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ICBC-AXA Life Pre-Authorisation Form — Non  Maternity
(In-patient and Daycare only)
Treating Specialist/ Consultant or Hospital Insurance Office to Complete
***To ensure efficient processing of this applicati on please ensure the form is completed clearly and legibly***
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Patient’s Family Name / Last Name &3 First Name #:
Patient’s Date of Birth £ Hi4:4E H H: Yeartf: Month H DayH
Plan Namefr & v1%i) 44 Fx: Plan Number{§ [ 1% 4 5

Member Number {45 A\ 51

Patient’s Contact Phone Number 3 1 & il 5 il
Patient’'s email address (if known) & L HEFERuEE Can2zn -
NB: Contact details must be _ provided to enable us to process the pre-authorisa  tion, failure to do so

may result in delays ¥#¥&: DAURGLEMABRR ML, BUESE RN AFEFNBHLE

Admission Date A5 H 31 Expected Discharge Date il H! 5 H
NB: Admission date must be  provided before we can provide a Guarantee of Paym  ent letter

VER: DAUEAT Fvk AR H I3 1A g R SRR

Specialist / Consultant Name % 5/ 3= i B i ¢k 44
Telephone number H i 5 L) Fax Numberf% 315
E-mail Address FL1 4 Hh ik

If the patient was referred to you — please advise the name and contact details of the referring doctor.
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Name of Doctor PE/E#E4: Contact telephone number= 4= Hi 554 -

On what date did the patient first notice signs and symptoms of this medical condition?

BFAT AR — DR IAEAIR? Year4f: Month JJ DayH

On what date did the patient first present these symptoms to you :

AT A S — IR R SRR T ? Yeartf Month H DayH

Please provide full details of patient symptoms: i 41 #iiR Stk

Has the patient suffered from the same or similar symptoms previously £ LRy 5 H 8L EFE AU T
IR

Yes fi: o No #fi: o

If yes, please provide full details 0[R2, %1 LA

T: +44 (0) 1252 351200, F: +44 (0) 1252 351202, E: assistance@interglobalpmi.com, W: www.interglobalpmi.com




Please provide full details of medical examination findings:

THTEAR IR T R A g R

Please provide full details of medical investigations required:

THEA IR P iR T

What is your diagnosis: Provisional: Final:
WL 2K iz

Please provide proposed treatment plan it g il a7 it -

In Your opinion would you consider the medical condition to bef& % M &, HHRIEE T

Acute: o Chronic: o Acute episode of a chronic condition: o Terminal: o
bk e P PERIR Tk K A Wt ST T

| declare that to the best of my knowledge and belief the statements made on this claim for are full, true, and
complete & H1 B F 5T A b PR S 2R W5 v ik S Se 48 1Y), ELSERY, A ).

Medical practitioner signature B4:%544: Date [ Ji: Year#f: Month A DayH

Estimated Costs
Please provide a breakdown amount in point a-fify ~ ou do not provide package prices, or please advise the
package quote in point g.

A
MBEFHBHAERY, FERUTaKSNFH, REBLAEGRMHE oK
a) Surgeon’s /Doctor’ s Fees A /P4 3% b) Anesthetist's Fees BRI 2%:
c) Laboratory Fees {b s 9k d) Radiology FeesJiUif 9
e) Hospital Theatre FeesF K% 2f: f) Medicines/consumables 24 i1/ J7 ¥E47 2% :

g) Estimated package price if applicable {141 & R4 (WiH):

Please note: If the patient is on a Moratorium Policy, we may need to obtain further details of previous medical
history, before being able to approve costs for this medical treatment. Your assistance in providing this form, fully
completed, at least 48 hours prior to discharge, is much appreciated HHER: 1HE & LTS BT, Et
TELE IR BT 2l T BRATT v e T BRI i iR B o s RS A tH e 1 B 2> A8/ A1, PR B B 56 B IX e

T: +44 (0) 1252 351200, F: +44 (0) 1252 351202, E: assistance@interglobalpmi.com, W: www.interglobalpmi.com




Out-patient Treatment for agreed Direct Billing Hos ~ pitals ZEHMX BB CKERERZKIILEE

If a patient presents a direct bill membership card for out-patient treatment and you are a hospital on the
ICBC-AXA Life Direct Billing Network, the insured will be entitled to receive out-patient treatment under
the agreed direct billing terms. Please follow the agreed direct billing procedures that apply as no
pre-approval is required for an out-patient procedure. If a client shows a non direct bill membership card, then
they will have to pay and claim for their out-patient treatment
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Please return this form to the following fax number  H¥ARE TEESRELSRAT: +44 (0) 1252 351202
Should you wish to contact the International Helpline please use the following details below
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If you are calling from the UKIN#&ZE 92 [E, 4k: 0800 0327 921

If you are calling from the USA#E7E X, Ik: 1866 895 779

If you are calling from North China fn#s 7R E L)y, $k: 1 0800 6400 113

If you are calling from South China fi#7e b Erg 5, #4: 1 0800 2640 113

If you are calling from UAEI %75 DY, #4: 800 064 01957

If you are calling from outside of the countries mentioned abovellI#EAELL EFE 5K , 4k +44 (0) 1252 351200
Email tL 5 HB £ k- assistance@interglobalpmi.com

T: +44 (0) 1252 351200, F: +44 (0) 1252 351202, E: assistance@interglobalpmi.com, W: www.interglobalpmi.com



