁam“(ﬁh%},mwuhu
Implementing Rules and Regulations, Administrative Order # 24, 5-1994 for ambulatory surgical clinics as
well as other Administrative Orders,

2.3 That it shall accept the formal program of Quality Assurance, payment mechanism and utilization review of
the NHI program,

2.4 That its personnel shall strictly adhere and comply at all times with the Codes of Ethics of the Medical and
Nmungprofmommdotharmedimlrehwdpmfudnmdthe?ﬂﬂppim

3.1 That the aforenamed health care institution shall guarantee, safe adequate and standard ‘medical care for all
patients seeking medical care; and shall exercise observance of public health measures in case of
communicable disease,

3.2 That it shall adopt referral protocols, strictly follow guidelines and health resource sharing arrangements of
the Program,

3.3 That it shall extend without delay chargeable benefits due qualified members and beneficiaries,

3.4 That it shall not engage in unethical and illegal solicitation of patients for purposes of compensability under
the NHI program,

CLINICAL RECORDS AND PREPARATION OF CLAIMS

4.1 That the aforenamed health care institution shall maintain and accomplish at all times accurate chronological
records of all patients, services rendered and health outcomes resulting from such services and health

expenditures on patient care,
4.2 That it shall keep a neat and systematic records file in a safe but accessible place for easy Fecnml,

le



5. MANAGEMENT INFORMATION SYSTEM

5.1 That the aforenamed health care institution shall give proper information of its accreditation status by
posting the PhilHealth certificate of accreditation in a very conspicuous place in the said institution,

That it shall post at its billing section updated information of the Program’s benefits and procedural
requirements and make available the necessary forms for patient’s use,

That it shall inform the Department of Health all reportable cases confined in the aforenamed institution.
That it shall immediately inform the PhilHealth in writing of any of the following changes in the
institution’s (1) location (2) ownership or management. or (3) closure or temporary cessation of ASC
operation.

wn
12

on
+ L

6. ASC INSPECTION/ VISITATION / INVESTIGATION

6.1 That the aforenamed health care institution recogmizes the authority of the PhilHealth and its duly
authorized representative or agents deputized by PhilHealth to conduct inspection, visitation or
investigation of the institution at anytime,

6.2 That the PhilHealth's duly authorized representative shall be accorded with courtesy and respect by the
ASC management and staff during inspection / visitation / investigation of the institution.

6.3 That it shall cooperate in the inspection / visitation / investgation by making ready and available all
ASC records (medical & financial) and other pertinent documents,

6.4 That it shall obey without delay summons, subpoena or subpoena duces tecum from the Corporation or
PhilHealth Regional Office.

Finally. the undersigned hereby affirms that the PhilHealth. by virtue of its power under RA 7875 may suspend or
revoke the accreditation of this institution if found to have violated any of the provisions of the National Health
Insurance Act, or it Implementing Rules and Regulations and any of these Warranties of Accreditation.

MEDICAL DIRECTOR / ADMINISTRATOR

(Signature over Printed Name)

SUBSCRIBED AND SWORN TO, this day of w e
at
Notary Public

Until

PTR No.

Issued at

Issued on
Doc. No.
Book No. | %
Page No.
Series of 20___

MMCASC, 050302

(7



TERTIARY ANNEX #
LIST OF FUNCTIONAL / SERVICEABLE EQUIPMENT /| APPARATUSES / INSTRUMENTS

NAME OF HOSPITAL:
ADDRESS:

. EQUIPMENT REMARKS
FACILITY TYPE NUMBER ( Functional, For repair, etc. )

| hereby declare under penalties of perjury that the answers given are true and correct to the best
of my knowledge and belief. !

Medical Director's / Administrator's Signature

Date Accomplished
over printed name

Res. Cert. No.:
Issued at :
I Issued on

— MMC Tertiarv: Annex 4



p—_

TERTIARY

NAME OF HOSPITAL :
ADDRESS :
CATEGORY :

DOH BED CAPACITY :
PHIC ACCREDITED BED :

HOSPITAL'S BED RATES

Annex B

9.

ACCREDITATION NO.:

EFFECTIVITY OF ACCREDITATION:

TYPE OF ROOMS

ROOM NO/S.

NO. OF BEDS

ROOM RATES

AMENITIES

WARD :
MALE
FEMALE

SEMI - PRIVATE

PRIVATE

SUITE

NURSERY

OPERATING ROOM

DELIVERY ROOM

IcCU

OTHERS

-

| hereby declare under penallies of perjury thal the answers given are lrue and correct to the best

Dale Accomplished

AR Heeunm™s Annea 1t

| |

of my knowledge and belief.

O«

Medical Director's / Administrator's Signalure

Res. Cerl. No,
Issued al

over prinled name

Issued on




TERTIARY - ANNEX C

LIST OF CURRENT HOSPITAL SERVICE CHARGES

SERVICES RATE

Laboratory procedure

X-ray & other Radiologic procedures

Other ancillary procedures

| hereby declare under penalties of perury that the answers given are true and correct
to the best of my knowledge and belief.

Date Accomplished Medical Director's / Administrator's Signature
aver printed name

Res. Cert. No.
Issued at
Issued on

AT Tartineme: dnmow i °




ANNEX D-

TERTIARY
LIST OF HOSPITAL PERSONNEL /
PRC NO.
NAME i L e BIAIS PHILHEALTH NO. SIGNATURE
SPECIALTY | FULLTIME | PARTTIME | VISITING | ONCALL | for professionals

NOTE: In case of resignation of any of the above listed employees, submit appointment of replacement properly attested and subscribed to

Date Accomplished

-E AMAMC/ lteatr‘my.‘mmm 0

| hereby declare under penalties of perjury that the answers given are true and correct to the best
of my knowledge and belief.

Medical Director's / Administrator's Signature

Res. Cert. No.
Issued at
Issued on

over printed name




NAME OF HOSPITAL:

BT
Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION
ACCREDITATION DEPARTMENT

12" Floor City State Centre Bldg., 709 Shaw Bivd. Oranbo, Pasig City
Tel No. 637-62-65 Trunk line 637-99-99 doc 1215, 1216, Telefax. 637-25-27

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR
NCR & 'REGIONS | - Xl
(TERTIARY )

PhilHealth application form properly accomplished.
Duly notarized Warranties of Accreditation.
DOH License issued 2003,
PHA / PHAP Certificate of Membership issued 2003.
List of functional / serviceable equipment signed by Medical
Director /| Administrator (Annex A).
List of current hospital's bed rates (Annex B).
List of current hospital service charges (Annex C).
Ancillary Licenses issued / revalidated 2002 - 2003.
a,) Laboratory License
b.) X-ray License
¢.) Hospital Pharmacy License

9. Complete / departmentalized list of hospital staff with respective
designation indicating position as full time or part time and training if
there are any ( AnnexD ).

