Blue Cross % _I_ g WS (B BB

An AlA Company =#HREBKELDT Pre-procedure Claim Assessment Online Service Personal Information Collection Statement
ARG ERB L FEREER

This form is for applications via online platform only

Fir/ BEaREFTF LHRE Pre-procedure Claim Assessment Form

BUEZ AR REN EEEF OGFERIRETETE  WEMBAHENE - REBFRQ4-7EALER - RERA (BA) BEEBNBRT » E+FHRZHEA
(BA) ERBREGCEFAUEESRTME -

Please complete this form in BLOCK letters and upload to the Pre-procedure Claim Assessment platform. It should take around 4-7 working days once all necessary information is

received. Subject to the eligibility of the Insured (Patient), as assessment of the estimated eligible claim amounts under the policy will be provided by Blue Cross.

B - BREFFARZRARBNIER
Part | - To be completed by the Policyholder and the Insured (Patient)

REESRAS ZRASREE (LIER)

Policy No. Insured No. (if applicable)

ERARA S HH A BRSNS

Name of Insured (Patient) Contact Telephone No.
BIALRIES

Declaration and Authorisation

TA/HM - EWBRTES:

(1) WREESREZTEREMANFEEE RN EEBNRRBRENERELRFHRENFE - AREFSECH  BERBEESRMURKERRERE - IEREER
BREENEMAREGANMA LA MR BRAER N - AT ERSREREEMNESR - URKERRYE -

2) AN/ HFAEHEELPEEARKNIN LS EABNZS -

I/WE HEREBY DECLARE AND AGREE THAT:

(1) Assessment of the estimated eligible claim amounts and any other communication in relation to this assessment, whether verbal or written, are computed based on Hospital
and Surgical Benefits of insurance policy and are solely for customers’ reference, actual eligible claim amounts will be subject to the final claim decision. All benefits payable
are subject to the terms and conditions and the full list of policy exclusions. Should there be any discrepancy between this assessment and the final claim decision, the final
claim decision shall prevail.

(2)  1/We have read and understood the Personal Information Collection Statement as accompanied with this form.

REFEAN ZRABAEE ZRAGRAN)EE (HEZRACGEA) ZFIRITI18LT - ARBRFRAH H#(HB/ B/ %)
Signature of the Policyholder/Insured (Patient) HREEE) Date (DD/MM/YY)

Signature of the Insured (Patient) (if Insured (Patient) is less than 18, signature
of his/her parent is required)

CEB - BERZBE IHBERR
Part Il - To be completed by Attending Physician/Surgeon

EREEIREESS B AR PTHAE
Name of Attending Doctor/Surgeon Address of Doctor/Surgeon’s Clinic
AR BRE RS BERE
Contact Telephone No. Fax No.
BEAH (B3 N N
Name of Hospital Room Class ] #xE ] ¥#xE [] &R
Private Semi-private Ward
R (] F2
Day Case Outpatient/Clinical
T ARBHE B F) TRt ER A&
Expected Date of Admission (DD/MM/YY) Expected Length of Confinement =]
Day(s)
Blue Cross (Asia-Pacific) Insurance Limited 5+ (Z2X) RIGHRAS MD223/10.2024
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BEHE
Medical Condition

(1) 2 RAABEmE

Diagnosis and associated signs and symptoms

2) AUFRBEFEZA(EXHERH) ?

How long have the similar symptoms and signs been existing (i.e. onset date)?

(B/B/ %)
(DD/MM/YY)
B) WABRMETRKDH B R ?
When did the patient first consult you for this condition?
(B/B/ %)
(DD/MM/YY)
@) RRERREESHRN?
Is the hospitalisation related to pregnancy? D = D =
Yes No
AEEEE
Treatment Details
HEHEIT 2 F TR
Surgical procedure(s)/treatment(s) to be performed
BHET 2L ERE /A2t eE
Lab test(s)/imaging(s)/other diagnostic investigation(s) to be performed
HHELT R B TT TN
Type of anaesthesia to be performed [] = ] 25 [ =z O &=
Local General MAC Not required

RILABRARPIZ A B R OET ? MBERRS  BnBRA -
Can the case be proceeded as outpatient or daycase? Please provide reason if the answer is No.

TEEEEZEM Estimated Medical Expenses

[] sMeiEE 42 Surgeon’s Fee HK$
[] miEcklE4 %M Anaesthetist's Fee HK$
D Fir=& [ Operating Theatre Charge HK$
D B4 XKEZE A Physician’s Hospital Visit or Ward Round Fee HK$
|:| EEPsEIEE A Miscellaneous Hospital Charges HK$
EREEIRBLEEE A#(A/ B/ H)

Signature of Attending Doctor/Surgeon Date (DD/MM/YY)




