	Medical Dispute Mediation Application Form
(an operator of hospital, health and medical service personnel)

	※ [  ] Please √ as appropriate and provide necessary information in parentheses ( ). 
	(Front)

	Case No.
	
	Date of Registration
	
	Date of Mediation
	Duration
	90 days (120 days)

	

	A
p
p
l
i
c
a
n
t
	①
applicant

(an operator of hospital)
	Name of coporation
	
	Registration
No.
	
	Person in charge
	

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.
	Medical Department
	

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	
	e-mail
	
	Fax No.
	
	Text Message
	[ ] Accept
[ ] Refuse  

	
	②
applicant

(health
 and
 medical
 service 
perso
nnel)
	Name
	
	Birth Date
	
	Gender
	

	
	
	Name of coporation
	
	직위
	

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	
	Medical Department
(Specialty)
	［  ］Internal Medicine (Digestive, Heart, Other)  
［  ］Surgery Dept. (General, Plastic, Orthopedic, Neurosurgery, Thoracic)
［  ］OBGY/Pediatric    ［  ］Eye/ENT      ［  ］Dermatology/Urology  
［  ］Dentistry          ［  ］Oriental MedicineㆍLocal Clinic     ［  ］Pharmacy   
［  ］Other(                                     ) 

	
	
	e-mail
	
	Fax No.
	
	Text Message
	[ ] Accept    
[ ] Refuse  

	
	
	
	

	③
Representative
	Name
	
	Birth Date
	
	Gender
	

	
	Relationship 
	［  ］Spouse, ［  ］Direct Descendant , ［  ］Direct Ancestor, ［  ］Sibling ［  ］
［  ］Attorney  
Other Delegate(             )    

	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	E-Mail
	
	Fax No.
	
	Text Message
	[ ] Accept    
[ ] Refuse  

	

	Respondent
	④
patient
	Name
	
	Birth Date
	
	Gender
	

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	⑤
Successor
	Name
	
	Birth Date
	
	Gender
	

	
	
	Relationship 
	 the deceased ○○○(Birth Date □□□□□□)  
［  ］Spouse, ［  ］Direct Descendant , ［  ］Direct Ancestor, ［  ］Sibling ［  ］
Other Delegate(             )

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	

	⑤
Request
	Details 
of accident  
	※ Please provide more details on an additional document.

	
	Requested 
compensation
	
	Fee
	※ Related to the amount of compensation requested.

	

	⑥
Prior attempts to resolve disputes
	[  ] Please √ as appropriate or provide information in parentheses（  ).  
[  ］Civil litigation ［  ］Mediation request to consumer dispute arbitration committee 
[  ］Other (  )
 * “Examples of Other include attempted settlement with respondent, request for damages from concerned
   organization, court request for mediation, etc. 

	 In accordance with the「Relief of Medical Accident Damages and Mediation of Medical Dispute Act」 Article 27 (1), I request mediation of the above medical dispute.
 ※ ［  ］If the medical accident investigation had finished, I want to get a copy of the report. 

	To the President of Korea Medical Dispute Mediation and Arbitration Agency

	

	Enclosed
	1. the document to prove patient with applicant. 
2. Power of Attorney Form
3. Brief explanation of the medical accident

	210mm×297mm[일반용지 70g/㎡(재활용품)]



	

	(Back)

	An outline for application

	
① applicant(an operator of hospital):If the operator of hospital where a medical accident occurred is owned by a juridical person, they should enter the name of registration of juridical person, is an individual, he/she should enter the name of corporation, the registration number of operator, the name of the person in charge(except representative), adderess, subject of clinics, contact number, fax number and E-mail address and make a check(√) at appropriate blank.

② applicant(health and medical service personnel): Enter health and medical service personnel information, the name of hospital he/she belonged(If it same with ①,  just enter same name), contact number, E-mail address and make a check(√) at appropriate subject of clinics.
③ a representative of applicant: a representative of applicant has to write his/her personal information, contact number and e-mail address and make a check(√) at appropriate blank. Also, the representative of applicant has to submit a power of attorney(refer to the annex). 

