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Republic of the Philippines

Department of Health

BUREAU OF HEALTH FACILITIES AND SERVICES

Building 15, San Lazaro Compound, Rizal Avenue, Sta. Cruz, 1003 Manila

Trunk Line: 743-83-01; Direct Line: 711-6982; Fax: 781-4179

URL: http://www.doh.gov.ph/ 
	


Application for Accreditation of Medical Facility for Overseas Workers and Seafarers
Name of the Facility

:

Address of the Facility
:



    No. & Street
Barangay


    City/ Municipality
Province                      Region

Telephone/ Fax No.
:


Medical Director 
of the Facility
:


Name of Owner
:


Chairman of the Board 
(If Corporation)
:


Classification According to


Service Capability
:   [   ]   Regular Medical Facility


    [   ]   Special Medical Facility


[   ]  Seafarer’s Medical Facility


[   ]  Land - Based Medical Facility

	Ancillary and Other Clinical Services:
	

	[   ]  Clinical Laboratory

       [  ]  Function

             [  ]  Clinical Pathology

             [  ]  Anatomic Pathology

       [  ]  Service Capability

             [  ]  Limited

             [  ]  Primary

             [  ]  Secondary

             [  ]  Tertiary

[   ]  HIV Testing Laboratory
	[   ]  Diagnostic X-ray Services

       [  ]  Level 1

[   ]  Dental X-ray Services

       [  ]  Periapical

       [  ]  Panoramic/ Cephalometric


Status of Application
:  [   ]   Initial
[   ]   Renewal


[   ]  New
Accreditation No.



[   ]  Transfer of Site
Date Issued



[   ]  Change of Business
Expiry Date



       Name/ Ownership


Checklist of Application Documents

1) For INITIAL or RENEWAL, please tick (() the appropriate boxes under column B or C and provide necessary documents.

2) Items shaded are not required. However, if there are changes in information upon RENEWAL, please tick (() the appropriate boxes under column C and provide necessary documents.

	A

Documents
	B

Initial 
	C

Renewal

	
	Application
	Application

	Required For All Medical Facilities for Overseas Workers and Seafarers
	
	

	
	
	

	1. Medical Facility for Overseas Workers and Seafarers
	
	

	1.1. Notarized duly accomplished Application for Accreditation of Medical Facility for Overseas Workers and Seafarers (this form)
	
	

	1.2. List of Personnel (use ANNEX A)
	
	

	1.3. Photocopies of the following:
	
	

	1.3.1. Proof of qualification of the medical and paramedical staff
	
	

	1.3.1.1. Valid PRC ID, if applicable
	
	

	1.3.1.2. PTR/ Voluntary PTR of Psychologist, if applicable
	
	

	1.3.1.3. Certificate of Training/ Record of Work Experience
	
	

	1.3.2. Proof of employment of the medical, paramedical and administrative staff
	
	

	1.4. List of Equipment/ Instrument (use ANNEX B)
	
	

	1.5. Location map for the medical facility
	
	

	1.6. Photocopy of DOH Permit to Construct
	
	

	1.7. DTI/ SEC Registration 
	
	

	1.8. Photocopy of Quality Standard System Manual
	
	

	1.9. Certification for Quality Standard System by a DOH recognized certifying body
	
	

	1.10. Report on Repatriation Cases, Clinic Census, and Selected Laboratory Exams 
	
	

	
	
	

	2. Clinical Laboratory
	
	

	2.1. List of Personnel (use ANNEX A)
	
	

	2.2. Application as Head of Clinical Laboratory (use ANNEX C)
	
	

	2.3. Photocopies of the following:
	
	

	2.3.1. Proof of qualification of the medical and paramedical staff
	
	

	2.3.1.1. Valid PRC ID
	
	

	2.3.1.2. Specialty Board Certificate of the medical staff
	
	

	2.3.1.3. Certificate of Training/ Record of Work Experience
	
	

	2.3.2. Proof of employment of the medical, paramedical and administrative staff
	
	

	2.3.3. Current Authority to Practice for government pathologists (AO No. 161 s. 2000)
	
	

	2.4. List of Equipment/ Instrument  (use ANNEX B)
	
	

	2.5. Quality Manual of the Clinical Laboratory 
	
	

	2.6. Certificate of Participation in External Quality Assurance Program 
	
	

	
	
	



	3. Radiology
	
	

	3.1. List of Diagnostic Radiology Services (use ANNEX D)
	
	

	3.2. List of Personnel for Diagnostic Radiology (use ANNEX E)
	
	

	3.3. For diagnostic radiology services, photocopies of the following:
	
	

