=~ & Gleneagles Hospital Hosp No. HKID No.:
rd 4 HONG KONG Case No.
AL ER o
DOB M/F
Adm Date
Contact No.:

Admission Letter (Maternity)

*Circle as appropriate Please V [ the appropriate box

For Staff only:
For booking of Elective C/S, please call Operation Theater Tel: 31539288 and Fax t0:39033407
For booking of Induction of labour, please call OBS Ward  Tel: 31539303 and Fax to: 39033429

Please remind patient to bring all Antenatal blood report on admission

Admission Date: & Time:

Room Type: [ Family Suite [ Private Single [ Semi-Private Single [ Standard

EDC:

Gravida & Parity:

Maturity:

Past Obstetric/Medical History:

Allergy [0 NKDA
Information 0 Allergic to: Type of Reaction
*Vaginal Delivery/ Induction Induction date: Time:
Indication of IOL:
Mode of delivery
Caesarean Section Date: Time:
Indication for LSCS:
Anaesthesia Type | [ISA [1GA [1EA
Anaesthetist Name:
Paediatrician Name: [] Standby
Investigations/
Treatment
[1 Fleet enema p.r.n.
[1 Pethidine mg IMI *Q4H / Q6H p.r.n.
Prescription [0 PGE2 PV dosage:
[J Propess 1 tab PV
[J Syntocinon Infusion:
Start at units into * 500/ 1000 ml at ml/hr
[ Others:

Prescription endorsement for the use of the following intravenous fluid for reconstitution and dilution of all prescribed medication(s) for this patient for use within the
hospital, with reference to GHK Injectable Drug Reconstitution and Dilution Table:IV 10ml Water for injection PRN, IV 10ml 0.9% Sodium Chloride PRN, IV 100ml,
250ml 0.9%Sodium Chloride PRN, IV 100ml, 250ml| 5% Dextrose PRN

Name of Doctor: Dr Code:

Signature of Doctor: Date:

GOBS-001-R6-07/24 Page 1 of 2



=~ < CGleneagles Hospital
- & HONG KONG

Bk

Hosp No. HKID No.:
Case No.

Name

DOB : M/F
Adm Date :

Contact No.: Admission Letter (Maternity)

Patient’s Insurance Coverage:
(Please specify insurance company & plan where
applicable)

Estimated Doctor’s Fees THE B 4%
(To be completed by Attending / Admitting Doctor | 352/ B2 4= TH 5T )

Daily Doctor’s Visit Fee:
SHEENEE ¥ X O

Surgical Operation Fee: $
FitrE
Anaesthetist’'s Fee:

R A 2 $

Other Specialists’ Consultation Fee
(Please Specify): $
Bt SERI R A FE A (F5aEH)

Other Items and Charges:

HLAE R $

Total Doctor's Fee & 4= g 4=
(Hospital Charges are billed separately &% E S:t)

| have explained to the patient/ next-of-kin/ authorised person details of the above estimated charges and have sought
his/ her agreement. A< A\ EL[a15 A/ #iJa/ JEFME N\ L fRE DAGHEEH] - WIS HEE -

Signature of Doctor Name & Contact Information of Doctor Reg. No. Date
BARE Doctor &4+ ERRIlIE HEA

DISCLAIMER: &880

| note that the quoted doctor’s fee does not include hospital charges. | understand that this budget estimate is not
legally binding and is for reference only. Additional charges incurred form complications and from other diseases
diagnosed after admission are not covered. | agree that final payments are subject to charges incurred from treatment,
procedures and services performed and should be made in accordance with hospital invoice.
RANABBEHEZ &AL EERRGE - K ARERBHEE RS - (£ 525 WA EREREEEL
RN Betg S By Bt s Al EE AL VRSN T - A ANE BB 1R W N EISBEZ AR - 12 RIS E @ WLAE
el ERFT Y Ry e o

Signature of Patient / Next-of-kin /  Name of Patient / Next-of-kin / Relationship Date
Authorized Person Authorized Person [ % HH
AN | AL %E TR | ¥ | RN 4

(Age 18 or above +/\FFEL LA )
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