10. Accreditation fee of P3,000.00 for Tertiary Hospitals by postal
money order payable to Philippine Health Insurance Corporation

or cash paid directly to cashier and / or photocopy of OR from PRO.

11. Therapeutics Committee members and activities.

12. Antimicrobial resistance surveillance program, names of personnel
involved or Infection Control Committee, with names of members and
activities.

13. Ongoing Quality Assurance Program.

14. Photocopy of Remittance Form | ( RF1) for the last quarter.

15. Sanitary permit of Dietary Section for the year 2003.

16. Updated Health Certificate of Dietary personnel.

17. Fire Safety Permit for 2003.

NG mbhoN

Additional Requirements for Initial Accreditation:

1. Current photographs of hospital fagade, ER, Laboratory, Pharmacy,
X-ray, Nursery, DR, OR, Recovery Room, ICU, Isolation Room, CR,
Records, Business Office, Nurses Station, CSS and other available
hospital facilities.

Current photograph of complete hospital staff.

. Current standard operating procedures.

. SEC License / DTI certificate /| CDA certificate.

. DOH licenses of three (3) previous successive years or Mayor's Permit.

AW

DOCUMENTS SUBMITTED TO PRO: TO PHILHEALTH CENTRAL OFFICE:

Region:

Date Received: Received By:

Date Received:

Received By: Received and Assessed By:
Date Refiled:
PRO staff are advised to strictly indicate the above data.

2

FKS/Tertiary/030303
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' € PHILIPPINE HEALTH INSURANCE CORPQORATION

P ey e

Q AT RIOITATION DEZARTMEN

12® Floar Cirv State Centre Biag.. 709 Shaw Bl & Granho, Pasig Cin
‘ Tei Na. 375263 Trunk line A37-99-29 ioc 212, 1216, Telefax 437-25-27

(o8 O A oy AL T ST L
PhilHeaith ACCREDITATION FORM ) -
APPLICATION FOR ACCREDITATION | TERTIARY |
.20
THE PRESIDENT
Phulippine Health losurance Corporation
Pusig City, Philippines
SIR ¢
L . Filipinu of legal age, " with address
(Position / Designuoon)
at - and the duly suthorized represencative tu act for and in
behalf of . berebv applies for accreditation under

{ Health Care Insatuoon ;
[R]

Sec. 16 L of RA 7875 aad its Implementing Rules and Regulutivas thereta.  For this purpuse. [ hereby submit the

following pertinent information and documentary requirements.

PART [ - GENERAL INFORMATION

Nume of Hospital

Complete Address :

PhilHeaith Code Nu. -

Dute established ¢

Chief ! Medical Director -

Tel No..

DOH License No, valid from

Postal Code -
Fax No.:
Date of Last Accreditanon :
Administrator :
to i ssued on I, | R

-

Ownersnip: Manugement
{i- 3 Single Proprietorshup
) Corporanon
e Nunvnal Guvernment
Others. specify -

&) Covperanve
i) Foundarnion
4 Local Guvernment

A PHYSICAL PLANT & ENVIRONMENT
Buiding -
i Cuncrete ) Old srrucrure
Semi—concrete i Renovated
Wood L) New structure
= Sanitagon and Safecy Standard
&L Water supply
= Electnic Power
Stand by yenerator Yes : Ne
. Sewage Disposal
= Solid waste by =5

VMO Tarmarvd S L0002

Ve



S —r

-
Liguid wasze 5
Puthaoliaicui waste =
g o eseupe b N ¥l Ng
" Fircezunguisner [ 0 Yes i J No
f Tonle! fuctlies R i 1 MNo
3 Hus there qeen snv chidngs in ownersnip ur munagement '
) Yes {1 Mo If ves. when !
3 Hus the Hezith Care lostitution transferred o anuther locatioe
[ ) Yes L 1 Na ”_‘-l.:s‘ where ™ ¥
) | compiete adudress |
£ Has there heen uny changs in category ur authurized bed capaciry since last acereditanon
R (R 1L () No  [fves, when ™ What

HOSPITAL BEDS  Submit complete list uf huspital's bed per room and current rates. | Ser Aanes B !

VIANPOWER COMPLEMENT

. Medical Service

1.1, Counsuitants: Full Time Part Time

{ Indicate the Number )

Visiting, Residencs

4. Surpen
© Cenerul Surgery

Cardiv Yascular Surgery

Neurv Surgerv

Orthupedic Surgery

Opthalmoiogy

Otularyagology

Plastic Surgerv

Surgical Oncology

Thurucic surgery

Urology

h. OB-Gyn

¢ Anesthesiu

d. Internui Mediane

Generul Medicine &
Infectious Diseuse

Allergology

Cardiology

Endocrinology

Dermutology

Gastroentorology

Huematology

Nephrology

Neurology

Oncology

Psvemarry

Suimunury

Rheumutoiogy

& Pediatnes

Generu Pediamcs

Neonaroiogy

Other Pediatric Subspecinity

Parhology

<. Radiviogy

1. Dentai Medicine

= Nurving Service
= Remsterea Vurse

Registerve Vidwives

Z  Nursipg Aajues




i |

N .

L
—

Full Time ir lime
- PhRaprmaing
2 Rerstersd PHarmacs:
. Pharmuc Aiue
- Lanurator & -ruy
2 vlediczl Toennolugist
n. X-rux Teennnivgni
Dietur Sem i
.a  Diennun
h. Fod Sermens
Engineenine & Muintenance Serice
Others, specifh

(D)

| I

NOTE  Submiut complete list of avspital personncl | Sex Annex D |
MEDICAL FaCILITIES :

1 ) Emergency room
% Cut-punent department
f1 ) Climical lahoratory
Laboratory Lic No. valid from tv L -
J X-rav faaliey
X-rav Lic. Nu, valid from o

Pharmacy Lic Nu. valid from 1o

Labor room & Deliverv room

Nursery room No. of Bassinet / » No. of Jocubator / 3

Operanng room complex: No. of Minor OR No..of Major OR

ICU

Recuovery room

Dencal service

Centrai stock supply

Dietary service

Bluwd bank

Nuclear Medicioe

Cancer dinie

Rehabilitaniun department

Medical Records

Ambuiance service

Traiming service
Accredited lnternship Training Program i
Residency Training Progrum {
College of Nursing ( ) Yes
Schuel of Midwfery L

