REREEZLRFBRBEPES CTF Lh(e

Pre-Authorization Arrangement Service Application Form BX@aASsS

Please read the following carefully before you retrieve, print or complete this form.

TR, FIENEIERERER, FE TEFRTX.

Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance
Company Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at
your own discretion and risk. CTF Life is not responsible for any printing error that results from the form
download/printing and any loss or damage howsoever caused as a result of such printing error. In the
event that there is any printing error in the downloaded/printed form, CTF Life may require you to fill in
a correct form before starting to process your application.

For forms downloaded from the Internet (the “Internet Printed Form”), upon completing and signing the
Internet Printed Form, you shall be deemed to have read and understood the contents of the form
displayed on computer screen (the “Displayed Form”) which shall prevail in case there is any
inconsistency, contradiction or difference of whatever kind between the Displayed Form and the Internet
Printed Form and have agreed to all provisions contained therein and to have agreed and undertaken
not to raise any objection whatsoever in connection with any inconsistency, contradiction of difference
of whatever kind between the Displayed Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right
to accept or reject the form submitted by you.
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BT FR S TR (R A% e HE RS ?

How to apply for Pre-Authorization Arrangement Service?

T AR B BT H R T - SEIRRIE I T DU T B

Once confinement or day-surgery needs are confirmed, please follow the instructions according to the applicable situation:

1A R EERIR A B T EAEASE ) L
BA TREREATF ) N4 PR R QSR BRI 4 o BT ERERAS B A THAYIE - WA R TRE

- IRETABE R KRGS P IR 2R © (852) 2866 8898 (##3)
Ry

MG RERRIRAE ) ORI REEHAIRAE "UMP" 4845 NIUHEE B el B mAR s i o T DRI A E KA
TRIGATRAE]( T EATRAT ) ) TORER— {0 o4 B e R BSR4 5 -
EHEE R RGeS T H [ T - 484SR BRI 4 i DS A (B TR IR a i e HEIR S FR s T =g L ) V=M
{/\ o
When network doctor referral is needed:
Login to “CTF Life” and select Doctor Search, select the doctor and call directly for the first consultation, if you have any queries, please
contact the CTF Life Customer Hotline : (852) 2866 8898 (Press 3)
“Appointed Network Specialist” refers to the doctors within the designated hospital or healthcare provider under the network of UMP

O R Professional Management Limited (“UMP”). You may request from Chow Tai Fook Life Insurance Company Limited (“CTF Life”) for an
N updated list of the Appointed Network Hospital and Specialist from time to time.
=]
=

Once confinement or day-surgery needs are confirmed, the appointed network specialist would complete Part 1l of this Inpatient Pre-
Authorization Arrangement Service Application Form (the “Form”).

1B é@%ﬁ%ﬁ%ﬁiﬁﬂ%ﬁ;ﬁi\ » EERIR M 2R ER A EK « FUBAIRY FeattiR, ~ TineapR, - TEEVESORRIAR L R Tt
BT RO T HE 005 - SFEIRZ IR AR L2 B R IEMEE B FARHY B = E 5 -

When no doctor referral is needed, consult the doctor of your choice directly. This service only applicable for MediPro, MediGold,

MediGold Plus & MediChamp.

Once confinement or day-surgery needs are confirmed, please ensure the attending doctor of the insured completes Part Il of the

form.

p) PR N BR R A R RIS — R 8 o M2 Or A (BT Bl T H i il D TS TAER KA IR T UMP -
Insured/ Policy Holder shall complete Part | and Il of the form and send the form to UMP at least 4 working days prior to the insured’s
confinement or day surgery.

3 WRSHTEREE R UMP A R B e s e e s " (EP s BRI M R ) WS 2 A B Ry S+ E - If your
application is successful UMP will issue a “Letter of Guarantee” to the relevant medical provider and send the confirmation letter to
your email.

