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Republic of the Phj{jppines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
CityState Centre, 709 Shaw Blvd. corner Oranbo Drive, Pasig City 
Hea/thline: 637-9999, www.philhealth.gov.ph 

August 8, 2005 

PIDLHEALTH CIRCULAR 
No. -t: s-2005 

TO ACCREDITED INSTITUTIONAL HEALTH CARE 
PROVIDERS AND ALL CONCERNED 

SUBJECT Renewal of Accreditation of Institutional I Iealth Care 
Providers (IHCPs) with Complete Application 

All accredited IHCPs 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 

AnnexA); 
3. In lieu of hospital and ancillary service licenses, a DOH certification may be 

submitted pending the processing of the actuallicense(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. 

L~J~~III 
Office-in-Charge 
Office of the President and CEO 

Date Signed: ---MAUAJ-G--"1 +~ w20QI,J,,..5--

"!sang Malusog na Mamamayan ... .Jsang Matatag na Repub/ika(" 
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PH IC For_m· l 

'R e,p uhl0 of the, p hiL.p p IA-v>./.t 

PHILIPPINE HEALTH INSURANCE CORPORATION 
ACCREDI T A T:O~·. DE?P..RT.',\U·r: 
111.11 Floor City St..ate Centre Bldg., 709 Shaw Blvd. OranbiJ, Pasi~ Cit~ 

Tel .'iu. 637·62-65 Trunk line tiJ7·99·991oc 1215, 1216, Telefax. fi37·25·27 

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR 
REGIONS I- VI AND NCR 

PHIC -SECONDARY DOH- PRIMARY CARE 

~A,\'1 £ OF HOSPITAL: _ _______________________ _ 
ADDR£SS: ______________________________ _ 

____ l. PhilHealth application form properly accomplished . 
., Dulv notarized Warranties of Accreditation. ----
J DOH L1cense 1ssued 2005 ----

---- -4. PHA Certificate of Membership issued 2005 
____ 5. L1st of functional I serviceable equipment signed bv Medical Director , 

Administrator (Annex A). 
____ 6. List of current hospi tal's room rates (Allnex 8 ). 
____ 7. List of current hosp1tal <;ervice charges (Annex C). 
____ 8. Ancillary Licenses issued I revalidated 2005 - 2006. 

a.) Laboratory 
b.) X-ray 
c.) Pharmacy 

____ Y. Comple te list of hospital staff with respective designation and signa ture ( Annex D ) 
Schedule of duties of medical, nursing staff and medical technologisl/s. 

____ 1 11 Four Year Residency Training certificate in General Surgery of the Surgeon. 
~Residency Training certificate of the Ane~tb_e~iologist. 

----1.' 1~ Accredi tation fee by PMO payable to PHIC or cashi)atd directly to cashier and , 
- or photocopy of OR from PRO. Accreditation fee is non-refundable. 

Renewal P4.000.00 
Initial · PS,OOO.OO 
Re-accreditation PS,OOO.OO 

----

(see attached Phi!Health Ci rcular No. 29. s.2004 and Payment Scheme) 
13,. Quality Assurance Program 

____ 1<.;. Therapeutics Cummittee members and activities 

---- 1~: Photocopy of Remittance Fonn I (.RF1) fo r the last quarter. (fo r Private hospitals only) 

----16. Sanitary Permit of Dietary Section for the year 2005 
____ 1?. Updated Health Certificate of Dietary personnel 
____ lt<. Fire Safety Inspection Certific:He for 2005. 

tc:.;. International ClassificatiOn of Diseases (lCD-LO) fraining Cenifit:ate ----
----~: Financial Statement of the prev1ous year 
Additional Requirements for Initial Accreditation: 
____ t. Current photograph of hospital tacade and other availab le tac.:Jiilles 

' L)rganlzauonal Chart ----
---- -~ Current '\tandard opera!lng procedures 

.1 SEC Ltcense DTI certific::He CDA .:eruficate ----
---- .;; DOH licenses ot three ~3) previous successtve years 
DOCUMENTS SUBMITTED: \ssessed , Evaluated B~· : 

PRO SO C.:n1ral Otfice: ___ _ 
J:ue ReceJ\'ed: 
!{eceJved 13, . _______ _ 
:"'late Re-rikd· 

Recet\'tng Clerk-----
.\QAO \110 
.{erurned Bv 

f'RO . <.;() '- l' t!l ral ,..)l!i.:e 'iatf Jre Jt.lv1sed to srncth JnUICJte the Jbove ,ialu. 

f)ale __ _ 

Date 
Date 

!MPORT.\NT Applications not completely fi lled-in and/or lacking in requirements s hall be 
returned. -

' 
'I \1 I I , \1' J 

-
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PbttB.e:ltb ACCREDITATION FOR..'rl :~ 

A.??!JC.~710.~ FOR ,;CCR.:::>r-:-A TION ( SC:CO!'illr'\..ttY J 

----------------~20 __ 

r.ru: PR.ESID E:'£1" 
P!u!Jpp1oe H~tb !JL:sunoce Curpor:woa 
P:ut.g Cicy, Ph.llipp•od 

SIR 

L ______________________ ~ 
Filip1ao of leg~ age. --::-----:----- -- Wltb odd~s 

(Poadioa I~' 

IU. _________ ___,....__........._.......,._aad_!hc dui~ :tutb.onz.ed rep~=uave to ac: fo r ~ad in 

bc:b11lf of --------:::---::.---------------' hereby appti~ fo r sccrerlicu:ioo under 
( B.cstth ~ I mmn OAD ) 

Sec. 16 L of ::tA.. 787!: JQd 1U l.mplemeuoag Rule and RqularioiU tben:to... For thil pW"JlOSe, I hettby 
q 

suomit tbe foUoWlag pemoent 1oformanoo aod docnmenta.ry reqw.remcn~ 

PART ! - GENERAL INFORMATION 

N:1me ofHcup1uJ 

Complete Add~s : --------------------- Po$tal Code : ------

Ptul.Eie;,.ith Code No .. ________ Td No •• -------- Fu No.; -------

Date of Ust Accredit:luioa : --- -------

Ch.Jei I :'vie-aiel Direaor · ---------------
1 AdmlDls~ror : -----------

DOH license !'lo. ________ vali«i from ,....--- --- to----issued oa -------~ ::!0 _ 

Owucnb.ip I :'11ai1S§ement 

t ' 
\ I 

1 

SiJlgie Ptopneton!np 
Curoo~noo 

:"'aaonal G.lver-nmeat 

Otben. >Declfv --------------

.1.. ?~'SIC.U. PL..NT .¥ ENVIRONMENT 

(JQt.:.'"'Cte 

Semi ...... oacreu 
Wooa 

' .1~ :sad S.Oi'- 5buu1aro 
W":lter ~uoply 
:::Jeane .?ower 

St!UlQ ~,, •ecer.uor 
. " 

Sew!U!e Jls oosat 

-

I \ 

,. 

C ooper-30.Ve 
Fowuiano.n 
Loci Guve-rument 

u ld structure 
3.eaov:ued 
:'{ ew ) Q"UC:tt...re 

·•es 

i.. 



 

r 

a 

c 

I I 

d... 
e. 
f. 

Lquid Wa!~ by 
Patbolog:~cl W:l!te ~:' 

..... 
!' .n: e:ope ) y~ 

Fire e::nog'Jl~b.er ) Yes 
Toile! fsdli~ ) Ye:s 

.... - 0 
f'io 
No 

2 s 

3: Ea.s •here i)~n any cbsnge io ow-oenh.tp or m2.nage::oe:1t ~ 

( ) Yes ( ) :'lo If Yt!.. wbe:1 "-------------

... ~ the Hc:Utb Care lrunrucoo t~a.sfei'T"ed !o another loonoo '? 
) Yo:s ) No If yes., wbe~ ? ____________ _ 

( complere addre::.s ) 
Has there been aay chn~'! in o~ory or suchori2.c11 bed op1lcir:y Jioa: Ja_,t acc:-ed.iucion ., 

( ) Y t:~ ( ) No lf yes., wbcn " What ? ------

HOSPITAL BEDS Sub mit complete lbt of llospiul' s bed per room a ad C'llrn1lt rates. 
( See AluleJ: B ) 

M..ANPOWXR COMPLEMENT 

1. MemcJ Service 
a... Coruwunts: 

b. R~ctencs 

Gener.U Surgery 
Sub-;turgiol Speoal r:y 
OB-Gyu 
Pedhu:nc 
latenml Medione 
P'Uhoioc 
IUdiology 
Den Oil 

cnne~ ---------------

:'l u r.rin.g Servt Cl! 

:l. Rqp.ar.e red :'( lln~ 
b. ~Midwtv~ 
c.. Nu~Aicies 

-1. L:lbonmry & X-~ 
a... ~cd Tedulol~ist 
o. X-r3Y Tedlnoioglst 

' ::le!lmt 
'l. Dietitian 
A~a~·e~1ct 

:!. Othen 

( Iodjc.,re the Number ) 

Full Time hrtTunc VisiaDg 

)I'OTE. Suomn l:WIIOiee list ufllos~ penollDeL 

:)_ -.::..::NlCAt .FAC:I.lTIXS 

U... gexy --oem 
i.>ocror'~ 1 Cauuil:uioa utftCJ! 
.... ": i.mai ! lLOOI"3101"" 

~r:mll"" t..ic.. ~a.----- vuid from ------
X··~V :"!talicv 
~-·":."' :.....:.. .~0- ~i(! :·rom -------

. -.... 

:o ------
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-,..-

( P!lar.nac:' L:c. :'/o. vaUd from to 
( Deo t a1 room 
( ) Drug room 
( ) ubor room 
( J Delivery room 
( ) .:-lunery room : ""o. of Ba!slne! f s No. a( illcubator I s 

( ) o~~nng room ~nor OR Major OR 
( ) R.e!:ov~ry room 
( ) Medio.l Moni5 room .. 
( ) Diet:lry room 
( J Ochen, pi~ speofy 

E £QU1P~NT Submu complere list of citing fancriomsl o r ~m~ble equipment under 
e3ch :Saliry. ( Ple::x !ee AJIDex A ) 

F. CUNICAL SERVICE 

- ,_ )._ __ -~raJ l'rtedi~e __ (_ ) Anc~2 
( ) General Surgery { ) 08-Gyn 
( ) Orrho~c S~ry ( ) Paiiaaic:s 
( ) Opdlalmology ( ) Dermawlogy 
( ) Otola~olugy ( ) ~ !pecify 

G., , RECORDS 

AdJ:DJssioo & <fucharge recoro 
{ I P~cnbed logbook ( Fullow Pb.i.ll:it21dl Clr. 

No. 56 .s.l999 & No. 38 .s.2090 ) 

~. 

I 
\4111.&-..0Q "i&n~~• o( Ar Scs .usdnu ~ -"dtiRI1 ~ ~ - I .~o. 0....& p,.Un>t 1 

I 
~b ~ Pltyacua 

Time I I 

c.- ' une oe -~ 5e: AGctn:st 
"o. ?!iaent 

OPU lot~book 
•Juc:paaeat s~ !~book 
\1aad1110ry mondUy t101~1tal repora 

:-!. ) U . .U.."'TY \SSIT.RA.i.'ICI. ?ROG.rt.AM OF THE INSlll 0 ilON 

~. 