T Others. please speeify

el e e e T o - S

e e ae S T at  e emm e me s m e

-
)]
=
e

EQUIPMENT Submit complete list of exasting funcoonal vr serviceable squipment under each facliey.
. Please see Anpex A )

CLINICAL SERVICE

General Medicine
Subspeciulty of Internal Medicine Enumerate svailable subspecialty semices:

General Surgery :
Supsoeviairy of Surgery. Egumerste svailabie subspecaity services:

JB-:n o
‘Senerzi Pediatncs
supspeviaity of Peuiatnes. Coumerate cysilanle supspeciainy semices:

F -

(15 LA gt el



‘.._“-f' L
- :
Opthaimoieg
Ciarsnguivg
L RECORDS
Admission & Jischarge secords
| Procnbed inghoun [ Follow PhilHeaith Cir Computenzed
Ny, 3651999 Nu. 38 . 200 & Nu. T 52002
e Amussien Duic & “ame af agr et Wurr vlemoertmip Admiuneg | Finm AliEnung Dupesition n;::
“wa, Time Pauen: 3 © Deam ! Diagnosu : Phvsiciza Dt
! ' Fin
] OPD recurds
i | Lugbook i | Index card I | Computenzed
ol Laburatory legbouk
Lase | Nume uf‘ Ape T s Typeal ¥ Dase of
' e, Panent | Fruminution |21
i X-rav lugbuoouk
{ Cose | Numeof | Age | Sex | Twpe uf Date of '
Ny, Paoent i | Framunaoon Ezmmumanon
i1t Major OR logbook
et
i_Cnnr “same of g i Sex | Membersmp A x | Pr * Surgeon Date wi 'I
§ Na | Patsent | | ; | Demgnosss Dene J Operauon |
& 3 DR logbuok
| Minor surgical logbook
£ ) Partienc's chart
(<) Mapdacory moatchiy hospital repores
1. QUALITY ASSURANCE PROGRAM OF THE INSTITUTION
1. Plan
Z.  Mission zod Vision :
3. Personpel Respuasibie for the Program
4. Acovities
3. Minutes of Meesing
- -



L S

-
PART Il — WARRANTIES OF ACCREDITATION
The unoersignes. ac regresentanve o ac for and oo beoalf of
{ Hospital |
located a! warragts
( address |
the following
1. ELIGIBILITY
1. That the aforenamed health care insotuton has been in operadon for at least thres years,

1.2, That it1s duly licensed/accredited by the Departmeat of Health,

1.3 That it shows a good track record in the provision of health care,

1.3. That it 15 a member of good standing of duly recognized by PhilHealth with its _

(association)
established standards and critena,
1.4 That ut has the human resources, equipment, physical structure and other requirements in conformity with
standards established by the Corporanon,
1.5 That it has an ongoing quality assurance program,
2 C(‘)!VEI'LMNCE TO PERTINENT LAWS

2.1 That the aforenamed beaith care institution shall in the course of its participation with the NHI program by
virtue of its accreditation comply with the provisions of the National Health Insurance Law (RA 7875), its
Implemennog Rules and Regulanons, all administragve orders of the corporation,

2.2 That it sball comply at all tmes with the provisions of the Hospital Licensure Act (RA 4226) its prevailing
Implemennng Rules and Regulauons, Adrmumstrative Order # 24, 5-1994 for ambulatory surgical clinics as
well as other Administratve Orders,

2.3 That it shall accept the formal program of Quality Assurance, payment mechanism and utilization review of
the NH] program,

2.4 That its personnel shall stnctly adhere and comply at all times with the Codes of Ethics of the Medical and
Nurnng pmfessmu and other medical related protsnons of the Phalipp

crrlu n‘s‘zw ! [
3. CLINICAL SERVICES

2.1 That the iforenamed health care insorution shall guarantee, safe adequate and standard ‘medical care for all
panenis sccking medical care; and shall exercise observance of public health measures in case of
commumcabie discase, ’

3.2 That it snail adopr referral protocols. smedy follow gwidelines and health resource sharing arrangements of
the Program,

3.2 That i snall extend without deiay chargeable benefils due qualified members and beneficiaries,

3.4 That it sbail not engage in unethical and ilegal solicitanon of panents for purposes of compensabiliry under
e ‘ﬂ{l progra.m.

4, CLINICAL RECORDS AND PREPARATION OF CLAIMS

4.2 That the aforenamed heaith care insturuton shall maintain and accomplish 2t 2ll Smes accurate cironojogical
cecords of il ;aments. services jemoered and Jeaith outcomes resuiting Yom such services and health
ZXpenaInures on panent care.,

-2 Thai:snail keeo s near a0 systemauc recoras dle ia @ safe Tut accessible ciace for sasy remeval

&



Lew

MANAGEMENT INEORMATION SYSTEM
2.1 Tnalthe afcranamed nealtn Care institstior snali Zve prope: information of its accreditation status by
cosung the PhilHealis certficate of accredization in 2 vers conspicuous piace 16 the said insumuon,

2.2 That it shali post a1 us Hilling secuon updated information of the Program's benefits and procedurai
feguirements end maxe avallacie ine necessary forms for pauent's use,

: Thattsnaii miorm ihe Department of Heaits ail reporianie zases confinec ini the aforenamed instiration.

= That it spail immeziately inform the PhilHsaith v wniung of any of the following changes in the
instiution 3 i jocauor 1) ownessnig 3romanagament. 3r (3 closure or lemporary cessation of ASC
operation,

(¥
-2

(ST

6. ASC INSPECTION ' VISITATION . INVESTIGATION

6.1 That the aforenamed health care insumuon recognizes the authority of the PhilHealth and 1s duly
authonzed representative or agents deputized by PhilHealth o conduct inspection. visitation or
investigation of the institution at anyume,

6.2 That the PhilHealth's duly authorized represeatative shail be accorded with courtesy and respect by the
ASC managemesnt and staff during mspection . visitauon * invesugation of the instuon.

6.2 That it shall cooperate in the inspection . visitation / investigation by making ready and availabie all
ASC records (medical & [inancial) and other pertinent documents,

6.4 That it shall obey without delay summons. subpoena or subpoena duces tecum from the Corporation or
PhiiHealth Regionai Office.

Finallv. the undersigned hereby affirms that the PhilHealth, by virtue of its power under RA 7875 may suspend or
revoke the accreditanon of this insutunion if found to have violated any of the provisions of the Nauonal Health
Insurance Act, or it Impiemenung Rules and Regulations and any of these Warranues of Accreditation.

