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Republic of the PhiHppines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citystate Centre, 709 Shaw Boulevard, Pasig City 
Healthline 63 7-9999 IJJIJJIJJ.pbilhealth.gov.pb 

PHILHEAL TH CIRCULAR 
No.JCt!i, s-2011 

~;0 ACCREDITED HEALTH CARE PROVIDERS (AHCPs), r 
INDIVIDUALLY PAYING MEMBERS (IPMs), OVERSEAS 
FILIPINO WORKERS (OFWs), EMPLOYERS FROM THE 
PRIVATE AND GOVERNMENT SECTOR, SPONSORS, 
PHIL~~ALTH REGIONAL/BRANCH/SERVICE OFFICES, 
AND ~lL OTHERSCONCERNED 

SUBJECT UCPB Bills Payment Slip as proof of PhilHealth premium 
payment 

Effective 01 April 2011, United Coconut Planters Bank (UCPB) adopts a new collection scheme 
using Bills Payment System. In view thereof, the following shall be observed: 

1 . Paying Members: 

a. Fill-out the PhilHealth Premium Payment Slip (Annex A "PPPS"). The following 
payment information must b e supplied: 

• PIN/ P EN 
• Complete Payor's Name (Member/Employer N ame) 

• M ember T YJ?e 

• Applicable Period 

• Amount of premium payment 

b. Submit PPPS and tender payment to the bank teller. 
In case of premium pqyment for OFJ.P', t·opy of the OFUV's Contract, Visa, or Passporl shalf be 
presented to tbe teller togetber witb PPPS a11d payment. 

c. \Vait for the validated Bills Pcryment Slip as proof of payment. 

2. UCPB: 

Furthe 
shall b 

Please 

a. Receive the properly filled-out PPPS and premium payment, plus copy of Contract, Visa, 
or Passpot1 if the pqyment is intended for OFIV''s premium. 

b. Acknowledge receip t of payment through a validated Bills Pqyment Slip (Annex B 
"UCPB Bills Payment Slip") reflecting the abovementioned payment information. 

In case of pmnium pqyment for OFW, teller shall validate the applicable petiod tbro11g!J tbc presented 
copy of the O.FU?''s Contract, Vzsa or Passp01t, whichever is applicable. 

n cerned are hereby advised that UCPB Bills Payment Slip when dulv validated, 
ized as proof of PhilHealth premium payments. 

Phil Health 
VrmrPIIIIIPI h1Jlllllh 
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Annex A "PPPS" 

hi I Health 

PIN/ PEN/POGN: DD- DDDDDDDDD- 0 
BUSINESS/AGENCY NAME : ---------------

r MEMBER'S NAME: -----------------
(SURNAME) (GIVEN NAME) (MIDDLE NAME) 

MEMBER TYPE: 

0 Voluntary 0 OFW 0 Sponsor 0 Private 0 Government 

APPLICABLE PERIOD: 
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~ PAVMENTSLIP . 
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Member Type 

Collection 

Period 
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(Client's Cop_yl 
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Amount 

Payor's Name 

Transaction Reference 

Number or OR Number 


