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New Application
◻ Duly accomplished and notarized FPA Application Form No. FPA-PRD-F1.28 with documentary

stamp
◻ A. SEC Registration and Articles of Incorporation, if corporation or partnership

Provide all the SEC Articles and it should be indicated “Corporation should be engaged for
drone spraying operators”

B. CDA Registration, if cooperative
C. Certificate of Registration of Business Name, if single proprietorship

◻ Certificate of BIR Registration
◻ Occupational Health and Safety Program (OHSP)
◻ Medical Health Examinations and Certificate of “Fit to Work” of Workers

◻ Complete and thorough physical examination
◻ Laboratory test which shall include

◻ Hematology (Hemoglobin, Hematocrit, Leukocyte, Differential Count, Reticulocyte
and Platelet Count)

◻ Biochemical Monitoring (BUN, Creatine, Uric Acid, Total Protein, Alkaline
Phosphatase, Total Cholesterol, SGOT, SGPT)

◻ Chest X-ray
◻ Urinalysis
◻ Fecalysis

The table summary should be accomplished by a license physician (see next page)
◻ Recommendation letter/ Inspection Report from FPA / Regional Officer
◻ Back-to-back photocopy of Drone Controller ID
◻ Back-to-back photocopy of Spray Operation Crew ID
◻ License Fee of PHP 1,200.00

Notes:
▪ A license good for one (1) year shall be issued upon the approval of application
▪ Application with incomplete requirements will not be accepted.
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Medical Health Examinations and Certificate of “Fit to Work” of Workers

Instructions: For each test, indicate✓ if the medical examination has been completed and X if it has not. Specify the worker's fitness to work in the designated
column and provide additional remarks if necessary. Use an extra sheet if needed.

Name and Signature of Physician:

Date:

Name of Personnel
Test
Physical Examination
Hemoglobin
Hematocrit
Leukocyte
Differential Count
Platelet Count
Reticulocyte
BUN
Creatine
Uric Acid
Total Protein
Alkaline Phosphatase
Total Cholesterol
SGOT
SGPT
Chest X-ray
Urinalysis
Fecalysis
Fit to Work
Remarks
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