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CHINA LIFE

EREEE R E (TR ERE
GROUP MEDICAL INSURANCE DIRECT BILLING PRE-APPROVAL APPLICATION FORM

EIBE{REESREE Group Policy No.

EHMR - TZBERSE BmIpBEES  MARRRES/FE/REASTRE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own
expenses.)

A. B AE ] PARTICULARS OF PATIENT

1 WA Name of Patient F#e R MBI Age and Sex

2 B3/ FEWBEYRES 1.D. Card / Passport No.

3 WABZRKZZH Patient First Consultation Date F Year B Month H Day

4 AFEEMhEL Treatment Location

B P eg B 0 R B B o L2 FR 2 18
Name of Hospital/ Hospital Day Centre/Clinic

O s Hospitalization O EPfrHEEE S0 Hospital Day Centre O -5 clinic
5 FEFt ABEHEA Expected Date of Admission F Year A Month H Day
6 FETEREE Estimated length of stay fEBR#RR Bed Class [ 7R Private AR SemiPrivate [ K/ Ward

B. IR IS F1ERARIE R ILLNESS/ INJURY DETAILS AND RELATED INFORMATION

1 FEFARIPEREZE 2 EARFNRIE Please describe the symptoms and complaints at first consultation.

2 E35RHHB Onset date of the symptoms/conditions F Year A Month H Day

3 #2[f Diagnosis B PR 7R 2 S 4% S ICD 10 Code

4  F{fiEM Surgical Procedure Details =it B #A Date of surgery / /
ZF1i5 % 78 Name of the Surgical Procedure BEIRI5iTsE4RE% CPT Code

5  [ifif& Anaesthesia
O zsmmoca [0 ===pez MAC. O B LA

6 ERABR/ABEEEBETE ? s the hospitalization/ treatment medically necessary?

W2 - FBaF4t - If “Yes”, please give details.

O 2 Yes O = No

7 MEER FRARBRMBERAESEIUERPIZEETERBEENAE?
For hospitalization, given the condition of the patient, is it possible to provide this treatment on an outpatient E] = Yes D % No
basis? #W-AOJLL - FFIRREIREEA: If “No’, please explain

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

B. ZERIZ 515 R ARIZE 1 (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION (Continued)

8 IBREEAEEME/IEMH? Is the condition recurrent / chronic?
mz”  BilefakimEE

If “Yes”, please provide the onset date of the first episode: F Year A Month H Day
| IS I N E— | I

[ £ Yes O = no

I E—

9 MIERER/IAEBEINEMGIEE - FIRMLITEFHE
If this hospitalization/treatment was caused by an accident, please provide details below:
B4 HE Accident Date: F Year A Month H Day
I I I — L1 1

JRE Cause:

SIEMNERZIEREE Part of body injured &
extent of injury:

10 RASEHEMBEEN ? NI - FIRMZEE 283 Rithil Is the patient referred by other [ 2 ves 0 =

physician? If yes, please give the name and address of the referring doctor.
EAEELEYEE Name of the referring doctor EAEAMIE Address of the referring doctor

1 BELEZEERARZIKNR - s the illness associated with the following?

[[] %5 1 %4 Congenital condition [] &% Selfinflicted injury [] R&=i4BE Infertility or [] #&##2=8L Mental disorder
sterilization
BB F)5E Abuse of drugs or alcohol  [] 5% Venereal disease [] ‘RABIE Corrective aids or [] &8/ % Rehabilitation/
treatment of refractive errors convalescence
[] 25 =258 Cosmeticor plastic  [] 88E 2% Develop-mental [ ¢=2rkit@s/ &8
surgery abnormality Hazardous sport / activity
[0 —#5reies/Bh%5E4 Body [ ®nwsAtemiEmss [ %%  #ERBEED Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections
[] &1t - 553088 Other disease, please specify [] BAEESE None of the above

12 FELRABEATLUTIRIE/ZBE - Does the patient have any medical history or habit as indicated below?

[0 6% Asthma [] ks Cardiac problem [[] #%R % Diabetes Melitus

[0 Z B3 Hepatitis B [] = Hypertension [] &35 F1fi Previous operation
[0 &2 Drugabuse [ &t E Family history of cancer [ == Unfavorable family history
[0 WEESSE None [ =tthzss - s55RER

Other disease, please specify

13 BRAASERELAERIEHMBREERIETBENERAE ? M5 - $55RAFF1E - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
O #Bves [ s8N0 #2AHH Date of diagnosis/treatments £ Year H Month H Day

¥ f& Disease

JAE/1E RIS Details of Treatment / Hospitalization

Be 4 17 /B8R B FE Name of Physician/Hospital

14 EIREEUE/RIEZEEF1E Please provide details of Drinking & Smoking habit.
31844 B Drinking/ Smoking start date since F Year A Month
| L

H Day
|

EZHFE Daily consumption (3z/B1/18 /%€ piecel pack/ bottle/ can)

I E—
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EBS{REE SRS Group Policy No.

C. /AEF 5K FE5tE A TREATMENT DETAILS AND COST ESTIMATION

1 &%EEtEl Treatment plan

2 EBEEZIER/VERE/AMZEHEBREREIZERENER -

Please list out any Lab tests/ Imaging/ other diagnostic investigations required for this hospitalization and reasons for the same.

3 F&&5 B8 = & FH Estimation of Medical Expense

fERIEEE Room and board HK$ £ H Per Day
BHEKEER Doctor Visit Fee HK$ #H Per Day
SMRIBEEE (FE5ILAR4E ; 417) Surgeon’s Fee (with breakdown; if any) HK$
Fir B BT & FA (FB 5L AR4H ; N75) Anesthetist’s Fee (with breakdown; if any) HK$
FilgZEF Operating Theatre Fee HK$
EPrH#IEE R Miscellaneous Expenses HK$
H{thE FH(FlUNZ R B4 & R H{th) Other Expenses (e.g. specialist fee etc.) HK$
AR R BR & 29278 Pre and post hospitalization outpatient follow up HK$
FERH42E R Total estimate fee HK$

D. £ZELE R PARTICULARS OF ATTENDING PHYSICIAN

RAGEULERR - BiARAFRFIPAE - AR ARENERIGRSEZ2EL - WHEERH - | HEREBY DECLARE that all the information provided

by me in this form is true and correct to the best of my knowledge and belief.

TEBENZ =4

Name of Attending Physician Qualification

bl Bi4BERR

Address Contact No.

IR BERERER/SAEE fF Year | A Month | H Day
Signature of Attending Physician Etﬁﬂ

and Stamp of Hospital / Clinic aie
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