% AR B W B
St. Paul’s Hospital

Patient’s Authorization Letter %5 AfZEE
For Handling Insurance Pre-approval

AR RETRCHE | ERERERHFE

I, &N (Name #:%4)

Please Select 0 O O

Visit No.: Dept.:
Name: Sex/Age:
Doc. No.: Adm. Date:
Attn. Dr.:

Patient No.: PN

SPHF-FINA-010

hereby authorize St. Paul’s Hospital to submit required documents® to my insurer® for pre-approval

process on my behalf. A photocopy of this letter shall be as valid as the original.
TERLFZME BEORAEEEDT B A B TR SO TR ANNRER AT o AIEED
s EIARBLEARE AR -

Below please find the information of my *admission / inpatient treatment booking details:

DT RAEARKETRLANT *ABt / (Ebifk® &sh

Planned date

IEEN] SR

Attending Doctor
ERBAE

*Room Type
* P EE ]

Revised Date: 02-09-2020

Dr.

! Please SelectO0 O O
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SPHF-FINA-010
Documents® will be submitted:

DUT AR R 4O -

Completed and signed Pre-approval / Pre-authorization Form ELE %2 K g5 BRI TESCHIZ RS =

Copy of Valid Medical Card *and/or Medical Voucher A3V ERRRISEIA *F1/5 (RigEE

Consultation Notes related to this planned admission 75 BgE R TELI ATZAY & 2240 5%

Diagnosis reports related to this planned admission 75 22X FALY A A2 B sk o5

Medical Questionnaire to be completed by Attending Doctor 352 8& 4= HH BT Y B [1 5

Completed and signed Budget Estimation Form EE % K gx B AR E HTHE =

Others EAt, :

My insurer® is:

AR AT K

AIA International Ltd. & F{HER (EFZ) BIRAF

Allianz Worldwide Care

Asia Insurance Company Ltd. Tol{rEAIRA

Assicurazioni Generali S.P.A. EFRREHEPRAE

AXA China Region Insurance Company Ltd. / AXA General Insurance Company Ltd. ZZE%5E

Blue Cross (Asia-Pacific) Insurance Ltd. B (55K) REAFEAE]

Bupa (Asia) Ltd. {rff (S5 AFRAE

Cigna Worldwide General Insurance Company Ltd. (S:5EEEK{REAEAE

FWD General Insurance Company Ltd. ZE#{#EARAE]

Manulife (International) Ltd. Z=F] ASEwE () AIEAE

MSH International / MSH China /5 xfl (_E3&) RS HIRAE

International SOS Assistance (HK) Ltd. Eff%& SOS

Liberty International Insurance Ltd. FI&EER[E{REHEEAE

Sun Life Hong Kong Ltd. F#kBHEEIETRAE]

The Prudential Hong Kong Ltd. {5 ARAE]

The Tokio Marine & Fire F5iF FoK SRR (T ) ARAT

YF Life Insurance International Ltd. & @ (=[G EIEHBIREAE]

Others HAth :
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SPHF-FINA-010
I understand and agree:

A AHREAREE

1. To contact my insurer to verify my insurance coverage and responsibility prior to engaging St.
Paul’s Hospital services.

PEZEEORFE IR - A NHB 7B A ANTORR A S B priE 6 E S R AT VE A -

2. The outcome and the corresponding terms and conditions of this pre-approval application is the
decision made by my insurer and | shall contact my insurance company for clarification if there
is any doubt.
FRSCHEZHT B B 45 R S B R DB A A PRl A BV RESATE » AR ERFHE - AA
G ETTIR PR E] T

3. St. Paul’s Hospital does not have any liability on the pre-approval outcomes.
B Rtk B el 2 A (A B e A H S5 S5 SR A BRIV AT -

4. To provide my identity documents, insurance card, other personal information and/or insurance
policy details to St. Paul’s Hospital for the purpose of pre-approval / direct billing upon request.
FEEEPRIFESEEOR T - RAFREA AN B8 ~ Prb&-REUSAE A S/ Siprba &k
T AR EE I - s EEA R TR /| BEFEERE

Patient’s / Relative’s Signature
WA TRARBEHE
Patient’s / Relative’s Name

WA IR A BT

Relationship (if applicable)
KIERRR (WEH)

Contact No.
A A

Email Address
BRI

Date
H A
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SPHF-FINA-010

For Internal Use

Handled by Staff Name

Staff Signature:

Extension No.

Date & Time submitted to insurer:

Remarks
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