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Republic oftlte Philippines 
PHILIPPINE HEALTH INSURANCE CORPORATION 

Citystate Centre Building, 709 Shaw Boulevard, Pasig City 
Health line 441-7444 www.philhealth.gov.ph 

PHILHEAL TH CIRCULAR 
NO.QJJe S. 2014 

TO~ 

SUBJECT 

ALL ACCREDITED PRIMARY CARE BENEFIT 1 (PCB!) 
PROVIDERS, PHILHEALTH REGIONAL OFFICES (PROS), 
BRANCHES AND LOCAL HEALTH INSURANCE OFFICES AND 
ALL OTHERS CONCERNED 

ADDITIONAL GUIDELINES ON THE AVAILMENT OF 
"PREVENTS" (PRIMARY CARE REVITALIZED AND 
ENHANCED THROUGH SKILLS AND SERVICES) PACKAGE 

The PRev~TS (Primary care Revitalized and Enhanced Through Skills and services) Package, as 
approved tlirough Phillfealth Board Resolution No. 1694 s. 2012 and created through Phillfealth 
Grcillar 29 s. 2013, is a one-time booster package for the Primary Care Benefit 1 (PCB 1), 
government-owned Maternity Care Package (MCP) and Neonatal Care Package (NCP) providers. 
This benefit aims to increase quality of care delivered by primary care providers. 

·-·-To ensure that goals of the benefit are maximized, the Corporation is hereby extending the 
~ ~ ~ ""'dlin' fo,ppli"rion 00 'mil of dre PRwEnTS p,ru,., up 00 july 3' 2014. 

'~-""-::! The following fonns are added to enable proper monitoring of the benefit: 
~ Z . . 1. PRevEnTS Reporting Fo.rm - Provider (Annex A) shall serve as a monitoring tool for the 
~ ~ * PCB 1 Provider. This shall be submitted by the PCB 1 provider to Phillfealth along with the 2 :::> C proofs of completion of ttaining for the release of the 2"d tranche of the PRevEnTS fund. 
~ U PRevEnTS Reporting Form - PRO (Annex B) shall be the monitoring tool to be utilized by 
~ ) the PROs to enable the Corporation to understand how the funds will be/ were utilized. 
~ PRevEnTS Fund Disposition and Allocation Form (Annex q shall be accomplished by the 

LGU for review by the local auditor. (j 
c 

----'ANNEXES: 
A PRevEnTS Reporting Form- Provider 
B. PRevEnTS Reporting Form- PRO 
C PRevEnTS Fund Disposition and Allocation'-"F-=o'-='rm=----
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre Building, 709 Shaw Boulevard, Pasig City 

Healthline 441-7444 www.philhealth.gov.ph 

UTILIZATION OF PREVENTS PACKAGE 

PCB/MCP/NCP PROVIDER FORM 

i 
I 

I 
I 

.;_! ANNEX A 

NAME OF PROVIDER: ________________________ COVERED PERIOD (QUARTER/YR): __ 

ADDRESS: REGION:-------

TRAININGS REQUESTED AMOUNT RECEIVED f TRAININGS COMPLETED 

TRAINING PROPOSED DATE/S AMOUNT DATE DATE/S CONDUCTED TRAINORS NO. OF PARTICIPANTS PER DATE 

(mo/day/yr) (mo/dayfyr) (attendance sheet attached) 
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Prepared by: 

Signature over Printed Name Position Date and Time 
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REGION: ______ _ 

Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Cltystate Centre Building, 709 Shaw Boulevard, Paslg City 

Healthline 441-7444 www.philhealth.gov.ph 

UTILIZATION OF PREVENTS FUND 
REGIONAL MONITORING TOOL 

TOTAL NUMBER OF ACCREDITED PCB PROVIDERS:-----

PCB/ MCP/ NCP TRAINING TOPIC NO. OF ENLISTED AMOUNT 

'',. 

