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X Please note that the translation is for reference only when applying for a civil petition, and must be submitted in Korean
using the existing Korean format.

A FF AlER] A A A
Application for Infertility Treatment Support

2y FUSEWE BE AFA5EWT
Resident Registration Number or Alien
Name Registration Number
A7g 9l
=N
(B9 78 F o) T
Applicant Address
(Female Partner) i
A3l & E—mail
Email
Phone
A FUETENE B a5 5Hs
Resident Registration Number or Alien
Name Registration Number
u§- % Fa
Spouse Address
A3 & E—mail
Email
Phone
Als 5 Al 3] A}
A< 2= m z2= Type Stage
J& TR P e (1 el
Type and Stage of ] Fresh embryo [ ] Frozen embryo
Treatment y o

EEE

[
[
[ ] Artificial insemination
A

17g9e] AFRE 7 = o 5dd 5 oAF

Health Insurance or Medical Aid Status of the Applicant
[ ] a%ud 437190 [ ] A%R A97an
[ ]Employee health insurance [ ] Self-employed/regional health insurance
[ ] &g sa4
o] A A} 8} Blo
AAARE 2l [ ]Medical aid recipient

Verification of Personal -
o9-2e] ARRY 7t E BT FF oA

Information ) ;
Health Insurance or Medical Aid Status of the Spouse
[ ] A%y 497194 [ ] A%Rg A94Y%
[ ]Employee health insurance [ ] Self-employed/regional health insurance
[ ]85 =54
[ ]Medical aid recipient
B S e () AZRPR AAFH(FAFA)
Verlﬁcan;)n of Household Number of Family Members Total Amount of Health Insurance Premiums
ncome

[ ] 71&2gsa2ARBA/&/FA/005)

[ ]Basic livelihood security recipient (living, medical, housing, education)

[ 1 A0AF (A /A Z A/ A F D)

] Second-lowest income bracket (reduced self-payment, self-support, disability, income verification)

AT g4
Verification of Eligibility
for Automatic Benefits [

RARAY, AlzA1Ze] Ads 9l Aok 2ol Ay
I hereby apply for the above-mentioned support in accordance with Article 11(1) of the Mother and Child Health Act.




I B
YYYY MM DD

kRl (7 = Q)
Applicant (Signature or Seal)

OOAITT BT w9
Submitted to Respective Head of the City/County/District Health Center

L A9A 17-(Hz AR A=)
1. One copy of the medical certificate/diagnosis (only for the initial application).
2. B ARUYE AR EE AZRYAFBAA 2 1R RFe FRA A5 A4FYA 1)
2. One copy each of the couple's Health Insurance Certificates or Health Insurance Eligibility Certificates (one copy of the
Qualification Certificate for medical aid recipients).
3. 99W AZHPE AWM (ARY R ) 7 17
3. One original copy each of the couple's health insurance payment confirmations (certified true copy)
2 B 39 A4LA4E A AA4F3A 13)
(For those with basic livelihood security or second-lowest income bracket qualification, one copy of the relevant
qualification certificate.)
19E BAE 39T 4 UE 7
4. One copy of the Certificate of Resident Registration or Certificate of Family Relations proving the marital relationship.
5. A HTH Y, AETHA & 1R (o] AME SH M7 28 A
5. One copy of the Business Registration Certificate or Certificate of Appointment (if proof of dual income is required).
6. NIGE ATEodM 15
2 B = 6. One copy of the consent form for p_roviding personal information.
7. FAA AleEeA 1R (AHEES] FF)
Attachments | 7. One copy of the Treatment Consent Form (in the case of common-law marriage).
8. FUSHER % AZWASZY PARE 2 1R(HIEY 49
8. One copy of the Certificate of Resident Registration and Family Relations Register for each party (in the case of
common-law marriage).
0. 19 of§ A EARAT FHT & Gt FBA 1ROIAEY 39)
9. One copy of an official document proving common-law marriage for at least one year (in the case of common-law

MERER Ll LRy ZmA 137

marriage).
F FUESSROR AT+ Ut 4 AT b, AT TR 9 A% AEE FanzAE
A&

*May be omitted if verifiable via Certificate of Resident Registration; if no official document is available, submit an
Affidavit of Common-Law Marriage Verification.
10. BAE & 1910] =912 B¢, AR 7 A=A FAESE, TlALNIAMESE F 1
10. If one of the parties is a foreign national, one copy of the Certificate of Alien Registration or Certificate of Domestic
Residence Registration as of the date of application.