	3.3.1. Proof of qualification of radiologist and radiologic/ x-ray technologist
	
	

	3.3.1.1. Valid PRC ID
	
	

	3.3.1.2. Specialty Board Certificate (for radiologist)
	
	

	3.3.1.3. Certificate of Training
	
	

	3.4. List of X-ray Machines (use ANNEX F)
	
	

	3.5. Photocopy of official receipt from PNRI for new film badge subscription for one year
	
	

	3.6. Photocopy of film badge personal dose evaluation reports within the validity period of the health facility license
	
	

	
	
	

	4. HIV Testing Laboratory
	
	

	4.1. List of Personnel (use ANNEX A)
	
	

	4.2. Photocopies of the following:
	
	

	4.2.1. Proof of qualification of medical technologist
	
	

	4.2.1.1. Valid PRC ID
	
	

	4.2.1.2. Certificate of Proficiency in HIV Testing
	
	

	4.3. List of Testing Materials (use ANNEX G)
	
	

	
	
	



Acknowledgement

Republic of the Philippines
)

City/Municipality of _______________ ) S. S.

I, ____________________________, ____________________________, of legal age, ______________, a resident of __________________________________________________, after having been sworn in accordance with law hereby depose and say that I am executing this affidavit to attest to the completeness and truth of the foregoing information and the attached documents and to the medical facility’s compliance with all standards and requirements for the Registration and Accreditation of Medical Facility for Overseas Workers and Seafarers and its ancillary services as set by the Department of Health.


_____________________________


Signature

Before me, this ______ day of ______________, 20____ in the City/ Municipality of _____________________, Philippines, personally appeared the above affiant with Community Tax Certificate No. _________________ issued on __________________ at ______________, known to me to be the same person/s who executed the foregoing instrument and they acknowledge to me that the same is their free act and deed.

IN WITNESS WHEREOF, I have hereunto set my hands this _________day of _______________, 20___.


NOTARY PUBLIC


My Commission Expires


December 31, 20______

Doc. No. 
;

Page No. 
;

Book No. 
;

Series of 20


 

[image: image1.emf]List of Personnel     Name of  Health Facility   :  ________________________________ ________________________________ ______________________   Address of Health Facility   :   ________________________________ ________________________________ ______________________       Valid   Name  Designation/ Position  Highest Educational  Attainment  PRC Reg. No.  /   PAM Reg. No.

1

 From  To  Signature                                                                                                                           Use additional sheets when necessary    

                                                

 

1

 PAM  –  Philippine Association of Microbiologists  




 EMBED Word.Document.8 \s [image: image2.emf]List of Equipment 1     Name of Health Facility   :  ________________________________ ________________________________ ______________________   Address of Health Facility   :   ________________________________ ________________________________ ______________________     Brand Name & Model  Serial No.  Quantity  Date of Purchase                                                                                   Use additional sheets when necessary  

                                                

 

1

  Equipment should be present, funct ional, and owned by the health facility   applying for license to operate (Dialysis Clinic or Ambulatory Surgical Clinic) or certificate of accreditation  (Medical Facility for  Overseas Workers and Seafarers ) .  




[image: image3.emf]  APPLICATION AS HEAD OF CLINICAL LABORATORY     The Director    Center for Health Development    D epartment of Health       Sir,     In compliance with the requirements of Republic Act  (RA)  No. 4688 and Administrative Order   (AO)  No. 2007 - 0027, I have the honor to apply  as head of:               _________________________________________                      Name of Clinical Laboratory         _________________________________________                  Address of Clinical Laboratory     I.   Name of Applicant: __________________________ ______________________ _______          Landline No.: ________________________     Mobile No.: _______________________          Address: __________________________________ _____________________________     II.   Education  and Training (Use additional sheets if necessary) :      Medical  School/ Inst itution ____________________ _________________________     Inclusive Dates/  Year  G raduated  ________________________________________       Specialty Board  Date Certified  Training Institution   P B P

1

  Anatomic Pathology     PB P  Clinical Pathology     PB P  Anatomic and Cli nical  Pathology     Others: Specify _________       III.   List all clinical laboratories /   HIV - testing laboratory/   blood bank   supervised/ headed or  associated  with:       Name and Address of Clinical Laboratory  Working Time  Work  Schedule   A.  As Head     B.  As Associate         I hereby certify that the foregoing statements are true.  I assume full responsibility that the  operation of the clinical laboratory is in accordance with the Rules and Regulations pursuant  to RA 4688 and AO No. 2007 - 0027.                        _________________ _____________                           Signature over Printed Name                       ____________________                                     Date  

