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ICARE MEDICAL INSURANCE PLAN / HEALTH GUARD HOSPITAL CARE BENEFIT PLAN -
APPLICATION FORM FOR CLAIMABLE AMOUNT ESTIMATE

fREESEHS Policy No.

F8D - TLBERSE HELBLEER MAEABRRGRA/RERFBEA/REABTEIRE)

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 AR Name of Patient SEHRYER Age and Sex
2  B{p:8/ FEWBERES 1.D. Card / Passport
No.
3 RABERKEZH Patient first Consultation Date F Year A Month H Day
L | | | | B —
4 EERR/:2FR&%E Name of Hospital /Clinic
5 EEBR/:2FRiMtiL Address of Hospital /Clinic
6  FE&T ABx/3E1iT HHA Expected Date of Admission/Surgery £ Year A Month H Day
L | | | | B —|
7 BAREBLHE Patient's Family
Doctor Name
8  FE:tEBTHE Estimated length of stay
o ERRERBIZEREPL OB / 2 O AZx Private [ 4% semi-Private (1A= Ward
Class of Ward / Day case Day Centre/Clinic
B. &iA/2 S 1B RARIE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION
1 EFARIPEREZ 2R ZEARFIFIE Please describe the symptoms and complaints at first consultation.
2 E27%HHP Onset date of the symptoms/conditions F Year H Month H Day
L | | | |
3 2[Ef Diagnosis B PR 2% 97 #E 4w 5% ICD 10 Code
4 ZRAR/AESEEBEFZE? Isthe hospitalization/treatment medically necessary? 0 2 vYes O &nNo

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

5 MREMRHFERER  WMARESRERL - SEOUUENRMZREPIZEZEEAEE ? Given the condition of the patient, is it possible to

provide this treatment on an outpatient basis?

O 2ves &N AT - B2HEE: If “No”, please explain

6 RARNESEBEIM/IZM? Is the condition recurrent/ chronic? O 2 ves O &N
M2 BIRHERERES If*Yes’, please provide the onset date:
£ Year A Month H Day

L | | | | S E—|

7 MERERGABEEINEHSIHE - FBIRMLUT RS | Ifthis hospitalization/treatment was caused by an accident, please provide details below:

E 7584 HHB Accident Date: F Year A Month H Day
L L1 L

[REE Cause:

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

PEABRE O55) BRABRAD (RbEA REMEIMRTL 2 RAERA) ||I| || ||""|I|"”I | | |||
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8 WMASHHEMBLEN?ME @ FiRHZBE Y Z KL Is the patient referred by other physician? If yes,
please give the name and address of the referring physician. E] = Yes E] % No

EABEEMZ Name of the referring physician B B4k Address of the referring physician

C. jA/E+ 15 K Fa5T &R TREATMENT DETAILS AND COST ESTIMATION
(FBRERRESE  RRWERTFRABREZINEE - EF RIRFEME) (The estimated charges are for reference only.
Final payments are subject to charges incurred from treatment, procedures and services performed)

1 JAERTEIS TR Treatment plan or Surgical procedure name (FEiR B IEF i 278 Please provide the name of each surgery)

[if#% Anesthesia
O zsmz ca O sz LA O =pmm MAC

2 EEZER / EeHE / HtZEMBERIESZERENIRR - Please list out any Lab tests/imaging/other diagnostic investigations
required for this hospitalization and reasons for the same.

3 ERIRHEAE - AERER - BlRE5 M RACTERE B XS B = 5 4 5 o 0 72 5 55 P ER AY74 2 ? Has the treatment, procedure or test not

yet been established as being effective or is experimental or is in trial stage?

O=2ves O &N

M2 - BFHIIRMER Please provide details:

4 samETEEHEF Cost estimation of treatment:

¥ERESRE Room and board HKS #H Per Day
F2BLEEE Attending physician’s Visit Fee HKS #H Per Day
SMVEB 4B (K5I L BA4E ; 17) Surgeon’s Fee ( with breakdown; if any) i)
FRERETE A (A5 L BR4E ; W17) Anaesthetist's Fee(with breakdown; if any) HKS
FiifZEEFR Operating Theatre Fee HKS
HIERAZE Miscellaneous Charges HKS
EH{thE FH(HlINZ R B4 & K E fth) Other Expenses (e.g. specialist fee etc.) HKS
ABRRI R HiPei& 2 F9527€ 1 Pre and post hospitalization outpatient follow up HKS
HK$

YEEH#2EF Total estimate fee

D. B4 & K E A ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION

KRAGRUIER  BIAAFRMPAE - DARARKNEMIBZEZEE - UEERH - AACORARELAEEER - WEISHEE
= - | 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.

TEBENER BE

Name of Attending physician Qualification

b AR ERE

Address Contact No.

FBERERER/ZRES g F Year A Month H Day
Signature of Attending Physician o t

and Stamp of Hospital/Clinic ate

HK-CL-ICLA32/202412-01 P.20f2
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