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YAKAP CLINIC SERVICES

, » Consultations and Case Management
, > Provision of Preventive Health Services

, > Assistance in Accessing Services in
Subcontracted Partner Facilities

.~ Referral to Specialty and Higher Level of
Care
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YAKAP CLINIC SERVICES OUTPATIENT LABORATORY
(FORMERLY KONSULTA) AND DIAGNOSTICS 3 PHILHEALTH GAMOT
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YAKAP CLINIC SERVICES

Complete Blood Count (CBC) Chest X-Ray

w/ platelet count Sputum Microscopy
Lipid Profile (Total Cholesterol, HDL Electrocardiogram

and LDL Cholesterol, Triglycerides) (ECQG)

Fasting Blood Sugar (FBS) Urinalysis

Oral Glucose Tolerance Test (OGTT) Pap smear
Glycosylated Hemoglobin (HbAIc) Fecalysis

Creatinine Fecal Occult Blood Test
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YAKAP CLINIC SERVICES

1. Amoxicillin 4. Co-amoxiclav 12.  Chlorphenamine 14, Paracetamol
Con 2.  Ciprofloxacin 5. Co-trimoxazole 13,  Oral Rehydration Salts
3. Clarithromycin 6.  Nitrofurantoin
w/
° o Antithrombot "C
Llpl‘ 7. Aspirin 15.  Gliclazide 16.  Metformin
and
et Antinypertensives and Cardiology
L e e ale]p) LITLY} =1 1alVES ¢ . Yy
Fasi Anti-asthmatics and COPD
17. ipi .
0 8. Prednisone 10. Fluticasone + Salmeterol ! Amicdu?me il
ra 18.  Enalapril 21, Metoprolol
Salbutamaol o
Gly( 19. Hydrochlorothiazide
Cre' 1. Simvastatin eSt
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PRIMARY CARE
PROVIDER
o Performs health risk assessment o Performs the test/s requested
o Requests the test/s (with form) * Gives results to patient and to PCF
o Advises the patient re: follow-up consultations * Refers hack to PCF

or schedule of next screening test
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OUTPATIENT LABORATORY AND

DIAGNOSTICS

Mammogram Every 2 years 2, 610.00
Female: 50 to 69 years old, all cases Female: 40 to 49
ears old identified as high risk. Risk factors: with
amily history or previous history of breast cancer.
Breast Ultrasound Every year 1, 350.00
Aged 50 and above and with risk factors: smoker or
Low Dose CT Scan L?sed to smoke; with family history of lung cancer Every year P 7,220.00

. 50 years old and above or with risk factors:
Alpha Fetoprotein family history or an underlying condition Every 10 years #1,230.00
with results of FIT or FOBT - positive test results

Liver Ultra=oling Risl|< Factgrslofﬁe atitisBor C '|r1f<=.;ct|;|1ont hga and B 360.00
prolonged alcohol consumption, cirrhosis, diabetes,
non- alcoholic fatty liver disease, or inherited Bvepsbmenthe
metabolic diseases P 23.640.00
i} -

Colonoscopy
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PhilHealth
L— Your Pariwer ire Howlth




Logo of the Requesting Facility
Screening Tests Request Form

Date of Request:

FROM: TO:

Name of Peterning Faalty: Name ot Cancer Soeemung FaalinT

PouHealtn Accreditation MNumber: PrulHealth Accreditation Number:

Name of Patient:

(Family NQMeonnmnoone First Name,
Middle Initial) Age:

Birthday:
PhilHealth Identification Number:

Diagnosis/Assessment: ICD 10:

Indications:

Screening Test Requested (Please check)

Mammogram

Breast Ultrasound

Low Dose Chest CT Scan
Colonoscopy

Alpha Fetoprotein

Liver Ultrasound

LI B I IO I ]

Name and Signature of Requesting Physician:
PRC License Number:
PhilHealth Accreditation Number:

Patient Acknowledgement

I hereby acknowledged that the test/s specified above was/were done to me.

wame and Signature of the Patient/PhilHealth Beneficiary Date Signed




PHILHEALTH GAMOT

Guaranteed /:\cecessible
Medications for
Outpatient Treatment




PHILHEALTH GAMOT

e%a : . A==\, Prescription Validation through
mllﬁ\\ Patient consultations =" GANOT App

