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The estimated charges are for reference only. Final payments are subject to charges incurred from treatment, procedures and services performed.

4 # ¥ %7 Provisional Diagnosis:

4? A2 B /£ 3 & L Name of Procedure / Operation:

Ff B £ jiFpF B Estimated Treatment / Surgical Operation time: - -] & Hour(s)

FE 3 pepF & Estimated Length of Stay: - p Day(s) % % Class:

iy 51;5 2 Attending Doctor:

8B Part A : THE B4 B (HELEIER) Estimated Doctor's Fees (To be completed by doctor)
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Daily Doctor's Round Fee: $ X 2y(s)
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Doctor's Fee: $
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Anaesthetist’s Fee: $
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Other Items and Charges: $
? 4 % #3 Doctor Fee Total |$
Z P Part B : FAE BB & Estimated Hospital Charges
RIFEEP ’w"‘?i FR+e ‘;‘?“?ani FREE FELHFRE I P RELRR NI RES 21,2682 1,58 % #2 Room Charges:
F < Private $ 2,350
S AR AR P #K 2 4 F_Semi-private $ 1,850
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Room charge: Length of stay ##  Standard $ 850
pREARE (6] ) S 460
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Operating Theatre and Associated Materials Charges ( /> 48 minutes)
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Other Hospital Charges* (3 edaiish PHRBEE LpTREET )
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kre o/ B/ BEEALGBEIETEE Y ERELRL -

I have explained to the patient/ next-of-kin/ authorised person details of the above estimated charges and have sought his/ her agreement.

% 4 4+ & Name of Doctor %5 4 % % Signature of Doctor p ## Date

® A #E Patient's Signature
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Tunderstand that this package 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.
T agree that final payments are subject to charges incurred from treatment, procedures and services performed and should be made in accordance with hospital invoice.
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Name of Patient/Next-of-kin/Authorised Person Patient/next of kin /Authorized Person Signature Date
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Figures listed above are derived from statistics of actual discharge bills of 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 charges including nursing care, consumables, drugs, investigations and other non-Operating Theatre related charges.
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The hospital surcharge for Semi-private Room and Private Room was about 25% & 50% on top of the standard charges.

N

w

472 e g BHPE ST EIRAEFET Y -

Fees for laboratory tests, imaging diagnostics, meals, and companion bed are not included.
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This budget estimate is valid within 60 days from the date of signature.
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