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AR REF LTS Pre-hospitalisation Claim Assessment Form
LI X LB B L7 Ts - LIRS BB A Al B D 3 18 LIFA LB R B S B IR B EE T T (BX) RBRBRAS ( "E+F, ) - TR RN (BA) &
BEBHUBRT  ET-FBERRRA (BA) MEREREHEFOIRESEE 25 - Please complete this form in BLOCK letters and return it to Blue Cross (Asia-
Pacific) Insurance Limited (“Blue Cross”) by fax or email at least 3 working days prior to receiving treatment or hospitalisation. Subject to the eligibility of the Insured
(Patient), an assessment of the estimated eligible claim amounts under the policy will be provided by Blue Cross.

) REFBA/ZRA (FBA) ER Details of Policyholder/Insured (Patient)
HREBHBAHZRA (RA ) EE To be completed by the Policyholder or the Insured (Patient)

REFAALER IREESREE ZRASRES (WER )
Name of Policyholder Policy No. Insured No. (if applicable)
RRA (BA) #& B4R R BBEHP—IERIZE AL Please select either one for our reply
Name of Insured (Patient) Contact Telephone No.
[O/8BE Email  iHk Address
[O@EE Fax SRES No.

() BEFBE M Treatment Details and Assessment

AEFERZRA (FA) ER G ERE IR Note!
Treatment Details to be completed by Insured (Patient) Assessment to be completed by Blue Cross Not¢!
2B Diagnosis REERBEB (B/B /%)
Coverage Effective Date (DD/MM/YY)
— — A/R/&
APz B Date of Admission DO/MMAY
B&Mt =18 Name of Hospital fRE B Policy Currency (HK$/US$)

FERt AMERIRE AR A Intended Level of Accommodation IE=BERFEERF Entitled Level of Accommodation

lﬁ FAZRE Private E¥*A§}% Semi-private O FRE O *¥AKRE O EEE
mEAR A Level of Accommodation Private Senfirenven Ward
O &&= Ward [0 B/ 2FFili Day Case/Clinical S ar L
$ & H Per day
Sl (43 A ) Name of Surgery (if applicable) < RIEPHREBFLARNIFTE PR -
ST F AT /AR g!ain) in progress iswnot refleqed in th\is estimation.
Szr ical Procetguri(s)/ 1. © FiEFSRRENaRAFMNR (WER) -
Tre§tment(s) to be performed Please refer to the Schedule of Benefits and the Surgical
P 2. Schedule for details (if applicable).

HEOIRESER (BRIEHK )

JEEBEER (MER ) Estimated Eligible Amounts (per Disability)

Estimated Medical Expenses (if applicable)

SMRIEEEH
a. . HK$ $ $

Surgeon’s Fee

R B2

b, B EER HKS s s

Anaesthetist’s Fee
c FH=ZEER HKS $ 5

Operating Theatre Charge
o BEMERE HKs sl 58| 5

Physician’s Hospital Visit Per day| Per day}

BRI 74 I

Miscellaneous Hospital Charges

. BRARZE HR#(B/R/%F)
&3 Authorised Signature Date (DD/MM/YY)

Remarks

Notel it i I B S B AT R E M AT R AN (BN EER SRR RENERREMREAHE  ARHES2EC A - BREESENBRIEEATS
# - IEREEERSEFTEFERERIRAUEMAINRZBENER TN - MIEFGEASKEREAEIUER - HURKBIESZE - Assessment of the
estimated eligible claim amounts in this form 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.

(1) ZEBAE R Declaration and Authorisation

AN/ BRELBRATRE : (1) AA / ZRAPAREEZLFERBUANRETFEITERNRERE - 2) A/ RASHERBEEAREH EABEEA
EIVEAR - I/WEHEREBY DECLARE AND AGREE: (1) I/We understand that the issuance or completion of this form does not constitute admission of liability or guarantee
payment of the claim on behalf of Blue Cross. (2) I/We have read and understood the Personal Information Collection Statement as accompanied with this form.

REFBBA/ZRA (BA) BE (NEZRA (BA) ZFRE18EMUT ARREREREEE) HB(B/B/%)
Signature of the Policyholder/Insured (Patient) (if Insured (Patient) is aged under 18, signature of his/her parent is required) Date (DD/MM/YY)

AR WEEXXEEER - RBEAIEEWAA - XHOIEEARBER - AFFETEREA - B2ER - 2% - FIREEMEERREED
178 - HEEXER - BANEELF -

NOTICE: The information contained in this facsimile is intended for the named recipients only. It ma

contain confidential information and if you are not an intended recipient you must not copy, distribute or take any action in reliance on it. If you
have received this facsimile in error, please notify Blue Cross immediately.

Blue Cross (Asia-Pacific) Insurance Limited B+ (25K) REBBREAS
www.bluecross.com.hk ME044/07.2023
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