B XARRE Name (English & Chinese):

CU H K Affix Admission Label if any

Medical Centre

?ﬁﬂﬁ%“uiﬁ - EfREE Date of Birth: Sex:
(dd-mm-yyyy)

(/ \{/\ /

FEE-FOR-SERVICE
BUDGET ESTIMATE ID No.:
(For Reference Only)

AFBEASEHEBRNRABELCHEAN - AIAMRANBESE - ERFEERMSE  SRUERTRABRESNGE EREREME -
The original of this form will be filed as hospital’s medical records, and copies will be given to patient and doctor for reference. The estimated
charges are for reference only. Final payments are subject to charges incurred from treatment, procedures and services performed.

L2
Provisional Diagnosis:
FAEH R H wREA A
Estimated Length of Stay: Day(s) Class of ward:
AEER/ Fill
Treatment Procedure/ Surgical Operation:

ZBeE
Attending Doctor: Dr.

FIEA FEEBLEER (BEHER)
Form A: Estimated Doctor’s Fees (To be completed by doctor )

BHEBXKEE

Daily Doctor's Ward Round Fee $ X H day(s)
BEFE

Surgeon Fee $

BN BB E &
Anaesthe5|olog|st’s Fee $

HmENEBEZEER FaiiA)
Other Specialist’'s Consultation Fee (Pls Specify): Dr. $ Dr. $

HMEE RKWE IVt $
Other Items and Charges: $ Subtotal

AANEBRA/ REB/ EEARELLNTEEER  UHEHER -
I have explained to the patient/ next-of-kin/ guardian details of the above estimated charges and have sought his/ her agreement.

Dr.
B24-%5 22 Doctor’s Signature B854 %4 Doctor’'s Name HER (8/8/%) Date (dd/mm/yyyy)

=18 B HEBRER B REBREHNKETHIER)
Form B: Estimated Hospital Charges (To be completed by doctor based on the charges information provided by hospital)
*AEBEZTIEEERERTNABEMNNEREE  *The budget estimate shall only be valid when Form B is completed

ERE]

Room $ X H day(s)
FiiEREEYRER (#:31)

OT and Associated Materials Charges (Remarks 1)  $

ZEER
Diagnostic Procedures $
HMERWE (#x2) INEt $
Other Hospital Charges (Remark 2) $ Subtotal
=& A + =18 B 225t $
A %= Patient’s Signature Form A + Form B Total

KA%DUEE%%%EZZ%%I##%{%)(UJ ERnSE  UAeERHBEURARERRNERMEENEEINER - AABERRKNE
HRERAEREZNEGE  BFEREME - WLLIERIREFRIIHE -

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. I agree that final payments are subject to charges
incurred from treatment, procedures and services performed and should be made in accordance with hospital invoice.

AA /B BEEARE A /B EEALS B (r/m/m)

Patient/ Next-of-kin/ Guardian’s Signature Patient/ Next-of-kin/ Guardian’s Name Date (dd/mm/yyyy)

&% Remarks:

1. ZERSHERERRENSEREYY  EESRPARNARKEEYVSEZNGRREEGERS - SUBERERTBENTATRESR
BERPINZEEERE #29EF - FRYPNS) -
Figures listed under the Reference Range of Hospital Charges are derived from statistics of relevant treatments 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.

2. "HMERWE, FE  HFEG - ZY) - b BE  REMEFNEARERNGELRMN -
Other Hospital Charges is a rough estimate of the total charges including nursing care, consumables, drugs, laboratory tests, investigations,
and other non-Operating Theatre related charges.

f”“

3. ABRMNBSREREMR - B2ERE http://www.cuhkme.hk - Our hospital's Room Charges, please refer to our webpage: http://www.cuhkmc.hk.
FIN-CHARG-003-B-V06-20230718

BYHA: MEFR-ES 2 EH
Valid Period: 2 months from the date of signature




