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Information Required for Hospital

Fee Budget Estimation
(Completed form should be sent to Accounts Office via accounts@canossahospital.org.hk)

Please provide the following information to facilitate budget estimation of hospital fee.

Patient Information

Name:

HKID No.:

Age:

Sex:

Admission Date:

OT name:

(in long Form)

OT hours: hrs mins

C-arm hours:  hrs mins
Length of Stay: - day(s)
Ward Class: OM)Semi-private@DrivateOOPD

Day case? OYINO
Insurance Covered: OY/NO

Attending Doctor:

Please provide details: (P+C, area)
CT

MRI

PET/PET-CT/PET-MRI
Laboratory

Special Instrument / Implant
Name Brand Cost (HK$)
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