Il Manulife =%l

VHIS - CLAIMABLE AMOUNT ESTIMATE / PRELIMINARY ASSESSMENT REQUEST FORM (Submit to ClaimSimple)
B - AIRRES AT P ERERS (4 claimsimple 123)

Claimable Amount Estimate provides an estimate for how much you can claim under your VHIS policy. If your Manulife First VHIS Flexi Plan policy includes a
“supplementary medical benefit”, a preliminary assessment is also available. Supplementary medical coinsurance may not be applied if the medical services
are received in Hong Kong and the preliminary assessment is issued by Manulife.
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4 simple steps to get the claimable amount estimate for your hospitalization / surgery

4 ERSESRENAI AR ISHER FlT 2 FIREES

Complete the form by the attending physician/surgeon
HEZBE /I BEIEERE

@ Submit the completed form to ClaimSimple - Pre-assessment (claimsimple.hk) at least 5 working days
before admission / surgery

RARR | Ftai AL A ELERRHEZRIRIGLE ClaimSimple - 84T (claimsimple.hk) 1238

- This form is only applicable for ClaimSimple submission. If you would like to submit by other channels, please
contact your Manulife advisor for assistance.
LERIEEEA L ClaimSimple Fe3 R MM MR EIR XA Al SR T BRI S K78

- For emergency treatment, preliminary assessment (PA) request should endeavor to be submitted to
ClaimSimple on the next business day. If policy owner/insured person is unable to submit PA due to serious
medical condition or other special reasons, he/she should indicate “Preliminary Assessment Request could
not be submitted within the next business day due to emergency admission/treatment” with justification on
“Medical Insurance — Hospitalization & Surgical Claim Form” (C13) Part | or in separate memo. It will be
Claims Department’s sole discretion to review the claim document(s) and finalize the claim decision.
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M You will receive SMS message from Manulife
TG EIZ=F B SMS 5815

"= After the treatment or on discharge, please settle the bill and ask your attending physician/surgeon to complete
s===  Part || of “Medical Insurance — Hospitalization & Surgical Claim Form” (C13). Submit your claim by referring to
our “Hospital Claims Instructions”.
VABREBIHRR R AERT AT MBI B AR BERE - FREFMEERREI(C13)Z
BTEP oM ME IR R (EISE | BB E R
Note: For claim submission with preliminary assessment, please quote the reference no. of the Preliminary
Assessment as printed on the first page of the reply letter (i.e. IFP — PAxxxxxx) on the “Medical Insurance —
Hospitalization & Surgical Claim Form” (C13) Part I.
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If you have any questions, please contact your Manulife insurance advisor.
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Details of Treatment and Estimated Expenses

BEFRRAEER

(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)
(HEFRAZEZEBESIIMBEIER WERERERAEARZTHRATETABEERISER)

Patient’s Information fE A&}

Name of Patient S AR : HKID & 51538

Medical Condition BREs¥1E

1.

Diagnosis and associated signs and symptoms 2 BRFNFEREFHA R maiet s

2.

Accident date (if applicable) E4MEHA (#0#EH) (DDA, MMB YYYYE):

3.

Onset date of first symptoms ExE5%HHA (ODH,MMA /YYYYE):

4.

First consultation date EZxKz2 BER (DDH.,/MMA /YYYYE):

How long had the patient been experiencing these symptoms before the first consultation SEAEE X REZHERBEILERZ A ?

Has the patient ever had the same or similar symptoms/medical conditions before or is this a chronic/recurrent illness? D Yes 2
RARTGREEE—HEWHEE FRRULE R &8, 1E5%? =
If yes, please provide the date of the first episode and details 402 > sEtR B IR EE B AR EIE:

[ INo&

Name of referring physician (if any) E/ B4R G0A)

Name of the physician that the patient first consulted for this illness (if any) B AFUILERE IR IR EH L KREE WE)
Physician name B84 Telephone Number EzES5EHE:

Treatment Details JaEs¥1E

1.

Name of Surgical Procedure/Treatment (If more than one surgery, please provide the name for each surgery.)
FirJAEEE MEBR—IEF M BRUSEFMNERE)
" 2 3.

Anaesthesia fiE%: [ ] GA 2B RHEE [ MAC E=iRImREz: [ LA Baprns

Name of Hospital/Medical Centre B&Fx, 52 Fr&8:

Intended Level of Room Class T8zt A fEEE4R5!
[_] Day Centre/Clinic BRIty 225 [ | Ward @5 [ ] Semi-private ¥# K= [] Private A=

Date of Admission/Surgery APz, F#iHH (DDH, MMA /YYYYE):

Expected length of stay FEsH{ElcHEL:

If hospitalization is for scans, diagnostic tests, physiotherapy, or any procedure that could be carried out in out-patient or day surgical centre, please provide

details and explain why hospital stay is necessary.
MBREFEZ B & ETeo R B R CE IR /e s 27 AT iR PIe2 3 B B F P T T iR iR SR B R B iz R A -

Estimated Total Fee for this confinement/surgery (HKD) F85H{EB% FHiFrE42 & B (81)

#If more than one surgery, please provide the estimated cost for each surgery il —IBF i ARt S EFMNTEE &R

Surgeon's Fee SMIBE B * 1. |2. 3.

Anaesthetist's Fee (if any) ffEEEE 4 £ (I05)

Operation Theatre Fee (if any) Fii=&HE Q0AH)

Daily Physician's Hospital Visit (if any) & B84 KEER n5)

Miscellaneous Hospital Charges (if any). Please provide the details.
BIIaE A (0A) , ARt Es

Daily Hospital Room Rate (if any) 8B {EEEREWE (05)

Doctor’s information B84&%}

1. Are you the patient's usual physician? B F 2B zm ARNIEHRE?
[JYes2 (N0
2. Are you related to the patient in any way other than your professional capacity? fRE2 515 B FEBA ST HMtEAE?
|:| Yes please specify the relationship with patient 2> 512 ElE A 2 Rf%: |:| No &
| hereby certify that all information given above is accurate and true to the best of my knowledge. Zx A4% L2 whas AFREN > _EikFRA B kNI R ERo
Contact Telephone Number B4& BBsE RS Email Address EBEpthiiE Fax Number {SEL95HE
Doctor's Signature and Chop BB B R Z=E Doctor’s Name B84t Date HHA(DD H /MM B /YYYY &) :
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