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HESR - RESHEREHBER
APPLICATION FORM FOR VHIS CLAIMABLE AMOUNT ESTIMATE

fREHRSE Policy No.

E_Hn - TZBEHREE (REILBLEEE  FEEARZSFA/FREFSAA/REABTEIE)
PART Il - ATTEl‘;DING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s
owh expenses.

A. 75 AE R Particulars of Patient

1 BAERE Name of Patient B RMER Age and Sex
2 BipiE/ EWIKB LD Card /
Passport No.
3 WABERKEZH Patient first Consultation Date F Year A Month H Day
L I I I | S —

4 EBE[R/:2FRB%E Name of Hospital /Clinic

5 BEBR/:2FRMHE Address of Hospital /Clinic

6 a5t ABR/Z 1l HHB Expected Date of Admission/Surgery F Year A Month H Day
|

L | | |

7 WAREBLEYS Patient's Family
Doctor Name

8  FERTEEBTEE Estimated length of stay

9 fEREERBISBABPL [J Bl / 20 Day Centre/Clinic [] #43%% Private ] £FAZ Semi-Private ] <= Ward
Class of Ward / Day case

B. HEJR/Z5:F1E R AFER! ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 AERIEERE 2B ZEARFIRIE Please describe the symptoms and complaints at first consultation.

2 E37%HEHA Onset date of the symptoms/conditions F Year A Month H Day
L | | | | | I E—
3 52Ef Diagnosis B PR 9% 53 B 4R 755 1ICD 10 Code

4 BEBRARIBBEBEEZE? Is the hospitalization/treatment medically necessary? 0 2 ves O &no

WMZ - B - If “Yes’, please give
details.

5 HRERHVFEERER  WARSRWFEN - SEOLIERPIZEREPIZESEZEAMIEE ? Given the condition of the patient, is it possible
to provide this treatment on an outpatient basis?

O 2vYes O &ENo mARTL - SHZHEERE: If “No’, please explain

6 LEIBEREEAESEM/IE2M? Is the condition recurrent / chronic? 0 2 ves O &N
N2 BIRHEREFBEY IfYes’, please provide the onset date:
F Year B Month H Day
| IS I I | I E— | I E—
7 WMIRRERGABEBREINEILSIRE - FBIRMELUTEE1S | Ifthis hospitalization/treatment was caused by an accident, please provide details below:
S #7584 H HA Accident Date: F Year B Month H Day
S I A E— I — I E—|

[REE Cause:

SSMIE RS2 E Part of body injured & extent of injury:
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fREE#RIE Policy No.

B. &/ 2515 RARE R (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION (Continued)

8 WARTGHEMBLEEN? NI - FiRMEZBE 2B Rl Is the patient referred by other physician? If yes, [0=ves [1% No
please give the name and address of the referring physician. =
ENEEMER Name of the referring physician g BRI Address of the referring physician

C. AEs+1E K85t & TREATMENT DETAILS AND COST ESTIMATION
(B ERRESE  RRWNEBRFRAERESZNEAE - BF KIRFEME) (The estimated charges are for reference only.
Final payments are subject to charges incurred from treatment, procedures and services performed)

1 REFTEISKFGEE Treatment plan or Surgical procedure name ( BRI EIEFiiZ%E Please provide the name of each surgery)

iifi# Anesthesia
O z2sm® ca O S LA B30 il M.A.C

2 EBEZIER / 2288 /  HUZEHUBRERESZEWENEE - Please list out any Lab tests/imaging/other diagnostic
investigations required for this hospitalization and reasons for the same.

3 {EEREEEHE Room and board HK$ £ H Per Day
2 BEKEE Attending physician’s Visit Fee HK$ £ H Per Day
SMRIEE B (FR5ILBA4E ; #17) Surgeon’s Fee( with breakdown; if any) HK$
REERIBS A& (R 5L BA4E ; #N7) Anaesthetist’s Fee( with breakdown; if any) HK$
FifZ=E Operating Theatre Charges HK$
HIERASZ B Miscellaneous Charges HK$
JEET#2EF Estimate total fee HK$

D. 2B 42500 ATTENDING PHYSICIAN’S DECLARATION
AANZEIER - MAAFRMAE - LARARMMNEMIBSEE 22 GBS - AACSARABRELLEEER - LRSHEE

= ° | 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.

FBENZ &R

Name of Attending physician Qualification
ik Bi48ES
Address Contact No.

£F Year A Month H Day

FBEREREBR/ZAES
Signature of Attending Physician and
Stamp of Hospital/ Clinic

HER
Date

HK-CL-ICLA26/202412-01 P.20f2
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