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W memee

I

Patient Name:

HKID: Sex: M/F Age:
DOB: Patient No.:
Dr. Room/Bed:

ADMISSION LETTER

Date & Time of Admission:

Room category: [ Private (1% class)
Specialty: I Surgical I Medical
For Day-bed: [ Private [J Semi-private

Full Name of Patient:

0 Semi-private (2™ class)

O General (3" class)
L1 Paediatric
[0 Day Case (Out-patient)

O General Ward
O General

(BLOCK letters) Date of Birth:

Sexx. F / M HKID / Passport No.:

Tel./ Mobile No.:

Provisional Diagnosis:

Attending Doctor:

(BLOCK letters) Tel./ Mobile No.:

Past Medical History:

Known Allergy:

Current Medications: [ Antihypertensive:

[J Oral hypoglycaemic agents / Insulin:
[J Anticoagulants / Antiplatelets:

[ Steroids:

[ Others:
Risks: [J Bleeding 01 Fall
Advance Directive: I No

Doctor’s Order:

O Pressure ulcer [ Others:

O Yes — bring a copy and give it to ward nurse

Operation / Procedure / Endoscopy scheduled:

* [ Type & Screen is required for Major Operation/

Procedure according to Hospital protocol

Doctor Signature:

Anaesthesia / Sedation:

Anaesthetist:

OT Date & Time:
(BLOCK letters) Tel./ Mobile No.:

Hidl Address: FHHEEELLTHE —5% 1, Old Peak Road, Hong Kong
ZEE Email: reception@canossahospital.org.hk

Admission Letter 01/2025 (V8)

5k Tel: (852) 2522 2181
{HH Fax: (852) 28255682

443 Web:  www.canossahospital.org.hk
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http://www.canossahospital.org.hk/
mailto:reception@canossahospital.org.hk

Patient’s Insurance Coverage (Please specify insurance company & plan where applicable):

Estimated Doctor’s Fees TEEEE4ZEHA (To be completed by doctor H18&4E1E 5)
Daily Doctor’s Round Fee & HE4 K FE : $ X day(s) H
Surgical Fee Ffiigr :

Anaesthetist’s Fee [ifi [ 5842 ¢

Other Specialists’ Consultation Fee (Please Specify)
HoAth R AR (F5)

Other Items and Charges At T8 H K UgEs -

Total g8+ :

| have explained to the patient / next-of-kin / authorized person details of the above estimated charges and have
sought his / her agreement. A& NEL[EIE A /8 / JERE A\ ke DarRE g A > EGEEE -

Name of Doctor &2 4= #f:44 Signature of Doctor B&4: %522

Date HHH

DISCLAIMER $ 5 EHH

| understand that this budget estimate is not legally binding and is for reference only. Additional charges incurred
from complications and from disease diagnosed after admission are not covered. | agree that final payments are
subject to charges incurred from treatment, procedures and services performed and should be made in accordance
with hospital invoice.

RANFERBTHREE DNEES) - B2 WA ERER D AR 2 B0 5IR AT E AL AERS
B - RANEERENEG TR ANBREZAER - 125 KRBSME @ WLABER AT s o

Name of patient / next-of-kin / authorized person Signature of Patient / next-of-kin / authorized person
N AL S e N w e W8 | RN L% E
Relationship % Date HHA

*** Please remind patient to bring HKID Card / Birth Certificate / Passport AND Deposit ***
A AR AN BT R T B L8 | ARSI | IR e

Hidl Address: FHHEEELLTHE —5% 1, Old Peak Road, Hong Kong e Tel: (852) 2522 2181 443 Web:  www.canossahospital.org.hk
T} Email:  reception@canossahospital.org.hk {1 H Fax: (852) 2825 5682
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