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HE o DIsclaimer: To be completed by hospital admitling staff for patient’s budget reference only. The estimaled costis based on average charges according o

Hospital’s past data. The final invoice is calculated with all parliculars and charges accurred with actual treatment and procedures performed.
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Name in Chinese: Name in English: HKID No. / Passport No.:
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F-45483  Procedure / Surgical Operation:

TRk M Estimated Hospital Charges
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| cerlify that the above palient/ patienl's next-of-kin (Name: ) has been provided with information on the estimated doclors’ fees, including those for
anlicipated services provided by olher doctors In a financial counseling form. The original copy of the financlal counseling form is kept in Union Hospital's medical
records, and a copy has been glven to the patient for reference.
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