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to disclose any medical information, in respect

to my application, to the Korean National Pension Service for the purposes of determining whether 1 am

disabled under the Korean National Pension Scheme.
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Your patient is applying for a disability pension under the Korean National Pension Scheme and has
provided you with authorization to release his or her medical information. Please complete the following
to assist us in determining eligibility. Please use a pen and write legibly. Any information provided by you
will be used only for the purpose of determining your patient’s eligibility for a disability pension under the
Scheme, and will be protected under the Korean legislation.
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Completely cured date
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Date of first medical

examination
5. ol 521/ 6. FT7gel oA O )/ Yes
Region of disability Permanent disability O} 2/ No
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“Date of first examination” means the date when your patient was initially examined by a medical doctor regarding
sickness or injury which caused his or her disability.
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“Completely cured date” means the date when the sickness or injury was medically cured, or when the
sickness or injury was fixed to the extent that the effect of medical treatment cannot be expected any more.
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8. Zoll A El/ Current state of disability
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Please describe in detail all clinical symptoms and the state of disability based on one of the following two dates.
If necessary, indicate with a diagram or picture.
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Where the disability is completely cured within one and half years from the first medical examination:
Completely cured date
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Where the disability is not completely cured within one and half years from the first medical
examination: the date of one and half years passed or the date of application.
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Relevant or significant previous medical history
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Please describe the name of disability, date of occurrence and its current state, etc.
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Name of institutions, dates of hospitalization in the past two years, reason(s) for admission and treatment
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Observations and detailed findings on the most recent clinical examination
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Please note any measurable functional limitations.
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Relevant doctor’s opinions, laboratory reports, X-ray, etc.
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If you have included any enclosures, do you wish them to be returned?
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13. @A X &/ Current Treatment
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Please describe all of the medical treatments and procedures that have been taken until now. (Please detail the
information including period of treatment, names and dates of procedures, types of medication, etc.)

14. g3 Aol e/ Outlook for disability
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Incapable for any type of labor and necessary to receive continuous care or vigil

0O =552 2 A3k A3 Highly limited in labor capacity

o] &3k A3l Severely limited in labor capacity

o] Zmn)gk A3l Slightly limited in labor capacity




b. o &/ Prognosis
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If there are any plans scheduled for future medical examination, please detail including where, when and by whom.
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c-1) &% WE7sAd o] A5Y 72/ Are there any possibility of changes in future?
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c-2) 5715 A}/ Reason for possible changes
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