C FEAE |55

CHINA LIFE
BEffEE#HZPFER (REARIIFEEEREE )
DIRECT BILLING PRE-APPROVAL APPLICATION FORM
(APPLICABLE FOR NON MASTERCARE MEDICAL PLAN)
fRESREE Policy No.

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

A. F5 AEM Particulars of Patient

1 5RA¥EZ Name of Patient FEE R MBI Age and Sex

2 B{p:%/ F#MESETE 1.D. Card/ Passport No.

3 WA BERXKEZH Patient first Consultation Date F Year A Month H Day
| IS I I E— | I | I I

4 REEMhEL Treatment Location

O B3 Hospitalization #18 Name

it Address
O 52 Fr/%80% B BIZEE S0 Clinic/Hospital Day Centre %8 Name
ik Address

(3,

F& &t APz H A Expected Date of Admission & Year A Month H Day

1t 1 1 1

6 HAZRREEELELES Patient’s Family Doctor Name

7 FE:tEPFEHE Estimated length of stay (£B24RBI BedClass [ ]#AZ Private [ %X Semi-Private [] AE Ward

B. FE/Z 515 R ARE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 FEEMRIEE REZIEZREFNSRIE Please describe the symptoms and complaints at first consultation.

2 Z37mHHI Onset date of the symptoms/conditions F Year A Month H Day
| IS I I E— | I | L1 1
3 #ZHf Diagnosis B R = 9% 3 #E 4R 8% 1ICD 10 Code
4 ={lEH Surgical Procedure Details =ity H 88 Date of surgery / /
F 172 %8 Name of the Surgical Procedure BERTSTFE4RES CPT Code

5 JifiB% Anaesthesia
O =z=smcA [0 =s=pies MAC. O s LA

6 SRARSAEESFBEEE? s the hospitalization/treatment medically necessary? [1 ZYes [ & No

WZ - FEEFA - If“Yes”, please give details.

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

B. /2 5F 15 R ARE R (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION (Continued)

7 R REEREREM/IE1E? Is the condition recurrent / chronic? O 2 ves O =No
M2 - BIRHEREFBEE fYes’, please provide the onset date of the first episode:
£ Year A Month H Day
I S I — I E—| L1 |

8 MERER/ABEHEINENSIHE - FIRMLUT 1S | Ifthis 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:
SENIE RS2 E Part of body injured & extent of injury:

9 FARTHHEMBEEN ?MZE - BIRHZBE 2B R it Is the patient referred by other physician? If
yes, please give the name and address of the referring doctor. O2Yes [O&ENo
ETEEYE Name of the referring doctor #8877 B84t 31E Address of the referring doctor

10 FHELHERIERRARMZAKR ¢ Is the illness associated with the following?

[J s%X %% Congenital conditon [ E3%% Seff-inflicted injury [ R&=i485 Infertility or sterilization [ ] #5549 25%L Mental disorder

[] s%2z=045% Abuse of drugs or [] 4% Venereal disease [[] ‘RAEIE Corrective aids or [] =18/ Rehabiltation/
alcohol treatment of refractive errors convalescence

[] z=&=u%#487% Cosmetic or [] & =% Develop-mental [] 28 rak 48 %h/55 80 Hazardous [ 38114 7% Hereditary condition
plastic surgery abnormality sport / activity

[0 —#5retas/mhE5EsT Body [ Bims A teEtiEmsn [ 182 #RBEED 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 EESZ None of the above

1M BELRABTFAEELUTHIE/ZIE - Does the patient have any medical history or habit as indicated below?
[0 =& Asthma [0 k&% Cardiac problem [ #&PR4 Diabetes Meliitus
[0 ZZUAF3% Hepatitis B [] =mPE Hypertension [ 2#==1f Previous operation
[J & Drugabuse [0 =i&tereaE Family history of cancer [0 &% Unfavorable family history
[0 W EESR% None [ s - #5388 Other disease, please specify

12 ZRMASEEB LMERFEMBREERESBELBIRIGE ? M5 - BiRAAEE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O #&Yes [ s8N0 #2AHH Date of diagnosisitreatments ~ £F Year B Month H Day
%= J% Disease

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

B2 41 /BB 2 78 Name of Physician/Hospital

13 EIRHEE/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 BEEE Treatment plan
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{REESREHES Policy No.