EEERE ¢ WIS E NSRRI Y S8 - AR ASER AR FT% - 4858 BT O S RS T ) '
BEZGATRAM - TR RS E AR A S S D RHEEAE - O EHERR O MEHEFFEMNE - FX
TENFERI R A RIS IR 14 RGN FASHTEE M0 HAEnIE Rk P hUHGESE RSB 8 > 0 -

*Please note: If the medical expenses do not exceed the amount we have approved under this Form, then upon the insured’s completion
of the day surgery, the Network Day case centre will send the invoice (the “Invoice”) directly to us. You will receive a claims statement
after the claim is processed. If there is any Shortfall (as defined below) &/or any balance of annual deductibles, CTF Life will arrange for
settlement of the Shortfall including the balance of deductibles by debiting from the credit card you have authorized in Part Il of the
Form within 14 days after the claims statement is dispatched.

TSR 2 IR Z e R Rt -
Termsand Conditions for Pre-Authorization Arrangement Service:
i) B P e S P SR P i NN N S I
No Pre-Authorization Arrangement Service will be provided for medical expenses that are:
a) TR FRAR AT AR ARV - 2
in excess of the amount we have approved under this Form, or
b) HICREL ( TRALREE ) ) WMEZRELARHASESH (DURE REE) (REVE—E /T HNEANIE 5
incurred within the first 180 days after the Policy Effective Date as defined in your insurance policy (the “Policy”) or the date of reinstatement (whichever is later); or
o) ATFERFOENSGHEREFEAERZEM =
the expense which does not meet the definition of Medically Necessary or Reasonable and Customary Charges; or
d) EETHSCOREFL LIRS N ZmiiaEE (0H) =
overdue shortfall from previous Pre-Authorization Arrangement (if any) ; or
e) RIEFAS L FiiE M =
the surgical expense which has not yet been declared on the Form; or
) 2R -
not covered by the Policy.
i) PRI REE R AL A (ST R TR e RIS L ZHE RS B 55 i R R PIEHER B AT A IH B S AU R & # - RIS RERITE R R R IR
IR - ADEEIRMOAHEAEZ IR AR SR G (TR, ) o DRESIN ZBEANE (0B -
Since our approval of your application for Pre-Authorization Arrangement Service is based on an estimation of the course of medical treatment,
that approval does not mean that we have approved or will approve all items of your claim. We reserve the right to reject your claim upon evaluation of the Invoice, and recoup the part of the medical
expenses which we have paid but is not covered by the Policy (the “Shortfall”) & payable annual deductibles (if any).
i) SAHSHR LR o MR E B AF SRR P DGR - IR ESN 2 BEE M (A -
You will be required to provide details of medical treatment and authorize CTF Life to collect the Shortfall & payable annual deductibles (if any) from your credit card account.
V) JERNEAFETH ORI L LIRS 5 [RCHT— U I A — RSB ERE -
CTF Life has the sole and absolute discretion in relation to all matters arising from the Pre-Authorization Arrangement Service.
V)RR ORE L B T TS R i e RS O RE R T S DS T A R

CTF Life reserves the right to terminate or vary the Pre-Authorization Arrangement Service in our sole discretion without further notice.

Chow Tai Fook Life Insurance Company Limited (incorporated in Bermuda with limited liability) « FA{BASZS{RIEBERAT N EREEMRIz ARAR)
7/F NEO, 123 Hoi Bun Road, Kwun Tong - EiiE8/EE 123554 SNEOAE 718
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Pre-Authorization Service Application Form

ife

BAXEAS

TRELSRIS

Policy Number

TREGARER / 8840 1k 44
Name of Agent / Broker

LREGACEE / &R AL AR SR
Code of Agent / Broker

o
&R
Telephone No.

EEETE IMPORTANT NOTICE
MELESEREGTRAZEET » FHiRMES T RIERR HERN TR S5k -

If you had completed the online Pre-authorization Registration, please provide the Pre-authorization
reference no. that appeared in the SMS for successful registration.

