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CERTIFICATE OF RENAL REPLACEMENT THERAPY ADD-ON SERVICE 
FOR PATIENTS WITH MODERATE TO SEVERE LEPTOSPIROSIS 

 

DATE (mm/dd/yyyy):  
 
PATIENT NAME (Last name, First name, Middle name, Suffix) 
 

SEX: 

Male 

Female 

Home Address: 
 

AGE: 

 

PHILHEALTH ID NUMBER    -  -  
 

 

Put a check (✓)  mark on the add-on services provided: 

 Hemodialysis (HD) and Vascular Access 
 Peritoneal Dialysis (PD) 
 Hemodialysis (HD) and Hemoperfusion (HP) 

 

 

This is to certify that _______________________________, was admitted at 
                                           [Last Name, First Name, Middle Name] 
 
 

_______________________________ on _________________________. 
                   [Hospital Name]                                          [Date of Admission: Month/Day/Year] 

 

 

 

______________________ 

Signature over Printed Name 
Nephrologist-In-Charge 
Date Signed (mm/dd/yyyy): ______________ 

 

 PhilHealth  
Accreditation No. 

              