9 AR gol 19 o4 ARE Fhw S 49 2YR755UAE 21 AR 4 AL

*Additional proof of stay for at least one year may be submitted with a Certificate of Immigration Records.

* GOARY 1 1) 1Y) 7IA Al ATl AllE Y, AlgE AlY u]g2 & ZRHUCH

% Note: 1. Falsified information will result in disqualification for support, and any granted support funds will be reclaimed.
2) ARAY AEATHEAF Tt mAzNA F ARo] 9& A% YU Sestelok T,
2. You must respond truthfully to any inquiries from the responsible health center regarding the results of government-supported
treatments (including birth).
3) AFAMF 2~59 AF, AT O we ARG FEoldS T Al g Afele A=
AFG 5
3. You may omit the submission of Attachments 2 to 5 if you consent to the verification of administrative information in
accordance with the Electronic Government Act.
4) BAFARAN = Alsdd AJAARE $4 & A ddaAt 283 A9S 4o =Hyy.
4. The Ministry of Health and Welfare shall only use treatment-related personal information for statistics and related government
policies.

o




dary A9y ARG AT FoA
Consent for Providing Personal Information for Infertility Treatment Support

GAFFALAG Al A R A A} dete] UIQAREIW, A1SE, A1TE, A18F, A23%, A24x,
Al26z9] Al oA v #Ql AR AlE B &8l FFdyTh

With respect to the application and support for infertility treatment costs, I consent to the collection and use of my personal information
in accordance with Articles 15, 17, 18, 23, 24, and 26 of the Personal Information Protection Act as follows.

-t o _
— As follows —
0 NARRE AT )E U AR RARAR, AT BAL] EAE 23, AR NAHRY, RUALRY
ST HARE KLAY, FARE ALARY SATES o BASAROIA g 71
O Recipients and Purpose of Personal Information: Ministry of Health and Welfare; nationwide health centers (including city/provincial
programs); Korea Social Security Information Service; Infertility Treatment Support Program of the National Health Insurance Service;

and institutions commissioned by the Ministry of Health and Welfare for the statistics management of the Infertility Treatment Support
Program

7 AR s (DB)2A] 27
3 Purpose of Data Collection
O dUREAZHAY OPgat A 2 e
O Selection and management of beneficiaries for infertility treatment support;
O BAXEYYRAANS 3 A2AA, UYL 54} £ 2ol 4] 28
O Utilization during treatment application, support status investigation, or confirmation through the Integrated Information System of
health centers;
O JYUREAANY SARE 27, ¥4, 27 52 2L B4 7597 A22 B8
O Collection, analysis, and extraction of statistical data for policy research related to the Infertility Treatment Support Program; and
O GFRX|QAI0] B RAAd Y AAE F¢ &&
O Utilization when the Infertility Treatment Support Program is linked to other support programs.
= R ERS b

O Personal Information Collected

O JgRE: 4y, FU58WE, 54, Ao¥e, FUENS, FANLFL, AYLAIARY, [AZUHE, Ao
A SIS, N2, ALY, A8 A2V IARIFY, ARIAL S), EAWA, S0t 249

A A% 5
O Infertile couples: Name, Resident Registration Number, address, landline phone number, mobile phone number, email address,
health insurance status, health insurance premiums, treatment confirmation details (hospital, treatment name, treatment cause,

medication used, treatment period, oocyte retrieval date, number of oocytes retrieved, etc.), marital status, birth/growth status of
children, etc.