~aa 
'tti.uloa :uui Vinoa 
?enrume! ~ponnbie for ~be .?roo.,.r.un 
\.:.ovtnes 

\1inutes ' ' \ll~ng 

'l)Jeol Fx----

T~o( 

"61-mwdoa 

j l>-eo( 
1 Fx ....... 
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ANNEX4 
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 

Bromocnptlne 
(neuroleptic malignant 
syndrome) 

Dlmercaptopropane
sulphonate (DMPS) 
(for arsenic and methYl 
mercury poisoning) 

L.orazepam 
(for dru~nduced seizures) 

* Methylene blue 

ROUTE PREPARATION 

Oral: 2.5 mg tablet (as mesilate) 

lnj.: 100 mg/ml, 1 ml ampul, 10 ml vial (IM) 

lnj.: 4 mg/ml, 1 ml ampul (IM,IV) 
(Also listed under Section 1.0 Drugs Acting on the Ne!VOUs 

System) 

(for severe methemoglobinemia) Oral: 1% solution 

Nattrexone 
(for narcotic addiction and 
alcoholism) 

55 mg and 65 mg tablet 
lnj.: 10 mg/ml, 1 ml and 10 ml ampul/Vial (IV) 

Oral: so mg tablet (as hydrochloride) 

-Nothing follows-

B. NEWLY LISTED DRUG PREPARATIONS (compensable by March 1, 2005) 
Note: The following drugs, in their generiC/international non-proprietary names {INN), a.re 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 

Calcium folinate 
(leucoverin calcium 
for drug-induced 

megaloblastic anemia, 
fonnaldehyde and methyt 
alcohol poisoning and 
methotrexate toxicity) 

Deferoxamine {1) 
{for iron poisoning) 

Flumazenil 
{for benzodiazepine poisoning) 

Pyridoxine (Vrtamin 86) 
{for isoniazid poisoning, 
hydrogen sulfide poisoning, 
gynomethrin mushroom 
poisoning and theophylline 
poisoning) 

* Sodium nitrite 

(for cyanide poisoning) 

ROUTE PREPARATION 

Oral: 15 mg capsule and 25 mg tablet 
(as anhydrous) (equlv. to 25 mg folinic acid) 

lnj.: 3 mg/mL, 1 ml ampul (IM, IV) 

10 mg/ml, 10 ml vial (IM, IV) 
15 mg!ml, 1 ml ampul (IM, IV) 
340 mg vial (IM, IV, IV Infusion) 

Jnj.: powder, 2 g vial (IM, IV, SC) 
(as meallate) 

Jnj.: 100 mcg/ml, 10 ml ampul 
( slow IV, IV Infusion) 

lnj.: 100 mg/ml, 10 ml ampul (IM, IV) 
(as hydrochloride) 

lnj.: 30 mg/mL. 10 ml ampul (IV) 

-Nothing follows-

Page 1 of Annex 4 Additional compensable drugs and drug preparations 



 

-

<;.3 T :>at H sna!l unc~...a.(e a:-~ur~ :c e:~te~ only !r.le me cor.:= data :o all parie= records and in etc 
pre::arauon of c~-=s and ::-.su:e :.!:e 51iog of legr-m C-alms ·"'l:lwl the sL..-cy (60) cale,dar cay& Ute:- :.be 
;Jaoe:u:s discharg!, 

<i . .i Tnat !, a.c:wg on oeh.a.!f of :.nts in.sut:Ucon, :og'!:.!Je:- ·.lo'irh :he ::::::roc:ned ~...oancl., shall tae full responsibt lir1 
for any o mLSS ion or ::n rmni.5.sJ o o 1 a :.be pr=p.ar au an of cl.ai m.s a.nrl iD me eo try of climc:al records. 

MAj"fAGEMEVT INFORMATION SYSTEM 

5.1 T!la.t•tbe afore:wnc:c! OeaiD care Ul.Stltuuoo saall grve prope= .niocnaa.oo of its ~on su.ru.s by ?OSllJlg 
the ~ealth ccr..ficat.e of ac.::::;-ecitatlDn 10 a very c::mspic:wus plac.: U1 tht said insritntion, 

5.2 Tuat 11 snail post at its billing SC:C:Jon l!pd.at.ed informaoon of the ~gram's ixndits anci ;m>c.:dunJ 
rc.qwreme:~ts and :uu.c av<rilaole the :u:c::::ssary f011Il5 for ~s u.se, 

;.J That Jt so..a.U infor.n the De;::arnne:n of Hc::aith all :r;portable CJ.SCS CDa.fi.w:.d in the afun:n.a.rne.d insiimtio~ 
5.4 That it s.ba.U un~!y inform :be PbJ..l.Heallh U1 writing of a.ny of the following =ge:s iD the t.llStlrunon 's 

(1) ICC:Icion (2) owne.-:ship or management, or (3 ) clOStUc: or :.emporary ~o of hospital aperacoa. 

6. HOSPITAL INSPECTION I VTSrrATION I INVF.STIGATION 

6.1 Thai the aforenamc:d hultb CLre insorucoo rcco~ the authonty of the ?!J.iiHealth and its duly authon.zcd 
r~otanvc: or agc.nts depuaz.ed oy P1li1He:ilib. :0 ClndUC: i.ospecnon., visuarion or investigaci?n of the 
i.u:saouion at anytime, 

6.:_~_thc: PhUHeaith's do_!y~E:!arucd ~~-shall oe ~-9!.1th_ arun.csy and .r=p~ by the 
hospttal ~cnt and suif durulg ~03pCClan I vtSi.w:ian I iJrve5bglllion of the inv[rnrion, 

6.3 Tlw lt sh.all cooper.ue in the to.spcclOD I vtSltation I invcsrigarion by mak:mg rcariy a.n.d a.vallabk all bospu.aJ 
rccord3 (medic::U & financaJ) aDd adler pemncnt documents. 

6.4 That it shall obey wltbout dc..l.ay summons. suopoena or su.bpocoa due= teo1m from the Corporation o r 1..Dc:LI 
He:Utb l.n5urancc Offi.c.=.. 

It I I 

Finally, I lurehv ct~Ttifv cluu I have '"'tlfJ.d fuJJv che qruvirions o( rh.ue ~ and affirms t1at the PhilHca.lth, by 
virme of its power undc:r RA Ti!75 may ~c:nd or n:vake the ~ of tili3 in.sribction if fuund to have vialatcrl 
any of tb.e provl.Stons of tbe National Bca.lth ln.sman.c.: A.c; or :l.S lmplemmnng ~and Regnlariaos and »lY of these 
Warxanacs of Aa:=cait.aDon. 

SUBSCRIBED -~ SWORN TO. th1s 

ll 

:Joe.. ."lo. 
300JC :-Ia. 

?~~e "''a. 
Sene! J ! : _ 

.. 

YEDICA&.. OIRECTOR I ADIIINISTRATCR 
(Signaru:n: over Prmrcd NlltlC) 

day of 

Until 
?TR. ~0. 

~a..eci ctt 

. SlWCO O.D 

:o_ 
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SECONDARY ANNEX 

LIST OF FUNCTiCNAL I SERVICEABLE E~IJIPMENT I APP/l.?..ATlJScS /INSTRUMENTS 

NAME OF HGSPIT AL: 

ADDRESS: 

FAClLJTY 
EQUIPME..~T REMARKS 

TYPE NUMBE.~ ( Func:ional. For repair, etc. ) 

' 

. -- --·- ---- - ·- 1-- . 

I t 

. 
- ·-· · 

. 

I 

1ereoy aeclare unaer oenaltles or ;Je11UfY ~hat ~he answer5 grven are true ana correc: to the best 
Ji :ny Knowledge and belief. 

J ae ,.l.ccomousnec 

- --

\4ecical Direc:tlr"s ' ~amtm:!U aa 's SlgJ'1BnJI"e
:::rver onmea name-

~~ .:an. \Jo .. 
ssued 3t 

ssuea vn 
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~LLCJtfiJJ..h f Annex 0 

u A M ~ CJ r 11 CJ ~ •· 1 1 A L 
A IJ I• H l ~ ~ . 
c. A I 1.: h 0 H 'I . 
l1 tJ II l:j 1: U C.. A t• A C I f 'I 
!:~~ A (, c f< ~ P I f ~ 0 a E 0 

--··- .. WARP 

S~UI PRI 

t IPAIVATE 

SUITE 

t41JRBt:fW 

OPJ:RATII 

DJ:ItVeAY 

ICII 

(I'J: Ot ROOMS 
-

MAlt: 
FEMAlE -

ATE 

- .. - ·- L --·---- · • 

- -· ------

-- ---- --. 

----
ROOU 

---
tOOU 

. - ----··--

-· 

--- ·-- -

--

HOSPITAL'S BED RATES 

ACCREDITATION NO.: 
EFFECTIVITY OF ACCREDITATION: 

ROOM NO/S. NO. OF BEDS ROOM RATES I AMENITIES 

I 

I 

l 
l1erul.Jy doc.larll under penalhes of pequry that the answers oiven are tn•:a and correct to the best 

of my knowledoe and belief. 

Date Ac:.com l,fishe~ 

.I 
I 

Medical blrecloJ's I Admlnlstralor'ti Sionahlltl 
over printed name 

Res. Can . No. 
Issued at 
lssiJed on 

-I 
I 

I 
_I 

( 

{ 



 

SECONDARY ANNEX C 

UST OF CURRENT HOS?JT AL SERVICE CHARGES 

SeRVICeS RATe 
Laboratory proc<?dure 

X-1ay & other Radiologic procedures 

. 
. - . - - - - - -·---- . - - -

ct 

Other ancillary procedures 

i ereoy dec!are under penalties of perJury that the anS'Nei"S grven are true and orrec. 
to the best at 'TtY knov.1eage and be4iet. 

I 

. ' 
--. 
.. 

: axe Ac::omcl1snea MeaJcaJ :Jirectors , Aammrstraters Signarure 
CNer :Jnntea:nam& 

• -

~es. ~art ·~
ssuea at 

ssued.-:n 

q 

. 



 

SECONDARY 

NAMF. 

-- •. 

) 

. . . 

) 

Dele Accomplished 

1164""'/f: .. ,. .... ,,~ •• .ttl" ..... /l 

!'I HI! ·~ 11 

LISl OF HOSPITAL PI!RSONNEL 
·-----·-

POSITION I EMPLOYMENT STATUS PRC NO 
r1111 IIF AI· I II tlo . c;! 

SPECIALTY FULL TIME PARfTIME VlSITING ON CALL for professionals _ ------ --- -· 

r~tll' '' mr 

• ! 
i 

I 

I 

I 

I 

I 
I 

. 
.. .. .. . . .. . . .. . . . . . -g cr y proy PP p properly 

hereby declare under! penalties of perjury that the answers given are true ami con act to lite hest 
I of my knowledge and belief 

.I 
I Medical Dlreclm's I Admlnlsfralor'<:-Slqn~11" 

over prlniP.d nArnP. 

Res Cart No 
Issued at 

Issued on 

• 

J . .I 
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~PH!CForml 

- . PHILIPPINE HEALTH INSURANCE CORPORATION 
;?tG~;lj::15ff'&:10r;J(:D~~~;;r.r 
12111 Floor City State Centre Bldg., 709 Shaw Bhtl. Oranbo, Pa~ig City 
Tel No. 637...S2...S5 Trunk line 637-99-99 loc 1215, 1216, TelefaL 637-25-27 

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR 
REGIONS I -VI AND NCR 

PHIC - TERTIARY DOH-SECONDARYCARE 

NAME OF HOSPlTAL:. _________ _____________ _ 

ADDRESS: _________ ~----~-------------------------------------
---- I. PhilHealth applicatiOn form properly accompltshed. 
____ 2. Duly notarized Warranttes of Accreditation. 

3. DOH License issued 2005. ----
---- 4. PHA Certificate of Membership issued 2005. 
____ 5. List of functional I servtceable equipment stgned b~ Medical Dtrector/ 

Admtmstrator (Annex A). 
___ 6 List of current hospttal's room rates (Annex 8). 
____ 7. List of current hospital service charges (Annex C). 
____ 8. Ancillary Licenses issued I revalidated 2005 - 2006 

a.) Laboratory 
b.) X-ray 
c.) Pharmacy 

____ 9. Departmentalized list of hospital staffwith respecnve designauon (Annex D) Schedule 
of duties of medical. nursing staff and medical technologist/s. 

___ I 0. Accreditation fee by PMO payable to PHIC or cash paid directly to cashier and I 
or photocopy of OR from PRO. AccreditatiOn fee is non-refundable. 

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

(see attached PhilHealth Circular No. 29. s.2004 and Payment Scheme) 
____ l I. Therapeutics Committee members and activities. 

