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Due date
of payment

Industrial Accident Compensation Insurance

Lump sum Benefits Claim Form Within 10 davs

Last Name dd | mm | yy
Personal ID Dape of
. Accident
Worker First Name
Information
Bank Account (Depositor : )
Nationality
Date of Departure
Cou
Departure mtry
Information
. a
Prospective Contact
Address Number H ) P. .
(including country, city code)
Detatls of Cgmpensatlon Date of Receipt Amount of Details of Compensation
for your injury or Damages
disease under the Civil

Law or any other
acts(The Article 80 of |Attached 1. The Agreement 2. The Decision 3. A receipt 4.
the IACI Act) Documents Any other reference materials

I hereby claim payment for the lump-sum benefit under the article 76 of the Industrial Accident
Compensation Insurance Act.

Date Signed(dd/mm/yy) :

Claimant Name :
Signature :
d: Cell Phone

Korea Workers' Compensation & Welfare Service Regional Headquarters(Offices)

Attachment : Documentary Evidence for Departure from Korea

* Notice

1. In case health professional suggests deferring your departure from Korea, you can file this claim
after when health professional allows you to leave this country considering your illness/disease.

2. You should comply with the assessment of your functional ability at one of registered hospitals, on

request of Korea Workers” Compensation & Welfare Service for determining the amount of
benefits.

dd dd
Date of Claim WY 1 Claim No. Due date mm | yy

of payment
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