WRECTEFAEGTHEERE - BTMBERERU TRBNE 85 - EEEES R RRES -

If you had completed the online Pre-authorization Registration, you could skip filling Part I below, and just sign under Declaration and Authorization in page 2.
A FAEER » BRI 24 /NIEEAGR 2866 8898 (32 3 %) If you have any question, please contact our 24 hours hotline 2866 8898 (press 3)

FE R L RAR AN ") B e TH AR R PR R e HE RS ) AR o B TR R SR G A (3 B B 1T B R S Ol A e /) IO AR
X DIHE(852) 3468 2603 T i # CTFLife.PA@ump.com.hk 75 =\ 1% 22 7 [t & 25 25 /5 #1 /5 [R 42 5] . Please read the section on “How to apply for
Inpatient Pre-Authorization Arrangement Service?” and the Terms and Conditions for Pre-Authorization Arrangement Service before completing this
Form. Please send the completed Form to Chow Tai Fook Life Insurance Company Limited by fax (852) 3468 2603 or e-mail CTFLife.PA@ump.com.hk at
least 4 working days prior to confinement or day surgery.

E—HR-HZREATREFEANER
Part | - To be completed by Insured / Policy Owner

A. SHEARGERBAEAER Personal Particulars of the Insured and Policy Owner

1. fREERFA At 2. RN 3. ZIRA G158 ISR

Name of Policy Owner Name of Insured Insured’s ID / Passport No.

4. ZIRNFHR
Age of Insured

5. Z iR AVEH
Sex of Insured

6. fREFFA N EREIRTS
Telephone No. of Policy Owner

7. RERAA NEEH AL
E-mail Address of Policy Owner

EIRIE2R(ERRE HEFi ZREEE B 5 C #4 Please fill in part B or C according to the reason of confinement or day surgery

B. fN{*Fxsk HREFiii 2% 512 If Confinement or Day Surgery is due to lliness

1. (EREEGEST R FiTATA TSR0k 2 2. BXE2 2T ZIRABREFEEIRE S A ?
What are the symptoms presented before confinement or How long has the Insured been having these symptoms before the first consultation?
day surgery?

3. MRS ER T E oK (H/B/AE) ?
When did the first consultation for these symptoms (DD/MM/YY) take place?

4. 2 s R HA Bk} Details of Consultation and Other Information

LRI G2 AZ R AN ATERT | b, Bz (R A AR S A Y AR At L
Name and address of the doctor who
referred the insured to hospital:

c. MEEFREIEHRIEY M HoK2 B LA TE A HE: Name
and address of doctors consulted in the past for
similar condition:

Name and address of the doctor who first
treated the insured for the injury or the iliness:

C. WEF=EE HREFMFEESME |3 If Confinement or Day Surgery is due to Accident

1. a. BSNEIT (H/FA) 2. a. BAMOfEEA 2

Date of accident (DD/MM/YY):

b. EAME AR -

Time of accident:

C. ESNERAERIIMES ©

Place of accident:

How did the accident happen?

b. &4 2 Has the accident been reported to the police?
[J#& No [1F Yes

C. U - FEMS B AREE S S A
If yes, please attach a photocopy of the witness statement or police report

w

- BRI ER L 25 ?
Which parts of the body were injured?

4. ZEFREEL 2
What was the extent of the injury?

5. BRESEEANIE I R LA e}
Details of Consultation and Other Information

a. HRFZ R EZ G262 IR AR A TR
Mk
Name and address of the doctor who first
treated the insured for the injury or the illness:

b. 2 O A AR EE A LB AL
Name and address of the doctor who
referred the insured to hospital:

C. MBAEFAEIRE Y o) HoRE A B AL AR AL
Name and address of doctors consulted in the past for
similar condition:

Chow Tai Fook Life Insurance Company Limited (Incorporated in Bermuda with limited liability) « BABAZRISERAT (REEEEMMIZBREAE)
7/F NEO, 123 Hoi Bun Road, Kwun Tong « Ei¥EE&8E 12358 SNEOAE 718