④ Respondent(the patient): please enter  personal information about the patient, contact number and e-mail address. when the patient had passed away, Do not enter any information.

⑤  Respondent(the successor):Only when the patient had passed away (It doesn't matter whether there is notification of death)  enter here. It should be enter by who can represent the patient like the widow, parents, sons and daughters and make a check(√)at appropriate blank. If you don’t theirs birth date, You may pass it. 

⑥ the contents of mediation application : you should write a summary of the facts as to your medical dispute which you had written in the annexed paper. Also, you should describe  your compensations which is the sum of your medical fee, nursing fee, a suspension damage and consolation money. The detailed compensation lists will be put  on the annexed paper. If your seeking compensation is lower than 5,000,000 KRW, your application fee will be 22,000 KRW, If It is over 5,000,000 KRW, You have to pay the additional fee of 20KRW per 10,000KRW.  

⑦ Prior attempts to resolve disputes : Please make a check(√) at appropriate blank. You may enter  additional story briefly If you want. 

⑧ applicant: In case of an application by a patient, He/she shall sign on the application, If a representative applys for mediation, the representative shall sign on the application document. 


	Process of mediation

	
	

	  your application documents will be handled on below.

	Applicant
	Organization

	
	K-medi

	
	

	
	Submit 
	
	
	▶
	Registration
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	▼
	
	

	
	
	Deliver application documents to respondent
	

	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	▼
	
	

	
	
	Confirm participation
(in 14 days)
	   (Rejection)

	
	
	
	 → Expiration

	
	
	
	
	
	(Agree)
	
	

	
	
	
	
	▼
	
	

	
	
	Investigation of medical accident
	

	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	▼
	
	

	
	Notice
	◀
	
	
	Mediation
	

	
	
	
	
	
	
	

	
	

	



	[별지 제1호서식] 개정(안)
	

	Medical Dispute Mediation Application Form (Patient Copy) 

	※ [  ] Please √ as appropriate and provide necessary information in parentheses ( ). 
	(Front)

	Case No.
	
	Date of Registration
	
	Date of Mediation
	Duration
	90 days (120 days)

	


	A
p
p
l
i
c
a
n
t
	①
Applicant
(Patient)
	Name
	
	Birth Date
	
	Gender
	

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	
	E-Mail
	
	Fax No.
	
	Text Message
	[ ] Accept    
[ ] Refuse  

	
	②
Applicant
(Successor)
	Name
	
	Birth Date
	
	Gender
	

	
	
	Relationship 
	 the deceased ○○○(Birth Date □□□□□□)  
［  ］Spouse, ［  ］Direct Descendant , ［  ］Direct Ancestor, ［  ］Sibling ［  ］
Other Delegate(             )

	
	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	
	E-Mail
	
	Fax No.
	
	Text Message
	[ ] Accept    
[ ] Refuse  

	
	
	

	③
Representative
	Name
	
	Birth Date
	
	Gender
	

	
	Relationship 
	［  ］Spouse, ［  ］Direct Descendant , ［  ］Direct Ancestor, ［  ］Sibling ［  ］
［  ］Attorney  
Other Delegate(             )    

	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different, please include the address for delivery.

	
	Tel.
	(Cell Phone)                     (Office)                      (Home)              

	
	E-Mail
	
	Fax No.
	
	Text Message
	[ ] Accept    
[ ] Refuse  

	

	④
Respondent
(Medical Organization, Medical Professional)
	Name of Organization
	
	Telephone
	
	Contact
Person
	        

	
	Address
	(Zip Code)
※ If the address for the delivery of documents is different,please include the address for delivery.
	Fax No.
	

	
	Name of Dr.
	
	Telephone
	

	
	Medical Department
(Specialty)
	［  ］Internal Medicine (Digestive, Heart, Other)  
［  ］Surgery Dept. (General, Plastic, Orthopedic, Neurosurgery, Thoracic)
［  ］OBGY/Pediatric    ［  ］Eye/ENT      ［  ］Dermatology/Urology  
［  ］Dentistry          ［  ］Oriental MedicineㆍLocal Clinic     ［  ］Pharmacy   
［  ］Other(                                     ) 

	

	⑤
Request
	Details 
of accident  
	
※ Please provide more details on an additional document.