C. Ja%E5¥15(#8) TREATMENT DETAILS (Continued)

2 BEEZERE / wesE / EtZEMMEERESZEMENIRE - Please list out any Lab tests/imaging/other diagnostic investigations
required for this hospitalization and reasons for the same.

3 MBERaR  SEUUEEMZRIEPRRZENE ? ME - FREERE Forhospitalization, S Ves O = o

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

4 MEEPI/ARERE AR - SEIZMEITER For outpatient/day-patient cancer treatment, please provide the following
O matam Radiotherapy RE Frequency
O {cesam - @492BRKRE Chemotherapy: Drug name and frequency

"1

O e - 2
O smam : @498 RXRE Immunotherapy: Drug name and frequency

ZEYZ IR REL Targeted therapy: Drug name and frequency

O mzam : ®48#RKRE Hormonal therapy: Drug name and frequency

5 RBIRHREE  AERER - WAIEE R ERAEEM N EE R E N7 5 58PS ERAYIAE? Has the treatment, procedure or test not
yet been established as being effective or is experimental or is in trial stage? O2Yess O &No
M2 - BFIIREEREE Please provide details:

6 MNBPI2ETRRZER A (SARBI AR - SBIRIELUTER For outpatient prescribed diagnostic imaging tests, please provide the following

[0 ErsEfERH Computed Tomography (“CT” scan)
[0 5 H3LIRIZH Magnetic Resonance Imaging (“MRI” scan)
[0 EEFisiEiEEH Positron Emission Tomography (“PET” scan) including PET-CT combined and PET-MRI combined

D. A FERtER COST ESTIMATION OF TREATMENT

1 {EBzskP9s2/EHEEEETERTEH Cost estimation of hospitalization or outpatient/day-patient

EEREBE Room and board HK$ £ H Per Day
2 B4 EE Attending physician’s Visit Fee HKS$ £ H Per Day

SMRIEE B (FR5ULBA4E ; #17A) Surgeon’s Fee ( with breakdown; if any) HK$

FRBAETEE FA (35U L BB ; #075) Anaesthetist’s Fee(with breakdown; if any) HKS

FifZER Operating Theatre Fee HK$

ERTRIEER Miscellaneous Expenses HK$

HhE B (HliNER B4 8 R Efth) Other Expenses (e.g. specialist fee etc.) HK$

ABRBIREBTE P92 Pre and post hospitalization outpatient follow up HK$

FERT42E R Total estimate fee HK$
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{REESREHES Policy No.

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

2 FIR2/HEREAENFI2RT A2 R RA TRt ER

Cost estimation of outpatient/day-patient cancer treatment or outpatient Prescribed Diagnostic Imaging Tests

2 H 48 Consultation Date U EHA4E Breakdwon of charges(HK$)
il DEE EIEARE —RZETRAE R R EN R AR R B R
H Day A Month F Year , . . . .
Consultation Fee Cancer Treatment Fee Diagnostic Test Fee | Prescribed Diagnostic Imaging Tests*
1
2
3
5

HEEA Total

IR ETR R R EEEE RS (CTRH ) - MAORIREE (‘MRMEH ) - IEEFRAEERE (‘PETRM ) - PET-CT A& R PET-MRI A5 -

* Prescribed Diagnostic Imaging Tests covered here only included computed tomography (“CT” scan), magnetic resonance imaging (“MRI” scan), positron emission tomography (‘PET”
scan), PET-CT combined and PET-MRI combined.

E. XZ2EB4E 1 KEHA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAGEULERR - BN AFRFIFAES - EAAARARENERIORSEZ 28 - WEEREHN - AACORARELAREER - WEISHE

= - | 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.

TEBEYR =i
Name of Attending physician Qualification
ik Bi48 &S
Address Contact No.
PRERERBR/ZHES - £ Year | H Month H Day
Signature of Attending Physician b t
and Stamp of Hospital/ Clinic ate
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