P.1/5

v20260101



TSRS R g e CTF Ufe

Pre-Authorization Service Application Form AXEAS

E_ME-HZEATREFAAER
Part Il - To be completed by Insured / Policy Owner

A, UHUZEEE B IV S (N > A B AT EE > (S B2 2 Credit Card Authorization Form for Shortfall &/or Payable Annual Deductibles (if any)
Collection

W KBS MBS A8 FI L OR AR AT - i SRR R B S N HY(E F-RIR P U B R BB 2 R a
M AE) o EHRFRALARBILRE 2R ANE & - MAEASRNEH R AEE 50,000 7T » BB (HHIRFRA K - HAE
N E R UCHGE B - PO R Al rEE R A NS LB OB E - (GER - MEEE PN - g2 VISA, MASTER CARD K
American Express)

In the event that the Company has settled any charges not covered by the Policy, this Part authorizes CTF Life to collect the Shortfall &/or
payable annual deductibles (if any) by debiting from the following credit card account. The credit cardholder must be the Subscriber or the
Member of this policy. CTF Life will hold HKD 50,000 from the credit limit of this credit card account until the claim assessment is fully
completed. The shortfall notification will be sent to Policy Owner 14 days prior to collection. (Please note that for Hong Kong customers,
Visa Card, Master Card and American Express Card are acceptable)

{5 BRIz fEE Credit Card debit authorization (L4700 ZEIE S this section must be completed)

Rk A4 FFRANG ()5S [ EIRRNS FFRABLZ IR ARYRA R
Cardholder's Name: Cardholder I.D. Card/Passport No.: Relationship with Policyowner/Insured:
{Z FH-R5%0% Credit Card Account No.: {ZFEFHIH Credit Card Expiry Date:

NI A KBTS 8 B 5Pl - A NI (ERI-R P LIRS FIBEORE S 50,000 JT RAEHATIR 30 R/ s B 2 A B
#H

| hereby authorize and direct CTF Life to hold HKD 50,000 from the credit limit of and debit the Shortfall &/or payable annual deductibles (if
any) from my credit card account as detailed above in this Part Il

¥ A\ %2 Cardholder’s Signature: 44 EEs% Contact no.:

H#A(H/H /) Date (DD/MM/YY):

B. {(EiEEepEER " Inpatient Advice" service preference:
PRSI R T4 B A L T TR el ERIVSZ IR A IR R IR AR AL ERRS - AT ARIE R EE— P ER -
BB REEEIIRTS T DL AR ETD 2V T R AR [EI R SR B AR AL - BB 177 ¢

Inpatient Advice service would be provided to insured who have an inpatient recommendation regarding the diagnosis made by a medical doctor.
This is a value-added service for the insured to obtain extra information about the diagnosis in different forms and provided by doctors of different
countries listed below. Please choose ONE item from the below options:

O] A b s s [ FFEEBAEPE SR - In-patient Medical Advice service needed
No Inpatient Advice service needed 1. L5 FRIE8 4224 Specialist consultation

2. [ JEH R4 Written report

3. [ iZf2 i :As4% Tele-consultation

DB A (R B SRS - A R S B E TR AR A FICUMP’) R A Z B s R e (R R & - IR RIAE S
R > RATESHRRIESE A% = (8 5 NS - —UIERIEIZRE AN BB A0 BT B A A RONE - IFE SR EHAIRA TR & MERDERR
JE ~ AR R HOEEGER E B -

By choosing to use the Inpatient Advice service, | hereby authorize UMP Professional Management Limited (‘UMP’) to collect my medical reports and
materials relevant to the inpatient recommendation for referral purpose. Information collected will be kept confidential and would be destroyed after 3
months upon completion of the service. All information is provided voluntarily and all treatment decisions are made by the authorizer.

