	Appendix 2:      Verification Form of Xiamen Work Injury Security Benefit 
(This form is applicable for verifying circumstances where injured personnel with disability of under level 5 claim disability employment benefit or single expense.) 
Employer (Stamp):                           Benefit Verification Number:
Applicant
Gender
Date of Injury
Photo
(One Inch)

ID Number
Part of Body Injured
Level of Disability
Date of Verification
Treatment Period
Reception Method of Benefit 
① Treatment Expense □ Recovery Expense □ Assisting Appliance Expense □            
□ Apply to transfer the Above Benefit into Employer’s Bank Account      Account Number:                  □
② One-off disability Subsidy □  □ Apply to Transfer It into the Injured Person’s China Unionpay Card            □
Treatment and Recovery Expenses
Treatment Expense (RMB)
Recovery Expense (RMB)
Item
Payment Made by Employer
Approval by Social Security  
Item
Payment Made by Employer
Approval by Social Security
Consultation
Hospitalization
Consultation
Hospitalization
Medication
Medication
Treatment
Treatment
Examination
Examination
Bedspace
Bedspace
Operation
Operation
Consultation
Consultation
Verification 
Verification
Other
Other
Subtotal
Subtotal
Grand Total: 
Grand Total:
Assisting Appliance Expense
  Name of Assisting Appliance

  Expense Amount: ￥

  Warranty Period and Scope:   
Disability Benefit
Based on Applicant’s Monthly Salary as _______RMB, One-off  Disability Benefit is Granted as ______ RMB/ Month,  Total is￥:        .
(      RMB/Month×    Months ) ＋（     RMB/Month×    Months）÷    Months =         RMB/Month
Actual Payment ( In English Words)                                       ￥

Opinion of Benefit Applicant:
Date:     /      /
Hander at Social Security:
Date:    /    /
Reviewer at Social Security:
Date:     /     /
(Verification Stamp of Social Security Benefit)
Date:     /     /




Instruction 
1. There is one copy of this form, please fill it out with blue or black ink pens.

2. This form is applicable for the following:
Disability of 5-10 level, personnel with minor work injury claiming benefit, work injury treatment benefit, work injury recovery benefit, medical dependence benefit, recurrence of old injury medical benefit and benefit of repair and replacement of recovering appliance.  

3. When claiming work injury benefit, please specify benefit items and account number of employer’s bank or Injured Person’s China Unionpay Card if applying to transfer the benefit; for those who apply to transfer benefit to personal China Unionpay Card, handler from enterprise should bring along injured personnel with ID, Social Security Card and China Unionpay Card, who will be required to verify and sign for the form. (Certified documents are required for relatives acting on injured personnel’s behalf.)  
4. The following are required for claims on work injury benefit:

a. A photocopy of Confirmation Letter on Work Injury and Occupational Disease;

b. A copy of Assessment Report of Labor Ability or Final Medical Assessment;

c. Receipts of medical expenses and a list of total hospitalization expenses;

d. Consulting medical record and a photocopy of hospital discharge summary report;

e. A photocopy of social security card and ID.   

5. Other:

a. For traffic accidents (or cases where a third party is responsible), reconciliation agreement on financial compensation or written judgment by court of justice should be provided;
b. For those who require rehabilitation appliance, approval form of rehabilitation appliance and purchase receipt are required;
c. Certification from Xiamen Labor Identification Committee Office is required for medical treatment extension;
d. Approval form of transferring to nonlocal medical institutions for treatment is required for medical treatment transfer;
e. For recurrence of old injury, a photocopy of medical record and certification from Xiamen Labor Identification Committee Office are required;
f. For those who have medical dependence, a photocopy of medical record and certification from Xiamen Labor Identification Committee Office are required; 
g. Other relevant material advised by social security organization.    
6. For accidents of minor injury, with confirmation of employer and employee, indication inside Remarks column should be filled as “Agreed on waiver of labor ability identification”, signed and stamped for applicant to claim work injury medical benefit.
	Remarks:
Employer (Stamp)                  Benefit Receiver ( Signature and Fingerprint): 
Date:      /      /                Date:       /          /                


