Control No:

PhilHealth = HA e

date:
Your Partner in Health
® REGETRATION FORM oo v

I
HCI / RHU INFORMATION

T

Name of Facility | CEBU DOCTORS HOSPITAL INC., : T PEN | 20-172230284-G

|

, Address of ltécxhty' ; QSME;JA BOULEVARD cEBy

~Authorized Representative | INGR., OSCAR A. TUASON . MBAD | AContact No. | 0q22. 8830273

+Designation of Representative

ACCREDITATION INFORMATION

i - = S . . PMCC Number
Accreditation Number / 5 Name of Facility (as appearing in the Accreditation Certificate) (10 be filled-up by Philkealth)
HQ 1012244 <EBY DoCORS” HOSPITAL INC.
20V} 22350284 <EBY DOCTRS' HOSPITAL IAC.

ENGAGEMENT INFORMATION
Name of Service Provider | KAISER-DELA CRUZ CONSULTING, INC. ; PEN } 005000000547
Address of Service Provider | ¢/o Lorma Medical Center, Carlatan, City of San Fernando, La Union

Authorized Representative | Rodney J. Frigillana Contact No. | +63 917-8795450

Designation of Representative Systems Manager Email Address %r«dney.frigilhna@gomdsys.eom
SYSTEM INFORMATION
Name of System | MEDSYS 7 System Version® | Version 8§
Type of System In-house v Outsourced | Date Implemeted’
Software Cerdficate No.* | ECLAIMS-04-01-2018-00002 | Date of Certficate Issuance’ | January 24, 2018
Transmission Options® | = HITP ;0 U7 | v HIR
EMR PHIC

The UNDERSIGNED shall ensure compliance to the eClaims guidelines:
L. The system implemented in the HCI shall strictly conform to the existing laws, policies and guidels I i by regulatory bodies and
registering offices such as but not limated to the Data Povacy Act of 2012,
The HCI certifies that all data that shall be transmitted to Philiealth is complete, accurate and true;
The HCI shall be solely responsible for the protection of their equipment and backup of data.
The HCI shall not hold Philliealth kiable for any loss or damages in connection with the use/distribution of Philf feaith mrernally developed

4 35 g0

b and web services;

§ S S181 E be emailed to isupporti@philhealth gov ph: / é/
ENGR, R A. TUASON , MHAD ; 2 (« (Y

Name and Signature of Authorized Representative Date Signed
PHILHEALTH PORTION
Received by E Date Received }
SDURF No | Enrolled by | {  Date Enrolled |

ACCOUNT INFORMATION SLIP | CONTROLNO. |

1
Account Name | Password |
Test Environment Accessibility Date
Live Environment | Accessibility Date

GUIDELINES IN FILLING OUT THE FORM

1 Indicate the type of request. For New requests, ensuse that the applicatons thar will be used has already been validated by PhilHeaith. For new and transfer tequests, attach a copy of the

vurrent sgreement wath the senvice provider. For changes n the system vession, tick the Update checkbox

2 “The unplemented version should be the onc dudy validated by PhilFealth. A separaie Software Comphance Test and Cernficate shall be wssued for every change n the system
3 The Date for Implementanon shall mean the date the system will be used to tansaut the dams clecteonically to PhilHealth

4 Tudicate the Software Certficate No. appeanng mn the Philbleaith issued Sofeware Comphance Cemficate

3 Indware whether the system 1 developed m-house or outsousced. Outsousced shall mean cither solutions pmwdrdvh\‘ Phalliealth or a Service Provider

[ In the Transmussion Options please see below:

a HITP - For HCls, select if you will use the services of the accredited Health Infommaton T echnology Providers
b EMR - For RHUS, select if you will be using the services of an EMR provder

€ PHIC — Check if vou will be using esther the PHICS or the $-Claims

d HCE ~ Check 1f you will be usmg an mtensaflv developed applicaneits

¢ HIS — Chieck of you ase using an outsourced applicanon not developed by the HITP or idennfied EMR provider

The account mformaton or the connection settngs shall be sent to the email addtess of the authonzed TEPIESCRTanVC

Update Deactivate

ADMNISTRATOR | “Email Address | oqtuason @ cduh .€cOM. ph




