Please read the following carefully before you retrieve, print or complete this form.
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Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance
Company Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at
your own discretion and risk. CTF Life is not responsible for any printing error that results from the form
download/printing and any loss or damage howsoever caused as a result of such printing error. In the
event that there is any printing error in the downloaded/printed form, CTF Life may require you to fill in a
correct form before starting to process your application.

For forms downloaded from the Internet (the “Internet Printed Form”), upon completing and signing the
Internet Printed Form, you shall be deemed to have read and understood the contents of the form
displayed on computer screen (the “Displayed Form”) which shall prevail in case there is any
inconsistency, contradiction or difference of whatever kind between the Displayed Form and the Internet
Printed Form and have agreed to all provisions contained therein and to have agreed and undertaken
not to raise any objection whatsoever in connection with any inconsistency, contradiction of difference of
whatever kind between the Displayed Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right
to accept or reject the form submitted by you.
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Claimable Amount Estimate Form
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Claimable Amount Estimate provides an estimate for how much you can claim under your policy, with an aim to provide
information on the medical expenditure budget before surgery / hospital admission.
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Complete by the attending physician/surgeon

REZBEL/IRBERZRE

Submit the completed form by e-mail to CTFLife.PA@ump.com.hk before surgery / admission.

RABT /| FilTEFZMWFRZEHH CTFLife.PA@Qump.com.hk

You/ you and your handling agent will receive email message on the Estimated Claimable
Amount from CTF Life in 5 working days
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After the treatment or on discharge, please submit the bill and “Hospitalization and Surgical
Claim Form”, please quote the reference no. under the Estimated Claimable Amount to facilitate
the claim settlement.
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* Please note that the Estimated Claimable Amount is for reference only, the final Claimable Amount might be varies
based on the final medical bill and claim assessment. 51 = : LB RERRESE SR UBECHEREERER
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Chow Tai Fook Life Insurance Company Limited
Incorporated in Bermuda with limited liability)
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{REESRHS RERACE / Bict#
Policy Number Name of Agent / Broker
EkeSaubily RIBACIE / K4 4woR
Email address Code of Agent / Broker
S 5

Telephone No. Telephone No.

Details of Treatment and Estimated Expenses ja/&E+15 N FEEE

Submit the completed form by e-mail to CTFLife.PA@ump.com.hk #$iEZ A EE CTFLife.PA@ump.com.hk 3232
(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)

(AEFRAZEZBELINBLES  NEREREFEAAZRABTEITREERREER)

i A%+ Name of patient S1n78/£ 825545 1D / Passport No.

A. Medical Condition &% 15

1. Diagnosis and associated signs and symptoms 2 & f148 B Ak Rm Y

. Accident date (if applicable) ESNHEA (4@ A ) (DDH /MM B/ YYYY &£ ) :

Onset date of first symptoms BREEHE (DD H /MM B /YYYY & ) :

. Date on which symptoms/complaints first appeared (DD/MM/YY) EES A @ E R LI 2 HE (B/B/F) :

2
3.
4. First consultation date EXkzZ2HEI (DDH /MM B / YYYY & ) :
5
6.

Has the patient ever had the same or similar symptoms/medical conditions before or is this a chronic/recurrent O Yes 2 ONo &
illness? A ZE B EBAR—SARCURE / st ERFEN / B3% ?
If yes, please provide the date of the first episode and details 122 - Fi2HE XFEE H RS

~

Name of referring physician (if any) &7/ BER%E (NE ) -

*®

Name of the physician that the patient first consulted for this illness (if any) B AR ERE K2 BEEZREE (WNF )
Physician name 417 : Telephone Number E:ESEH5 -

B. Treatment Details & &:+15

1. Name of Surgical Procedure/Treatment (If more than one surgery, please provide the name for each surgery.)
Fig / RBEEME (MNBR—IEF - FRESEFMNEE ) ¢

1. | 2. 3.
2. Anaesthesia fii - | Do 2smm O MAC B i | OLA B
3. Name of Hospital/Medical Centre 585 / &2 Fi 5 - |

Intended Level of Room Class ¥8at AEEEHA :
O Day Centre/Clinic B / 261 | O Ward 8855 O Semiprivate ¥H%E | OPrivate ¥ =

»

5. Date of Admission/Surgery Afz / FiiHE (DDH /MM B /YYYY &) :

6. Expected length of stay J8zT BT HE -

7. Can the treatment and the medical test(s) be managed under an out-patient If “Yes”, why was the patient admitted to hospital?
setting instead? 2R E AR I B1EFIZ EIE, MEBEEBERET? EOUTEPIZ RIR, B AR A R E
O Yes oJld O No A8l

*®

Estimated Total Fee for this confinement/surgery (HKD) F85T1EB% / FiiFmEAER (BE ) -

# If more than one surgery, please provide the estimated cost for each surgery 1R —IEF1i - FREBEFMNREER -

Surgeon’s Fee # IMIEEEZEFB# 1. 2. 3.
Daily Physician’s Hospital Visit (if any) 8 HEBEKEER (N5 )
Daily Hospital Room Rate (if any) @B EFEEWE (4175 )
Anaesthetist’s Fee (if any) fiffE&4+ZH (075 )

Operation Theatre Fee (if any) FiTZ=&A (105 )
Miscellaneous Hospital Charges (if any). Please provide the details.
BHRMIEER (N7 ), FRMAEER”

Prescribed Diagnostic Imaging Tests (if any). Please provide the details.
IR ET G (WMB ), BREAEER

C. Doctor’s information B4 &k}

1. Are you the patient's usual physician? B N 2&&ZBANBEEE? O ves 2 Ono &

2. Are you related to the patient in anyway other than your professional capacity? BRE51) - B T EE A 2SR H itk % ? Onos
O Yes please specify the relationship with patient & - FFiRHERA ZB% :

I hereby certify that all information given above is accurate and true to the best of my knowledge. A AR ILER - RiA AP - CHPAIA B RITERERR -

Contact Telephone Number 5 #& 855 S5 45 Email Address B3I Fax Number EE5; 15

Doctor's Signature and Chop B84 %E REE Doctor's Name B4+ Date HE8 (DD H /MM B/YYYY &)

Chow Tai Fook Life Insurance Company Limited

Incorporated in Bermuda with limited liability)
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