PHI/KOR 2A

AGREEMENT ON SOCIAL SECURITY BETWEEN
THE GOVERNMENT OF THE REPUBLIC OF THE PHILIPPINES AND
THE GOVERNMENT OF THE REPUBLIC OF KOREA

YA Es= AR QIS FH e AR & A

MEDICAL REPORT
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Date-stamp received
at the Korean institution
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A. TOBECOMPLETEDBY THE INSURED/APPLICANT
ZHAA e T A

1. Name of the insured
BRI

Surname /A, Given name /©] & Middle name /= 7F o] &

2. Contact number /<1 2]

3 E-mail address /AAF-AF4

4. 0 SSS Number / SSS HS
O GSIS BP Number / GSISBP H 3. ‘ ‘ ‘ ‘ ‘ ‘

(Name of Medical Doctor)
| hereby authorize

to disclose any medical information, with respect

to my application, to the Philippine Social Security System/Government Service Insurance System for the
purposes of determining whether | am eligible for disability benefit under the Philippine legislation.
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Date/ A4 4 MM
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Signature of the insured/ applicant
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B. TO BE COMPLETED BY A MEDICAL DOCTOR /¢JA} &/ &

Your patient is applying for a disability benefit under the Philippine Social Security System/

Government Service Insurance System and has provided you with authorization to release his or her medic
al information. Please complete the following to assist us in determining eligibility. Please use a pen and w
rite legibly. Any information provided by you will be used only for the purpose of determining your patien
t’s eligibility for a disability benefit and will be protected under the Philippine legislation.
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1. Sickness or injury causing disability 2. Permanent disability /% -7%of] o &
/7ol €] HE AW OYes/el ONo/otY &

3. Date of disability Occurrence (MM/DD/YYYY) 4. Is the injury/illness work-related?
ol WA FR(MM/DDIYYYY) Rog/R g o] JF-o A o] JAFUA?
OYes/d]l ONo/oty <2

5. Region of disability /7ol 9|

6. Diagnosis(es) /% ¢rH

7. Current state of disability /& A ol AH

Please describe in detail, physical examination findings. If completely recovered, please indicate the date
of recovery (MM/DD/YYYY) /R A A A& A1 A 22 7]z al] FAHA Q. &3] 3355 45, 35
H GAE 7 A FAA L. (MMIDDIYYYY)




8. Relevant or significant previous medical history
d A #AEHAY T8 ojAY A WY
* Please describe previous illness/injury and date of occurrence.
ol AW/FA B B IRE A9 AL

9. Hospitalization /9 ¥
* Name of institutions, dates of hospitalization, reason(s) for admission.
u, d9da, 49 A%

10. Relevant doctor’s opinions, laboratory reports, X-ray, etc. /27X, AAIA, XA HE T 55

% Please attach relevant diagnostic results available/3+2 Xtk A3 S HHa) 54 Q.

11. Current Treatment /8] X &

* 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.)
AAHA A 5T LS R I ASRIA L. HIR71R) 5478, 54, RS 5 23

12. Outlook for disability /3% 7ol A ej
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Opinion on capacity of daily life activities or work /3 A& L& =5 5§
* Please mark an appropriate item with an (x). 3l dAFl (x) 3E7]|3HA S

O Incapable for any type of labor /1™ FF2] =% 3 4 §lvh
O Severely limited in activities of daily living / labor capacity /2 A & 8Hs /=552 o] A &}A A 3k%

O Moderately limited in activities of daily living / labor capacity /2 348 & &5/ =% 52 o] t} A A 33
O Slightly limited in activities of daily living / labor capacity /4 & 8Hs /- | k3t Algte

= zﬂ
(e}
O Maintaining normal activities of daily living / work capacity /28e/4 52 o] 421 g5 74




13. Confirmation of Medical Facility /A ¢ 7] & &-<]

Name and address of medical facility Telephone number /31 31 &
u7|e] WA % 4

Name of medical doctor /%1 ¢+ 2] A} E-mail address /A A}-3-H 4

Date /2% Signature of medical doctor
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