                                                

 

1

 P B P  –  Philippine  Board of Pathology    




[image: image4.emf]  Li st of Diagnostic Radiology Services     Name of Health Facility   : ________________________________ ___________________   Address of Health Facility   : ________________________________ ___________________       Please tick (  ) appropriate box/es.     Level One  includes the following non - contrast x - ray examinations:     Abdomen    Shoulder g irdle     Chest for heart and lung    Skull     Extremities    Thoracic cage     Localization of foreign body    Vertebral column     Pelvis      Dental  x - ray examinations   –   done with a dedicated x - ray unit equipment such as:     Panoramic / Cephalometric    Periapical    




[image: image5.emf]List of Personnel for  Diagnostic Radiology      Name of Health Facility   : ________________________________ ________________________________ _______________________   Address of Health Facility   : ________________________________ ________________________________ _______________________     Qualification/ Certification  PRC  License  No.  Validity  Individual   Signature   Name  Position/   Designation  FPCR   *  DPBR   *  DOH  Cert   *  FPCCP   *  Trained    RXT   *  RRT   *  RSO   *  Others                                                                                                                                                                                                                                                                                                                                   * Legend :   FPCR   -  Fellow of  the Philippine College of Radiology   FPCCP  –  Fellow of  the Philippine College of Chest Physicians        DPBR  –  Diplomate of  the Philippine Board  of Radiology   RXT  –  Registered X - ray Technologist     DOH Cert  –  Department of Health Certified   RRT  –  Registered Radiologic Technologist                                                                                                                                                    RSO  –  Radiation Safety Officer                 Note : Please check  (  )  appropriate columns on Department and Qualification/ Certification and attach photocopies of appropriate certifications.       Use additional sheets when necessary.  



[image: image6.emf]List of X - ray Machines     Name of Health Facility   : ________________________________ ________________________________ _______________________   Address of Health Facility   : ________________________________ ________________________________ _______________________     Brand  Model  Serial No  Diagnostic X - ray Machines   * Type of X - ray Machine  Number  of X - ray  machine  Tube head  Control  Console  Tube head  Control  Console  Tube head  C ontrol  Console    Max.mA    Max. kVp  ** Location                                                                                                                                                     * For Type, indicate whether   ** For Location, indicate location of x - ray ma chine such as :       -  Radiography (mobile/ stationary)         -  Radiology Department (Room 1, 2, 3, etc.)       -  Dental x - ray machine (panoramic/ cephalometric/ periapical)       -  Transportable              Use additional sheets when necessary  



[image: image7.emf]List of Testing Materials     Name of Health Facility   : ________________________________ ___________________   Address of Health Facility   : ________________________________ ___________________     A. Screening Test/s , specify name of kit:      EIA   Lot No.                             PA   Lot No.                    B. Supplemental Test/s , specify name of kit:      WB   Lot No.                             IF   Lot No.                             Others    Lot No.                   
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Annex B








Annex A





Civil Status





Name





Designation





Home Address
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� The name of facility should match the DTI/ SEC Registration and Mayor’s/ Business Permit.
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ANNEX C



APPLICATION AS HEAD OF CLINICAL LABORATORY

The Director 


Center for Health Development 

Department of Health 


Sir,


In compliance with the requirements of Republic Act (RA) No. 4688 and Administrative Order (AO) No. 2007-0027, I have the honor to apply as head of:





_________________________________________






         Name of Clinical Laboratory





_________________________________________






       Address of Clinical Laboratory


I. Name of Applicant: _______________________________________________________

      Landline No.: ________________________     Mobile No.: _______________________


      Address: _______________________________________________________________

II. Education and Training (Use additional sheets if necessary): 


Medical School/ Institution _____________________________________________


Inclusive Dates/ Year Graduated ________________________________________


		Specialty Board

		Date Certified

		Training Institution



		PBP
 Anatomic Pathology

		

		



		PBP Clinical Pathology

		

		



		PBP Anatomic and Clinical Pathology

		

		



		Others: Specify_________

		

		





III. List all clinical laboratories/ HIV-testing laboratory/ blood bank supervised/ headed or associated with: 


		Name and Address of Clinical Laboratory

		Working Time

		Work Schedule



		A.  As Head

		

		



		B.  As Associate

		

		





I hereby certify that the foregoing statements are true.  I assume full responsibility that the operation of the clinical laboratory is in accordance with the Rules and Regulations pursuant to RA 4688 and AO No. 2007-0027. 










______________________________










        Signature over Printed Name











____________________











                Date





























� PBP – Philippine Board of Pathology 








