
INSTITUTE OF COMMUNITY AND FAMILY HEALTH, INC. 
4th Floor, Medical Arts Building, Fe del Mundo Medical Center 

11 Banawe corner Cardiz Streets, Barangay Doña Josefa, Quezon City 1113 
Email address:  admin@icfhi.com / Website:  https://www.icfhi.com   

Cellfone number:  +639059454511 / Landline number: +63284206770 
 
 

 

ICFHI FORM 10/v. 2023 

REGISTRATION FORM 
 
 

                                                                                                               This serves as an Official Receipt if the amount 
WRITE IN BLOCK LETTER. Use an x mark in answering information preceded by a box (□)     is printed through the cash register. 
 

STUDENT NUMBER NAME (Last, Given, Middle, If a married woman encircle maiden name.) 
 
 

1  2  3  4 
summer  
20…20….        

 
SUBJECT TIME UNITS MON. TUES. WED. THUR. FRI. SAT. ROOM Tuition  

          Miscellaneous  

          Registration Fee  

          ID Fee  

          Library Fee  

          Books and Manuals  

          Compre. Exam. Fee  

          Graduation Fee  

          Diploma  
          Transcript of Records  

          Others  

DATE TOTAL  Collected by SCHOLARSHIP / PRIVILEGE 
 
 
 

AMOUNT 
PAYABLE 

 

Signature and Printed Name 
of Adviser 

ASSESSED BY: 
 
 
                 
(Date)              (O.R. No.)         (Amount 
Paid) 

Signature 
of Student 

 
 

WRITE IN BLOCK LETTERS.  Use an x mark in answering information preceded by a box (U) Collected by : 
 
 
   (Date)                               (O.R. No.)                       (Amount  
Paid) 

STUDENT NUMBER NAME (Last, Given, Middle.  If a married woman encircle maiden name.) 
 
 

        
 

STUDENT TYPE REGISTRATION STUATUS COUNTRY OF CITIZENSHIP  
 

1    2    3    
4 

1.  First Year 1.  New Freshman (including Cert. Dip) 1. Philippines  Summer 
2.  Second Year 2.  New transfer 2…………………………..   20…….20…. 
3.  Irregular  3.  New master’s (Including Grad. Cert./Dip.)  SCHOLARSHIP / PRIVILEGE 

 
 
 

Year Level 
 4.  New doctoral EMPLOYED  1st      4th 
 5.  New LLB/MD 1. Full-Time 2nd   5th 
SEX 6.  Continuing 2. Part-Time 3rd      .…. 
1.  Male 7. …………………………………… 3.  No  
2.  Female   
Present Address                                                                                                                                                                                                                                                                                            Tel. No. 
Employer’s Name                                                                                                                                                 Address                                                                                                                           Tel. No. 
Name / Parent / Guardian / Spouse 
              (encircle one)                                                                                                                                           Address                                                                                                                           Tel. No.                                       

SUBJECTS SEC. Units Final Grade Compl. 
Grade 

Date of 
Compl. 

LAB FEE ANNUAL FAMILY GROSS 
INCOME 

Tuition  

       Miscellaneous  
       Registration Fee  
       ID Fee  
       SCHOLARSHIP / PRIVILEGE 

 
 
 

Library Fee  
       Books and Manuals  
       Compre. Exam. Fee  
       Graduation Fee  
       Diploma  
       Transcript of Records  

       Others  
       AMOUNT PAYABLE  
Total No. of Units*                                   I hereby certify that all the information given in this form  are true and correct  ASSESSED BY: Registrar’s 

Checker 
 
                     

*If under loaded, specify reason:  
 
 

Signature of Student:    
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https://www.icfhi.com/

