#2

= % B PR

UNION HOSPITAL B y
AL A S A e B i CONHDEN“AL Patient Label

Polyclinic Charges Reminder

I B4z 4 Treatment Procedure

BAL ST HAR BT T {eEk 17 0§ (+20%) e
Treatment Procedure Surgeon Fee  [Polyelinic Charges| Pathology Fee Total (+ 20%) Remarks
HEFER
Inscrtion of IUCD
F % P9 B
Endometrial Aspiration
AN AR AR &
Flexible Rhinolaryngoscopy
I/ B0y B B 5 B
Simple Suction
PR
Banding of Haemotrhoid
Bk 18 2 4 B LA
Incision & Cureltage for Chalazion
A8 pRoR M L4y
Removal of Foreien Body from Eve
AREAE
POP
& FARE
OFF POP
b 81 F
Cryotherapy

i .«\i%e
I FR AT &\;%\
A

Excision

o\\
S aniR il \
Removal of Forcign Body (‘%\
N)

1I. 445 Operation

FHh 4 32 F AR B i
Operation Name: Estimated OT Duration: hr mins
e BAnat [ REGEMSAER] /e
Anasthesia: - Local Anaesthesia / Intravenous Sedation / Others :
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The above prices are based on the minimum charge of treatment or operation, which do not include the consultation,
follow-up and medication after the operation. Prices are quoted for client reference only and may change without
prior notice, The charges is only applicable in this Polyclinic,
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The charges for operation would be adjusted in accordance with the materials, case complexity and operation time etc.
Therefore, it may be charged for more or less than 20% of the estimated amount.
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