., r:NNEX B .
1 

'TRAINING DONE 
PROVIDER SPONSORED RECIEVED (Note: use one row for every separate day of training) 

MEMBERS I DONE DATE/S NO. OF ATTENDEES 

lliY~S Ill NO 
Ill YES Ill NO 

-:::t-

I 22~ I 
'CC z .. 
'w ~~ t;; 

o:( 

~I ~ 

lliY~S Ill NO 
Ill YES Ill NO 

~ Ill YES Ill NO ,. 
Ill YES llJNO u 
Ill YES Ill NO .. 
lliYES Ill NO ~s lliYES lliNO 
Ill YES 11JNO 8:l lliYES lliNO ~ 
lliYES llJNO ~ 

g lliYES lliNO 0 
lliYES llJNO 0 
Ill YES llJNO 
lliYES llJNO 
lliYES lliNO 
lliYES llJNO 
lliYES 11JNO . 
Ill YES llJNO 
lliYES llJNO 
111YES 111NO 
Ill YES I'll NO 
I'll YES 11JNO 
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Republic of the Philippines 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Citystate Centre Building, 709 Shaw Boulevard, Pasig City 

Healthline 441-7444 www.philhealth.gov.ph 

UTiliZATION OF PREVENTS FUND 
REGIONAL MONITORING TOOL- SUMMARY REPORT 

REGION:-------- TOTAL NUMBER OF ACCREDITED PCB PROVIDERS:-----

REQUESTED TRAINING PROGRAMS 
TOTAL NUMBER 

' I 
' COVERED PERIOD (QUARTER/YR): __ 

OF TOPICS PREVENTS UTILIZATION RATIO i 
t-T::-O:::T-:A":L"":C~O":U:-:cN-::T:::S--::O:-:F+--------------1 =total no. of requesteil training 

lr---~---, TRAININGS DONE total no. of PCBl pr~viders 

~~ TOTAL AMOUNT RELEASED TO PCBl PROVIDERS:--------------~\------------------!- 8_, ~ 
a:: z -- I ,, 
UU UU ~ ,c=O~M~P~LE~T~E=D~T~R~A=IN~I~N=G~P~R~O~GTR~A~M~S~(~N~o=te~:~U~sre~se~p~a~ra=t=e=sh~e~e~t~if~n~e=ce~s~s~ar~yL) ___ -.~-+;~-~----r~-~~----4r~-'~· __ 

~ ~ Cl TOPIC AMOUNT TOTAL NO. OF PROVIDERS THAT TOTAL NO. OF TOTAL NO. OF "-' > S - f 11::_ o... eta "': ~I RELEASED CONDUCTED TRAINING ON THE TOPIC COMPLETED TRAINING PARTICIPANTS TRAINED ' 0 
<!!: PER TOPIC SESSIONS PER TOPIC PER TOPIC ' ~ U fl:!i ~ 

r-----------+=~~~---------------1====~~~+=~~-----+~(J ~~ 

r---------+----~r------------1---------~4-------------1-~-~ ~ 

MONTHLY SUMMARY OF PREVENTS TRAINING (Note· Fill up data for covered period only) 
Jf,\N I FEB I MAR I APR l MAY L JUN _I JUL I AUG 

NUMBER IF TRAINING! PER MONT 

J I I I 
NUMBER IF TRAINED IERSONNEL IER MONTH\ 

L I I 

Prepared by: 

Signature over Printed Name Position 
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ANNEX C 

Date 

PHILIPPINE HEALTH INSURANCE CORPORATION 
PREVENTS FUND DISPOSITION AND ALLOCATION FORM 

PCB Provider _____________ Accreditation Number 

Address 

Total PREVENTS FUND received for the 1st tranche-----------------
Total PREVENTS FUND received for the 2nd tranche ________________ _ 

Total PREVENTS FUND received 

Description of Training Amount Used 

-

Total PREVENTS FUND USED 

TOTAL PREVENTS FUND AVAILABLE 

I hereby certify that the following is true to the best of my knowledge. 

Name and Signature Designation 

Total Amount Used 

Date 
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