12. Infection Control Commtttee members and activities. ----
___ 13 Quality Assurance Program. 
___ 14 Photocopy ofRemittance Fonn [ (R.FI) for the last quarter (for Pnvate hospitals only) 
___ 15. Sanitary Pennit ofDietary Sl!cnon for the year 2005 
___ 16. Updated Health Ct:rrificate of Dietary personnel. 
___ 17. Fire Sarety lnsurance Ct:rtificate for 2005. 
___ 18. International Classification ofDtseases (ICD-10) Tra.irung Cemficate. 
____ 19 Financial Statement of the prevtous year. 
Additional Requirements for Initial Accreditation: 
___ I. Current photograph of hosp11al fucade and other JvatlabJe facllines. 
____ 1 OrgaruzanonaJ chart. 
____ , Current standard operating procedures. 
_____ 4. SEC License I DTI certificate I CDA certificate. 
____ " DOH licenses of three (3) previous successive years or see attached Plu!He.:lltb Cicular 

:'-Jo. 30 s.2004 m lieu of srud licenses. 
DOCUMENTS SUBMITTED: As!eS!ed I Evaluated B~·: 
PRO I SO I Centra! Office: Receivmg Clerk Date ____ _ 
Date Recetved: AQAO I MO D:ue ___ _ 
itecel\·ed By: --------
Date Re-liled: 
PRO SO I Cenu-Jl Office sta.tf :1re adnsed 10 smctlv mdicate the abo,·c data. 
IMPORTANT· Applications not completely filled-in and/or lacking tn requtrements shall be 
returned. 

~c\ I,~.J (. 1\(<:IJIM 
1\IL I H•!•( 

II 
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1?-epu.btiv of thet Phili.pp~ 
PHILIPPINE HEALTH INSURANCE CORPORATION 
ACCREDITATION DEPARTMENT 
12a. Floor City 5tate Centre Bldg., 709 Sha" Bini. Onnho, Pa~ig Ci~· 
Tel No. 637~2~5 Trunk line 637-99-99 toe 1215, 1216, TelefaL 637-25-27 
£-mOJI· \ ·.: ~;. : ~~~ •;,~ •F.)•....::. f'l 

Phi !Health ACCREDITATION FORM 
APPUCATION FOR ACCRE DITATION (TERTIARY J 

--------------~20 __ 

THE PRESIDENT 
Philippine Health lnsurJnce Corporation 
Pasig Ci~. Philipptnl.") 

SIR 

!, ________ ___ _ 
Filipino of l~tl ~e. ----:-:::--:--:----:~--:--- widi allure)' 

(Position I ~»tiun) 

at------------------ :mil r:be l.luly aur:horizeu n:presentati~·c to act fo r :.and m 

behalf of--------:--:-~-:-=----:-----------' hereby appUes for accred.itnrion unl.ler 
( ll~lh C;~re lasniUCJon ) 

It 

S~:c. 16 L of RA 7875 aou its lmplemenr!ng Rules IUlc.l R.egul:~rions thereto. For this purpose, [hereby submit the 

follomng pernnent infonn:~non and documentary requirement.\. 
' 

PART I - GENERAL lNFORMATION 

Nurne ofHo)pitlll : ---------------------------------

Compler:e Address: ----------------------Postal Code : ------

PhllHeulth Code No.:---------- Tel No.:------------ Fux No.: -----------
I 

Dur:e established : ----------- Date of Last Accreditation: ------------

Chief I Medic:~ I Dire~:r:or : ------------ Administnuor : ------------

DOH License No. ------- \'u.lid from -----to-----issued on _____ ,, 20_ 

Ownership I Management 
( ) Single Proprietorship 

Curporucion 
Nurion~l~venun~r 

( ) 
( ) 

Otben, sped!)·-------------

A. PHYSICAL PLANT & ENVIRONMENT 

1. Buililing 
( ) Coocnte 
( ) ~IJU~ODCrefe 

_j_J_ Wood 

... Samtation :mu Safety Standard 
a. Wuter )Upply 
b. Ele1.1ric Power 

Stand bvgenerator 
c. ~wuge Disposal 

Solid mute by 

MMC!fernary/05/1 U/02 

) 
) 
) 

Coopenuire 
Foundation 
Local GQ,•ernment 

Old structure 
Renovated 
New •tru~:ture 

( ) YeJ ( ) No 

12 



 

·-

--

B. 

c. 

u. 
0 • t. 

f. 

Liquid waste b~· 
PathiJl~ic:~l ~a)te h~ 

Fire I:)~:Jpc 
Fire c.Hingui5her 
Tuilct facilitcs 

No 
No 
No 

3. Ha) there hccn ~ny chan~e in ownership or management'.' 

( J Yt:) r J ~u If ye:>. when"!------------------

.I. H:a rb.: Health C::.~rc lo~mutiun tr.Jn~fcrred to aouth.:rlocatiua "! 

( ) Yc) ( ) "'u If yc~. wh.:n: "! ------------------
( compleu~ address ) 

.5. H:1) then: hccn ~n~ change in c:~tegory or authoriled hctl cup:~ciry !Iince last ;~ccrctlit:ltion '.' 

( ) Yes ( ) No If ye), when "! What '! ---------

HOSPITAL BEDS Suhmit complete list of huspital's bed per room :~nu current r.ltcs. ( St:e AJtnci B) 

MA!'IPOWER COMPLEMENT 

I. Medic:~l Service 
1. 1. Cun5ultunh: 

a. Sur,:ery 
111 1 Gt!nerJI Surgery 

Cardiu V:l)cul:u Surgery 
Neuro Surgery 
Orthopedic Surgery 
Opthalmology 
Otolaryngology 
Plastic Surgery 
Surgical Oncology 
ThorJcic surges:· 
Urology 

h. OB-Gyn 
1:. AnesthL>sill 
d. Internal Medici~ 

Gener.U Medicine & 
Infectious Disease 

.-\.llergolotQ· 
Cardiol~ 
End01:rinology 
Ot!rm:~tology 
Ga)troentorology 
Hllemutolo~otY 
Nephrology 
Neurolo~· 
Oncology 
Psychiutry 
Pulmonury 
Rheumutol~· 

c. Petliatncs 
G<ner.U Pediacrk~ 
Neooarol~· 

Other Pediatric Sui>Jpecial~· 
f. Pnrholog)· 
g. Rndiol~· 

b.. Dental Medicine 

, i'l"uniog Sen·ice 
a. Registered !'iu.ne 
b. Registered ~ldwiv~~ 
1.:.. Nuniog Aide~ 

( l.ollicnre the Number) 

Full Time P:lrt Time Visiting Reoiuenrs 

MMCfferuary·/05/ l 0102 I~ 
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3. Pharm:u.:1 ~1 

a. Rl~l~tl:rctl Phannaa~t 
h. Pharmacy ..\1<.lo 

~- LahnrJiur; & X-rJ~ 
a. .\lu.lko~l T ~chnolvgisl 
h. X-r:~~ Tct:hnulu~bt 

5. Diet:~r;· St:n tee 
. a. D1cnn:~n 

h. F1H1U St:n en 
6. Em!im:crinl;! & \lt:Jentcnancc Sen·icc 

7. Othtn. ~ptclf:' - -------

Full Time Part Time 

~OTE Suhmit cumplett: list uf hospu:d pt:rsonnel ( Sci! Annex D ) 

D MEDICA L Fo\CILITlES 

E. 

C II t( 

( 
( 

( 
( 
( 
( 

( 
( 
( 
( 
( 

Emc~cnt:y roum 
Out-patient department 
Chnu:allahur.uory 
L:~hur..1tnry Lie. Nu. ----- v:~lit.l from -------
X·ra~· r:u:ili~· 

to _______ _ 

X-ray l.Jc. ~~~- ------- '':tlid from - ------- to -------
Phannuc~ uc. Nc1. vulid from to -------
Lahur n~t~m & Delivery room 

Nuncr:· mum : No. of Ba.uinel/1 ____ No. of locubsuor Is ------
Opcr:~tin:,: riNim complex: No. o{ Minor OR ___ No. of Major OR 
ICU 
Rccu\Cf')' room 
Dent:.&( sen·ic.: 
Ccntr.1l ,tuck )Upply 
Diefur:· )cn·icc 
BlooJ bunk 
Nuclear Medicaoe 
Cam:er clime 
Rehubilit:lllon uepurtmeru 
Medical Records 
o\mhulance sen•ice 
Training ~rvicc: 

.-\..:credited l.Dterosb.ip Tnuoiug P~r:~m 
Rc)ideocy Tr.sio.ing Progrum 
Collq:e of N~tning 
School of MidW'Ifery 

) Y~ No 
) Y~ No 
) Yes Nu 
) Y~ Nu 

Others. please spt!t."ify -----------------

EQU IP\1£:'#T Submu complete lht of cxhriug funcoonal or 'en1o::~ble equipment untler .:a..:b facility. 
1 Pie:~~ .s~:r A.oou .-\ ) 

F. Cl..J.NICAL SER\- ICE 

G<nerul \1edlc1De 
Sub~pl'Ciahy of lnternul :\ietlidne. Enumerate :n•nilable )Ubspeciul[)· senicc): 

G~nt:nl Surge~· 

Sub,pedalry of Surger:·. l!:oumer.ue :.tvDilable 'ubsperiai[)' ~nice3: 

~ ,\._ ). _ Q_B-G.1 n 
l l Gener.ll Pciliarno 
l \ Sub,p~:~.:~:~l~ of Pedi:uno. Enumer:~t.e al'llihlble subsped:Uty )enic~: 

'vlMC.'TeruarytO~· lll/0~ 



 

,, 

Optbalmol~· 
Otolaryngol~ 

G. RECORDS 

Aumassion & discha~e ret:onh 
I I Procnhcu l~b'"'l.. ( Folio~ PhaiHt<:~hh Cir 

No. 56 ).199'J, :"{o. 3!1 ).2000 & No.7 s.200'2 ) 
Computerized 

C.u.~ 

'\a. 
~dm1u1o11 O.te- .J/: I ' •m.- of """ 

T om• P>lltnt I .>.ul.l rT•• \ltmO.rshop .4dmuunc Final 

OPD records 
I I Loghouk 
L.ahor.uory l~houk 

MaJor OR logbook 

DR logbook 
Minor surgic::U logbook 
P~dent's chan 
Maoelltory monthly hospatnl reporu 

0oa,n01U o .. snosu 

lndu card 

Typto of 
1-:~uminuriun 

Type uf 
F.:zamiaadon 

Duuuf 
F.um.iruaoun 

Dar~ of 
ExiUitinalion 

H. QUAUTY ASSURANCE PROGRAM OF lliE l.NSTJTUTION 

). 
.., .... 
3. 
4. 
5. 

Plan 
Mimon and Vision 
Penonnel Responsible for the Program 
Activitie$ 
Minute. of Met!ticg 

MM C/TertJ<lf)'/0 51 10/0 2 

All~ndon~ 

Ph!SKI>n 
D"po"to~n 011po"t 

Comput~riuu 

,~ 

lhtt .J 

rtn·~ 
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PART II - WARRANTIES OF ACCREDITATION 

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

( Hospital ) 

located at ------------------------------~---------------------------- w~~~ ( address ) 
the following · 

1. ELIGmn.m 

1.1. That the aforenamed health care institution has been in operation for at least three yeazs, 
1.2. That it is duly licensed/acaedited by the Department of Health, 
1.3 That Jt shows a good trade record in the provision of health care, 
1.3. That it is a member of good standing of duly recognized by Philllcalth with its_ 

(assocladoll) 
established standards and criteria, 

1.4 That 11 has the bum~ resources, equipment, physical structure and other requirements in conformity with 
standards established by the Corporation, 

1.5 That it has an ongoing quality assurance progJ1IJ1. 

2. COMPLIANCE TO PERTINENT lAWS 
Itt I 

2.1 That the aforenamed llealtb care institution shall in the course of its participation witb the NHI program by 
virrue of its acaeditation comply with the provisions of the Natioaal Health 1nsurana: Law (RA 7875), its 
lmplementing 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 Aa (RA 4226), its prevailing 
lmplemenllng Rules and Regulations, Admirustrative Order I# 24, s-1994 for ambulatory surgical clinics as 
well as other Administrative Orders, 

2.3 That it shall accept the formal program of Quality Assurance, payment medla.nUm and utilization review of 
the NHJ program, 

2.4 That its personnel shall strictJy adhere and comply at all times with the Codes of Ethia of the Medica) and 
Nursing professions and other medical related professions of tbe Philippines, 

Z.S T1Mt it sbqll strictly tnforye q .p!!Ok-ltet DOUq within tb• qrmi.ru qf tJu bnYb C4Cf ~· 
Pr«misu shqll IH ytukrstood to illchult aU arst of a 1tf4ldt C11Cf instigfligtr'l compqiH!d rrcqrrlha 
whftlttr tht MI!U! is inside or outrifk an enclostd JtrHctul!. 