	
	Requested 
compensation
	
	Fee
	※ Related to the amount of compensation requested.

	

	⑥
Prior attempts to resolve disputes
	
[  ] Please √ as appropriate or provide information in parentheses（  ).  
[  ］Civil litigation ［  ］Mediation request to consumer dispute arbitration committee 
[  ］Other (  )
 * “Examples of Other include attempted settlement with respondent, request for damages from concerned
   organization, court request for mediation, etc. 

	 In accordance with the「Relief of Medical Accident Damages and Mediation of Medical Dispute Act」 Article 27 (1), I request mediation of the above medical dispute.
 ※ ［  ］If the medical accident investigation had finished, I want to get a copy of the report. 

	Date:     .    .    . 

	               
	⑦Applicant:                        (signature or seal)

	To the President of Korea Medical Dispute Mediation and Arbitration Agency

	

	Enclosed
	4. the document to prove patient with applicant. 
5. Power of Attorney Form
6. Brief explanation of the medical accident

	210mm×297mm[일반용지 70g/㎡(재활용품)]



	(Back)

	An outline for application

	
  
①applicant(the patient) : please enter w personal information about the patient, contact number and e-mail address and check(√) whether you want to get SMS massage or not. If the patient had already passed away, enter  personal information of the successor as an applicant. 

② applcant (the successor) : Only when the patient had passed away (It doesn't matter whether there is notification of death  enter here. and have to submit a certificate of family relation to prove that he/she is the successor. The successor as an applicant has to enter his/her personal information, contact number and e-mail address and make a check(√) at appropriate blank.


③ a representative of applicant : a representative of applicant has to write his/her personal information, contact number and e-mail address and make a check(√) at appropriate blank. Also, the representative of applicant has to submit a power of attorney(refer to the annex). 
④ respondent(a operator of hospital, health and medical service personnel) : If the operator of hospital where a medical accident occurred is an individual, he/she should enter his/her own name, address, and fax number. If the hospital is owned by a juridical person, they should enter the name of corporation(or hospital), contact number, address, fax number, doctor’s name, and check(√) at appropriate blank.It is not recommended to use hospital’s abbreviation or byname. If you don’t know the person who is in charge of your case or fax number, you may ignore it. If you have plural respondents, you should enter the information in the same way by using the annexed paper.

⑤ the contents of mediation application : you should write a summary of the facts as to your medical dispute which you had written in the annexed paper. Also, you should describe  your compensations which is the sum of your medical fee, nursing fee, a suspension damage and consolation money. The detailed compensation lists will be put  on the annexed paper. If your seeking compensation is lower than 5,000,000 KRW, your application fee will be 22,000 KRW, If It is over 5,000,000 KRW, You have to pay the additional fee of 20KRW per 10,000KRW.  

⑥ Prior attempts to resolve disputes : Please make a check(√) at appropriate blank. You may enter  additional story briefly If you want. 

⑦ applicant: In case of an application by a patient, He/she shall sign on the application, If a representative applys for mediation, the representative shall sign on the application document. 

※When the medical accident investigation had finished, We will offer the report of medical accident to you as a free. Please enter your available E-mai or Fax number. 



	Process of mediation

	
	

	  your application documents will be handled on below.

	Applicant
	Organization

	
	K-medi

	
	

	
	Submit 
	
	
	▶
	Registration
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	▼
	
	

	
	
	Deliver application documents to respondent
	

	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	▼
	
	

	
	
	Confirm participation
(in 14 days)
	   (Rejection)

	
	
	
	 → Expiration

	
	
	
	
	
	(Agree)
	
	

	
	
	
	
	▼
	
	

	
	
	Investigation of medical accident
	

	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	▼
	
	

	
	Notice
	◀
	
	
	Mediation
	

	
	
	
	
	
	
	

	
	

	



