
Budget estimation form A+B          03/2024 (V8)  CH-068

( ) 
Budget Estimate (For Reference Only)

Patient’s Name :                                     

/ HKID Card / Passport No.:

/ Sex / Age :                              Class of Ward: 

Attending Doctor :  
( Please affix patient’s label)

The original of this form will be filed as hospital’s medical records, and copies will be given to patient and doctor for reference.

The estimated charges are for reference only. Final payments are subject to charges incurred from treatment, procedures and services performed.

Provisional Diagnosis : _____________________________________________________________________________________________      

 / Treatment Procedure / Surgical Operation : _______________________________________________________________________  
Class of Ward: � General     � Semi-private     � Private  or � Outpatient / Day surgery

(Estimated length of stay): ___________ Day(s)           
Estimated Doctor’s Fees --- To be completed by doctor
Daily Doctor’s Round Fee :

Surgical Fee :                                                    

Anaesthetist’s Fee :  

 ( ):

Other Specialists’ Consultation Fee (Please Specify)  

Other Items and Charges :

$ _______________ X _______ Day(s)

$ _______________

$ _______________

$ _______________

$ _______________

/ / 
I have explained to the patient / next-of-kin / authorised person details of the above estimated charges and have sought his / her agreement.

________________________________

Name of Doctor
________________________________

Signature of Doctor

________________________________

Date

Estimated Hospital Charges
(To be completed by doctor based on the charges information provided by hospital)

Room Charges      
1

Operating Theatre and Associated Materials Charges1

2 Other Hospital Charges2

$ _______________ X _______ Day(s)

$ _______________
$ _Not confirmed  

Patient Signature

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. I agree that final payments are subject to charges incurred from treatment, procedures and services performed 
and should be made in accordance with hospital invoice.

________________________________
/ / 

Name of Patient / Next-of-kin / Authorised 
Person

________________________________
/ / 

Signature of Patient / Next-of-kin / Authorised 
Person

________________________________

Date

Remarks:
1.

 ( )
Figures listed are derived from statistics of actual discharge bills of relevant patients who underwent similar treatment in our hospital last year and 
the preliminary treatment items chosen by the doctor. Doctors’ management (e.g. choice of procedures, drugs and consumables) of the same illness 
may differ.

2.
“Other Hospital Charges” is a rough estimate of the total charges including nursing care, consumables, drugs, laboratory tests, investigations, 
diagnostic procedures and other non-Operating Theatre related charges. 

http://www.canossahospital.org.hk
For the room charges of our hospital, please refer to our webpage: http://www.canossahospital.org.hk.

Total $ _____________

Total $ Not confirmed  