3. CLINICAL SERVICES 

3.1 That the aforenamed health care institution shall guarantee, safe adequa~ and standard medical care for all 
patients scclung medical care; and shall exerase obse~nce of public bcalth measures in case of 
commurucable disease, 

3.2 That It shall adopt referral protocols, stnctJy foUow guidelines and health tc30urce sharing arrangements of 
the Program, 

3.3 That it shall extend without delay chargeable bendits due qualified members and beneficiaries, 
3.4 T1w it shall not engage in unethical and illegal solicitation of patients for purposes of compensability under 

the NHl program, 
3,5 T1W it .sluHl T!!!lintgin at all tipay t}!e required pf1lQI!!!fL s•rvkeqblf tguipm•nt qnd fNjijff& for HI! of 

••• 
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 resulting from sw:b 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 rtrieval, 



 
5. MANAGEMDIT INFOR.\1A TION SYSTEM 

5.1 That the aforenamed health care institution shall give proper information of its accreditation status by 
posting the Phi!Health certii1cate of accreditation in a very conspicuous place in the said institution, 

5.3 
5..+ 

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 wnting of any of the following changes in the 
institution 's {l J location (2) ownership or management or {3) closure or temporary cessation of ASC 
opera lion. 

6. ASC INSPECTION I VISITATION i INVESTIGATION 

6.1 That the aforenamed health care institution recognizes the authority of the PhiiHealth and its duly 
authonzed representative or agents deputized by PhilHealth to conduct inspection, visitation or 
mvcstigation of the imstituuon at anytime, 

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

b.3 That it shall cooperate in the inspection ( visitation I investigation by making ready and available all 
ASC records (medical & financial) and other pertinent documents, 

b.4 That it shall obey without delay summons. subpoena or subpoena duces tecum from the Corporation or 
Phi!Health Regional Office. 

Finally. the undersigned hereby affirms that the PhiiHealth. 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. 

SUBSCRIBED AND SWORN TO, this 

at 

Doc. No. 
Book No. 
Page No. 
Series oi 20_ 

MMC.'ASC'050302 

MEDICAL DIRECTOR I ADMINISTRATOR 
(Signature over Printed Name) 

day of 

Until 
PTR No. 
Issued at 
Issued on 

20_ 

Notary Public 

17 



 TERTIARY ANNEX J. 

LIST OF FUNCTIONAL I SERVICEABLE EQUIPMENT I APPARATUSES /INSTRUMENTS 

NAME OF HOSPITAL: 

ADDRESS: 

FACILITY 
EQUIPMENT REMARKS 

TYPE NUMBER ( Functional, For repair, etc. ) 

I 

II 

; 
I 

-

hereby declare under penaltres of perjury that the answers grven are true and correct to the best 

Date Accomplished 

- .\1,\dC.Ttlmary Anne.r A 

of my knowledge and belref. 1 

Medrcat Director's I Admrnistrator's Signature 
over printed name 

Res. Cert. No.: ___________ _ 

Issued at 
Issued on 

/ 



 

) 

TERTIARY 

NAME OF HOSPITAL : 
ADDRESS : 
CATEGORY : 
DOH BED CAPACITY 
Pf·UC A C C R E 0 I T E 0 B E D 

TYPE OF ROOMS 

WARD 
MALE 

FEMALE 
SEMI PRIVATE 

PRIVATE 

SUITE 

NURSERY 

OPERATING ROOM 

DELIVERY ROOM 

ICU 

OTHERS 

Date Accomplished 

.lt.l/1 , ., ,,,,•, ,,.,._, /1 

Annox B 

HOSPITAL'S BED RATES 

ACCREDITATION NO.: 
EFFECTIVITY OF ACCREDITATION: 

ROOM NO/S. NO. OF BEDS ROOM RATES AMENITlES 

I 

! 

I 

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

. 
w 

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

Res. Cerl. No. _________ _ 
Issued at ___________ _ 

Issued on--------------

. 

. 

<:::r 

,I 



 

. . 

TERTIARY ANNEX C 

LIST OF CURRENT HOSPITAL SERVICE CHARGES 

SERVICES RATE 

Laboratory procedure 

I 

X-ray & other Radiologic procedures 

II 

Other ancillary procedures 

hereby declare under penalties of pef)ury that the answers given are true and correct 
to the best of my knowledge and belief. 

Date Accomplished Medical Director's I Admm1strator's Signature 
over printed name 

Res. Cert. No. 
Issued at 
Issued on 



 

TERTIARY ANNEX D 

LIST OF HOSPITAL PERSONNEL 
PRC NO. POSITION I EMPLOYMENT STATUS 

PHILHEAL TH NO. SIGNATURE NAME 
SPECIALTY FULL TIME PARTTIME VISITING ON CALL for professionals 

'-· 

l 

. 

---~ --- - - - r.. -
NOTE: 111 case or resrynatton or any or the above listed employees. submit apporntmenl or replacement property attested and subscribed to 

Dale Accomplished 

1:::_ AlMt'l ll•tlt:1t~·/ lltlltl'x Ll 

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

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

Res_ Cert. No. 
Issued at 

Issued on 

\.. 

' 

- ---

( 

I 
i 
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'R.ep!Ahlio oftfle,Pha.q>p~ 
~ tEALTH .. URMICE CORFORA110N 
ACCREDITATION DEPARTMENT 
u• floor City Sa.te c.tre Jlldg., 789 Sbllw Blvd. Omabo, Puig City 
Tel No. 637..Q.6S TraU. liM 637.,_, loc IllS, 1216, Telelu. ti37-7.5-l7 

CHECKUST OF REQUIRr.ENTS FOR HOSPITAL ACCREDITATION FOR 
NCR & REGIONS I - XIII 

( TERTIARY ) 

NAME OF HOSPITAL: ____________________ _ 

ADDRESS: _______________________ __ 

___ 1. PhiiHealth application form property accompllahed. 
___ 2. Duly notarized Warrantte, of Accreditation. 
___ 3. DOH Ucenae laued 2003. 
---4. PHA I PHAP Certificate of Memberahip laaued 2003. 
___ 5. Ust of functional / aervtceable equipment algned by Medical 

Director I Admlnlatrator (Annex A). 
___ 6. Ust of current hospital's bed rates (Annex B). 
___ 7. Ust of current hoapltal aervlce charges (Annex C). 
___ 8. Ancillary Ucenses Issued I revalidated 2002 - 2003. 

a.) Laboratory License 
b.) X-ray Ucense 
c.) 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 ( Annex D ). 

___ 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 I 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 I ( 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. 

Additional Requirements for Initial Accreditation: 

___ 1. Current photographs of hospital fa~ade, 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. 

___ 2. Current photograph of complete hospital staff. 
___ 3. Current standard operating procedures. 
___ 4. SEC License I DTI certificate I CDA certificate. 
___ 5. DOH licenses of three (3) previous successive years or Mayor's Permit. 

DOCUMENTS SUBMITI'ED TO PRO: 
Re~on: _________________________ _ 

Date Received: -------
Received By:-------
Date Refiled: -----------

TO PHILHEALTH CENTRAL OFFICE: 
Date Received:-------
Received By:-----------
Received and Assessed By: ___ _ 

PRO staft' are advised to strictly indicate the above data. 

FKS/Tertiary/030303 
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?..¥w~.w,; :-'Nl-' ::-;..~OlAV,(' 
PHILIPPINE HEALTH INSURANCE CORPORATION 

! :!Q FlMr Crr. ~t::.te Centre Bla~. - Q'J Snav. Bh..:.. Oranno. P::r)l~ Cr~· 
Tet 'to . .s:-;-->:~5 TI"U.DJ( !Joe ~--91J.!)9•oc L.:::. !11~. Telefa:.. 6.37-lS-:-

£.-mal/ .. . . . ---·--·-· - -

Pbr!Hc:llth ACCREDIT . .;. TION FOR.\1 
APPLlC.-\ TION FOR ,.;.(CREDIT.;. TIO" ! TC:RTIAR'r 

---------· :w_ 

TH£ PR£SIDE."'IT 
Pruitpproe He:~lrh lo) urJnce Corporauon 
P:l)l~ (if?. Phrlipprn~~ 

SlR 

-

T 

!. ______________________________ _ 
riiipmu ur let?,lll ~e. ---------------------(Position 1 0e-5Lpu•oun ) 

wun ar.hJn:s~ 

:lt ______________________________________ _ antl the tluiY :~uthuriur.J n:pre::~cot;~cin tu :1r.:t fur .ant.! rn 

behalf uf 
------------------~~--------------------( u .. :.Jch r: ..!t'e lnsnruoon ) 

be~by appli~ for :tccredit:mon untlcr 

lo 

Sc:~. 16 L uf R.A 7875 JO.u It) lmplt:menuog Rul~ and R~ulanuos then:to. For thb purpose. I ht:reb~· .submit the 

fnllowm~ pernnent rnform;~Clun ·.amJ uocument.:H'y ~quiremenu. 

PART I - G.EN'F.RAL £NFORMATION 

i'luroe uf Hu)p1t:1l 

Complete Add r~~ : -----------------------------------------------Postal Code : ---------

PhilHealth Colle :-io. · --------------------- T d No .. --------------- Ful. ~u. : 

Duu~ est:~bli!>hed · ---------------------- Date of U.St Aa:redit.arioo : ------------------------

C!ml : '1cuic:~l DircL"tor ~~mtrusrr.uor : __________________________ __ 

DOH Ucens~ No. --------- vuJid from ------- !0 ------ i ssueu on --------· :zo_ 
0 1\ nersmp • '1an:u(emenc 

l Single Prupnewrslup 
Curporunoo 
~unuoOll C,vernme:-or 

Orbcn. ~ uecify ---------------------------

\ . PSYSIC.U.. PL-VIT & ENV!RONME!'IT 

I . DWh.liD!;! 
Cuoc~re 
ScmJ~OJICI"e(e 

, Wood 

S:taunooo anu Sllf~· StiUidard 
!.. Water )Upply 

'Slennc Pon t'r 
Suod bv !_!eoenror 

~l'Vage Disposul ' 
Solui WlUte 0" 

Couper.lDl e 
Foundtiloo 
Local <rt.wernmeot 

Old stnlcrure 
Renovated 
St!w •tntcrure 

v . ~ 



 

8. 

c. 

till 

-

r. 

. _ _p 

LauaJ ?fll!L.e 1::
P·;c:JcJJV:( •~;: , .. ~,ce ~, .. 

... (·_ ·:"'. l...:.pt-

~:r~" ,:-:ll nl!'JJSnt:

-;-. , ti c ~ f;,;n liU:S 

. :! To 

H:.~~ cher~ "~ •:= <: ~n ·. C ;'lanz~ ; r. ,..,ne~snql •Jr :n::n:JI!~m t.::JI ., 

1 Ye) 'lc1 If ; t). "ht::J ·.• ---------------------

H:J) the Hc;,;lth ( ..1r1.: fo~tJiutwn tr.Jn~fcrr~LJ to ;Jnutht:r loc~twa ·• 

) Yc~ ' "!., If _,c~. wh.:n: ·• ---------------------
1 ~:omplecc allures) J 

H:.~} there hcc:l ..1n ~ ch:mg~ in c::u.,....;•lr. ur uulhurizet.i hell c:lpucJry ~inc~ l :~sr :~ccrct.li~!lun ., 

) Yo I Nu If ~t). whc:J '' Whut ·• ----------:..... 

