= Welcome to Wooridul

Welcome to our hospital! We kindly request that you follow this guide to ensure a smooth and pleasant
experience during your visit.

Your well-being and safety are our top priorities. We appreciate your cooperation in following these
guidelines as they contribute to the overall well-being of everyone in our hospital. If you have any
further questions or require additional assistance, please do not hesitate to ask the information desk.
We wish you a pleasant and comfortable experience during your visit to our hospital.



Contact Us

If you heed any help during your visit, please contact us at the following number.

ENGLISH: +82-2-513-8452 [ +82-2-513-8381 / +82-10-7225-4662
RUSSIAN: +82-2-513-8385 / +82-10-7313-8801
ARABIC: +82-2-513-8450 / +82-10-6703-8801



Guidelines

. Please prepare your passport or identification card when you enter our hospital. It will be
required of you when you submit to reception.

e * Inadherence to our hospital's policy and for the safety of all patients, visitors, and staff, we
Kindly ask that you wear a face covering at all times within the hospital premises.

. Hand hygiene is crucial in preventing the spread of germs and maintaining a clean
environment. Please use the hand sanitizing stations located throughout the hospital regularly.

o ™ Our dedicated healthcare professionals are committed to providing you with the best care
possible. Please follow their instructions and guidance throughout your stay at the hospital.



1. Please head to the last column
of this table.

Please fill out the initial symptom questionnaire.

Normal (No Pain)
3. Please put a “V” or “sketch” at uncomfortable or painful area.

nNeck nBack ©Shouider oAms o Dorsum
oPdm oFingers OWast oHp oThigh
v olegs oinslep oPlantar nToe nHead

cHpjont cKnee oWist oAnke
Direction rilet cRight oBoth |

o Tugging o Tingling 1 Prickling - Numbness [
¥ 11 Paralysis 11 Others{ ) 0

4. When did the symptoms or pain first arise?

olweekago n2weeksago r3weeksago o 13 Notin above ( )
5. Have you had conservative treatment before?

1 Medicine treatment 12 Injection treatment 1 Physi 2 Chi dical reatment 3 Notin ab )
11 Name of hospital: X
6. What kind of diagnostic tests have you done?

11MRI Scan CT Sean o Myelography 1 Simple Xay L EKG

7. Have you had surgery before?

1 Spine. 1 Joint - Others  (Year

8. Do you have any other diseases or symptoms?
rHighbicod pressure 1 Disbetes 1 Liverdisease [ Dizziness o y Yes/No) ©

1 Notin abowe )

9. What is the main activity to sti your

1 Heavylifting o Fal ) Exercise. 1 Traffic accide  Without specific aoci

10. Do you have insurance?

oYes eNo. Type of Insurance [ - National Health Insurance o Privale Insurance - (Name: il
* Please complete below form blank. This will be kept

+ Name of Surgery: )

Name Date of Birth |

2. Please take out a symptom
survey form which can be found
in the slot underneath the table.
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3. Please fill out the symptom

survey form. There is an
example posted on the table for
you to reference.




Please get a waiting ticket from the machine and wait for your number to be called.
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1. Please head to this machine.

2. Please click this button on the screen. A piece
of paper with a number will be printed out. Please
take the piece of paper and wait at one of our
lobby seats.



Once your number is called, please state your name and your appointment time to
reception.

Please wait for your number to be called. Your number will show up on one of these screens. Please go
to the stand that has your number.



_| Submit the initial symptom questionnaire as well as your passport or identification
card.

Symptoms Survey Form (0 Spine 0O Joint) (& wooripuL

[ Registration number: Department: Date of first visit: ( 1 1 ) ]

1. How did you find the Wooridul Hospital?

o Family members/Friends/Colleagues o Patient © Hospital/Doctor o Agency o Insurance Company o Intemet o Advertisement
2. Please put ‘V’ on the amount you feel pain. (VAS)
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4. When did the symptoms or pain first arise?

niweekago n2weeksago r3weeksago rimonthago r3montsago r6monthsago rNotinabove ( )

3. Please put a “V” or “sketch” at uncomfortable or painful area.
nNeck nBack nShoulder mAms 1 Dorsum
oPam oFingers oWaist oHip oThigh
olegs cinstep ocPlantar oToe oHead
nHipjoint rKnee nWist rAnkle

Region

Direction cleft oRight oBoth

uTugging w0 Tingling w1 Prickling 1 Numbness

S/t o Paralysis 0 Others( )

5. Have you had conservative treatment before?
1 Medicine treatment o Injection treatment o Physiotherapy o Chinese medical treatment o Notin above ( )

o Name of hospital: o Treatment period :
6. What kind of diagnostic tests have you done?
1IMRI Scan 1 CT Scan 1 Myelography 11 Simple X-ray nEKG

7. Have you had surgery before?
o Spine o Joint oOthers  (Year , Name of Surgery: )
8. Do you have any other diseases or symptoms?