MEDICAL DIRECTOR / ADMINISTRATOR
(Signature over Printed Name)

SUBSCRIBED AND SWORN TO. this day of e
at
Notary Public

Unnl

PTR No.

Issued at

ssued on
Doc. No.
Book No, i

Page No.
Seniesof 20

- A8

WMUANSC 800



TERTIARY = ANNEX /
; LIST GF FUNCTICNAL | SERVICEABLE SSUIPMENT /| APPARATUSES | INSTRUMENTS

NAME CF HOSPITAL.
ADDRESS:

) = ) EQUIPMENT REMARKS
FRGIITY TrBE NUMBER ( Functional. For repair, etc. )

nereby Ieciare unaer cenaities of cenury that the answers Jiven are rue ang correct (o the dest
2f Ty k<ncwieage ang celier.

Meaical Directors . Aaministrator's Signature
Sver orinteg name

—&te Accomoiisneg

Res. Ceart. No.
ssued at
asuec on

4



"TERTIARY

; MAnmex B
HOSPITAL'S BED RATES
HAME OF HOSPITAL e : 8 et
ADDRESS SRy 8 SN o I
CATEGURY o ACCREDITATION NO “
DON BLED GAPAGITY : W W EFFECTIVITY OF ACCREDITATION: 3 g
PHIC AGCREDITED BED 3 Ve p= e g
1YPE OF ROUMS ROOUM NOIS. NO. OF BEDS ROOM RATES AMENITIES
WARE = JAREE i 0. TN
MAI E AN G, RS B
: EMALE b T SOREREL S b
SLMI PRIVALE [}
PRIVATE " TR i A T 4
SUIE i (RN ) .
NURSLRY Bl v [ R A T e N T

OPERATING ROOM

DEI IVERY ROOM

cu
OTHERS LR AR i
| hereby declare under penallies ol perjury thal the answers given are true and correclt lo the best
ol my knowledge and beliel
i
[rate Accomplished Medical Director's / Adminishalor's Signalun e
over prinfed naine
5 T s T e e (1L
“ T R R
psatednr-d, Tl Sk N e, Teres
LY LY e ll--Jlll Fevone - M




ERTIARY e ANNEX ¢

LIST OF CURRENT HOSPITAL SERYICE CHARGES

SERVICES | RATE

Laboratory procedure

X-ray & other Radiologic procedures

Other ancillary procedures

| nerecy geciare unaer oenaities of senury that the answers given are true and correct
‘0 the nest of Ty knowiedge and belief.

—ate Accomonsneq Meaical Directors . Agministrators Signature
aver onnteg name

<es. cer. No.
ssued at
ssued cn

3




PLRTIARY

ANNEX
LIST OF HOSPITAL PERSONNEL
POSITION / EMPLOYMENT STATUS PRC NO. BERt kALt PR
SPECIALTY | FULLTIME | PARTTIME | VISITING | ONCALL | for professionals ‘ ; )
(
'

NOTE:  locase ol resignalion of any ol the above listed employees. submit appoinimenl of replacemenl properly allested and subscribed to

I hereby declare under penallies of perjury lhal the answers given are liue and correcl lo the best

Date Accomphshed

G
&

Mal o !mhtng Aty )

ol my knowledge and belief

Medical Direclor's / Administrator's Signalure

over prinled name

Res Ceil No.
< Issued al
Issued on




PHIC Form 1

i <«
C
%

il

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
HCCREDITATION D EPARINENT

12" Floor City State Centre Bldg., 709 Shaw Blvd. Oranbo, Pasig City

Tel No. 637-62-65 Trunk line 637-99-99 loc 1215, 1216, Telefax. 637-25-27

CHECKLIST OF REQUIREMENTS FOR AMBULATORY SURGICAL CLINIC

NAME OF ASC:

ADDRESS:

ACCREDITATION FOR
REGIONS |- VI AND NCR

~

10.
11

l

13.
14.
15

16.
12,
18.

I|l|

h o= W —

PhilHealth application form properly accomplished.
Duly notarized Warranties of Accreditation.
DOH Accreditation Certificate issued 2005,

. Complete list of ASC staff with respective designation ( Annex B ).

List of functional /serviceable cquipment signed bv Medical Director/
Administrator ( Annex A).
List of surgical procedures being performed.
List of current service charges ( Annex C).
Ancillary Licenses issued/revalidated 2005-2006, (if provided in-house it should
comply with the requirements)
a.) Laboratory
b.) X-ray
¢.) Pharmacy
Certificate of affiliation of Surgeon in a Tertiary hospital
Memorandum of Agreement (MOA) between Tertiary hospital nearest to the clinic.
TIN of the proprietor for single proprictorship or that of the managing partner of the
corporation as the casc maybe.

. Accreditation fee by PMO pavable to PHIC or cash paid directly to cashier and /

or photocopy of OR from PRO. Accreditation fee is non-refundable.

Renewal - P4,000.00
Initial - P5,000.00
Re-accreditation - P5,000.00

(see attached PhilHealth Circular No. 29, s 2004 and Payment Scheme)
Quality Assurance Program.

Photocopy of Remittance Form I (RF1) for the last quarter.

Fire Safety Insurance Certificate for 2003

Sanitary Permit for 2005.

International Classification of Diseases Trmmng Certificate.

Financial Statement of the previous year.

= Additional Requirements for Initial Accreditation:

Current photograph of ASC facade and other available facilities.

.
2. Organizational Chart of ASC.
= 3. Current standard operating procedures.
4. SEC License / DTI certificate / CDA certificate.
5. Professional Tax Receipt (PTR) of practitioner staff of the clinic.
) 6. DOH accreditation of three (3) previous successive vears.
7. Mayor's Permit of three (3) previous successive vears in licu of the DOH accreditation.
DOCUMENTS SUBMITTED: Assessed / Evaluated By:
PRO / SO / Central Office: Receiving Clerk Date
= Date Received: AQAO / MO Date
Received By: Returned By Date
Date Re-filed:

PRO / SO / Central Office staff arc advised to strictlv indicate the above daia.

