matilda Admission Booking Form ARRFELHR

International Hospital

o= E R B R Clinical Form CP&PO006[11]
41 Mount Kellett Road, The Peak, Hong Kong
Patient Service Centre (PSC) @ 28490111 P4 psc@matilda.org Medical Surgical (MS) @ 2849 1200 < msp@matilda.org
Operating Theatre (OT) ® 2849 1521 < otbooking@matilda.org Maternity (MAT) @ 2849 0321 >4 maternity@matilda.org
Client’s Details For hospital use only
Booking received
. . . from:
Surname as on I.D. Card #: Given Name % / Bll&: Booking received
. N by:
Identification Document (1.D.) No. 517 #8834 55715: Email to:
[1OT [IPSC [IMS [JMAT
Date of Birth {4 HE: (Day H) (Month A) (Year %) Age FHe: gateh&T'mE:
y whom:
\ee \ee Budget Estimate Form A
Sex (on I.D. Card) 1% 51: Gender Preference (optional) E3E 15 (GEEH) : Reqfired?DYes [ No
Available?[JYes [] No
Tel No. (Mobile) F12E 34: Email EE: Internal Booking
N Booked by staff:
Procedural Information Department:
Primary doctor:
Doctor / Surgeon: Assist. Surgeon: Date of referral:
Anaesthetist: Paediatrician:
Known Allergies: []No []Yes, please specify (with reaction)
Diagnosis:
Treatment /
Operation:
Anaesthesia:
Doctor Orders
Investigation on
Admission:
Premedication:
Special Instrument,
Equipment or
Instructions:
Doctor Name
& Signature
Maternity: Pediatrician attendance at delivery [] Date:
Admission Date: Time: a.m./p.m.
Operation Date: Time: a.m./p.m.
Length of Stay: Room: [ ]Private [ ]Semi-Private [ ]Standard
Infection Control Isolation Precaution:[]Standard []Droplet []Contact
[] Admission VRE Screening [] Admission MRSA Screening [] Tuberculosis (TB)
o History of admission (stay of 26 hours or invasive procedure done) in another e History of admission to Intensive Screening for Suspected B
hospital or healthcare institution in or outside Hong Kong within the last 3 months Care Unit within the last 3 months [] TB-PCRX 1
« Having been a resident of a long-term care facility within the last 3 months e Known MRSA carrier, except when [] AFB Smear X 2

o History of confirmed VRE infection successful decolonisation

All admitted patients with signs and symptoms of infection, or who are performing aerosol-generating procedures (e.g., nebulisers, BiPAP, and CPAP), with a risk of transmission,
require isolation precautions and are admitted to a single-occupancy room with isolation charges. FrEA BT EE L BRI HM T ETTEILTEF (PIRIFILES - BIPAP & CPAP)
F WAFERERE - GFERDEREE I LA EANE - KR EREE -

This document is confidential and may be legally privileged. If you receive it by mistake, please destroy it and inform us immediately. You must not disclose or use the information
in this document if you are not the intended recipient. St X FHE#E X 1# » AJGERBZFEIT) o WIREZHIN - iZ1HR W TETFFENT o BETELK A + BIT 187 E A EHEXNE
FEIEE
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matilda Admission Booking Form ARRFELHR

International Hospital

o= E R B R Clinical Form CP&PO006[11]
NOTICE TO PATIENTS fs AZEA
Please do not eat or drink hours before your operation time.
REFTMA____ NBRER (TEERRHK)

« Bring your Hong Kong Identity Card or Passport (birth certificate for patients under 12 years old). This is very important - the law

forbids hospitals from offering medical treatment without proof of identity. FEHHEEEHHEER (12 A MEABEBLEFRSE) R

BOEG] - MREELRE M BANM - Bl T e RHBRERRYE -

Bring this Admission Booking Form. s&##& it (ABT & RE)

Bring all test results and X-rays or scans. Eﬁ’r‘?ﬁﬁéﬁﬁﬁft%ﬁ#&% - BIMETERHE L XK -

Bring a list of your medication(s) and their dosage. s HZEYEH - FIBAZELREIE -

Bring your medical benefits card or guarantee letter from the company if your employer or insurance company will bear part or all

of your medical expenses. (& M EZEE A HETZIRBARZH/ID I - BHEEEEEFRIARERE -

If your employer or insurance company has not provided a guarantee letter for your medical expenses, a deposit of HK$ 20,000 or