O Joiurs Aost 715 49, FU52Hs, F4, PRI/, WPRLUR
O Family members other than the infertile couple: Name, Resident Registration Number, address, health insurance status, health
insurance premiums

0 7HIEEER R o473t
O Period of Retention and Use
O BARAE-A= BULA]- =AM 2eh)old tidAr A4 - 825 Sl 7HIRE 2488 Al 19+
O Permanent for the selection and management of beneficiaries by the Ministry of Health and Welfare and nationwide health centers
(including city/provincial programs).

0 AU £3-9%- 28 FAUS
O Consent for Querying, Viewing, and Use
FUSZE(H)E £8-AFIHY 2, S40l3 2D
O Querying and viewing Certificate (abstract) of Resident Registration (verification of number of household members and birth);
O 7MEHASEMOHEEA, &9 ofF R 7HEa =90)

O Querying and viewing Certificate of Family Relations (verification of family relations, marital status, and number of family
members);

O ARERYRAANAZRER U IA29 =)

O Viewing health insurance payment confirmation (verification of health insurance premiums and billing amounts);




O A%BFI=IZRY 1A 3 HRost 4 )

O Viewing health insurance certificate (verification of health insurance subscribers and dependents);

O YaRBAY N4, A2d%, AAUS A D SARE 252

O Verifying infertility treatment support application, treatment status, and support details; collecting and analyzing statistical data;
O Y RrgAol e AUAT AAY BS 2§

O Utilization when the Infertility Treatment Support Program is linked to other support programs.

O 71EWA 29l 2% WAVIE B2 Y3 FYYLFFOIG 53] 5

O Consent for shared use of administrative information to verify family relations and selection criteria.

a9 AARE 24§ AR
O Right to Refuse Consent
O 2 3% 7EE0 izt HIFE 24 Fofol ARE & Qlon, 59 A& Al XA ARo] Ayt
O You may refuse consent for the collection of personal information for yourself and your family, but doing so will restrict your
ability to apply for support.
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4w _ Consent to Processing Consent to Processing c tto P :
Name Consent to Collection of Personally of Sensitive onsent to rrocessing
and Use of Personal Identifiable Information Information of Personal Information
Information via Outsourcing
0%l 0%l SEEL SEEL)
(] Agree L] Agree L] Agree (] Agree

&t o+

[] Do not agree

EEEER

[] Do not agree

OEole 2

[] Do not agree

O%ol3t4 22

[] Do not agree

SEER:
[] Agree
[eolehA] o

[] Do not agree

SEEE
L] Agree
SEEEEER

] Do not agree

El
[] Agree
B e

[] Do not agree

SFep:
[] Agree
OESIEA 2E

(1 Do not agree

OF%
(1 Agree
D55 %

[] Do not agree

OFdI%
L] Agree
D598 &g

[J Do not agree

053
(1 Agree
055 %8

[ Do not agree

O3
(] Agree
D55 %

(] Do not agree

SETE
(] Agree
SECER

[] Do not agree

TR
(] Agree
EEEEE

] Do not agree

SETE:
(] Agree
(& shA &

[] Do not agree

SETE:
(] Agree
EEERE-T

[] Do not agree

2ol Agu AQART Bt 47 Al BHo wate] AR AF A 29
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I consent to the collection, use, querying, viewing, and use of personal information for the above purposes related to the Application
for Infertility Treatment Support.
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Fol% 44
Consenting Party

S|
Relationship

(M)
Confirmation of Consent (Signature)

(2D
(Seal)

(2D
(Seal)

(2D
(Seal)

(e
(Seal)

x BAEA Y 2AN e oA, 39, obs, B, AlF, A

=]
H o5 R

Indicate relationship as follows: Self (woman undergoing treatment), husband, son, daughter, father-in-law,




mother-in-law, father, or mother.
# AJLBE WY A S ol TEHE AL A4 e,
% List the individuals who are included in the calculation of health insurance premiums.
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