IMPORTANT: Applications not completely filled out and/or lacking in requirements shall be

returned,

Revised Checklist

MMIC 011008

43



Republic of the Philippines
PHILIPPINE HEALTH INSURANCE CORPORATION

Tel No. 637-62-65 Trunk line 637-99-99 loc 1215, 1216, Telefax 637-25-27

- - ACCREDITATION DEPARTMENT
g % 12™ Floor City State Centre Bldg., 709 Shaw Blvd. Oranbo, Pasig City

E-mail: worc shilbseslth oo o

B PhilHealth ACCREDITATION FORM [ asg
APPLICATION FOR ACCREDITATION (ASC)

- 20
THE PRESIDENT

= Philippine Health Insurance Corporation
Pasig City, Philippines
SIR :
L , Filipino of legal age, with address

(Position / Designation)

i at and the duly authorized representative to act for and in

behalf of : , hereby applies for accreditation under

( Health Care Institution )

Sec. 16 L of R.A. 7875 and its Implementing Rules and Regulations thereto. For this purpose, | hereby

submit the following pertinent information and documentary requirements.

PART 1 - GENERAL INFORMATION

Name of ASC :
Complete Address : Postal Code :
& PhilHealth Code No. : Tel No.: Fax No.:
Date established : Date of Last Accreditation :
B Chief / Medical Director : Administrator :
DOH Accreditation No. valid from to issued on __ -
et Ownership / Management
{ ) Single Proprietorship () Cooperative
() Corporation () Foundation
— () Others, specify

A PHYSICAL PLANT & ENVIRONMENT

L Building
{ ) Concrete { ) Old structure
£ Semi-concrete i) Renovated
- ¢ Wood { ) New structure
p Sanitation and Safety Standard
i Water supply |
= b. Electric Power
Stand by generator ( ) Yes ( ) No
c Sewage Disposal

Solid waste by

et ADNIC ASC 050202



2 ASC
Liquid waste by
Pathological waste by
d. Fire escape o A, ( ) Neo
e. Fire extinguisher ( ) Yes { ) Neo
f. Toilet facilites { ) Yes { ) No
35 Has there been any change in ownership or management ?
() Yes { )} No If yes, when ?
4. Has the Health Care Institution transferred to another location 7
{ ) Yes { ) No If yes, where ?
( complete address )
5, Has there been any change in category since last accreditation ?
{ )Yes ( ) No Ifyes,when? What ?
B. RECOVERY ROOM BEDS (indicate the number)
MANPOWER COMPLEMENT ( Indicate the Number )

1. Medical Service. Member of a medical staff of a Tertiary hospital located within a
reasonable distance from the clinic.
a. Consulitants: - Full Time Part Time Visiting

General Surgery

Sub-surgical Speciaity

OR-Gyn

Pediatrics

Internal Medicine

Pathology

Radiology

Dental

Certified Anesthesiologist
b. Residents

2. Nursing Service
a. Registered Nurse
b. Registered Midwives
¢. Nursing Aides

3. Pharmacist

4. Laboratory & X-ray
a. Medical Technologist
b. X-ray Technologist

Dentist

Administrative Service
UW/Iw

Others

o 4 o tn

NOTE : Submit complete list of hospital personnel ( See Annex B) with conforme appointment.
D. CLINICAL FACILITIES :

1. Administrative Services:

a. Lobby
) Information Counter / admitting area
}  Communication area
)  Waiting area
)

(
(
(
{ Toilet facilities

MMCIASCI050302



b. Business office
( ) Cashier/ billing
( ) Finance/ budget/auditor
() Toilet facilities

2. Surgical Service Complex

( Major operating room w / airconditioning unit
Minor operating room w / airconditioning unit
Scrub-up area
Sterile instrument, supply and anesthesia storage area
Sub-sterilization room
Clean-up area
Doctors locker room and lounge w / comfort room
Nurses locker room and lounge w / comfort room
W/ UW 's closet
Central sterilization and supply area
Receiving and releasing area

B e

3. ( ) Recovery Room Area with toilet facilities
4. () Clinical laboratory (optional)

Laboratory Lic Ne. valid from to
Affiliation ( ) Yes ( ) Neo If ves, specify
- Laboratory Lic. No. valid from w

5 ( ) X-ray facility (optional)

X-ray Lic. No, valid from to
Affiliation ( ) Yes ( ) No If ves, specify
‘e - X-ray Lic. No. valid frong to
6. ( ) Pharmacy (optional)
Pharmacy Lic Ne. valid from to
7. ( ) Dental room
8. ( ) Others, please specify :
E. EQUIPMENT  Submit complete list of existing functional or serviceable equipment under
each facility. ( Please see Annex A )
F. CLINICAL SERVICE
(D General Medicine ¢ ) Pediatrics
{ ) General Surgery () Dermatology
( )  Orthopedic Surgery ( )  Radistion Therapy
{ ) Opthalmology ( )  Hemodialysis
()  Otolaryngology { )  Chemodialysis
4 3 Anesthesia {1} Others, specify
() OB-Gvn
G. RECORDS '

" Our patient Surgical Logbook |
| | Prescribed logbook ( Follow PhilHealth Cir. [ ] Computerized
No. 56 5.1999, No. 38 5.2000 & No. 7 s.2002 ) ’
Others, specify
£ Laboratory logbook ( optional )

Case | Nameof | Age | Sex Type of Dateof |
No. Patient Examinution Examination g

( ) X-ray logbook ( optionzl)

Case | Nameof | Age | Sex | Typeof Date of
No. Patient Examination Examination

H. QUALITY ASSURANCE PROGRAM OF THE INSTITUTION

1. Plan

2. Mission and Vision

3. Personnel Responsible for the Program
4. Activities

5. Minutes of Meeting

ABIC ASC 050202



PART Il — WARRANTIES OF ACCREDITATION

The undersigned, as representative to act for and on bebalf of

( Hospital )

located at warrants
( address )

the following :

1. ELIGIBLILITY

1.1. That the aforenamed health care institution has been in operation for at least three years,

1.2. That it is duly licensed/accredited by the Department of Heaith,

1.3 That it shows a good track record in the provision of health care,

1.3. That it is a member of good standing of duly recognized by PhilHealth with its ..
(association)

established standards and criteria,

1.4 That it has the human resources, equipment, physical structure and other requirements in conformity with
standards established by the Corporation,

1.5 That it has an ongoing quality assurance program.

2, C?P&PLIANCE TO PERTINENT LAWS

2.1 That the aforenamed health care institution shall in the course of its participation with the NHI program by
virtue of its accreditation comply with the provisions of the National Health Insurance Law (RA 7875), its
Implementing Rules and Regulations, all administrative orders of the corporation,

2.2 That it shall comply at all times with the provisions of the Hospital Licensure Act (RA 4226), its prevailing
Implementing Rules and Regulations, Administrative Order # 24, 5-1994 for ambulatory surgical clinics as
well as other Administrative Orders,

2.3 That it shall accept the formal program of Quality Assurance, payment mechanism and utilization review of
the NHI program,

2.4 That its personnel shall strictly adhere and comply at all times with the Codes of Ethics of the Medical and
Numng profmmus and other medical mla(ed proft.uion.l of the !'h:.li;p.i.nu.