UZEEE A E 1220 Personal Information Collection Statement

BN BFEREAN [ BMCEHE KA FEAEASZSRRAERAE (MUTHEE “FAEAF ) ZEANEREER ( "2 ) - AN/
T EA K F B A S o R R s B pr A fe] H AU R/ BGFF A ~ [ /S B8/ oy SR HE A E R (R Eme B 7e LR s D A 5 =
B o RN TRMBFEARAN [ FAINER IEFAESRAFTEE R » BRI A SR A SEMS A TRE R I 2 BT R [ SR [ Beffihe b ek iR -
AN TR EREARAN 1 BAEE AR TR 88/ A BRI EE =77, BUAMERS,; (RbGSEmEEA Bkl B AR & R E A
A 22 11 (5 P 9 58 Ve B 280 B i Y 5% B BE Pl i) H A9 o A N /3R M HH B 5% 8 BH 09 B B AR AS 1] A A K /8 AN S0 48k Tk ¢
www.cftlife.com.hk > K BJ[EI & /A EZREL

| /We confirm that |/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’'s Personal Information
Collection Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share with
(whether contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that if I/we do
not provide the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services to me/us. |/We
acknowledge and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law enforcement authorities;
databases or registers used by the insurance industry to analyse and check information provided against existing information for any of the
Purposes stated in the PICS. I/We understand the updated version of the PICS is available for download from CTF Life’s website:
www.ctflife.com.hk, and will be made available upon request.

Chow Tai Fook Life Insurance Company Limited (incorporated in Bermuda with limited liability) « FIABASRIEERAT (R EssEimmi 2 ARA)
7/F NEO, 123 Hoi Bun Road, Kwun Tong « Bl &E 12394k RNEOAE T4
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Pre-Authorization Service Application Form

R REEF R LR RS CTF Ufe

BRREEE (BAREHEARZRATEE, WRREARD18H, WRERERGEEEA TR . }Eﬂ: : iEE: 55

Declaration and Authorization (To be signed by the policyowner and insured OR to be signed by the insured’s parent / legal guardian if
the insured is under the age of 18).

A NIFRA B il — VIRl SO R A B 2 R 2 2l - W s st

I/We declare that the above statements and answers made by me/us are true, accurate and complete.
ARNIFATZEFZRE L ANE SR AT A RIA NS R AR IE T ~ (EATEEMPEE - Bt - 27 - R E - B 1L > 3R S50k
R A REA SRR AIRA T o BIEAR ANSGZ RASETEEERAE S - IRESTIRF R FTAR AR ZIRAZER N R ENING 2%
HEELYH - RIHESIEIAREIEABAR%ER]

I/We hereby authorize any employer, any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that
has any records or knowledge of me or the Insured named to give such information to Chow Tai Fook Life Insurance Company Limited. This
authorization shall bind the successors and assignees of me/the Insured and remain valid notwithstanding the death or incapacity of me/the
Insured. A photocopy of this authorization shall be as valid as the original.

AN FAMEH A K [EZI/We understand and agree that:

1) SR IR E AL R F S D A E B R RS (B A SR R R B A TR IER AL -

Neither submission of this Inpatient Pre-Authorization Arrangement Service Application Form nor the issuance of letter of guarantee by the
Company shall be construed as admission of liability on the part of the Company.

2) EBEXFEYSIMEMAEZ RN 2 REREAE N (O BN ZEEANE)  BAFERRE S OEENEH R e - B

AN FIREAEREREEARRPAARE - OO 8 2 - DL RREUHGEZ A8 » B TR A IR B N TR R R BT
HA T EEEHIOREEPTIE () T2 IR AV IR R AR AR SRR EE (AR RGN B HURE (T AR RS AYFIEIN) - ATFS0RE
B CRREAIER) - R EmeZ R B RERT A AR SR A — (0 ORI A AR S A e 5 8 -
In the event that the Company has settled any charges not covered by the Policy, i.e. any payable annual deductibles, the Company shall
deduct the Shortfall from the credit card as specified in Part Il. However, if collection of the Shortfall is unsuccessful due to any reasons
including but not limited to insufficient funds in the credit card account, the Company shall have the right to offset the Shortfall against any
amount due or payable to the Policy Owner from the Policy and /or any policy issued by the Company including but not limited to any death
benefit (to the extent it is permissible by law), dividends or return of premium (for whatever reason), irrespective of whether the Policy Owner
is otherwise entitled to receive that amount in the capacity of a policy owner.