Prescription generation through L Drug dispensing after ®

GAMOT App (Unique Prescription transaction validation @

Security Code)
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PHILHEALTH GAMOT

Antimicrobials Supportive / Other Therapy
12. Co-trimoxazole* . ) ) .
- Albenfjgz-ole (Sulfamethoxazole + 57 AIummLfm Hydrox;c-le + 46. Vitex ne_gundo (Lagundi)
5 Amoxicillin® Trimethoprim) Magnesium Hydroxide 47. Loratadine
3. Azithromycin 13.  Doxycycline 38. Butmirate 48. |buprofen
4, Cefixime : 39. Celecoxib 49, Mefenamic Acid
> 14.  Erythromycin =
5. Cefuroxime 15. Fluconazole 40. Cetirizine 50. MNaproxen
6. Ciprofloxacin*® 41. Colchicine 5. Omeprazole
16. Ketoconazole
7. Clérithrcm:vcin‘ 17. Mabandazela 42. CI.'nlorphenamin.e* 52. Oral Rehydration Salts*
8. Clindamycin 18 Matrenidsssle 43. Diphenhydramine 53. Paracetamol*
9. Clotrimazole 19. Nitrofurantoin® 44.  Elemental Iron 54. Zinc
10. Cloxacillin 20. Oseltamivir 45. Folic acid + Iron Ferrous
1N. Co-amoxiclav* 21, Tobramycin
[ Antithrombotics 55. Gliclazide* 56. Metformin® 57. Dapagliflozin
22. Aspirin* 23. Clopidogrel
— Anti-asthmatics and COPD Antihypertensives and Cardiology
58. Amlodipine* 68. Losartan*
24. Montelukast 28. Fluticasone + Salmeterol* 59.  Atenolol 69. Methyldopa
25. Prednisone* 29. lpratropium 60. Captopril 70. Metoprolol*
26. Salbutamol* 30. Budesonide + Formoterol 61. Clonidine 7. Tamsulosin
27. Tiotropium 3. lpratropium + Salbutamol 62. Diltiazerm 73 Telmicartan
63. Enalapril* 73. Telmisartan +
64. Enalapril + Hydrochlorothiazide
32. Atorvastatin 34, Fenofibrate Hydrochlorothiazide 74. Valsartan
33. Rosuvastatin 35. Simvastatin® _ 65. Hydrochlorothiazide* 75. Valsartan +
66. Isosorbide Dinitrate Hydrochlorothiazide
Nervous system 67. Isosorbide Mononitrate
|-_ 36, Gabapentin * Currently under YAKAP Services
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PHILHEALTH GAMOT

MEDICINE

Maintenance medications

Non-steoidal anti-inflammatory
drugs (NSAIDs)

Other medications

MAXIMUM QUANTITY THAT CAN BE
PRESCRIBED

Three (3) months

One (1) week

Prevailing clinical practice guidelines (CPGs)

approved by the DOH and quality standards

established by the Corporation, as applicable
or available

A maximum of 1 monthly provision for at
least 1 maintenance medication in the
same prescription can be dispensed.

PRESCRIPTION VALIDITY PERIOD

anti-infectious - within 2 days
other medications - within 2 weeks
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PHILHEALTH GAMOT

MANUEL L SANTOS HOSPITAL
554 MONTILLA BLVD, BUTUAN CITY, AGUSAN DEL NORTE

"
PhilHealth

h Your Partner in Health

Test Hop03 SAMPLE PRO 07
PhilHealth GAMOT Prescription

Date: July 29, 2025 nate P'escrined

UPSC: 2507290270035

Patient’s Details Beneficiary Name: JUAN CRUZ DELA CRUZ Age: 50 Sex: M

Address: HCI_PMCC_NO: 800136 CITYSTATE CENRE, 709 SHAW BLVD. ORANBO CITY OF PASIG SECOND “niq“e Prescrintion

DISTRICT .
security Code

@ions Covered by PhilHealth GAMOT:

1. Cefuroxime 500 mg (as Axetil) Tablet Quantity
B = & sig. 1 tablet once a day for 7 days 7
List of Medication _ :
2. Telmisartan 40 mg Tablet Quantity
sig. 1 tablet once a day 90