3. CLINICAL SERVICES

3.1 That the aforenamed health care institution shall guarantee, safe adequate and standard ‘medical care for all
patients seeking medical care; and shall exercise observance of public health measures in case of
communicable disease,

3.2 That it shall adopt referral protocols, strictly follow guidelines and health resource sharing arrangements of
the Program,

3.3 That it shall extend without delay chargeable benefits due qualified members and beneficiaries,

3.4 That it shall not engage in unethical and illegal solicitation of patients for purposes of compensability under
the N'Hl propm

4, CLINICAL RECORDS AND PREPARATION OF CLAIMS

4.1 That the aforenamed health care institution shall maintain and accomplish at all times accurate chronological
records of all patients, services rendered and health outcomes resuiting from such services and health

expenditures on patient care,
4.2 That it shall keep a neat and systematic records file in a safe but accessible place for easy Femml,



tn

MANAGEMENT INFORMATION SYSTEM

That the aforenamed health care institution shall give proper information of its accreditation status by
posting the PhilHealth certificate of accreditation in a very conspicuous place in the said institution,

That it shall post at its billing section updated information of the Program's benefits and procedural
requirements and make available the necessary forms for patient’s use,

That it shall inform the Department of Health all reportable cases confined in the aforenamed institution.
That it shall immediately inform the PhilHealth in writing of any of the following changes in the
institution’s (1) location (2) ownership or management. or (3) closure or temporary cessation of ASC
operation,

ASC INSPECTION/ VISITATION / INVESTIGATION

6.1

6.2

63

6.4

That the aforenamed health care institution recogmizes the authority of the PhilHealth and its duly
authorized representative or agents deputized by PhilHealth to conduct inspection, visitation or
investigation of the institution at anytime,

That the PhilHealth’s duly authorized representative shall be accorded with courtesy and respect by the
ASC management and staff during inspection / visitation / investigation of the institution.

That it shall cooperate in the inspection / visitation / investigation by making ready and available all
ASC records (medical & financial) and other pertinent documents,

That it shall obey without delay summons, subpoena or subpoena duces tecum from the Corporation or
PhilHealth Regional Office.

Finally, the undersigned hereby affirms that the PhilHealth, by virtue of its power under RA 7875 may suspend or
revoke the accreditation of this institution if found to have violated any of the provisions of the National Health
Insurance Act, or it Implementing Rules and Regulations and any of these Warranties of Accreditation.

MEDICAL DIRE / | TOR
(Signature over Printed Name)

SUBSCRIBED AND SWORN TO, this day of o | I
al
Notary Public

Unul

PTR No.

Issued at

lssued on
Doc. No.
Book No, - “
Page No. '
Seriesof 20

MMCASC/050302
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ASC ANNEX A
LIST OF FUNCTIONAL / SERVICEABLE EQUIPMENT / APPARATUSES / INSTRUMENTS

NAME OF ASC :
ADDRESS:
EQUIPMENT REMARKS
FACILITY TYPE NUMBER ( Functional, For repair, etc. )

| hereby declare under penalties of perjury that the answers given are true and correct to the best
of my knowiedge and belief.

Date Accomplished Medical Director's / Administratar's Signature
" over printed name

-Res. Cert. No.:

Issued at

Issued on

39



ASC ANNEX B
POSITION / EMPLOYMENT STATUS PRC NO.
s SPECIALTY _ [FULLTIME | PARTTIME | VISITING | ONCALL | for professionats [ "/~ o' NO-|  SIGNATURE
A
NOTE : In case of resignation of any of the above listed employees, submit appointment of replacement properly aitested and subscribed to.

| hereby declare under penallies of perjury thal the answers given are true and correct to the best
of my knowledge and belief.

Medical Director's / Administrator's Signature

Date Accomplished

Eg VM SO dnney B

over prinied name

Res. Cert. No.
Issued at
Issued on




ASC ANNEX C

LIST OF CURRENT ASC SERVICE CHARGES

SERVICES RATE

L.aboratory procedure ( Optional)

X-ray & other Radiologic procedures ( Optional )

Other ancillary procedures { Optional )

| hereby declare under penalties of perjury that the answers given are true and correct
to the best of my knowledge and belief.

Date Accomplished Medical Director's / Administrator's Signature
over printed name

Res. Cert. No.

Issued at

Issued on

4
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PHIC Form 1 — —

< = PHILIPPINE HEALTH INSURANCE CORPORATION

HACCRED FIATION DEPARTAENT

L':__ 12™ Floor City State Centre Bldg., 709 Shaw Blvd. Oranba, Pasig City
E Tel No. 637-62-65 Trunk line 637-99-99 loc 1215, 1216, Telefax. 637-25-27

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR
REGIONS |- VI AND NCR
PHIC - PRIMARY DOH - INFIRMARY

NAME OF HOSPITAL:

ADDRESS:

PhilHealth application form properly accomplished.
Duly notarized Warranties of Accreditation.
DOH License issued 2005
PHA Certificate of Membership issued 2005,
List of functional /serviceable equipment signed by Medical Director/
Admunistrator (Annex A).
List of current hospital's room rates (Annex B).
List of current hospital service charges (Annex C).
8. Ancillary Licenses issued / revalidated 2005 - 2006.
a.) Laboratory ( optional )
b.) X-ray (optional)
¢.) Pharmacy ( optional )
NOTE: If a certain ancillary service is present, it should comply with the requirements.
9. List of available emergency drugs.
10. Complete list of hospital staff with respective designation. ( Annex D ). Schedule
of duties of medical and nursing staff.
I'1. Accreditation fee by PMO payable to PHIC or cash paid directly to cashier and /
or photocopy of OR from PRO. Accreditation fee is non-refundable.

o R —

—= o

Renewal - P2,000.00
Initial - P3,000.00
Re-accreditation - P3,000.00

(see attached PhilHealth Circular No. 29, s.2004 and Payment Scheme)
12. Quality Assurance Program.
13. Photocopy of Remittance Form | (RF1) for the last quarter (for Private hospitals only).
14. Updated Health Certificate of Kitchen personnel.
I5. Sanitary Permit for 2005
16. Fire Safety Insurance Certificate for 2005
17. International Classification of Diseases (IC D -10) Tramming Certificate.
18. Financial Statement of the previous year. |
Additional Requirements for Initial Accreditation:
1. Current photograph of hospital facade and other available facilitics.

