YHEAS | 5
b c::III-|=A LIFE I 2 I
"EIEB ., BEREEENRLHZEBHE

MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL APPLICATION FORM

{REEIREE Policy No.

FEMy - ERBEREE HELBLEER  REABRFEA/REFBEA/REABTEIRE)

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

A. F5AER Particulars of Patient

1 f®AER Name of Patient EH R MR Age and Sex

2 H{p3L/ FEBRIEHEE 1.D. Card / Passport No.

3 WA BRKEZH Patient first Consultation Date F Year B Month H Day

S S [N S [ A A ) A— I—

4 SREMEL Treatment Location
O #EB% Hospitalization #18 Name

ik Address

O :2Fr/%&B% B %8 &P 0 Clinic/Hospital Day Centre %8 Name

ik Address

5 ¥&&t ABz B A Expected Date of Admission £ Year B Month | IEI Day

6 fHAFREBELELS Patient’s Family Doctor Name

7 JEstEBFRH# Estimated length of stay {EPR4RBI BedClass [ ] FAZR Private [ %Fh% Semi-Private [] AE Ward

B. ZE/Z5F 15 R ARE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 BHARIPE RS2 2R B FHIE Please describe the symptoms and complaints at first consultation.

2 E%7%HEHA Onset date of the symptoms/conditions & Year H Month | EI Day |

3 3ZHHf Diagnosis lﬁﬂﬁﬁﬁ*‘ﬁﬁfﬁ ICD 10 Code

4 F{i5&E 1 Surgical Procedure Details =iy H 8 Date of surgery / /
175258 Name of the Surgical Procedure BRERFSITEE4RES CPT Code

5 [ifB# Anaesthesia

O =zsm#ca 0 === MAC. O S LA
6 BRABR/EEREERETE ? Isthe hospitalization/treatment medically necessary? O 2 ves O &no

W2 - FBEEA - If“Yes, please give details.
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{REEIREE Policy No.

B. /2515 R ARE R (4) ILLNESS / INJURY DETAILS AND RELATED INFORMATION (Continued)

7 RRERERERM/IEM? Is the condition recurrent / chronic? O 2 ves O &nNo
M2 BIRHEEREFBE fYes’, please provide the onset date of the first episode:
£ Year A Month H Day

I S I E— L1 1 IS E—

8 WMEREMRABEHEINENSIHE - FIRMLUT S | If this hospitalization/treatment was caused by an accident, please provide details
below:

E 184 HHA Accident Date: £F Year A Month H Day
L | L |

R Cause:

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

9 WARETHHEMBEEN ? N2 - HIRMZBE 22 K it Is the patient referred by other physician? If yes,
please give the name and address of the referring doctor. O2vYes O&ENo
ETEE Y Name of the referring doctor #8877 B84 3t 31E Address of the referring doctor

10 FHELHERIERRA/MZAKR ¢ Is the illness associated with the following?

[ s%X 4% Congenital conditon ~ [[] E3%% Self-inflicted injury [] R&=i485 Infertility or sterilization [] #&3%#25%L Mental disorder
ERZESANE Abuse of drugs or [] 47 Venereal disease [] ‘RAEIE Corrective aids or [] =15/ Rehailtation/
alcohol treatment of refractive errors convalescence

[] &&=/ 4% Cosmetic or [] & =% Develop-mental [] 28 ak 48 %h/5% 80 Hazardous [ 38114 7% Hereditary condition
plastic surgery abnormality sport / activity

[0 —#58etas/pE5EsT Body [ Bidms A teEtiEmsn [ 182 #RPEED Pregnancy, please provide expected date of delivery
check vaccination & immunization ;7'_3 AIDS or HIV related illness
injections

[[] EtthEss - $35REA Other disease, please specify [ B EE5Z None of the above

1M BELURABEFAELUTHIE/ZIE - Does the patient have any medical history or habit as indicated below?
[0 = Asthma [0 k&7 Cardiac problem [[] #&PR4 Diabetes Mellitus
[0 ZZURF3% Hepatitis B [] =mPE Hypertension [] =i Previous operation
[ & Dprugabuse [ i&teresE Family history of cancer [ &5 Unfavorable family history
[0 W EESR% None [] s - #3558 Other disease, please specify

12 ZWMASEEZ LMERFEMBREERIESBELBIRIGE ? W15 - BiRAAEF - Had the patient previously been treated or
hospltallzed due to the above disease or other major disease? If so, please specify details.