N B e IR F L 2B IR R EAY T~ SR ERR AR (EHR A E R 2 » e DATES A fy e -
I/We understand that if there is any inconsistency or ambiguity between the English version and the Chinese version of this Pre-Authorization
Arrangement Service Application Form, the English version shall prevail.

TREFRFAE NHE LN =

Signature of Policy Owner X Signature of Witness 1X
TREERFA A% (KB) FEEA$ER (RE)

Name of Policy Owner (in block letters) : Name of Witness (in block letters) :
B8 | AR HEI (H/HIF)

ID / Passport No. : Date (DD/MM/YY)

HEI(H/HI4)

Date (DD/MM/YY)

ZIRAFEE (T /Ul LHE )

Signature of Insured (whose age is 18 or above): x

If the insured is under the age of 18, please provide the following information:

2RI (KRET)

Name of Insured (in block letters)

B8 | IR
ID / Passport No.

HE (H/R4)
Date (DD/MM/YY)

Chow Tai Fook Life Insurance Company Limited (incorporated in Bermuda with limited liability) « BA{BASZS{RIEBERAT N EREEMRIz ARAR)
7/F NEO, 123 Hoi Bun Road, Kwun Tong - EiiE8/E 123554 SNEOAE 718
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Pre-Authorization Service Application Form

E3 = =
E=89 - BRRANEZELEER (ERRFREFAAXN) J;-I j( *EE A =g
Part lll - To be completed by the Attending Doctor of the Insured (Cost to be borne by Policy Owner)
a. Jji5 \#E:4 Name of patient b. S5/ S50 ID / Passport No. | c. F#5/M:5] Age / Sex | d. 2% Occupation

B2 &% 15 Medical Condition
1. SKEOHG 2 R E AN i

The symptoms/complaints on the date of the consultation:

[ [l Cause: O 9% lliness O Z{&injury
2. BAETEZ RO aRE kT ?
Is the doctor's pre-consultation conducted at the same hospital as the inpatient treatment?
O 2 Yes 0 #No

REECN B E R IR HIH (H/B/AE)
Date on which symptoms/complaints first appeared (DD/MM/YY):

4. 2 4. BIFRR RS
Diagnosis ICD code
5. EXZETHI:

First consultation date:

6.  ZWENEEMNEPZ—(GEEE)?
Is this condition any one of the following (Please choose?)
O 1eMEREZ I
first episode of a chronic illness?
O EMREmHEIRE
recurrent episode of a chronic illness?

0 LLEEEES

“No” to all of the above

WIHPFHPRE R T, SRR E R
If one of the above is “Yes please give details:

7. HZESHAM (H/HAE):
Onset of the first episode (DD/MM/YY) :

8. ARMEHNEZEGEEHIA TRRELE?
Was such illness or injury caused by the following factors?

 Yes 7 No
]} m} HEEE (HR LK) Self-inflicted injury (How it happened & underlying cause)
a o T e B P ) CRRSR/ZEm 4R ~ (B R ERE IR ES )
Drug abuse and Alcohol abuse (Name & dosage of drug/alcohol, quantity and duration of consumption)
m] m] BB MEsE (3% HHH Fok25£ 1) Degenerative changes (Onset date & consultation details)
d m} SRR 28T ~ 28K HHE Fok2EF1%) Congenital anomalies (Diagnosis, date of onset & details of consultation)
d m} WL yJﬁ/{“ (R Kk z22E%) Past injury or illness (Cause and details of consultation)
o a 2= ~EE Y RER A BRI ECZ SRR KT )
Infertillty, Sterlllzatlon Pregnancy, Childbirth or Miscarriage (How it related to the lliness or injury and details)
m] m] B PR (S5 H HA Kok 22#E1%) Phychiatric condition (date of onset & details of consultation)

) m] AR A B 12 (359 H B R ok 223E15%) Obesity, weight control (date of onset & details of consultation)
= T2 o sgsful - If yes, please give details:

9a. FEAIEZ LR A Ry EREEG H Tl 75 e 2 (9 M LR a2 B A 2 B MG A PO T2 S R A IR
Please list out all laboratory tests/diagnostic imaging/other diagnostic investigations required for this Confinement or Day Surgery and reasons for
conducting the same.