HOSPITAL BEDS Sunmll cumple:e !ht u( hu)pit:.~l') bell pt:r roum :.tnt.! current rJtC:S. l Set: A11nc! 8 ; 

'VIA:"fPOWER COJ'\IIPLEYI DT 

I. Meuic:~l ~rv1c~ 

l.l. C<Jn)ullunt): 

a. Sun!cr: 

Gcner:.~l Sul1?.er:· 
C..~rLJiu V:J)t:Ul:J r Surgt:~; 
Ncuru Surgery 
Orrhupt:tlic Surgery 
Op thai mology 
Olularyngul~ 
Pla)IIC Surgery 
Suf1!11::Jl Oncolo~· 
Thur.Jt:it: )urgu:· 
Urolo11;y 

h. OB-Gyn 
L Anes thl!~c:~ 

u. wternul MetiiL1n~ 
Gt:nt:r.LI Metli«.:int: & 

;!. 

l. 

lniet:tiuu) Obt::J)t: 

.-\llergol~· 

C.Jrrliol~· 

Endot:rinulugy 
Dcrmatulu~· 

G;J)trl\<:nturulogy 
Hllem:l!ulu~· 
:'lt:phrolu~· 

'lt'urolo~· 
Oncolo~

Psycht:ury 
?ulmonur:· 
R.ht:um:~tutog:.· 

?~l.li:.trnc~ 

G<n(r.U Ped.iacnt:5 
'I(Qc:~roi~· 

Otber Pedlatnc Subsp~tll..f~· 
P:uholo~· 

Radiuf~· 
~nt:u :V\euicm( 

'I u nt cg ::ic:r:·t.:" 
_ Re~mereo 'lunt' 

~e~!StenwJ \otiU'~ n c~ 

'iurslnll Alu~) 

( iJu.lic:ue the ~umber J 

Full Time P:~n Time 

-
-. 



 

'J T 

-
P~:::-"'Tl::.I. J ~,' 

J.. R~.-..: ''"r•:. =-1arnac:~: 
n Phar.r.ac .;lUI:". 

Llnor'Jtur: .St. ( • ...-..~, 

::.. ·,k:JiL.:II .~· nnolt.~UI 

!'l ''(.,.:;·. T c .. ::r.CJiU!! I~i 

Dtt:~.Jr ~.,;. IL 

a. D•c~nar. 
n F toll Sc-· .:"' 

li Em!•ne\.!r.O!:! .St. \1;.untcnancc 5..::-. IL C 

Othef'>. ~rcur. ---------
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PART II - WARRANTIES OF ACCREDrTATlON 

_..., __ <•-·-
• ·--· ... •$-·-.... · 

f Borpttal , 

loca1ed a1 ----------------------------------------------------------------w~~ 
( address J 

1. EllG mn.m· 

! . i. Thai :he aforenamed heallh care 1nsoruooo has bet:n in o~racion for al least three years, 
;.:. Thai liiS duly llc.:nsed/acced.lled by tbe Department of Health, 
1.3 That 1t sbows a good track record 1n the prOVlSIOn of bealtb t::~re, 
1.3. Thai HIS a member of good sta.Dding of duly recagll12ed by PhilHealth with i~ ~ 

(.,.; wdon) 

established st.aooards i!ld cntena. 
! A Thai 11 has Lhe !lum3Jl resources, cqwpment, phystcal strucrure lJld other rcqwrements 10 confortll1ry w1lh 

St&Ddaras established by the Corporanon, 
1.5 That 11 has an ongotng qwiliry assurana: prognm. 

2. COMPl..lANCE TO PERTINE.Yf lAWS 
Ct t t 

:.1 That the aforenamed bealtb care insuruuoc sbal.l in tbc cowsc of its parocpanoo with the NHl program by 
v1rrue of us accred.Jt.aooo comply Wlt..b t..be proviSions of !.be Naoonal He.a..ltb lmurancc Law (RA 7875}, its 
lmplemenoog Rules and Regu.!Aoons, all admmisrraove orde~ o( the corporanon, 

., ., Thai it sbaJI .:amply at :ill times with the prov1sjoas of the Hosp1tal Licensure AI:! (RA 4226), its pn:vailing 
lmplemenong Rules and Regula.oons, AdrruwstraUve Order I# 24, s-1994 for ambulatory surgical cli.cics as 
well as other Admmtsrracive Orders, 

:.3 That 11 shall accept rhe formal program of Quality Asswance, payment meclwl.ism and utilization review of 
the NHI program, 

:~ That ItS personnel shall smoly adhere and comply at all o.mcs with the Codes of Ethics of tbe Medical and 
Nursing profcssloas 3Jld other medical rcla.r.ed professions of tbe Pb.ilippincs, 

1.5 77uy it sluUJ srricrty tnforct! a smolu·frf!t policy MlitiHn tile amt!is•s of U.. !on, cart ilyfitHiions. 
Pr•mists shcUl /,e ui'IIUrsrood to inci.Jult aJJ ai"!!U of a "-llh em insrituliorr's COI!!pOIUid t"fcpl"ffkSI 

whech~r rlat samt is insidt or ow:ritU 1111 enclos«< SVU&turt! • 

.3. CLINICAL SERVICES 

~·. That :he Jiorenamed .1e:t..lth .::ue IDSONUon snaJI guarantee. safe adequa~ and Stllldlrd medical care for all 
~anems scek.mg medic! .::ue: and shall exerClse observance of public health measures in case ot 
.:ommurucable lllSCase. 

That :1 snBJI JdO!JI reie!T3.1 ;Jrotocols. )tnc:Jy toUow gwdelincs and health resource sbanng arrangements oi 
the Program. 

J·~ :Oat :: soall ~.:mod wtthou.t Jelay .:hargcaole oeneiits .Juc qu1lifieo members and beoeiio.ancs. 
:hat H soat.l :101 engage :n unethlc:LI 3Dd tllegal sohc:itaoon ot' paneots ior purposes of compensability lUUlcr 
:ne :ffll program. 
T1s4t 11 sMil171lUnr.ain .u aJJ rinus rht ~qwrtd ;;!trsonnel, Stf"VICtable tqwpment tJN/ fa&ilitig (or ILill! o( 

~ 

4. CLINlC . .U. RECORDS AND PREPARATION OF CL-UMS 

Thai :~e .:uoreoamed ~.caleb CJrc tnsoruoon shall :namWll .wri aca>mplisb at ill times aa:mate chronological 
·ecords .:i .ill ;:aoents. $CMC:.S ;eoaereo l!lci :Jealth outcomes :esu.l.ting :rom sucl.! services :md health 
:xpenwrwes on ~aocnt care. 
-:-hat .: .>n!IJI ... eeo .. ;,eat ;!OO ~vs1ema.uc :ec:oros :Ue io :;..;;are :Ouc accesSible :1ace for easy rctneva.L 



 
• ' T.1a: tne oicr~:lameo neaJ:n car~ • OStl~~uor ;;.ii.ll ~··e prO!)(: r :~for:r.auon -:.f 1ts ac:::redll.at;on status b:' 

;;os:;ng :n: ?~ !! Heal::-: ~~:;i:cat: ';f ac:::d~:a!:or. :n 2 '<cr:: ::r;nsp1c:Jous ;aa~ 111 :nc sa1ci 1ns;;ruuon. 

' ., T."'lat H sr.ali ~st 11 a~ ~tJJJng st:::!on J::>Cat~:: tr. formauon of lhc Piogram s ocnefits and ;>roceoura• 
~:o;m::r.e:m ana ma~: a"allacle ;ne !ie~ssar:· forms for pauenr's use. 

- · T.14: u :;na:i 1r.iorm '~e :l~;nr::r.em •Jf Hea1t:o all ~e;::onao:e .:ascs coniinec ;n :he aforenamed msti!'Jttor. 
; .: Tnat :t ;r.a:J :mmc::uat:r :· 1nfor:n :l:e ?~I!H:al: r. ,n wt~ung 'Jf an:· of rnc follow1ng c:1anges 1n Ule 

1nstrwt:on '> :, :oca!lor. 1"2, owr.e ~sr11::: :;r ::;anag:::;er.: 1r ·.3 1 ::osur: t;,r temporar :- c:ssauon of ASC 
operauor. 

h. A.SC INSPECTION . VISITATION INVESTIGATIO!'I 

6. i Tnat the afore named health care msunmon recogmzes the authoruy of the Phil Health am.l 1ts dul~ 
authonzed representarrve or agentS deputized b~ Phr!Health to conduct Jnspecuon. vrsrtauon or 
mvesugauon of tne 1nsuruuon ac anyt.me. 

6.~ That the Phr!Health s duly authonzed represenrauve shall be accorded wuh ~curtesy and respect by the 
ASC management and staff durrng mspecuon vtsmuon 1nvesugauon of the 1nstnuuon. 

o 3 That 11 shall cooperate m the 1nspecuon · VI.Snauon .• mvc:sugauon by mak1ng ready and available all 
ASC records l medic:~l Jc. financ1al) and urhc:r perunenr documents. 

o .l Th:lt 11 shall oocy Without delay summons. subpoena or subpoena duces tecum from the Corporation or 
PhtiHc:alth Reg10nai Office. 

Finally. I he: understgned hereby affirms that the Ph1lHe:tlth. by v\ftue of Its power under RA 7875 may suspend or 
revoke the: accreditation of m1s 1nsuruuon rf found to have v1olated any of the: provistons of the Nauonal Hc::~llh 
Insurance .-\c:. or ll lmplcmenung Rules and Regulaltons and any of these Warranties of Accreditation. 

SUB~CRI.BED .~D SWORN TO. th1s 

Do.:. :-lo. 
BooK :-Jo 
?:~gc NL'. 
Sc:ne~ or :~_ 

MEDICAL DIRECTOR I ADMINISTRATOR 
(Signarure over ?noted Name) 

day of 

Unul 
PTR :"o. 
lssueo at 
lssuc:d .. m 

20 

Notary Public 



 • ANNEX ;. 

L.!S7 OF FJNCI.G~.; L 1 sc:~ /ICEJ-2~~ =~ui?ME~-:- ; A?C.!JtATusc:s 1 INS!RUMENIS 

NAME GF HOS?II A~.. . 

ADDRESS 

rACIL!Tf · 

.. 

EGU!P~ENT 

NUMBER 

REMARKS 
( Functional. For reoair. etc. ) 

1ereov :ec:are .... naer :::enarues .:r ~Je'tt.;rv ~hat :he answers 91ven c;re true ana c:Jrrec: to ~he oesr 
.::; - v ~ncWleage ana :::e!ref 

:ate ..l..ccv:nousnea 

•· .... ,,;,.., ·p•t.<; 

.\1ea1C31 ::irec:ors -\amtntstraiars s.gnature 
:::ver ::mmea name 

~es. ~an. ~c. --------------------------
ssuea at 
ssuec ~r 
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II I< 11/\1<1 

N/\Ml (II I I<ISI'II AI 
/\ l J IJ H L !i S 
\.; 1\. I l: \) I ) H y 
DOll Ol:U CAP/\CIIY 
I' I IlL I\ I: c H [ I> I I E () u E I) 

IYI'l 01 IH.IUMS 

WA,fil- . -
M/\1 t: 

I EMJ\l E 
SLMI fli{IV/\ II: 

PRIVAlt.: 

Sill II: 

Nlfi~St.:HY 

< IPE HA IINCi RUOM 

DEl IVEHY HOOM 

ICU 

<JIIICHS 

/\nne K B 

HOSPITAL'S BED RATES 

.... -- ·--··- ---- ACCREDITATION NO: 
---·--------- EFFECTIVITY OF ACCREDITATION: ___ .._ ------

JWUM NO/S. NO. OF BEDS ROOM RATES AMENfliES 

----- - I ----- ----·· -
---------1 I -- .. ------·-- - - .. 

