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MACAU INDIVIDUAL MEDICAL INSURANCE PLAN  Policy Number fRERE
PRE-AUTHORISATION FORM I

:r;'r;] BERy =1 AXA China Region Insurance Company (Bermuda) Limited
Fq ﬁ éﬁiﬁ1% BE (Incorporated in Bermuda with limited liability)
YA ISHERBE I RERIS (R BRAT (RERBEMRIOERLE)

® (853) 8799 2812

Email &L : individual.preauth@axa.com.hk
Fax Number {EE5%ES : (852) 3009 4548 / (853) 2878 0022

(1) Details of Insured Person (Patient) 2R A (FBA) Zit}

Name of Insured Person (Patient) . Insured Person’s (Patient’s) Identity Card/Passport Number
FRA (BA) 2 [ o [ s, e [ wiss v [ ws. 22+ FRAGEA) SHB/ERRE

Surname & Given Name & Date of Birth (DD/MM/YYYY)
HEHE (BH/B/F)

(2) Particulars of Medical Information &R & A BTt

1. Symptom(s) / chief complaint(s) presented 2. Onset Date (DD/MM/YYYY)
R/ EARHIR REILIREE (R/B/F)

3. Diagnosis 4. First Consultation Date (DD/MM/YYYY)
2l BREZRHY (H/R/F)

5. Is it a chronic/recurrent illness 25 18 14/18 & 5&%R If “YES”, First Onset Date (DD/MM/YYYY)
[ Ives2 [ [No& "R BREHERANE/B/E)
6. Name of Hospital/Day (Eentre/CIinic 7. Date of Admission/Treatment (DD/MM/YYYY)
Blx/BEP L/ B# (R/B/%)
|:| Inpatient B3 |:| Hospital OPD E&fzF932 |:| Day Centre 3%/l |:| Clinic &P
8. Ward Class J& =473 9. Daily Doctor’s Visit Fee
I:l Private TAZR E I:l Semi-private ¥Fh XK= |:| Ward &8 I:l Hospital Day Ward E&F5z B %= SHELUER
10. Estimated Length of Stay 11. Daily Room Charges
FEETEBREE SHREER
12. Name of Surgery/Treatment Surgery/Treatment Fee
Fifi/RBEETE Fifi/ 8B
13. Name of Medical Implant (if any) Medical Implant Charges (if any) 14. Operating Theatre and Materials Charges
BEEAXESE (WE) BEEARBEER WAH) FiiERYNER
15. Anaesthesia |:| GA. 25l I:l M.A.C EE52[iif I:l LA. BB Anaesthesiologist's Fee
iR AR B EE
16. Referral to Specialist (if any), please provide name and reason. Specialist's Consultation Fee
BAENELE (U0F) - FREBLBEZRREA - ERBELEZEER
17. Diagnostic test (e.g. Lab Test/X-ray/CT/MRI/PET scans) required during hospitalisation, please provide reason.  Diagnostic Test Charges
B iR REA R A ZEDE (G INEER/ X R E /SR R/ N H IR/ IE S F iRt B2 IRET - ZENAEER
18. Therapeutic medication required during hospitalisation, please provide reason. Medication Charges
FRERRSUEDYAEBEEERIET - EYEA

19. If hospitalisation is arranged for physiotherapy or a surgical procedure that is normally carried out in clinic or day centre or hospital daycase/OPD, please explain
why hospital stay is necessary. #l@RER 2 B RYIRaEs —RFIZ Fiitsl— M BB F e —MERBIE/MZFil - BRPERZER -

20. Estimated Doctor’s Fees (Total) 21. Estimated Hospital Charges (Total)
TREBEER (B85 FRHERER (M5

3. DECLARATION AND AGREEMENT ZERR[EE
| HEREBY CERTIFY that | have personally examined and treated the Insured Person (Patient) in connection to the above condition and that the facts as given above
present my opinion of his/her condition. | declare and agree to make the declaration on this claim form.

FNEBBRZSZRABAELZE U HEBHNSHEERDAAZRN ENBERMREH#ER - FAZLBRRER Lt — Rt REENFAE RO RHEEZ2E
B AL

Name of Attending Physician/Surgeon Signature and Chop of Attending Physician/Surgeon
FRBL/SIRELERR TRBEARBERERRES

Date (DD/MM/YYYY) Contact Number Fax Number

BE# (B/R/%) W48 BRE EERN

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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