
                                  

ICBC-AXA Life Pre-Authorisation Form – Maternity 
Treating Specialist / Obstetrician or Hospital Insurance Office to Complete  

***To ensure efficient processing of this application please ensure the form is completed clearly and legibly*** 

 – 

/

*** ***

Patient’s Family Name / Last Name                           First Name : 

Patient’s Date of Birth :          Year        Month        Day

Plan Name :                       Plan Number :                                          
Member Number :                                                  

Patient’s Contact Phone Number : 
Patient’s email address (if known) : 
NB: Contact details must be provided to enable us to process the pre-authorisation, failure to do so may 
result in delays .  

Estimated Admission Date :             Expected Discharge Date :                
NB: An estimated admission date must be provided before we can provide a Guarantee of Payment letter 

Specialist / Obstetrician Name / : 
Telephone number :                            Fax Number : 
E-mail Address : 

Please advise date of LMP :           Year        Month        Day

Please advise estimated delivery date :           Year        Month        Day

Please advise type of delivery : 
Normal Vaginal Delivery : □              C- Section : □  
If C-Section, please advise the reason :  

Is the pregnancy a result of infertility treatment/medication, including conception by artificial means?  

/ ( ) Yes □        No □  
If yes, please provide method of conception : 

Does the patient suffer from any medical conditions that might put the pregnancy at risk 

?                  Yes □        No □

If yes, please specify : 

I declare that to the best of my knowledge and belief the statements made on this claim for are full, true, and 
complete . 

Obstetrician signature :                   Date :        Year     Month       Day



                                  

Estimated Costs  
Please provide a breakdown amount in point a-f if you do not provide package prices, or please advise the 

package quote in point g. 

a-f  g

a) Surgeon’s /Doctor’ s Fees / :           b) Anesthetist’s Fees : 

c) Laboratory Fees :                     d) Radiology Fees : 

e) Hospital Theatre Fees :                 f) Medicines/consumables / : 

g) Estimated package price if applicable ( ):  
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