·----- I 1- ----· ..--.. ·- -· •· ·-· ---·- • 
-·-_ .. ··-----· ---------4 ----. ---·-----·· - - - -

------ 1--- I - ---- ·-- .. -

-- .. --·-··--·-----1 I ----·--·-----·- -

.. .... _ ·- 1 I ----·--··- - ---

I -·-- -··· ·-

- ----... - -··----- ---- ..• 

---1- I -------- --··-- ··-

- --·· ·---·-·---------------l~-------1-------....L..-------..L.-------------------_J 

llato At1:ornph!.lled 

' '1 , , , • , I•· ,. ' I~ • .,. ,, 

1. l 

lle1ehy ded<lle Ulltlel penalties o f perjury lhalthe answers given are true C:lnd t.:orrecllo lhe best 
uf my knowledge and belief 

:: 

Medical Oireclor's I Adminlsllt~lor's Slgnnt111e 
ove1 printed 11a11' P 

nes Cert l'fo. _ ___ ·--·--·--· _. __ ·-
Issued at ---·--- ___ -·--- __ _. 
Issued on ______ .. _ ·---- .. 

) 

~ 
(:! 



 

•. 

.. ·-

TcRT!ARY • ANNEX C 

LIST OF CURRENT HOS?II AL SERVICE CHARGES 

SERVICES RATe 
Laborator; procedure 

' 

X-ray & other Radiologtc procedures 

. 

I I 

Other ancillary procedures 

!'lere~y :Je-::are 'Jnaer :Jenaltte: of Je!"]ury ~har the answers gtven are true and correc! 

:o tne :)est of T.'f knowledge and belief 

::are ..l.c:::::mousnea MeatC31 Direc!ors , -\omtmstraters Signature 
Jver onntea name 

;es. :err. No. 
ssued at 
ssuea .:;n 

-



 

( 
• 

II H II AI< Y ANNEX 0 

LIST OF HOSPITAL PERSONNEL 
-- --

EMPLOYMENT STATUS PRC NO POSI fiON I 
PHIL. IlEAl fll NO SIGN/\ ruru: NAMI 

SPrCIAL l Y FULL TIME PARTfiME VISITING ON CALL for professionals -- ,- ·-· 

( 
' • 

. 

. 
NO I 1": lrr 1 < I ~~~ uf resrurlCllion o r <lny of tire CJ l l(JVe lislecl employees subrnil appointment or rerlacemenl f1rOperly alleslerl arrd c;ul>scrihed In 

~ 
~ 

l.Jal~ Au .. orrrph:.,lr~LI 

hJ,\h /t •r (l:l'l ' 1\ 01111" < P 

llereby declare under penallies of pequry lhat the answers given are true and correct to the best 
of my knowledge and belief · 

Medical Director's /1\drninic;lralor 's Siyna!llrP 

over pr inled name 

Res Cer l No. 
Issued at 

Issued on ----....-- - ----·-

( 



 

PHlC Form 1 

Republic of the Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 
:JF:CT;:Af-:J5!jJJ£:/!!Of}{1J1::fi~£fffJ 
12111 Floor City State Centre Bldg., 709 Sha\\ Bh d. Or.tnbo, Pa~ig Ci~ 
Tel No. 637~2~5 Trunk line 637-99-99 loc 1215, 1216, Telefu. 637-25-27 

CHECKLIST OF REQUIREMENTS FOR AMBULATORY SURGICAL CLINIC 
ACCREDITATION FOR 

REGIONS I - VI AND NCR 
NAMEOF ASC: ______________________________________________ ~~ 

ADDRESS: __________ -.,-______ ~-----------
--- I. PhJIHcalth application fonn properly accomphshcd 
___ 2 Duly notarized Warranties of AccreditatiOn. 

3. DOH Accreditation Certificate issued 2005. ---
----4 . Complete list of ASC staff with respective designation (Annex B). 
____ 5 List of functiOnal I serviceable cqu1pment signed b~ Medical D1rector/ 

Admmistrator ( Annex A ). 
___ 6. List of surgical procedures being performed. 
____ 7 List of current sen ice charges ( Annex C ). 
____ 8. Anclllary Licenses Issued/revalidated 2005-2006. (if provided in-house it should 

comply with the requirements) 
a.) Laboratory 
b.) X-ray 
c.) Phannacy 

_ __ 9. Certificate of affihation of Surgeon in a Tertiary hospital 
___ 1 0 Memorandum of Agreement (MOA) between Tertiary hospital nearest to the clinic. 
___ II TIN of the propnetor for stogie propnetorship or that of the managing partner of the 

corporation as the case maybe. 
___ 12. Accreditation fcc by PMO payable to PHIC or cash paid directly to cash1er and I 

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 PhiiHealth Circular No. 29. s.2004 and Payment Scheme) 
___ 13. Quality Assurance Program. 
___ 14. Photocopy of Remittance Form I (RF I) for the last quarter 
___ 15 Fire Safety Insurance Certificate for 2005 
_ __ 16 San1tary Permit for 2005. 
___ 17. InternatiOnal Classification of Dtseases Trrurung Certificate. ~ 

..,--,~.,....- 18 . Financml Statement of the prev1ous year. 
Additional Requirements for Initial Accreditation: 
____ I. Current photograph of ASC facade and other a'ailable fac1httes. 
___ 2. Orgamzattonal Chart of ASC. 
____ 3. Current standard operating procedures. 

4 SEC License I DTl certificate I CDA certificate. ---
___ 5 ProfessiOnal Ta.'\. Receipt (PTR) ofpmctitioner staffofthc clime. 
___ 6. DOH accreditation ofthrcc (3) previous successive ~cars . 
___ 7. Mayor's Permit of three (3) previous successive years in lieu of the DOH accreditation. 
DOCUMENTS SUBMITIED: Assessed I E,·aJuated B): 
PRO I SO I CentmJ Office: Recei\ing Clerk Date ___ _ 
Date Rece1ved: AQAO I MO Date ----
Rccci\·cd By: Returned By Dme ___ _ 
Date Re-filcd· 
PRO I SO I Cenrrnl Office staff arc ad' 1sed to stnctly mdlcate the abo\C data. 
IMPORTANT: Applications not completely fi lled out and/or lacking in requ1rements shall be 
returned. 

R~,·i~cd (;h(~l.hst 

\1\!C 0 110()~ 



 

Repu.blioof tke-Philippt.Nw 
PHILIPPINE HEALTH INSURANCE CORPORATION 
ACCREDITAnON DEPARTMENT 
12• Floor City State Centre Bldg., 709 Sha" Bh·d. Onnbo, P.slg Ci~· 

Tel No. 637-62~5 Tnmk li..oe 637-99--991oc 1215, Ul6, Tdefu. 637-25-27 
E-mail: .. ,,: _ • :ilit!r:..;,;,;,:!:_._;,;_-· ~i 

PhilHealth ACCREDIT ATlON FORM 
APPUCATJON FOR ACCREDITATION ( ASC ) 

-------~ 20_ 

THE PRESIDENT 
PblUppine Health Insurance Corporation 
Pasig Ci~·. Philippin~ 

SlR: 

L ------------'' Filipino of lt:gal age.--------- with address 
(Po.ldoll I Daipadoll) 

:at------------- and the duly autboriz.ed represeotative to act for and in 

behalf of ----------=------------J hereby applies for accreditation under 
( H eodtb Clll't lJisti1vOoll ) 

Sec. 16 L of R.A. 7875 and its Implemeotiag Rules and Regulations tbereto. For tbis purpose, I ben: by 

submit the foUo"lng pertinent information and documentary requirements. 

PART J - GENERAL lNFOR.MA TION 

NameofASC : __________________________________ _ 

Complete Address :--------- ---------Posaal Code:------

PbllHnlth Code No. : ------ Tel No.:-------- Fu No.: --------

Date established : ----------Date of Last Accreditation : ------------

Ch.lef I Medial Director : ------------ Adminiltrator : -----------

DOH Accreditation No.----- valid from ----to ____ issued on ------J 20_ 

Owoenhip I Management 

) 
) 
) 

Singte Proprietorship ) 
Corporation ) 

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

A. PHYSICAL PLANT & ENVIRONMENT 

1. 

2. 

Building 
( ) Concrete 
( ) Semkoocme 
( ) Wood 

Sanitation and Safety Standard 
u. Water supply 
b. Electric Power 

( ) 
( ) 
( ) 

Cooperative 
Founct.don 

Old stnlcture 
Renovated 
New structure 

Stand by generator ( ) Yes ) No 
c. Sewage Disposal 

Solfd waste by 

.\1)./C ASC'050202 



 

8. 

c. 

d. 
e. 
f. 

Liquid waste by 
Pathological waste by 

Fire escape 
Fire extinguisher 
Toilet facilites 

Yes 
Yes 
Yes 

J No 
J No 
J No 

3. • Has there been any change in ownership or management ? 
( ) Yes ( ) No If yes, when?-------------

4. Has the Health Care Institution transfen-ed to another location ? 

( ) Yes ( ) No If yes, where?--------,------
( complete address J 

5. Has there been any change in category since last accreditation ? 
( ) Yes ( ) No If yes, when ? What ? 

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. 

2. 

3. 

4. 

5. 
6. 
7. 
8. 

a. Coosultants: Full Time Part Time Visiting 

General Surgery 
Sub-surgical Specialty 
OJt.Gyn 
Pediatrics 
Internal Medicine 
Pathology 
Radiology 
Dental 
Certified Anesthesiologist 

b. Residents 

Nursing Service 
a. Registered Nurse 
b. Registered Midwives 
c. Nursing Aides 

Pharmacist 

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

Dentist 
Administrative Service 
UWfiW 
Others 

NOTE: Submit complete Jist of hospital personnel ( See Anllex B ) with cooforme appointment. 

D. CLINICAL FACILITIES 

L Administrative Services: 
a. Lobby 

MMCiASC/050302 

( } Information Counter I admitting area 
( ) Communication area 
l ) Waiting area 
( ) Toilet facilities 



 

c. 

h. Bu)int)~ office 
C:u.hier I billing 
Finance I budget I auditor 
Toilet faciUties 

2. Surgical Service Complex 

3. 

~-

5. 

6. 

7. 
8. 

( J Major operati~ room w I airconditiooin~ unit 
( J Minor operating room w I airconditioaing unit 
( ) Scrub-up area 
( ) Sterile instrument, supply and anesthesia storage area 
( ) Sub-sterilization room 
( ) Clean-up area 
( J Doctors locker room and lounge w I comfort room 
( ) Nurses locker room and lounge w I comfort room 
( ) IW I UW 's closet 
( ) Ct:ntral sterilization and supply areu 

) Receiving and reJeulog area 

Rccon~l') Room Area with toilet facilities 
) Clinic:lllaboratory (optional) 

Laboratol')· Uc. No. valid from ------- to ------
Affiliatiun ( ) Yes ) No lfyes, specify _________ _ 

- Laboratol')· Uc. No. valid from ------ to------
) X-ray facility (optional) 

X-r>~y Uc. No. ----~- valid from ------ to ------
Amliation ( ) Yes No If yes, specify----------
-X-ray Uc. No. valid fro~------ to ------
) Pharmacy (optional) 
Pharmacy Uc. No. ---- valid from - - ---- to -----
) Dental room 
) Others. please specify---------------~ 

E. EQUIPMENT Submit complete list of e:r..istiag functiopal or serviceable equipment under 
eacb f•ciJity. ( Please see Ao.oes A ) 

F. CLINICAL SERVICE 

) General Medicine ( ) Pediatrics 
) ~neral Surger,· ( ) Dermatology 
) Ortbupedlc Surgery ( ) Radiation Therapy 
) Oprhalmulogy ( ) lhmodialysis 
) Otoi:II')"Dgolugy ( ) CbetnocUalysis 
) Anesthesia ( ) Others, specify 
) OB-Gyn 

G. RECORDS 

Out patient Surgical Logbook 
I J Prescribed logbook ( Follo111· PhiJHealtb Clr. Computeriud 

No. S6 s.l.999, No. J8 s.l080 & No. 7 s.2002 ) 
Ot!M:n, specify-----

Libor.atol')· logbook ( optioaal ) 

X-ray logbook ( optional ) 

T~or 
E:uunlnlldon 

Dare or 
Eumlnadon 

1 C.us" I N-or 1 Ace I So 
"io. Podent 

T~or I O..rof 
.EsanaiaadoD . Examhalldaa 

H. QUALITY ASSURANCE PROGRAM OF THE INSTITUTION 

1. Plan 
2. Missioa aod Vision 
3. Personnel Responsible for the Program 
4. "Activities 
5. Minutes ofMedlng 

.\fMC ASC '050202 
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PART II - WARRANTIES OF ACCREDITATION 

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

( Hospital ) 

located at 
--------------------------------------------------------------- w~an~ (address ) 

the followtng : 

1. ELIGIBU.ITY 

1.1. That the a forenamed health care institution has been in operation for at least three years, 
1.2. That it 1S duly licensed/accredited by the Department of Health, 
1.3 That Jt 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 PhilHcalth with its ~. 