50% of the estimated total charges, whichever is higher. 2 Talirfa A RIAREERHBREERERFRE - FEER 20,000 TEF € - SEEE

Rz 50% (AB=mERE) -

« Please go to the Admission Desk on the Ground Floor when you arrive at the Matilda International Hospital. 5#:ZE B B - Al
ETAREZ AT B EPHEF4E -

Insurance procedures before your admission AFtAT{RBIZF

« If you have medical insurance, please contact your insurance company before admission. Some insurance companies will only be
responsible for payment with advance approval. 20 T #56 EERE - BRABAEHEPTERR AR - F0RE A RATBE IR @ARIaHE
B -

Transportation XiE#53| :

« Free parking is available. ZBrig % BIRE iR -

« Matilda International Hospital's complimentary shuttle bus leaves the area outside the City Hall at 40 minutes past
every hour from 6:40 a.m. to 6:40 p.m. and leaves Matilda International Hospital at 10 minutes past every hour.
PEERERREFRELRBBAR - mREBRT M — L8 - PIRAGEIMEEIRER - FHERR : §H 6:40 = 18:40 HifE
B\ 40 DEEE -

[=]
3

Please Note &/ = :

« Do not plan to drive yourself home following surgery or medical procedures. Please leave all your valuables at home. F{iysk &&2 [+
% U7B1TEE - R EEEMMBERT °

o Check-out time is 11:30 a.m. When a No. 8 or higher typhoon signal, or black rain warning, is hoisted, please contact the hospital
before you come, as only limited emergency services will be provided. JRFERHA EF 11 3530 o o (08 E 8 SRskA FEIK - i BERRESE
B ERME BB - AR R eREAREESRY - =

« To enhance your admission process, register online before admission 7"
REBEARFE - BREANEEER - www.matilda.org

Infection Screening B£f s ¢

« Matilda International Hospital supports additional infection and contact control measures to reduce the risk of ISO|atl0n Precautlons
Multi-Resistant Staphylococcus Aureus (MRSA) and Vancomycin-Resistant Enterococci (VRE) in the hospital. 83
REFR S BB RIE G - AR ERAMEESFTRAEHE (MRSA) MEHEBRBIRE (VRE) HEHEER -

o All patients pending hospital admission to the following units must take a pre-admission questionnaire to
assess the MRSA and VRE risks by our staff - Day Case, Medical & Surgical (including admission of infants and
children), and Maternity. FTEEEAF A THPFIOREA - HEER ARARES - BEEAST G MRSA (WEMHSFZHEK
®) K VRE (MEBLEBRBRE) NBERR  EREERE  BEREE - AR RN (BREREHEAR) -~ URER -

o Tuberculosis (TB) screening may be required for patients suspected of having TB before admission. The validity
period is within 3 months from the date of the TB PCR or AFB smear test. ZM?LE}? ERIERE A I BRI BE
Ihb#EZ (TB) BEAH - HBMEIAE TB-PCR sk TB-AFB #08I B Hifes T BB =

For enquiries, please call Matilda International Hospital’'s Patient Service Centre at 2849 0111 or contact your
doctor’s clinic. AL - FREABEEREER ARG SO 2849 0111 KB BIROTLBELEDH -
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Internat|ona| Hospital Hﬁﬁ%ﬁﬁﬁ% - 2%*% A&B (Rﬁi\g}%)
& B BB R Clinical Form CP&P 006[11A]

The original of this form will be filed as part of the hospital’s medical records, and copies will be given to the patient and the doctor for reference. The estimated charges are for reference only. Final
payments are subject to charges incurred from treatment, procedures, and services performed.

ARBEASFREBROBABFELEA, BIAHBANBLESE - BRBAERHUSE, BREEVTHABREEZNGE 127 MRBME

@ mat”da Budget Estimate - Form A & B (For Reference Only)

Patient's Name B A %: (English #X) (Chinese #7X)

Hong Kong Identity Card / Passport Number

E5k 13 / R Attending Doctor £#Z&

Estimated Length of Stay T&&H{XBx i f: day(s) B | Class of Ward mE%#R

Provisional Diagnosis

NE 2

Treatment Procedure / Surgical Operation

SRBAZ R/ T

Estimated Doctor’s Fees - Form A 8% g4 %/F — %1% A (To be completed by doctor i Z41£5)

Daily Doctor's Round Fee §HEAKEE : $ X day(s)H
Surgical Fee Fif&

Anaesthetist’s Fee i Fif} 584 2: $

Other Specialists’ Consultation Fee (Please Specify)