2. Organizational Chart.

3. Current standard operating procedures.

4. SEC License / DTI certificate / CDA certificate.

5. DOH licenses of three (3) previous successive years

6. Mayor's Permit of three (3) previous successive vears in licu of the DOH license.
DOCUMENTS SUBMITTED: Assessed / Evaluated By:
PRO / SO / Central Office: Receiving Clerk Date
Date Received: AQAO /MO Date
Received By: Retumed By Date

Date Re-filed:

PRO / SO / Central Office staff are advised to strictly indicate the above data.

IMPORTANT: Applications not completely filled-in and/or lacking in requirements shall be
returned.

Revised Checklist
MMC 0110058
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Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION
CCREDITATION CEPARTMENT

12® Floor City State Centre Bldg., 709 Shaw Bivd. Oranbo, Pasig City

Tel No. 637-62-65 Trunk line 637-99-99 loc 1215, 1216, Telefax. 637-25-27

E-mail: Accreviphuhealth 2o\ oh

‘.

-}

PhilHeslth ACCREDITATION FORM
APPLICATION FOR ACCREDITATION ( PRIMARY )

g

THE PRESIDENT
Philippine Heaith [nsurance Corporation
Pasig Ciry, Philippines

Sm: t

ok _, Filipino of legal age, with address
(Position / Desigration)

and the duly authorized representative to act for and In

- behalf of , hereby applles for accreditation under

( Henith Care [nstitution )
Sec. 16 L of RA. 7875 snd its Implementing Rules and Regulations thereto. For this purpose, 1 hereby
submit the following pertinent informaﬁon and documentary requimmenu.

“

PART I - GENERAL INFORMATION

Name of Hospital :
Complete Address : Postal Code :
| PhilHealth Code No. : Tel No.: Fax No.:
Date established : Date of Last Accreditation :
Chief / Medical Director : Administrator :
DOH License No. valid from to issued on , 20
Ownership / Management ;
{ ) Single Proprietorship { ) Cooperative
b " | Corporation {3 Foundation
{ X Narionai Government { ) Local Government
Others, specify
| A PHYSICAL PLANT & ENVIRONMENT
L Building
{ ) Concrete ‘FL Old strucrure
] ¢ Semi-concrete o) Renovated
(7 Wood { ) New strucrure
2 Saapitaton snd Safery Standard -
- - Water supply :
[ b. Electric Power
! Stand by generator () Yes \ 1+ Neo
| A Sewage Disposal

Solid waste by

MMC/Primary/06/07/0 1



Liguid waste by
Pathological waste by
d. Fire escape t ) ¥= ( ) No
e Fireextinguisher ( ) Yes () Neo
f. Toilet facilites { ) Yes ( ) Ne
3 * ' Has there been any change In ownership or management ?
{ ) Yes ( ) Ne If yes, when ?
4. Has the Health Care Institurion transferred (o another location ?
( )Yes ( ) No If yes, where ?
( complete address )
5. Has there been any change in category or suthorized bed capacity since Jast accreditation ?
( ) Yes ( ) No Ifyes when? What ?
B HOSPITAL BEDS  Submit complete list of hospital’s bed per room and current rates.
( See Annex B)
C. MANPOWER COMPLEMENT ( Indicate the Number ) . L
1. Medical Service
& Consultants: Full Time Part Time Visiting
General Surgery
Sub-surgical Spedialty
OB-Gyn
totn Pedistric
Internal Medicine
Pathology
Radiclogy
Dental
Others
b. Residents
2 Nursing Service
o Registered Nurse
b, Registered Midwives
¢ Nursing Aides

3. Pharmacist (optional)

4. Laboratory & X-rav (optional)
2. Medical Technologist

b. X-ray Technologist

Dentist

Cook / Food Handlers

Administrative Service
Others

NOTE : Submit complete list of hospital personnel. ( See Annex D)

D. CLINICAL FACILITIES

PO o th

Emergency room )
Doctor's / Consultation office '

Clinical lsboratory (eptional)

Laborasory Lic. Ne. valid from
Affiiation ( ) Yes ( ) No  Hyes spedly
- Laboratory Lic No, valid from

—_
L

MMC/Primary/06/07/01



___._.1

{ 9 X-ray facility (optonal)

[

to

X-rayLicNo. _____ valid from

Affiliadon ( ) Yes t ). No If yes, specify
- X-ray Lic N, valid from

Pharmacy (oprional)
Pharmacy Lic No. valid from

—

Dental room
Drug room
Labor room
very room
Recovery room
Medical Records room
Kitchea
Otbers, piease specify

— e oy —,
Tt et et et St e Y e

each lacility, ( Please see Annexr A )
F. CLINICAL SERVICE
R General Medlcine
{ 3 OB - Gyn ( If with DR )
i) Others. specify
G. RECORDS

£ ) Admission & discharge records -

EQUIPMENT  Submit complete list of existing functional or serviceabie equipment under

[ | Prescribed logbook ( Follow PhilHesith Clr. | ] Computerized
L No. 56 51999 & No. 38 1.2000)
] Case No. | Admission | Nume | Age | Sex | Address | Membership | Admitting Final ’ Attending | Diaposition
Daced | of | Diagnosis | Diagnosis | Physician
| e || ) | J 1
£ 2y Pacient's chart
¢y Laboratory logbook ( optionai )
Case No. | Name of Padent ! &Fj&l ‘ Membership ] Admitting Typeof |
] Disgnosis Kysminedon |
{ )  X-rayloghook ( optional) ‘
¢ Case | Nume of I Age | Sex | Address | Membership Admitting Type of Dt of
No. | Patient | : i | Dingnosis Exmminstion Essmimadion

()  OPD iogbook
) Outpadent surgical logbook ( Minor surgery )
) Mandatory monthiy hospital reports

H  QUALITY ASSURANCE PROGRAM OF THE INSTITUTION

. Plan
2. Mission snd Vision
3. Personnel Responsible for the Program
4. Activities
5. Minutes of Meeting
MMC, Pramary/06:07 01




PART Il — WARRANTIES OF ACCREDITATION

The undersigned, as representative to act for and on behalf of

( Hospital )

located at warrants
( address )

the following :

. ELIGIBILITY

1.1. That the aforenamed health care institution has been in operation for at least three years,

1.2. That it is duly licensed/accredited by the Department of Health,

1.3 That it shows a good track record in the provision of health care,

1.3. That it is a member of good standing of duly recognized by PhilHealth with its
(association)

established standards and criteria,
1.4 That it has the human resources, equipment, physical structure and other requirements in conformity with
standards established by the Corporation,
1.5 That it has an ongoing quality assurance program.