(associatloD) 
established staodards and criteria, 

1.4 That It has the hwna.o resources, equipment, physical structure and other requirements in conformity with 
standards established by the Corporation. 

1.5 That it has an ongoing quality assurance progca~P. 

l. COMPUANCE TO PERTINENT lAWS 
lt c, 

2.1 That the aforenamed health care institution shall in the course of its participation with the NHl 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 oorporation, ! 

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

2.3 That it shall accept the formal program of Quality Assuran~, payment mechanism and utilization review of 
the NHJ program, 

2.4 That its personnel shall strictly adhere and comply at all times with the Codes of Ethia of the Medical and 
Nursing professions and other medical related professions of the Philippines, 

2.5 7Jtgt it slrpll ltricttv enforce a smoh-free poliq wilbjn dtr pr!!!p of tbf 'mYle CIIIW i'""itrti9ru'. 
Pr.rnises shBll be understood to mclude all amv of q M4ldt C4l'f illftitutiorp'1 cplf!pOliiUl rrcprrlkss 
whether the ,!U!!e is inside or ouJ.ritk an enclosed str'lu:tluW. 

3. CLINICAL SERVICES 

3.1 That tbe aforenamed health care institution shall guarantee, safe adequa~ aDd standard ·medical care for all 
patients seeking medical care; and shall exercise ob!ervance of public health measures in case of 
communicable disease, 

3.2 That it shall adopt referral protocols, strictly foUow guidelines and health ~urcc sharing ammgeJMnts of 
the Program, 

3.3 That it shall extend without delay chatgcable beodits due qualified m.cmbcrs and benc6ciaries, 
3.4 That it shall not engage in unethical and illegal solicitation of patients for purposes of compensability under 

the NH1 program, 
3.5 7'1!ql it sh9Jl mtJintain at all linus the required personnel, serviceqbk equipment all4 fqcilitig for u.- of 

pglifnls. 

4. CLINICAL RECORDS AND PREPARATION OF CLAIMS 

4.1 That the aforenaroed 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 retrieval, 
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5. MANAGEME:-IT INFORMATION SYSTEM 

5.1 That the aforenamed health care institution shall give proper information of its accreditation status by 
posting the PhJIHealth certificate of accreditation in a very consp1cuous 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 shallmform the Department of Health all reportable cases confined in the aforenamed institution. 
5.4 That it shall immediately inform the PhiiHealth in wnting of any of the following changes in the 

insutuuon 's fl J locauon (2) ownership or management. or (3) closure or temporary cessation of ASC 
operauon. 

6. ASC INSPECTION I VISITATION i INVESTIGATION 

6.1 That the aforenamed health care insutution recogmzes the authority of the PhiiHealth and its duly 
authorized represemative or agents depuuzed by Ph1IHealth to conduct inspection, visitation or 
investigation of the institution at anytime, 

6.2 That the PhiiHealth's duly authorized representative shall be accorded with courtesy and respect by the 
ASC management and staff during inspection f visitation 1 investigation of the institution. 

6.3 That it shall cooperate in the inspection I visita1ion I investigation 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 
PhiiHealth Regional Office. 

Finally. the undersigned hereby affirms that the PhiiHealth. 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. 

SUBSCRIBED AND SWORN TO. this 

at 

Doc. No. 
Book No. 
Page No. 
Series of .:!0_ 

MMC.'ASC.0~0302 

MEDICAL DIRECTOR I ADMINISTRATOR 
(Signature over Printed Name) 

day of 

Until 
PTR No. 
Issued at 
Issued on 

20_ 

Notary Public 



 

ASC ANNEX A 
LIST OF FUNCTIONAL I SERVICEABLE EQUIPMENT I APPARATUSES / INSTRUMENTS 

NAME OF ASC: 
ADDRESS: 

FACILITY 
EQUIPMENT REMARKS 

TYPE NUMBER ( Functional, For repair, etc. ) 

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

Date Accomplished Medical Director's I Administrator's Signature 
· over printed name 

·Res. Cert. N_o_.: __________ _ 
Issued at 
Issued on 
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ASC ANNEX B 

LIST OF ASC PERSONNEL 
POSITION I EMPLOYMENT STATUS PRCNO. 

PHILHEAL TH NO. SIGNATURE NAME 
SPECIALTY FULL TIME PARTTIME VISITING ON CALL for professionals 

~-

.. ( 

' 

--- --- -- - - - - --- - - -

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

Date Accomplished 

& .1/,\ /1 . . lSI • . -11111<'.\ 11 

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 I Administrator's Signature 
over printed name 

Res. Cert. No. 
Issued at 

Issued on 

i 

I 

I 
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ASC ANNEX C 

LIST OF CURRENT ASC SERVICE CHARGES 

SERVICES RATE 

Laboratory 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 

.\lA !C ASC Ann~~o-c 1' 

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

Res. Cert. No. 
Issued at 
Issued on 

4( 



 

PHIC Form I 

PHILIPPINE HEALTH INSURANCE CORPORATION 
;;rr;r;:&:£1J rrJJr:JrJO<;ff'1J£:P7f:t_-;p;(£fK!f 
12'b Fl~r City State Centre Bldg., 709 Shaw Blvd. Oranho, Pasig City 
Tel No. 637-62--65 Trunk line 637-99-99 toe 1215, 1216, Tclefax. 637-25-27 

CHECKLIST OF REQUIREMENTS FOR HOSPITAL ACCREDITATION FOR 
REGIONS I - VI AND NCR 

PHIC - PRIMARY DOH - INFIRMARY 
NAME OF HOSPITAL: _______________________ _ 

ADDRESS=----------------------------
--- I. PhilHealth application form properly accomplished. 

2. Dulv notarized Warranttes of Accreditation. - --
3. DOH License issued 2005 ---

---4. PHA Certificate of Membership issued 2005. 
___ 5. List of functional I serviceable equ1pmcnt signed by Medical Director/ 

Administrator (Annex A). 
___ 6. List of current hospital's room rates (Annex B). 
___ 7. List of current hospital service charges (Annex C). 
___ 8. Ancillary Licenses issued I revalidated 2005-2006. 

a.) Laboratory ( optional ) 
b.) X-ray (optional) 
c.) Pharmacy (optional) 

NOTE: If a certain ancillar)' service is present, it should comp~l' with the requirements. 
___ 9. List of available emergency drugs. 
___ 1 0. Complete list of hospital staff with respective designation. ( Annex D ). Schedule 

of duties of medical and nursing staff. 

---I I. Accreditation fcc by PMO payable to PH1C or cash paid directly to cashier and I 
or photocopy of OR from PRO. Accreditation fcc is non-refundable. 

Renewal - P2,000.00 
Initial - P3,000.00 
Re-accreditation - PJ,OOO.OO 

(sec attached PhiiHealth Circular No. 29. s.2004 and Payment Scheme) 
___ 12. Quality Assurance Program. 
___ 13. Photocopy of Remittance Form 1 (RF l) tor the last quarter (for Private hospitals only). 
___ 14. Updated Health Certificate of Kitchen personneL 
___ 15. Sanitary Permit for 2005. 
___ 16. Fire Safety Insurance Certificate for 2005. 
_ _ _ 17. International Classification of Diseases (lC0-I 0) Training Certificate. 
___ 18. Financial Statement of the previous year. : 
Additional Requirements for Initial Accreditation: 
___ I_ Current photograph of hospital facade and other available facilities. 
___ 2. Organizational Chnrt. 
___ 3. Current standard operating procedures. 
___ .f. SEC License I DTr certificate I CDA certificate. 
_ __ 5. DOH licenses of three (3) previous successtve yl!ars 
___ 6. Mayor's Permit of three (3) previous successive years in lieu of the DOH license. 
DOCUMENTS SUBMITTED: Assessed I E,·aluatcd B~· : 
PRO I SO I Cenl.ral Office: Receiving Clerk Date 
Date Received: AQAO I MO Date ___ _ 
Recei\'ed 8~ : Returned By Date ___ _ 
Date Re-filed: 
PRO I SO I Central Office staff arc adnsed to strictly indicme the above data. 
IMPORTANT: Applications not completely filled..fn and/or lacking in requirements shall be 
returned. 

R~\ls~ Ched,Jist 
\1 \IC 0 1 100~ f2 
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'R~c..Wli.o of~ Philipp~ 
PHILIPPINE HEALTH INSURANCE CORPORATION 
ACC~DIT.A.-:lON DEPARTMENT 
12~ F1oor City State Centn Bldg., 709 Shs" Bhd. Onnbo, Puig City 
Tel No. 637-62--65 Tl'U.D.k line 6Ji-99-99loc Ul~ 1216, Teielax. 637-2.5-27 
£-mD1l. Ac:::c r; 'Jhuheah.h :.!0\ gh 

PhilHulrh ACCREDITATION FOR..''r1 
A..PPUCATION FOR ACC'JaDfTATION ( PRIMARY J 

----~--------~20 __ 

THE PRESIDENT 
Phillppl.ue Health I.asun1nce Corporation 
Pulg Ciry, Pb.IUppines 

SIR 

filii 

· I,-------------' Filipi.ao of legal age.--------- tritb addre" 
(PO!IItion I Da!.,_.aa} 

at -------------- aod the duly authorued representative to acr for aod In 

behalf of -----------------' hereby applies for accredltadoo under 
( S:..a&h Care lmdtudon ) 

Sec. 16 L of R.A. 787~ and iu lmpJemeotillg RuJes ud Regulaooas tllemo. For this purpose, 1 ne~by 

submit the foUo"iag pertinent information :md documentary requirements. 

PART I- GlNERAL INFORMATION 

Name of Hospital : ----------------------------

Complete Address . ------------------PostaJ Code:------

PbiiHealth Code ."'lo .. ------- Tel No.:-------- Fu NG.: -------

Date established : ----------Dace of l.a5t Accreditation : ------------

Ch.ief I Med.iaJ Director : --------- AdmiDistntor : ----------

DOH Ucense No.------ valid from ____ to----blued oa ____ , 20_ 

Ownenhip I Maoagemeat 
( ) Slagle Proprietorship 

Corpor:~rioa ( ) 
( ) National Goverumenl 

Otben, Jptcify -------------

A. PHYSICALPL-\NT & ENVIRONMENT 

1. Building 
) Concrete 
) ~i-coocrete 

) Wood 

Sauutadoa lllld S..tery Standard 
:l. Water suppty 
b. Electric ~r 

Stud by geaerator 
1:. Sewage Dispotal 

SoLJd WIJ&e by 

MNlC.'Pnma.rytObiOI/0 l 

( ) 
( ) 
( ) 

( ) 
( ) 
( ) 

Cooperadvt 
Fou.a.dadou 
Local ~vernmenr 

Old JtMlCN~ 
Reaovated 
Ne" srrucrure 

Yes t 1 No 



 

1-· 

I , .... 
I I 
I I 

1 

I 
I 

Uquld waste by 
Patbological wute by 

d. Fi~esape ( ) Yes ( ) No 
e. Fire enfog\lisber ( ) Ye5 ( ) No 
f. Toilet fadUta ( ) Ye5 ( ) No 

J . • · Has tbert been any chang~ lo oWDenbip or m~nt ? 

