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Precious Blood Hospital (caritas)
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Budget Estimate (For Reference Only)

Name (Eng)
(Chin)
Date of Birth (dd/mmlyy)

HKID /Passport No.

Telephone No.
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The estimated charges are for reference only. Final payments are subject to charges incurred from treatment, procedures and services performed.
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Provisional Diagnosis:
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TRt A pp R
Estimated Length of Stay: A Day(s)

e ARR /I
Treatment Procedures / Surgical Operation:

R E!

Attending Doctor:

EHER FEBLEER (HBEER )

Part A: Estimated Doctor’s Fees (To be completed by doctor)
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Daily Doctor's Round Fee: $ - X - (days)

P

Doctor's Fee: $ -
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Anaesthetist’s Fee: $ -

e e Fidmp ™ Grl)

Other Specialists’ Consultation Fee (Please Specify): $ -

EEE SRR

Other Items and Charges: $ -
Rt $ )
Total
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Part B Estimated Hospital Charges
’ (To be completed by doctor based on the charges information provided by hospital)
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Room Charges: (days)
£F & 1st Class $2,100 -

- % 2ndClass $1,180 - $1,580 R
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3rd Class $850 R
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Room:
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Operating Theatre and Associated Materials Charges (Remark 1) $ -

A %5}‘;2»}3:?;’.‘3 (#3x2 )

Other Hospital Charges(Remark 2) $ -
o ]
Total

AL m A/ R/ BHEEALERI HTFE Y > SEFARL
I have explained to the patient/ next-of-kin/ authorised person details of the above estimated charges and have sought
his/ her agreement.

5,,5 4 4+ Name of Doctor %5 4 % % Signature of Doctor p ¥ Date

J" AZKZE Patient's Signature
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I understand that this budget estimate is not legally binding and is for reference only. Additional charges incurred from
complications and from diseases diagnosed after admission are not covered. | agree that final payments are subject to
charges incurred from treatment, procedures and services performed and should be made in accordance with hospital

invoice.
AR R L Bmr/ Rp ) EREALEY p g
Name of Patient/Next-of-kin/Authorised Person Patient/Next-of-kin /Authorized Person Signature Date
#EF Remarks:
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Figures listed are derived from statistics of actual discharge bills of relevant patients who underwent similar treatment in our hospital last year and the
preliminary treatment items chosen by the doctor. Doctors’ management (e.g. choice of procedures, drugs and consumables) of the same illness may
differ.
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“Other Hospital Charges” is a rough estimate of the total charges including nursing care, consumables, drugs, laboratory tests, investigations, diagnostic
procedures and other non-Operating Theatre related charges.

3. W AR % %Y % T https://www.pbh.hk
For other special beds, please refer to our webpage: https://www.pbh.hk
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