Nothing Follows

Follow-up Date: (As applicable) E E e
Egﬁ Prescription QR Code

BACONG FILIPIMAS



PHILHEALTH GAMOT

Republic of the Philippines

PHILIPPINE HEALTH INSURANCE CORPORATION

«
i @ Citystate Centre. 709 Shaw Bivd, Pasig
" P!}p‘lﬂﬁ?}]}.h V ‘. (02) B662-2588 a www.philhealth.gov.ph

€ PhilHealthOfficial X teamphilheaith
BACOMNC PILIPINAS

Copy given to patient

PhilHealth GAMOT Availment Slip

Signed by pharmacist and patient

GAMOT Facility Name: PHARMA 1

Accreditation Number; P01000066 Transaction Number: 25

UPSC: 2507290270035 Date; 07/29/2025

Patient Name: JUAN CRUZ DELA CRUZ Age: 50 Sex: M

PIN: 190270710925 Contact No.:

@medications availed under PhilHealth GA@
# | Generic Name, Dosage Strength, Drug Unit Quantity Price
Formulation Price Dispensed

1 Cefuroxime 500 mq (as Axetil) P37.25 7 P260.75
2 | Telmisartan 40 mg P10 30 P300

TOTAL: | P560.75

Amount Covered by PhilHealth: | P560.75 : cnvered Medicines

(Halagang binayaran ng PhilHealth)

Remaining Benefit Coverage: | 1943925
(Natitirang balanse sa benepisyo)

¢ :
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PHILHEALTH GAMOT

' TOTAL P 555.00
0O0P 195.00

; __ COVERAGE 360.00
'_ o REMAINING BAL 19,640.00
| + L )
C d by PhilHealth GAMOT
Losartar 100mg 30pcr | BL200 $360.00 Usted in CAMOT
Paracilamol 500ng. 1rcs| FRZ3,, 70,00~ e o preere
) ) branded P7/ea ! B PTETENTE
Carbociateine 50 Omyg 10pca pranded
- : P “ ?i%ezd'SRg)te is NA; £125.00 OOP Payment
: follow store price Not listed in GAMOT

(%
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PHILHEALTH YAKAP PATIENT JOURNEY

Complete your FPE
at your chosen
YAKAP Clinic

Avail your
YAKAP Benefits

Register with
PhilHealth YAKAP

Your Partreer ine Howlth




TRANSFER RULES ROLLOVER RULES

NO FPE: May transfer to a different NO FPE: No automatic rollover
YAKAP Clinic anytime

WITH FPE:  May transfer to a different WITH FPE:  Eligible for automatic
YAKAP Clinic in fourth rollover if with at least
quarter of the year only one consultation

SUCCESSFUL REGISTRATION
B’Registration is processed and confirmed [E’Chosen Primary Care Provider is notified
BMember is notified E’First Patient Encounter (FPE) is scheduled

YAKAP WPhitieain g



eGovPH PhilHealth Member Portal

50

SCAN HERE

L ] ! g . N vk - y o :
r 1 - | - 3
Maaaring ma-access L i .- y New Hotline
ang mga sumusunod i< i 1 ] =c - === l'} (02)8662-2588
- W - S 3 F & T g =t .
gamit ang eGovPH N S 522 Available 24/7 including weekends and holic
Mobile Hotlines Call and text (24/7)

App: g BN . )
& Membership _— | T 3 o, e 0998-857-2957 | 0968-865-4670
= FT—— - = ] x 3 d - 0917-127-5987 | 0817-110-9812

547128 - g ‘N [, 1 UYL |
o moa oo | wd s O ! e 2 Click to Call
. 7-'-' = : . — | via PhilHealth website

£ Refresh CAPTCHA

EGOV MOBILE APP PHILHEALTH MEMBER PHILHEALTH LOCAL YAKAP CLINICS OTHER CHANNELS
PORTAL HEALTCI)-I INéU?ANCE
FFICE
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NSTRUCTIONS

[

1LAN information should be written in UPPER CASE/CAPITAL LETTER
24N Neids are mandatory

3t erenciary Is depende
a.r m—yi

Nt use the dependent
s below 21 years old, the

u-natew ihoum e the parert/guardian

[Jrerenvent

[ memoen

PiIN: DATE:

AR PO TPV

FULL NAME:

AT PEARAE FIRE T AR AT AEARAE

ADDRESS:

T RAMARTEA Y PP AR R PR AT PPV TV Ll iai el

DATE OF BIRTH: CONTACT NO:

AR S P YV Y
[ recisTeER 70 A KONSULTA PACKAGE PROVIDER (KFP)

REGISTER ALL MY DECLARED MINOR DEPENDENTS
(please use ¥ &) form i sary)

FULL NAME:

LAY peaneE FHTET peAReE AR E A

KPP

LA A Y P TV AL AL PV AE T Y e

T A R A Y FTTINAAT D e

:I TRANSFER

PREVIOUS KPP:

AST CHOICE KPP:

ADDRESS:

AN AR R VO

2ZND CHOICE KPP:

A PA TEA Y ST I e Y PR ONTRCE

1 hereby certify that | did mot avail of FPE in other KPP. Morcover, |
grant my free and voluntary consent to the cellection, transmission
and processing of my personal data and health records to PhilHelth
for the purpew of p.yln; and = the pr for the Kon-
sulta b fit in with R blic Act No. 10173, otherwise
known as the “Data Privacy Act of 2012".

[ ———————————p——

PHILHEALTH KONSULTA REGISTRATION CONFIRMATION SLIP

REGISTRATION NO.: DATE TERED:
AR D Py
FULL NAPME:
LAY AARSE FIRET MARSE AR AARSE
PN DATEOFBIRTM:
FARA OB PPV
Lt
ADDRESS: - =

FLA R A RCEA Y FTOVA ARSI AL FTY ATy T

T Pt tef M rene oF Aiithoeine o Poe s s £

‘ Repuiic of the Philippioey
FIMLIFFINE HEALTIINSURASCE CORPORATION

Carystats Contre, 709 Shaw Boubey ard, Paseg Oy
A Call Comter (021 411-7442 Trusklme (02} 441-7444
' e phulbculths gy ph

Registration Confirmation Receipt
Reghtration Nember: K202 ] 12 16002888

Date Registered: | 2162021

Philliealth 1D Number: i -
Name: bbbt
honsulta HCT: PASIG CITY MATERNITY CLINIC & FAMILY

WELLNESS CENTER

Koasults Address: CARUNCHO AVE, SAN NICOLAS PASIG CITY
METRO MANILA

*** This ix @ syseem pemerared form Signanere i mof reguined. ***

Thins form sy be prosemted 1o O chawrn Kossalts Health Cary lntitatios (HCT)

U e 44T

PhilHealth
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ACCREDITED YAKAP CLINICS
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List of Accredited YAKAP Clinics
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[Please put your Company logo or you can use your company template)
Annex C. Certification from Workplaces
CERTIFICATION

This is to certify that as of the date of this issuance, all employees of (Name of Company),
located at (Company address), listed in the Registration Consent List, attached hereto as
“Annex E”, are alive and actively engaged in their respective roles. Further, we certify that
the address and other information given are true and correct to the best of our knowledge
and accurately reflect the official records on file.

We also certify that all employees were properly informed of the objectives, benefits, and
procedures of the Primary Care Benefit through Meetings, Memorandums or other
informational Materials.

Acoord.in%l}', we confirm that all individuals mentioned have voluntarily and willingly
given their consent to be registered in the Primary Care Benefit, specifically under the
package provider: (Name of Primary Care Provider).

Furthermore, the company is fully confident and aware that the choice of the Primary

Care Provider (PCP) is anchored in the PCP's commitment to provide high quality,
accessible and beneficlary-centered care to our employees,

The signatory has the necessary and proper authorization to issue this certification; that
this certification is being issued for registration and documentation, and for whatever
legal and administrative purpose it may serve.

Issued this day of .at

[Signature over printed name]
[President]

[Signature over printed name]
[Human Resource/ Other Designation]

@]
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(FPlease put vour Company logo or you can use your company template)

Name of Company:

Annex E. Registration Consent List

[indicate the Name of PCP]

SURNAME | GIVEN | MIDDLE | DATE | ADDRESS| PHILHEALTH |SIGNATURE
NAME | NAME OF IDENTIFICATION
BIRTH NUMBER
Q Q
Page1of 2 Annex E
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