HittERBEZEER (Fh) $

Total #:t: $

I have explained to the patient/ next-of-kin/ authorised person the details of the above-estimated charges and have sought their agreement.
FTAERIFNS /) BN LHFFE LATEE B - W RAE -

Name of Doctor B4 4% Signature of Doctor B4 %E Date B
(To be completed by the doctor based on the charges information

Estimated Hospltal Charges Form B HERER — &% B provided by the hospital F & AR R EE B fR it i U B B RHER)

Room x75 $ X day(s)A

Operating Theatre and Associated Materials
Charges (Remark 1) Fit=RE@EVEEA (BT 1)
Diagnostic Procedures 22 F:

“

Other Hospital Charges (Remark 2)
HibBIE (i 2) $

Total #&:t: $

Patient’s Signature 5 \ %%

I understand this budget estimate is not legally binding and is for reference only. Additional charges incurred due to complications or diseases diagnosed after admission are not covered. | agree that
final payments are subject to charges for treatment, procedures, and services performed and should be made in accordance with the hospital invoice. ZXA A1 fRHTAE B I %N - (E852%
T BN ZNEA RA e 1% ZE R IA T ELBIFEINEFT o TN RSN BTN BEEEZHEE - B RIRFEME - WA BT R EATS /5K

Name of Patient / Next-of-kin / Authorised Person Signature of Patient / Next-of-kin / Authorised Person Date HHA
RA | BB EREATHE RA | BB EREALEE
Remarks ¢&3:

1. The figures listed are derived from statistics of actual discharge bills of relevant patients who underwent similar treatment in our hospital last year, and the preliminary treatment items
chosen by the doctor. Doctors’ management of the same illness (e.g., choice of procedures, drugs, and consumables) may differ. &R 7| HERBERBEENHT - EREEFEEARZEZRE
JERHERRALRIREN ERERR LBV SEENARARHEMS - SUBLRIERERENTETEEEZRINERZEE - 2YE) - ERYHE) -
2. “Other Hospital Charges” is a rough estimate of the total charges, including nursing care, consumables, drugs, laboratory tests, investigations, diagnostic procedures, and other non-
Operating Theatre-related charges. [HthBFtie® | R @ EAOMERKME - FEEE  OHRER 89 (LR BT 2ERFREMIEFNZEMEERS -
For our hospital's charges, please refer to our webpage: https://www.matilda.org 7Bt 8 & B2 E M A https://www.matilda.org

HKSAR Government Price Transparency Initiative List of Operations/Procedures for the Provision of Budget Estimates

ERRTRERR ESEEEREIIL A TOF R EFREEE

1. Breast lump excision FLEER IR 9. Colposcopy [2iEHEE 15. Haemorrhoidectomy 5578 154 i 23. Open reduction and internal fixation of various fractures &i&
2. Bronchoscopy with or without biopsy ¥R & & 10. Cystoscopy with or without biopsy B2t ii& & (#53k | 16. Hernia repair AL&IEH B FRELMNEE
(B RTATELR) THSER) 17. Herniotomy Jli &£ Bt 24. Ovarian cystectomy 5 & 5 & ) i

3. Caesarean section S5 1% 11. Dilation and curettage 7= MAEHI 1T 18. Hysterectomy ¥ &t i 25. Phacoemulsification and intraocular lens implantation
4. Carpal tunnel release f & FE AT 12. Direct laryngoscopy with or without vocal cord polyp | 19, Knee arthroscopy &t HREIEMATREE
5. Cholecystectomy & & £ i biopsy EERHRE (WHTHBERAEH) 20. Laminectomy B HEHEAR IR i 26. Spine fusion A1 RlE F1i7
6. Circumdision BREIE LT 13. Gastroscopy and colzoinoscopéwjt;or wj;h;ut 21, LASIK S8 EETF i 27. Thyroidectomy F5tk AR Tk 47
i BENSBERS (FRTEEATR) . s - b
7. Colectomy #5 HIk iy 14 :Z‘:zzzmy;firwf’ﬁzt c\\ mj;:r: PR 22. Micro-laryngoscopy A1 ik & 28. Tonsillectomy RS LRl
8. Colonoscopy with or without polypectomy #5 §ii . ,p,i e powp Y 29. Trigger finger release i H&T% Mi7
BHEBRE (FRTHEATR) N i i
BEETEEAYR) 30. Vaginal delivery B2i&5 i
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