BEEBTAEE Medical Expense Estimation Form M bOWtie

{REESRER

Policy Number:

mAYR FHBE

Name of patient Attending Doctor

BhRes FasHERREF R =]
Name of Hospital Estimated length of stay Days
mERR FhARE FIRE RERE FI%2/H R FiE Hth

Ward Class D Private D Semi-private D Ward D Outpatient / Day surgery D Others

BEREERESE RRIKERTRABREZIN SR ERRRFME
The estimated charges are for reference only. Final payments are subject to charges incurred from treatment, procedures
and services performed.

Part 1. FEES 4 EF Estimated Doctor’s Fees (HEE41EE To be completed by doctor)

S HEEKEE Daily Doctor’s Round Fee $ X ans
F1iiE Surgical Fee $

FREERI B4 B Ancesthetist's Fee $

HthERBELHRER (F5EHA) $

Other Specialists’ Consultation Fee (Please Specify)

Hthisa B KU E (F5EHR) $

Other Items and Charges (Please Specify)

Part 2. FEHEERR & Estimated Hospital Charges
(B EIR IS EEPRIR (AN E EFHES To be completed by doctor based on the charges information provided by hospital)

{£fE & H Room Charges $ X =]
Days
Fhir = AR E B $
Operating Theatre and Associated Materials Charges
$

HhIEE KUK E Other Items and Charges

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

Bans: BEEE: HEQM:
Name of Doctor : Signature of Doctor : Signdate:
% A% ZE Patient Signature

FANNEREEALELZRNN E425 YR GEEHBEUARARERERNERAEENEIER FARSRERERTR
ABRHESHAR 2 RARFSTE > XA BB PIR B AT & 2o

| 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 | ERRE [ BIREALESR WA | ERRE [ BIEREALEE:
Name of Patient / Signature of Patient / HEAM:
Next-of-kin / Authorised Person: Next-of-kin / Authorised Person: Sign date:

CL002/201903



