Policy Number {REE4R5E :

"a¥ redefining / standards

MediPartner Health Plan
REBERUOEERE
Pre-authorisation Form Il

REREPEHER U

Part Il - To be completed by the attending doctor
HREE-_BOHVERTIDBLEER

1. Details of Insured # R A= §

Fax S EIRES - (852) 2285 6297

Policy Number Full name of Insured HKID Card/Passport No. Date of birth Contact no.
RERES WIRALER BB SMEL | ERIR HAHE BERERE

2. Diagnosis Details B Efs¥1E

1. Diagnosis/symptoms presented 52 Efi /B H IR 2. Onset Date F&/ HIE A 2

3. Is it a chronic/recurrent iliness A8 M /SR IKSR if yes & - first onset date BX HEHE

4. Name of Referring Doctor/Usual Doctor and telephone no. ( Please enclose referral letter, if any ) B/ RERE AR EF GEREENE - )

3. Diagnostic/Surgical Procedures 22 EftE/5 5 F 7

5. Name of Hospital/Day Case Unit: 228z / BIER O BHE : 6. Treatment date 34¥& B £ / Date of
Admission ABtBE (DDH/MMA/YYE)

[Cciinic 8 [JHospital OPD E&BxFI2EE  [in-patient B2 [ |Day Case BYE

7. Estimated Length of Stay 7851 &8z B & 8. Bed Class 1EFE 425!
[Cprivate #.xE []Semi-private FRE [ JWard XE []Daycase BfE
9. Name of Surgery or Procedure: Fli B EfF : 10. Surgical Fee: FHIEM
11.Treatment Plan S8t 2| 12.In-patient Physician Fee per day (HK$) = HE £ & FH(BE)

13. Diagnostic tests (e.g. CT/MRI/PET scans) required during hospitalisation and please provide reason.

AR MR E R ADENR (D i B /0 R IR EEF ) F R AT -

14.1f hospitalisation is arranged for physiotherapy or a surgical procedure or that is normally carried out in a day case or clinical setting, please explain why hospital stay is necessary.

MBRAERR 2 B O RETIEERER— R BER—RERER - S5ABR2ER -

15.Was the medical condition caused by or related to the following: tLiEREE T H1EREEKSI2K
[[JInfluence of drugs or alcohol or narcotics consumption ZE¥Is{EE S MM E []Pregnancy, infertility or sterilization 1% » TEHEE -

[ Treatment for cosmetic purpose EZARE - [ selfinflicted injury B H&IEE -
[ Any congenital or inherited disorder or development conditions 5 & 14 50 B &1 B w3 RAG1F -
[[] General check-up or vaccination —f#% 5 B2t 2 55 b5 BT 5t - [CJAIDS,HIV sexually transmitted disease B35 * AERENTRIE » HiF

[JTonsils, adenoids or hernia, female generative organ RHkIE » IREILTERS » RN LM EEEERE
[]Mental disorder, psychological or psychiatric conditions, behavioral problems or personality disorder ¥R - DIBFREMIENR @ THRIER AKRER

[J sleep disorder FEIR & [J Treatment for obesity 4 BAEREE
4. Referral to a Non-Network Specialist (if applicable) &4\ JFfESHEE(MNER)
Specialty Name of Specialist Tel. no Reason for Referral
=8 ERIBENS B =@ RRE

5. Declaration and agreement =R %1
Name of Physician B4 B8 Contact Tel. No. B #%E 5 Fax No. EE RIS

Signature of Physician 5452 Date H
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