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Claimable Amount Estimate Form

OEEERNE

Claimable Amount Est

e

imate provides an estimate for how much you can claim under your policy, with an aim to provide

information on the medical expenditure budget before surgery / hospital admission.
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Complete by the attending physician/surgeon

REZBEL/IRBERZRRE

Submit the completed form by e-mail to ftlhk.lifeclaims@ftlife.com.hk before surgery /
admission.

RARE | FMIAHEZHREEE ftihk.lifeclaims @ftlife.com.hk

You/ you and your handling agent will receive email message on the Estimated Claimable
Amount from FTLife in 5 working days

IS RSGRE BB E 5 B TFHAWRESRNEF T ENERIBESRZME -
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After the treatment or on discharge, please submit the bill and “Hospitalization and Surgical
Claim Form”, please quote the reference no. under the Estimated Claimable Amount to facilitate
the claim settlement.

AEENLEE  BREBER "ERMFMEEPBES )  FEREPFSANELIBESER
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* Please note that the

Estimated Claimable Amount is for reference only, the final Claimable Amount might be varies

based on the final medical bill and claim assessment. ;5,15 | tRERERAMSE  BEROEECHERNESRER
B AEEZIBRME
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Policy Number Name of Agent / Broker
ESEaiubl RIRIUIR / AR
Email address Code of Agent / Broker
B sk

Telephone No. Telephone No.

Details of Treatment and Estimated Expenses ;A& {15 NFBEEH
Submit the completed form by e-mail to ftlhk.lifeclaims @ftlife.com.hk F$3EZ FIFRAEZEEL ftink.lifeclaims@ftlife.com.hk 125

(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)

(AFRAZEZBELEINELES  NEBEREFEANZRABETREERRBER)

& A% Name of patient S 1)78/E8E55ES ID / Passport No.

A. Medical Condition E&Ef15

. Diagnosis and associated signs and symptoms 2 Ei fI48 B R wHEE

. Accident date (if applicable) B9 HE (43EA ) (DDH /MM B/ YYYY HF):

Onset date of first symptoms BREEHY (DD H /MM B /YYYY & ) :

. Date on which symptoms/complaints first appeared (DD/MM/YY) FEEE A BERLIR 2 B (H/IBIF) :

1
2
3.
4. First consultation date EXKZ2HHE (DDH /MM B/ YYYY &) :
5
6

. Has the patient ever had the same or similar symptoms/medical conditions before or is this a chronic/recurrent O Yes £
illness? 5 N B E G EEBRA B —SABLUFE / mnat B nHes / Bk ?
If yes, please provide the date of the first episode and details 112 - FiRHERHFEHEARFE -

ONo &

~

Name of referring physician (if any) #7784 %E (NE ) -

Name of the physician that the patient first consulted for this illness (if any) AL ERE K2 NEEUZ RER (WNF ) -
Physician name &4 #475 : | Telephone Number E5E5EH5 -

©

B. Treatment Details A5

1. Name of Surgical Procedure/Treatment (If more than one surgery, please provide the name for each surgery.)
=Fiif /aEEE (WSR—IAFN - SRHSEFINEE ) -
1. 2. 3.

N

. Anaesthesia il | Dea2smm O MAC B i | OLA Bz

w

. Name of Hospital/Medical Centre 2[5 / &2Fr &% - |

Intended Level of Room Class fazt AfFHmELRA]

>

O Day Centre/Clinic BRI/ 271 | Owad %855 O Semi-private ¥ 5% | O private 155

[$2]

. Date of Admission/Surgery ARt / FiiiEHE (DD H /MM B/ YYYY % ) :

o

Expected length of stay 85T EFRHE -

~

Can the treatment and the medical test(s) be managed under an out-patient If “Yes”, why was the patient admitted to hospital?
setting instead? 2R E AR I A1EFIZ EIE, MEBAL B ET? EULEPIREE, B AR A ERRE

O Yes oJld O No A~ 8]l

[ee]

. Estimated Total Fee for this confinement/surgery (HKD) F8511EB% / FiliFiR@EBH (81 ) -
# If more than one surgery, please provide the estimated cost for each surgery 1% RN —IEF1li - FRUBIEFMNIEEEM -

Surgeon’s Fee # SMNRIBE 4B f# 1 2.

Daily Physician’s Hospital Visit (if any) 8BB4 K EER (N5 )

Daily Hospital Room Rate (if any) & H{EEREWE (115 )

Anaesthetist’s Fee (if any) fiffga 42 (075 )

Operation Theatre Fee (if any) Fii=&H (1075 )

Miscellaneous Hospital Charges (if any). Please provide the details.

BRMISER (N7 ) , BRREARER

Prescribed Diagnostic Imaging Tests (if any). Please provide the details.
ATHAZE R BRI (WA ), BiRHAIEER

C. Doctor’s information 24 &}

1. Are you the patient's usual physician? B N 2&ZBANEEEE ? Oves 2 Ono =

2. Are you related to the patient in anyway other than your professional capacity? (REZ£51) - B N 2R A RSB EME % ? Onos
O Yes please specify the relationship with patient 2 - FSI2 #tEE A 2B -

I hereby certify that all information given above is accurate and true to the best of my knowledge. K ARFILER - BIAAFTA] - LHFTA BRI ERRR -

Contact Telephone Number 5 #& 855 5545 Email Address B #f3it Fax Number & E5; 5

Doctor's Signature and Chop B4 %EREE Doctor's Name B4 Date HH§ (DD H /MM B /YYYY &) :
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