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This form is to be completed by the doctor for the patient's budget reference only. The ESTIMATION is
Statement: based on average charges of XXX Hospital's past data. The final invoice is calculated with all particulars and
charges incurred from actual treatment, procedures and services performed.
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I fully understand the above estimation is for reference only, and it does not cover additional charges due to complications.
| agree to pay my bill according to the final hospital invoices.
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| have already explained to the above signer the details of the estimated costs for hospital charges and doctor’s fees, and have answered
the questions raised. The original copy of this form is kept in XXX Hospital's medical records, and a duplicate copy has been given to
the patient / next of kin for reference.
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! This drafted form is designed by Private Hospital Association, and has taken reference from 'Financial Counselling Form for Hospital
Admission and Day Surgery' used in Singapore . Some parts of content are direct translation from the reference.