2 CQMPLMNCE TO PERTINENT LAWS
L]

2.1 That the aforenamed health care institution shall in the course of its participation with the NHI program by
virtue of its accreditation comply with the provisions of the National Health Insurance Law (RA 7875), its
Implementing Rules and Regulations, all administrative orders of the corporation,

2.2 That it shall comply at all times with the provisions of the Hospital Licensure Act (RA 4226), its prevailing
Implementng Rules and Regulations, Administrative Order # 24, 5-1994 for ambulatory surgical clinics as
well as other Administrative Orders,

2.3 That it shall accept the formal program of Quality Assurance, payment mechanism and utilization review of
the NHI program,

24 That its personnel shail strictly adhere and comply at all times with the Codes of Ethics of the Medical and
Numng profeasmns and other medical related pmfcsuou: of the l‘h:llppmes,

2 1 rIct Jis . prem J 1€ _Meailit cd

3. CLINICAL SERVICES

3.1 That the aforenamed health care instirution shall guarantee, safe adequate and standard medical care for all
patients seeking medical care; and shall exercise observance of public health measures in case of
communicable disease,

3.2 That it shall adopt referral protocols, strictly follow guidelines and health resource sharing arrangements of
the Program,

3.3 That it shall extend without deiay chargeable benefits due qualified members and beneficiaries,

3.4 Thar it shall not engage in unethical and illegal solicitation of patients for purposes of compensability under
the NHI program

4. CLINICAL RECORDS AND PREPARATION OF CLAIMS

4.1 That the aforenamed health care institution shall maintain and accomplish at all imes accurate chronological
records of ail patients. services rendered and heaith outcomes resulting from such services and heaith

expenditures on patient care, X
4.2 That it shall keep a neat and systematic records file in 8 safe but accessible place for easy retrieval,

4
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4.3 That it shall undertake measures to enter only true and correct data in all patients records and in the
preparation of claims and ensure the filing of legitimate claims within the sixty (60) calendar days after the
patients discharge,

4.4 That I, acting on behalf of this institution, together with the concerned personnel, shall take full responsibility
for any omission or commission in the preparation of claims and in the entry of clinical records.

5. MANAGEMENT INFORMATION SYSTEM

5.1 That the aforenamed health care institution shall give proper information of its accreditation status by posting
the PhilHealth certificate of accreditation in a very conspicuous place in the said institution,

5.2 That it shall post at its billing section updated information of the Program’s benefits and procedural
requirements and make available the necessary forms for patient’s use,

5.3 That it shall inform the Department of Heaith all reportable cases confined in the aforenamed institution,

5.4 That it shall immediately inform the PhilHealth in writing of any of the following changes in the institution’s
(1) location (2) ownership or management, or (3) closure or temporary cessation of hospital operation.

6. HOSPITAL INSPECTION / VISITATION / INVESTIGATION

6.1 That the aforenamed health care institution recognizes the authority of the PhilHealth and its duly authorized
representative  or agents deputized by PhilHealth to conduct inspection, visitation or investigation af zhe
institution at anytime,

6.2 That the PhilHealth's duly authorized representative shall be accorded with courtesy and respect by the
hospital management and staff during inspection / visitation / investigation of the institution,

6.3 That it shall cooperate in the inspection / visitation / investigation by making ready and available all hospital
records (medical & financial) and other pertinent documents,

6.4 That it shall obey without delay summons, subpoena or subpoena duces tecum from the Corporation or Local
Health Insurance Office. A

(AL

virtue of its power under RA 7875 may suspend or rmke :he aca'admdon of tlnl institution if found to have violated
any of the provisions of the Natjonal Health Insurance Act, or its Implementing Rules and Regulations and any of these
Warranties of Accreditation.

(Slguhue over Printed Nnme)

SUBSCRIBED AND SWORN TO, this day .of a1
E .
Notary Pablic
Until
PTR No.
Issued at g
Issued on
Doc. No.
Book No.
Page No.
Series of 20___

i



ANNEX

PRIMARY
LIST OF FUNCTIONAL | SERYICEABLE EQUIPMENT / APPARATUSES / INSTRUMENTS

NAME OF HOSPITAL:

ADDRESS:
| i S EQUIPMENT “REMARKS
g} TYPE NUMBER ( Functional, For repair, etc. )

| heredy declare under penalties of perjury that the answers given are true and correct to the best
of my knowledge and belief. '

Medical Director's / Administrator's Signature
over printed name

i Date Accomplishea

Res. Cert. No..
Issued at
Issued on

e R
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PRIMARY

NAME OF HOSPITAL :
ADDRESS :
CATEGORY :
DOH'BED CAPACITY :

PHIC ACCREDITED BED :

HOSPITAL'S BED RATES

ACCREDITATION NO.:

EFFECTIVITY OF ACCREDITATION:

TYPE OF ROOMS

ROOM NO/S.

NO. OF BEDS ROOM RATES

AMENITIES

WARD
MALE

FEMALE
SEMI - PRIVATE

PRIVATE

SUITE .

DELIVERY ROOM

- |[OTHERS

Dale Accomplished

AAR Vi v Anenvee H

| hereby declare under penalties of perjury thal the answers given are true and correct to the best

ol my knowledge and belief.

Medical Director's / Adminislralor's Signature

Res. Cerl. No.
lssuad at

over printed name

Issued on




PRIMARY ANNEX C
: LIST CF CURRENT HOSPITAL SERVICE CHARGES
SERVICES RATE
Labcratory procedurs ( Optional)
X-ray & other Radiologic procadures { Optional ) K
t
Other ancillary procedures ( Optional )
| hereby declare under penaities of perjury that the answers given are true and correct
to the best of my knowledge and bslief. |
Date Accomplished Medical Director's / Administrator's Signature
over printed name
Res. Cert. No. -
Issued at
Issued on
&§O

MMC Primarvi.Annex C



PRIMARY REX B
_ LIST OF HOSPITAL PERSONNEL
POSITION / EMPLOYMENT STATUS PRC NO.
AME PHI . .
" SPECIALTY [ FULLTIME | PARTTIME | VISITING | ON CALL LHEA.THLNG FRRRTRE

for professionals

NOTE ; In case of resignation of any of the above lisled employees, submit appointment of replacement properly attested and subscribed to

Date Accomplished

0] ! .

MMy imary Annex 1)

I hereby declare under penalties of perjury that the answers given are true and correct to the best
of my knowledge and belief.

Medical Director's / Administrator's Signature

Res. Cert. No.
Issued at
Issued on

over printed name




