DHEAS |5
O ?:uNA le | 2 G
EREMELMZPEER (REARIEGRHBERTE)
HOSPITALIZATION DIRECT BILLING PRE-APPROVAL APPLICATION FORM

(APPLICABLE FOR NON MASTERCARE MEDICAL PLAN)
fREEIRES Policy No.

E_EMp - EZBERSE (BHEZBLEER  FIEERABRZRA/RERFBA/REABTHEIE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. I8 AE R Particulars of Patient

1 f®AEEE Name of Patient FE R MR Age and Sex

2 B8/ FEIRSEES 1D, Card / Passport No.

3 fWABZRKEZH Patient first Consultation Date F Year A Month H Day

1 L1 |

4 BEEZZTE Name of Hospital

5  FE&t ABT B HA Expected Date of Admission F Year A Month H Day

e ) A E—

6 JRAREEBELELS Patient’s Family Doctor Name

7 FAEtERB# Estimated length of stay £B24RAI BedClass []#Z Private [ %% Semi-Private [ AE Ward

B. HEJR/ZEF1E R ARER ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 FARMRRAAE REZE Z R FNFRIE Please describe the symptoms and complaints at first consultation.

2  E35RHHP Onset date of the symptoms/conditions F Year H Month H Day
| IS I I | 1 1 IS |
3 2[R Diagnosis B PR 2= 97 2 #E 4R 8% 1ICD 10 Code
= YN ?
4 RZRRABR/AEREEESTE? Isthe hospitalization/treatment medically [ 2 ves [1 = No
necessary?

W2 - FERFA - If “Yes”, please give details.

5 MREMCHAGRER  TAMBROFER SEUENRMZRETIZEZEERISE ? Given the condition of the patient, is it

possible to provide this treatment on an outpatient basis?

O 2ves &N
MAGPL - FREREE: If ‘No”, please explain:

6 LEmNEERREEE/IE? Is the condition recurrent / chronic? 0 2 ves O =nNo
M2 BIRHERZEFBES IfYes’, please provide the onset date of the first episode:
F Year B Month H Day
| I I I E— | IS I | I E—
7 MBRERRSAERAEINESIEE - FFIRMELUTEES © If this hospitalization/treatment was caused by an accident, please provide details
below:
#5584 HEA Accident Date: F Year B Month H Day
L | L |

[RE Cause:

SEMIE K ZST2E Part of body injured & extent of injury:

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REESRES Policy No.

B. %%/ Z5F 15 R ARE R () ILLNESS / INJURY DETAILS AND RELATED INFORMATION(Continued)

8 WASHHEMBEEN ?NE @ FHiRHZEE 2B KL Is the patient referred by other physician? If
yes, please give the name and address of the referring doctor. OZvYes O&No

B EEEMEE Name of the referring doctor 8277 B& 4=t 3ik Address of the referring doctor

9 BELHHIBEERBEZIKNR - Is the illness associated with the following?

[] seX %% Congenital condition [] &% Selfinfiicted injury [] R&=i4&5 Infertility or sterilization  [] #&##Z%&L Mental disorder
ERZESLANE Abuse of drugs or [ 147 Venereal disease [[] #RHBIE Corrective aids or [] &&/%%= Rehabilitation/
alcohol treatment of refractive errors convalescence

[] =245 Cosmetic or [] & 2% Develop-mental [ 24kt iEEh/55%) Hazardous  [[] 3E1E 1 %5% Hereditary condition
plastic surgery abnormality sport / activity

[0 —mseins/mEEst Body [ sumsi A geniigmsk  [] =2 #RATEEM Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

E] Hihzfw - 555208 Other disease, please specify E] PL B8 Z None of the above

10 FELRABEAESTLUTIRAE/ZE - Does the patient have any medical history or habit as indicated below?

[ 5% Asthma [ ks cardiac problem [[] #&mR% Diabetes Melitus

] Z B3 Hepatitis B [] =mPE Hypertension [ &= Previous operation
D B22% Drug abuse D KM AE Family history of cancer D K &R E Unfavorable family history
[ B &% None [[] Efthgs - #RER Other disease, please specify

N ZWACEEBLMERIEMBREERESBENERAE ? 75 - FHiRAAEE - Had the patient previously been treated or

hospltallzed due to the above disease or other major disease? If so, please specify details.
0 % Yes [0 s8N0 #2/ABHA Date of diagnosis/treatments ~ £F Year A Month H Day

%= f& Disease

JAFE /1EMREE1E Details of Treatment / Hospitalization

Ba 4 %% /B& P 2 FE Name of Physician/Hospital

12 FIRMHEE/TRIE BB 15 Please provide details of drinking & smoking habit

H A £ (3Z/8/18/#) Daily consumption (piece/ pack/ bottle/ can)
Z 1898 8 Drinking/ Smoking start date since F Year A Month H Day

C. Ja% ¥ 15 R T851 & F§ TREATMENT DETAILS AND COST ESTIMATION

1 ARERTEISFIRTE Treatment plan or Surgical procedure name

[iffi# Anesthesia
O zsmez cAld Bomer LA O =am®E MAC

2 EEzZIER /  2eEHE /  HtZEUBRERESZSMENIEREE - Please list out any Lab tests/imaging/other diagnostic

investigations required for this hospitalization and reasons for the same.

3 SEUBEHRMZHREPESZERE ? N5 - BMEERE Can the investigations be carried out in the outpatient setting? If no, please
explain why.
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fREEIRES Policy No.

C. A% F&?E“I‘EFFJ(?;)TREATMENT DETAILS AND COST ESTIMATION (Continued)

4 REREMAVEE  AREER
not yet been established as being effective or is experimental or is in trial stage? O 2 Yes

1R 2B 5 M R A T RE BY R 5K B B i 1 B 3 {72 &L BR P& ER AV 74 7 ? Has the treatment, procedure or test

MZE - BFMIRMEE Please provide details:

O & No

5 aETEETEF Cost estimation of treatment:

X*ERIEEE Room and board HK$

2 B4 EE Attending physician’s Visit Fee HK$
SNRIEE 4B (FBILARAE ; %) Surgeon’s Fee ( with breakdown; if any) HK$
FRERENE A (G5 L AR4E ; IN75) Anaesthetist’s Fee(with breakdown; if any) HK$
FilgZ=EF Operating Theatre Fee HK$
BT IEE R Miscellaneous Expenses HK$

HthE A (FlUNZ R B4 & R H{th) Other Expenses (e.g. specialist fee etc.) HK$
AR R LR & Z P92 Pre and post hospitalization outpatient follow up ~ HK$
FERT42E A Total estimate fee HK$

£ H Per Day

£ H Per Day

D. 2 B4 &l K EHH ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAGEUERR - AN AFRFIFRIE

- PHBESARHKNEIBFIEZEH - TRERI - TABRRBRABRELAREER  THSERE

= - | HEREBY DECLARE that all the information provided by me in this form is true and correct to the best of my knowledge and belief. | have explained to the
patient the details of the above estimated charges and have sought his / her agreement.

ToBENR i
Name of Attending physician Qualification
ik B48 &S
Address Contact No.
IRBERERER/SAES % Year | RliMonth | HiDay
: BHEA
Signature of Attending Physician -
ate

and Stamp of Hospital/ Clinic
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