Pre-Authorization Request Form (Z5#ZAEE)

MSH China Enterprise Service Co., Ltd. Jifkf( L) REE R AT
Return Fax Number/{£X.: 86-21-6160-0209
E-Mail: medical@mshchina.com

Provider Information (E[&{55)
Name of Facility([% F¢ 4 #K):
Address of Facility([Z= B hib):
Name of Attending Physician(3: 74 25 4):
Provider Contact Name (¥% % A #E42): Fax #(f& H):
Phone #(H1i): E-mail (MR k-

Patient’s Basic Information (JE AEA/ER)
Name of Patient(jis A#E4):
Date of Birth (4 H )
Member ID(% )" 5):
Patient’s Phone #(H1ik):

Medical Condition (& 2%5% &)

*Note: If all medical records & related examination reports are presented to us, you can
ignore this part (#&¥%: WRMXETFELRERSE CENERE, ZHSUAEE)
Medical Diagnosis([% 72 ):

Physical Exam Result({A# 1 25 45 3):

Lab Test Results(S256 %46 i 45 B):

Past Medical History (BE4:5% )
Related lliness History(F1 <70t 2% 5):

Failed Conservative Medical Management (£ [ i &k B 5 AR 57 VAT J7 %2):

Procedure (G I&):

Expected Date of Procedure(¥iit H #):

Expected Procedure(fiii7547): a. Outpatient Exam/Surgery([ 1245 £ /FK)
b. Inpatient Treatment({E [ 477):
c. Delivery(£ B):

Expected Length of Stay(Ffii113: B £ K %0):

Date of Operation(F-A H#H):

Name of Operation(FAR 4 FK):

Estimated Cost(ftiit % /H): us$ / RMB

If Assistant Surgeon is needed, please provide notes explaining medical necessity (11t 7 HIEF (FE)

EAERE, BRaTAR, THHRE L EME):

Note: Please submit any supporting medical documentation along with this completed
Pre-authorization Form. Failure to complete and submit this form could result in substantial

penalties for the client (Fi¥: HRFIAHXNEZRASEHS BN BLRPE —RBEZ. mR
BREEESHARNREE EEEBGRR TRAR P ERALERRRK).