SEYRE FoA R A A AR T2 i B, T R E B e T

Can the treatment and the medical test(s) be managed under an out-patient setting instead?
[] ®[BL Yes ] “~afL No

& B DIEPTR2 R B, S5 B A LRy R A -

If “Yes”, why was the patient admitted to hospital?

EARTAEP T2 R, s AL

If “No”, please give details.

Chow Tai Fook Life Insurance Company Limited (Incorporated in Bermuda with limited liability) « BABAZRRERAE (R EsEEmmI > ARAR)
7/F NEO, 123 Hoi Bun Road, Kwun Tong - EiiE8/E 123554 SNEOAE 718
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Pre-Authorization Service Application Form CTF Llfe

BAXEAS

9b. (EFHEIERT) B ARVRIL » % A28 o] DUER T2 M (T AT st it (LB 2 i i L2 M i & 5 2

(If confinement is contemplated) Given the condition of the patient, is it possible to provide the suggested treatment/laboratory test/diagnostic imaging/other
diagnostic investigation etc. on an outpatient basis?

[ /2 Yes ] % No

T HEIRALEN - If “No”, please explain.

10. F-iigi/1% 24 PrelPost-Consultation

1. FliFT2E Pre-Consultation  $24:Fee: § (BREX

AZ 3

N

2. Fifite 24 Post-Consultation  324:Fee: $ (292 - — No. of consultation: 1 time)

11. il

Surgical Procedure

T4 I3 (B 1)
Date of Operation (DD/MM/YY)

R
Name of Operation

PINEE s i

Surgeon’s name

12. Jiififir Anaesthesia:  [] 4= Hiifit General Anaesthesia [] 5[t Local Aneasthesia

13 a Bl M/ H g0
Name of hospital / day surgery centre:
b. R AR (H/AME) -
Estimated date of admission (DD/MM/YY) : FEE R HE (HE)
Estimated length of stay (number of days) :
BLURPAL » 2RI A AR e H 80y

To the best of your knowledge, what is the usual length of stay for the similar condition and surgery?

R o HE o B o BEERLK B
Room Level: Ward Semi-Private Standard Private

14, FHFHERAEREeET T H B il F 5+ 18%: [ Estimated fee for the following items under this Confinement or Day Surgery:

a. B&/£: % Daily Attendance Fee : b. HF} B/ ESpecialist Fee:

c. T Surgical Fee: d. iiii#E Anaesthetic Fee:

e. Z%] medication fee:

f. HAth 52522 1 Other miscellaneous expenses

15. 355 HidEsR 2 (LEp e a2 B M i s S e 2 s SR BRI A -
Please list out any Lab tests / Imaging / other diagnostic investigations required for this hospitalisation and reasons for the same.

G AR A A ? A A DL ESEEL > - Are the investigations available only in hospital? If “No”, please give details.

T R Tl eI SRR | H Tl 0T T? Can the medical test(s) and the procedure be done on an outpatient basis/at day surgery centre?

16. EEEREMER?
Is it a case of emergency?

o & Yes o & No
Y15 - FHITHERY - If yes, please specify.

B/ B2 0H K % % Doctor’s Declaration and Signature
ANEHBAARNCEE B AL LAl FHEEZ (G T - WHEE DL EAR AL A BRI FoB L iR A AT AT (SR -

| hereby certify that | have personally examined the patient and attended to his/her illness or injury, and that the information about his current and past condition as
stated above is true to the best of my knowledge and belief.

ERREMY (FREE) #E (REE)

Name of Attending Doctor (with qualification)

Signature (with chop)

Mk B B SRS
Address & Phone No.

HIH (H/BIF)
Date (DD/MM/YY)
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