B & HATAHE & Medical Expense Estimation Form N bOWtie

BERAEEAMSE  RERERTHABRIZZNEE  EFRIRISTE -

The estimated charges are for reference only. Final payments are subject to charges incurred from treament, procedures and services performed.

{REESRTES
Policy Number: BT RRERER
Scan to read our claim procedure  gtEas

Part 1. (¥P3/8%E:F15 (REZBEIEE) Hospitalization/Treatment Details (To be completed by attending physician)

FAER S5
Name of patient Identity card/HKID card
BBR/soFnEtE

Name of Hospital/Clinic

FEBE FEEHERTRFRE B Days
Attending Dcotor Estimated length of stay

JREARA ThKE FIRE RERE P92/ BREFl Hith

Ward Type Private Semi-Private Ward Outpatient /Day surgery Others:

nLz AR [ Fl

Provisional Diagnosis Treatment and Surgery

Part 2. FAHESER (HE:2EEIET) Estimated Doctor's Fee (To be completed by attending physician)

SHBREKEE

Daily Doctor's Round Fee $ X H Days

FiiE
Surgical Fee

AR B B
Anaesthetist's Fee $

HERBESRER (FEA)
Other Specialists’ Consultation Fee (Please Specify)

¥

Hhra B kI E (FRA)
Other Items and Charges (Please Specify) $

Part 3. FEHERER (AE2EERERERRENEESREIES) Estimated Hospital Charges (To be completed by attending

physician based on the charges information provided by hospital)

FEER

Room Charges $ X H Days
FMTERABRYEER

Operating Theatre and Associated Materials Charges $

Hs B KR UE

Other Items and Charges $

FABEKA | ERRE | BIREALEZLAERER » EBSHRAS -

| have explained to the patient / next-of-kin / authorised person details of the above estimated charges and have sought his / her agreement.

BEHE BE REAMH
Name of Doctor Signature Sign Date
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Part 4. 75 A#E Patient Signature

FANNEFRERLEZRNT] > ER2% > BFOERHREUARARERROERPIELNEIER - FARRREBERPRABRIZRNE
& BERRBME > WIABEIRIREPATIZEE

| understand that this estimation is not legally binding and is for reference only. Additional charges incurred from complications and
from disease diagnosed after admission are not covered. | agree that final payments are subject to charges incurred from treatment,
procedures and services performed and should be made in accordance with hospital invoice.

BA | BRHE | EREALTHES BA | BRRE | EREALE
Name of Patient / Next-of- Signature of Patient / Next- 2EHH
kin / Authorised Person of-kin / Authorised Person Sign Date
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