P ( 6 Y Name of Patient:
T " HOSPITAL (CARITAS) HKID No.: MIF  Age: DOB:
$M

)] =z
<. Fmaf m % I}% Dr. Date of Admission:
Bed/Patient No.: /
ADMISSION LETTER

Date & Time of Admission: AM/PM  Room category: O Private [0 Semi-private (I General Ward
O Surgical O Medical O General Ward O Paediatric
O Daybed : O Private O Semi-private O General Ward 0 Day Case (outpatient)
Patient's Name: Date of Birth:
Sex: FIM HK ID /Passport No. Tel/Mobile:
Provisional Diagnosis:
Attending Doctor: (Please printy  Tel/Mobile:
Past Medical History: 0O Asthma O DM 0 Hypertension 0 Coronary Heart Disease
Allergy:
Current Medication: O Anti- Hypertensive drugs

0 DM Drugs

O NSAID O Anti-coagulants

O Others
Risks: O Bleeding O Fall 0 Pressure Sore

O Others
Advance Directive: O No O Yes - bring a copy and give it to ward nurse

Doctor’s Order:

Acknowledgement of “type & screen” for major procedure Doctor signature:

Type & screen: O No O Yes

Operation/Procedure/Endoscopy

OT date & time Anaesthesia:

Anaesthetist: (Please print) Tel/Mobile:
EHAETEE—5% 1, Old Peak Road, Hong Kong. EEf Tel: (852)25222181 44 Web: www.canossahospital.org.hk
) email: reception@canossahospital.org.hk {HE Fax: (852)28255682
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Patient’s Insurance Coverage (Please specifies insurance company & plan where applicable):

Estimated Doctor’s Fees FHEEIAEH (To be completed by doctor FHE& 4= 1Y)

Daily Doctor’'s Round Fee £ H 54 K B2 $ X day(s) H
Surgical Fee F-ffifZ: $
Anaesthetist’s Fee Jiifi [} 284 & $
Other Specialists’ Consultation Fee (Please | ¢

Specify) HAEREE42EER G5:EHH):

Other Iltems and Charges E:Ath38 H KUk E: $

Total 485+ $

| have explained to the patient / next-of-kin / authorized person details of the above estimated charges and have
sought his / her agreement. AKX ANEL[EE A /#E [ FERRE N\ Lfgke alityAR g - WWEESHEE -

Name of Doctor B& 4= 444 Signature of Doctor E24- %55

HHH Date

DISCLAIMER G &EHH

I 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.

ANAGENR B THEE F AR » 8 525 WA BIENGFEELL K ABEREEIRVERFTE VAR MNEH -
KNI il P S5 N I BE ST, 00% ~ R KRBT E > AL ABS e AR LI 91 ot -

Name of patient / next of kin / authorized person Signature of Patient / Next-of-kin / authorized person
WA | RN L WA S | e N5
Relationship &% Date HEH

*** Please remind patient to bring ID card/ Birth Certificate/Passport & Deposit ***

A R A ey F5 167 B (L (/A S e M R i <
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