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	Date:
	



ASSISTANCE REQUEST FORM
Part 1. (To be accomplish by the requestor)
	Request for:
	
	
	
	
	
	
	
	

	☐ Student Medical Certificate (SMC)
	☐ Ambulance Assistance
	Number of Nurse Requested:
	

	☐ Medical Assistance
	☐ Night Duty Assistance
	(for Medical, Ambulance, and Night Duty Assistance)

	Event:
	
	
	
	
	
	
	

	Date and time of event:
	
	
	
	
	
	

	Venue:
	
	
	
	
	
	
	

	Total Number of participant/s:
	
	
	
	
	
	

	Purpose of Request (kindly specify):
	
	
	
	
	


Note:
For Student Medical Certificate (SMC)
· Attach complete names of participants
· Requirements: Printed COR
· Schedule of Issuance: Monday to Saturday (9:00am-11:00am and 2:00pm-4:00pm)
· Please submit the request form prior to event at least:
· 1 week – 100 below participants
· 2 week – 200 below participants
· 3 weeks – 200 above participants
Note: Signatories for the request should be Coordinator, Coach, Adviser, or Dean of college or organization
For Medical, Ambulance, and Night Duty assistance:
· Student Activities requires approval of the VP for Academic Affairs.
· for Assistance that exceeding working hours, weekends, and overnight duty is require the have approval on Admin Office			

	Requested by:
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	(Signature over printed name)
	
	
	
	

	Position:
	
	
	
	
	

	College/Organization/College:
	
	

	
	
	
	

	Recommending Approval:
	

	
	
	
	

	
	
	
	

	Admin Office
	
	VP for Academic Affairs 

	
	
	
	

	Approved by:   ☐ Approved        ☐ Disapproved

	
	
	
	

	Rommel M. Hernandez, MD. CFP, MHA
	

	Medical Officer III
	
	
	

	Director, OUHS
	
	
	


P
a


Part 2. (To be completed by Medical Staff)
Accomplishment Report

For Assistance:  ☐ Medical Assistance	☐ Ambulance Assistance 	☐ Night Duty Assistance

	Contact Person:
	
	
	
	Contact No.: 
	

	Date of Activity:
	
	
	
	
	Ambulance Driver:
	

	Nurse On Duty: 
	
	
	
	1. 
	2.

	1. 
	6. 
	
	
	
	

	2. 
	7. 
	
	
	Approved by:

	3. 
	8. 
	
	
	

	4. 
	9. 
	
	
	

	5. 
	10.
	
	
	(Requestor signature over printed name)

	
	
	
	
	Date:
	

	
	
	
	
	


For Student Medical Certificate Issuance:

	Contact Person:
	

	Contact Number:
	

	
	
	
	
	
	
	

	Schedule Date of Issuance:
	
	
	Date Finish:
	

	Total Number of Request:
	
	
	Total Number of Issued:
	

	
	
	
	
	

	NOD:
	
	
	

	
	(Signature over printed name)
	
	

	
	
	
	
	Noted by:
	

	
	
	
	
	

	
	
	
	Rommel M. Hernandez, MD. CFP, MHA

	
	
	
	Medical Officer III

	
	
	
	Director, OUHS
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