( ) Yes ( ) No If yes. wbea ? ------------

4. Has tbe Healtb Care IDstJtunoo tnnsferTed 10 aaotber loc.adoa 7 

( ) Ye, ( ) No Jl yes, wbere? ------------
( compNia ackiJal) 

5. Has tbere b~o aoy ch.aoc~ io c:atqory or autboriled bed apedty IDa lua aa:ndiladoo ? 
( ) Yes ( ) No If yes, "'laco ? WbM? ------

B. H~ITAL BEDS Submit complete list of bospita.l'.s bed per room and C'W'Tellt nates. 

c. 

D. 

( See Arules. B ) 

MANPO~R COMPLEMENT 

1. Medical Service 

ftl I 

L CoosultaDtt: 
GeDeral Surpry 
Sub-tltrpal Sped~ty 
08-Gyn 
Pedllltria 
Internal Medicine 
p~ 

Radiology 
Dental 
Otbers 

b. Resideats ---- ----

2 Nunlag Service 
L Rqptt.ered N' u.ne 
b. Rqbaered MJd"tvn 
c. N•nille Aides 

3. Pbanaacist (opdoaal) 

4. Labonatory & X-nay (opcioaaJ) 
L Medial TedmolCJPt 
b. X-("'y TecbDologitt 

S. Dtodst 
6. Cook I Food Handlen 
7. A.JmiD.IJrn ttve Service 
8. Otben 

FWI'nme Part Time 

NOTE : Submit compJefe list ofbotpital penolllld. ( See AIIMs D) 

CllNICALFACILITIES 

) 
) 
) 

lme'1eacy room 
Dodor'J I Conllbacloa omc-r 
Cllilialllabontoty (8pdwual) 

Vlsidac 

t.aboraao..,. Uc. Ne. ---- valid rr.... ----:-::----- ID -----AftDladoa ( ) Yet ) No u,_,,pedl)" ________ _ 
- LaboMltory Uc. No. nlW f,. ------ to------

~C!Pnmary/06i07 /0 I 
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...... 

T 
..... 
I 

T 
I 

T 

J 
) 

J 
) 
J 
J 
) 
) 

X-ray raCllity Copdonal) 

X-ray Uc. :'io. ------ valid from - ----- to ------
AfJ!liarioo ( ) Ye> ~o If yes. specify -------------------• X·I"IY Uc. No. vaUd l'rom ------ to ------
Pbannacy (opnonaQ 

Pharmacy Uc. ~o. ---- vaU«i from ------- to ------
Dental room 
Drug room 
4abor room 
beuvery room 
Recovery room 
Medlc:U Records room 
Kilcbeo 

Otbers, please specify-------------------------

E. E.QU1PME.YT Submit complete list of existing flmction:al or serviceable equipment u..nder 
eacb facility, ( Ple:~se see AliD:ei A ) 

F. CLINICAL SERVICE 

Ccoe1'31 Medicine 
OB - Gyu ( If with DR ) 
Others. specify _____ ...:._ ___ _ 

G. RECORDS 

Admiuioo & d.iJcbarge records 
[ J Prescribed logbook ( FoUow PbilHeaUb Clr. I Cumputeriud 

II No.. S6 s..Im & No. 38 s..2000 ) 

I Cue ~o. AdmU&ioe I N- At~ I S..s Add roe ~anbcnblp 

' 

AdataUac Flu~ ! AtteMIDc Dbpo8dDn l 
~.l 

1 
ol I Oiapolil ~ 

1 

Pllysldan 
Tlme "-'km I I 

' 
I j 

Padeol' s chart 
Labontory logbook ( optional ) 

Cue 
~0. 

X-ray logbook ( opc:ioaal ) 

1 NIUIII! of 
I Padttnt 

Su I Address 

OPDiogbook 

Son: 

Outpatient sl.lr'giCllllogbook { Minor surgery ) 
Mtusdacory monthly bospllaJ repom 

H. QUAUTY ASSURANCE PROGRAM OF THE lNSTinmON 

1. Pta.a 
:. Mlilioa and Viaaon 
3. PenoDDef Rnpoasable for the Program 
-4. ActiYlties 
5 Minutes of :\1"eeang 

:VIlvtC:Pnm~·JOo:O- ll l 

TYJR of E.,_ ..... 

I I 

Dt.duorae 
O.u.l 
Tllnt 
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PART II - WARRANTIES OF ACCREDITATION 

Tne t:nderstgned, as :epresentaove to act for and oo behalf of 

( Hospital } 

located at ------------------------------~------------------------------ warran~ ( address ) 
the followmg : 

1. ELIGmU.ITY 

1.1. That the aforenamed health care mstiruuon has been in operation for at least three years, 
1.2. That 1t is duly licensed/accredited by the Department of Health, 
1.3 That It shows a good track record tn the provtston of bealth care, 
1.3. That 11 is a member of good standmg of duly recognized by PhilHealtb with its 

(associatioa) 
established standards and C'lteria, 

I A That 11 has the human resources, eqwpment, phystcal strucrure and other requirements in conformity with 
standards established by the Corporaoon, 

1.5 That it has an ongoing quality assurance program. 

2. COMPUANCE TO PERTINENT lAWS 
It 

2.1 That the aforenamcd health care institution shall m the course of ats participation with the NHI program by 
virtue of its accreclitatioo comply with the provisions of the NationaJ Health Insurance Law (RA 7875), its 
lmplemenong 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 
lmplemenong Rules and Regulations, Adrrun.iso-ative Order II 24, s-1994 for ambulatory surgical clinics a.s 
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 
Nursing professions and other meclical related professions of the Philippines, 

:Z.S TJuu iJ shqll strictly enforce a smoke-free POlicy within the lU!If!lul gf tb« larqllh CQI! illlljty#oN. 
Premises shgll be understood ro include all qreq.s g( a lt!qJdt CQI! i11St#vlig111.S comeound ryrqrduss 
whether the same is iNide or out:ritk an enclosed .structur«. 

3. CLINICAL SERVICES 

"· 

3.1 That the :Uorenamed health care institution shall guarantee, safe adequate and standard medical care for all 
pauents seeking medical c:l!e; and shall exercise observance of public health measures io . case of 
commumcable disease. 

3.::! That It shall adopt referral protocols, stnctly follow guidelines and beaJth resource sharing arrangements of 
the Program, 

3.3 That !I shall extend Without delay chargeable benefits due qualified members and beoeticianes, 
3.4 That it shall not engage in unethical 3Jld illegal solicitation of patients for purposes of compensability under 

the NH1 program, 
3.S TJuu it slwJJ nUlinUlin qi qll rimes tJae rtquiud peryonnel. urviceablf «gfliqmcnt twl (q;ilitiu for UH o( 

DQikrtq. 

CLINICAL RECORDS AND PREPARATION OF CLAIMS 

-'.1 That the aforenamed health care institution shall maintain and accomplish at all times accurate cbronoJogical 
records of all patients. services rendered and health outcomes resulting from such services and health 
expenditures on patient care, 

4.:. That 11 shall keep a neat and systematic records file in a safe but accessible place for easy retrieval, 



 

I--
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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) caJendar days after the 
patients discharge, 

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

5. MANAGEMENT INFORMATION SYSTEM 

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

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

5.3 That it shall inform the Department of Health all reportable cases confined in the &forenamed institution, 
5.4 That it sball 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 CC$Ution of hospital operation. 

6. HOSPITAL INSPECI10N I VISITATION I INVESTIGATION 

6.1 That the aforenamed bealtb care institution recognizes the authority of the PbilHcalth and its duly authorized 
representative or agents deputized by PhilHealth to conduct inspection, visitation or investigati_on of the 
institution at anytime, ... 

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

6.3 That it shall cooperate in the inspection I visitation I investigation by malcing ready and available all hospital 
records (medical 8t financial) and other pertinent documents, 

6.4 That it shall obey without delay summons.,. subpoena or subpoena duces tecum from the Corporation or Local 
HeaJtb Insuran~ Offi~. 

•••• • 
Finally, I hereby certify tiiiJJ I have rca4 fully the DI'Ollisions o(t#Nse WC!1!'!JI!tiu and affirms that the PhilHeaJth, by 
virtue of its power under RA 7875 may suspend or revoke the acaeditation of this institution if found to have violated 
any of the provisions of the National Health Insuran~ Act, or il3 fmplemcnting Rules and Regulations and any of these 
Warranties of Acaeditadon. 

SUBSCRIBED AND SWORN TO, this 

at 

Doc. No. 
Book No. 
Page No. 
Series of 20_ 

MEDiCAL CIRECTOR I ADMINiiTRATOR 
(Signature over Printed Name) 

day . of 

Until 
PTR No. 
Issued at 
Issued on 

20_ 

Notary PnbUc: 
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PRIMARY ANNEX 

LIST OF FUNCTIONAL I SERVICEABLE EQUIPMENT I APPARATUSES I INSTRUMENTS 

NAME OF HOSPITAL: 

ADDRESS: 

EQUIPMENT REMARKS 
FACILITY 

TY~E NUMBER ( Functional, For rapair, etc. ) 

: 
I : 

. 

II 

-
-

' 
: 

I 

hereoy aecfare under penalttes of perjury that the ans~ given are true and correct to the best 
of my knowledge and belief. 

Date Accompl1sneo 

~fMC. ·p,,,.a,.wAnnl!x ~ 

Medical Director's 1 Adrmnistrator's Signature 
over printed_ name 

Res. Cart. No .. ----------
Issued at 
Issued on 



 

' ·' 

:t 

PRIMAAY 

N A M E 0 F ll 0 S P I T A L 
ADDRESS : 
CATEGORY : 
OOH · BED CAPACITY 
PIIIC A C C R E D I T E 0 B E 0 

TYPE OF ROOMS 

WARD 
MALE 

FEMALE 
SEMI - PRIVATE 

PRIVATE 

SUITE 

DELIVERY ROOM 

OTI~ERS 

Uale Accompllshell 

,HAl\·/'"""",. 4utt .. r II 

( ' l 

AIIII8X B 

ROOM N0/5. 

-

HOSPITAL'S BED RATES 

NO. OF BEDS 

- -

ACCREbitAflONNO.:--- -
EFFECTIVITY OF ACCREDITATION: 

ROOM RAfES 

-

AMENITIES 

hereby declare under penallles or perjury lhallhe answers given are true and correct to the best 
o f my knowledge and belief 

Medical Director's I Adrnlnlatraior'a Slgnaiule 
over printed name 

Res Cert No. _________ _ 

Issued at --------
Issued on------

--I 

- -

f 

( 

( 



 

.. 
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PRIMARY 

UST OF CURRENT HOSPITAL SERVICE CHARGES 

SERVlCES RATE 
L3boratory procedure ( Optional) 

X-ray & other Radiologic procadures t Optional ) 

Ct 

Other ancillary procedures ( Optional ) 

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

ANNEX C 

Date Accomplished Medical Directors I AdminiStrator's S ignature 
over printed name 

JIMC. PnmarwAnno C 

Res. Cert. No. 
Issued at 
Issued on 



 

I l f 

PRIMARY ANNEX 0 

LIST OF HOSPITAL PERSONNEL 
--POSITION I EMPLOYMENT STATUS PRC NO. 

PHILHEAL T1 I NO. SIGNA TURF. NAME 
SPECIALTY FULL TIME PARTTIME VISITING ON CALL for professionals -

' 

---- ---

NUl E ; In case o1 res1gnation of ~ny of the above listed employees. submit appointment of replacement properly attested and subscribed to 

Date Accomplished 

Of 
.l f.lA .,,~ ""''':' . .(nnu /) 

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 I Administrator's Signature 
over printed name 

Res Cert No. 
Issued at 
Issued on 

~ 

~ 
' 

( 