o Highblood pressure o Diabetes  oLiverdisease o Tuberculosis o Dizziness o Possibility of pregnancy (Yes /No) o Menopause n_l e
B ) =0

9. What is the main activity to stimulate your symptoms?
REEIDENCE CARD

1 Heavy iting aFal - Exercise o ident s Without specific accic
10. Do you have insurance? —_— - -
Yes aNo Type of Insurance [ 1 National Health Insurance 1 Private Insurance  (Narme: )
* Please complete below form without leaving any blank. This information will be kept confidentially. SEAEERE 1 Em‘_u 1 E MT
. r 5
Name Date of Birth Lo g S gyl |
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Mobile No. Emergency Contact 3 :ﬂ 'IGIIE m" L
AR
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Email Emergency Contact Email - *’
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_:| Pay for the consultation.
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The price will be displayed on the tablet. Please confirm the cost and pay for your consultation.



_] Receive a medical receipt and appointment slip

receipt)

(Oop O

(OoseeImein) MIEDICAL BILL AND RECEIPT } WOORIDUL
Patient ID No. | Patient Name Date of Consultation / Duration of Stay (days) Ward Off-Duty Hours
[ Night [ Holiday
Department { Doctor Room No. Type of Patient DRG No. Receipt No.
SRR T Insured [ Non-insured | Payment Description
ltems Patient Partial Share | Patient Specialty @ Total Cost
: i 5 Others
Patient Due | Insurance Due| Total Share | Service Fee (D+2+3+@+6)
Consultation
SE Total Patient Dues
i (@-6)+3+@+6
|Admission | Multiple(2-3) | !
} | Mutipielover 4) | ® Amount paid
Meal | ©
- | Service Fee @ Balance(®-9)
M | Medication| o e i
— Medicine " . : Eredt-€ard
o Service Fee ® Pa,'d by Cash Receipt
d Injection | Medici patient P T
9 | Medicine (®-9-0) ks
t | Anesthesia i | Total 5
(r) | Procedure Surgery ___ . Credit Card Recoipt
y | Laboratory Store No.
Radiology (Imaging) Card No/Type
Radiotherapy Approval No. - et
| Material B A s ReCE DS s G
Physical Therapy (Reb.) ID No.
| Psychotherapy Approval No. | - B
| Transfusion i i iR e Ak Wi JEak
o CT 1. Patient partial share ‘\! is generally applied as follows: however, it may vary deDendmg on
| \hf g\,;lgyja?é ‘{g\:wrgﬁml @gT&gwr‘Vwml\m health care benefit, type of ward, elc.,
P R nate e
i it . Gl e el 20 e
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a|  Cerilicates {3 G Do e oo o e ARl el nsonce
| OtherS Se’\g;g \05’ %&Gmﬁ%{xﬁﬁ:’:&nﬁfuvﬁm with Article 3-2 of the (Enforcement
- *Pafien total share and co-paymen of health care beneiil in accordance with Aricle
Health Care Benefit gw of 1’;9 ‘chh‘ona\ Healh Insurance Act” etc,, are excluded from the calculation of the
o-payment Ceil

O

Rate for over 65 ages

Fixed Rate (convalescent hospital
Fixed Rate (paliiative care)|

DRG |

Total 1
Over Deductible ‘
Facility Level ‘
Business Reg. No.

2L b Address) S|

Yeal

4. "Comprehensive fee for diagnosis-related group’ refers 10 the health care benefit cost
determined by sefing multiple medical activiies related 1o the corresponding admission

| and reatment for DRG announced by the Minister of Health and Wellare in accordance

y the
witn Ariicle 21-3-2 of the (Enforcement Decree of the National Health Insurance Ach) and
Article 8-3 of the (Regulations on the Standard of the National Health Insurance Health
Care Beneft. However, even il a medical acivily is relaled to the admisson and
treatmen of the corresponding tems such as non-health care beneft flems, fee for

@ @ ® FalE : _Notice R
® Specialty Service OYes [ONo 1. You may request in detail concerning the receipt or bil,

| 2 You may contact Health Insurance Review & Assessment Service (1644-2000)
| or use its website service (www.hira.orkr) to check the appropriateness of
Jour payments for non-insurance and patient total share according 1o the
frticle 43 of the Korean National Health Insurance Law.

his bill or receipt is needed to declare for income tax deduction in medical
rvices received

[ Primary Level [ Secondary Level [ Tertiary Level
360-10-00406 | Phone No. ' 02-513-8000 Hospital Name _WOOR\DUL HOPE
445, Hakdong-ro, Gangnam-gu, Seoul. Korea President Sang-Ho leg

r Month Day Recipient

(attached to the right side of the




Put the appointment slip into the slip holder at the doctor's office where you have a
consultation

2JtX1 0
2R

Please wait until the nurse calls your name.



