PHI/KOR 3

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

L AFHT ARG @A R 2k A gl B BA
LIAISON FORM
il i B

To/ &= 7]F

National Pension Service

Center for International Affairs
180, Giji-ro, Deokjin-gu, Jeonju-si,
Jeonbuk State Republic of Korea

From/BEWE 7|&

O Social Security System
3 Flr. SSS Main Bldg. East Avenue, Diliman, Quezon City

O Government Service Insurance System
Financial Center, Roxas Blvd., Pasay City, Metro Manila

PART A. INFORMATION ABOUT THE INSURED /7} ) Z}ol] ##3F A 1.

1.Surname /%3, Given name /©] & Middle name /=71 o] &

2. Date of birth (MM/DD/YYYY) /A€

3. Address /52~

4. Place of birth /& A <] | 5. Sex /A&

O Male/'d O Female /o]

6. O SSS Number / SSS H &
O GSIS BP Number /GSIS BP HZ

7. Korean Resident(Alien) Registration Number
= FUE =D TFHE

PART B. INFORMATION ABOUT THE APPLICANT /A F-¢19] &3+ A X

To be completed only if different from the insured /7} ) 2} &} Th2 73 $-of ut =44

1. Surname /*J, Given name /©] & Middle name /Z7} ©] &

2. Date of birth (MM/DD/YYYY) /4 EH & Y

3. Address /32~

4. Place of birth/Z= A <] | 5. Sex /A&

O Male/2 0O Female/o]

6. O SSS Number / SSS H &
O GSIS BP Number /GSIS BP H=&

7. Korean Resident(Alien) Registration Number
= FRIEE DT EFRN S

8. If the insured is deceased /7} I AF7F A3l 7 $-

9. Relationship to the insured

a) Date of death (MM/DD/YYYY)/AF4< | b) Place of death /A} 78 4

741 stel 3

10. If the applicant is the spouse of the insured /% 1-¢1 0] 7} &}2] wj-$-=}<l 739

a) Type of marriage /2 &4
O Legal /HEE O Common-law /A2 &

b) Date of marriage (MM/DD/YY) /A &Y
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PART C. INFORMATION PROVIDED BY PHILIPPINES /2 &]® o] A &3 AKX

1. O Date of application for a benefit (MM/DD/YYYY) /3¢ 3+
2. O Periods of coverage /7 717+
3. O Documentation enclosed /3 FA &

4. [ Other (specify) /71 E}(’d=31A] 9)

PART D. INFORMATION REQUESTED TO KOREA / gt=9l| 8 43l= AR

1. O Korean periods of coverage /3= 7} 7]k
2. O Medical evidence on file /2] 551
3. O Medical examination required(detailed attached) /2] 57 A (M| F-A}& 2 3

4. O Other (specify) /71 E}(d&31A 2)

PART E. SIGNATURE OF AUTHORIZED OFFICER /g% A ™

Date /2%t Name /4] ™ Stamp /2] ¢!

MM/E DD/E YYYY/d
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PART F. CERTIFICATE OF PERIODS OF COVERAGE /7194713t S A

O SSS Number / SSS W& O GSIS BP Number / GSIS BP 3

Period /7] 7}

From /5-F To/74A] Number of Months /7] <= | *Type of Coverage /7}%] %

Month/< Year/d Month/<& Year/\d

Total (Months) /%7 (¥)

*Indicate type of periods of coverage, either Compulsory, Voluntary or Deemed Paid Contributions.

Ol H APLA i 7HE LR 7 98 S LIE LT
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