O #vYes [ s8N0 /2B Date of diagnosisitreatments ~ £F Year A Month H Day
%75 Disease

A TE/1EFRAE 1B Details of Treatment / Hospitalization

BE 41 /BB 2 78 Name of Physician/Hospital

13 EIRHEUE/RIEZ 1B %15 Please provide details of drinking & smoking habit

H A £ (3Z/83/18/1) Daily consumption (piece/ pack/ bottle/ can)

Z1E YA 8 Drinking/ Smoking start date since F Year H Month H Day

C. )&% 5% 15 TREATMENT DETAILS

1 BEETE Treatment plan
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{REEIREE Policy No.

C. A% ¥ 15(48) TREATMENT DETAILS (Continued)

2 BE2IER / 2ERE / HEZHERERIESZSIREWRE - Please list out any Lab tests/imaging/other diagnostic investigations
required for this hospitalization and reasons for the same.

3 WEERAER SEUIMUERMZREPREZZERE? NS - FEERE For

hospitalization, can the investigations be carried out in the outpatient setting? If no, please explain.

O 2 Yes O = No

4 MEEPSR/ERELEARE - EIRHLUTER For outpatient/day-patient cancer treatment, please provide the following
[ #sta% Radiotherapy K& Frequency
O e =
O e =
O emam - @498%RXE Immunotherapy: Drug name and frequency

Z4) 218 K& Chemotherapy: Drug name and frequency

_I*l

554
ot

.I

242 ¥ RN EL Targeted therapy: Drug name and frequency

O w=am : 498 RKRE Hormonal therapy: Drug name and frequency

5 ERIRMHAEE - ABER - BAIEE R M RAETHEE B B B 5 14 B 3 (072 5L 5 P& EX AY74 2 ? Has the treatment, procedure or test not
yet been established as being effective or is experimental or is in trial stage? O2Yvs O &No
MZ - BHFMIIRMER Please provide details:

D. A% FEstEM COST ESTIMATION OF TREATMENT

1 (FFREF9:2/ BB ETERTEA Cost estimation of hospitalization or outpatient/day-patient

*ERIEEEE Room and board HK$ £ H Per Day
2 BEHEE Attending physician’s Visit Fee HKS$ £ H Per Day
SMRIEE B (FE5I L BR4E ; W17A) Surgeon’s Fee ( with breakdown; if any) HK$
i EEEME A (A5 L BR4E ; W17A) Anaesthetist's Fee(with breakdown; if any) HKS$
FilfZEA Operating Theatre Fee HK$
EEpT#HIEE R Miscellaneous Expenses HK$
H {th & FA (N3 B8 4 & & ELfth) Other Expenses (e.g. specialist fee etc.) HKS$
ABTEI R HPR1& 2 P9527€ 38 Pre and post hospitalization outpatient follow up HK$
FEFT42E R Total estimate fee HK$
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{REESRES Policy No.

D. SARETEIEEF (4) COST ESTIMATION OF TREATMENT (CONTINUED)

2 P92/HREEABETERTE R Cost estimation of outpatient/day-patient cancer treatment

21 B #A Consultation Date U ERA4E Breakdwon of charges(HKS$)
it L o o v oRE BEARE SHRAE
Consultation Fee Cancer Treatment Fee Diagnostic Test Fee
1
2
3
4
5
#ASEE Total

E. 2B EE 1 K ZHA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RANEUIER  SAAFRMPAAE - DARNARBNEIBZEZZ - UEERH - AACODRABRELAEEER - UEISHEE
= - | 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.

TEBEYER BE

Name of Attending physician Qualification

b B8R

Address Contact No.

THBERERER/BHEE FYear | BMonth | H Day
H

Signature of Attending Physician Etﬁ

and Stamp of Hospital/ Clinic aie
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