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Abstract

There have been heated debates on whether private health insurance creates moral hazard
effects. Despite its importance, however, the moral hazard problem of private health insurance
is still controversial and understudied. To empirically examine whether or not moral hazard
exists in the Korean private health insurance market, we employed two-stage regression for
endogeneity control and the Heckman two-step procedure for sample selection bias control,
which are expected to produce consistent estimates. All estimation results do not allow us to
detect the presence of the moral hazard effects and imply that people hold private health
insurance simply as “safety net”.
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I. Introduction

The problem of moral hazard in health care and health insurance has long been discussed
in economic literature. There are two ways in defining moral hazard in insurance markets: 1) ex
ante and 2) ex post moral hazard. The first type indicates the risky behavior itself. For example,
those who have automobile insurance may tend to be less careful of driving, thereby increasing
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the risk of an accident. In the same manner, after purchasing fire insurance, people may tend to
less care about preventing fires. On the other hand, moral hazard falling into the second
category does not result in more risky behaviors, but rather in more costly consequences. For
instance, after purchasing medical insurance, health care services available become cheaper for
individuals, and therefore people may consume more services than they would otherwise, all
else being equal (Pauly, 1968; Zweifel and Manning, 2000; Anne, 2009). This paper adopts the
second definition of moral hazard to see whether people face incentives to consume more
medical services than the optimal level since they do not have to pay the full marginal costs by
purchasing health insurance.

Does this ex post moral hazard problem exist in Korean insurance market? To answer this
question, one may have to understand the unique health care system of Korea. Korea introduced
mandatory social health insurance for industrial workers in large corporations in 1977, and
extended it incrementally to the self-employed until it covered the entire population in 1989. In
addition to the universal health care system, private health insurance in Korea plays a role as
supplemental insurance; people voluntarily purchase private health insurance if they feel that
public-mandated insurance is not sufficient or if they want to reduce potential burdens further
which can be caused by unexpected diseases or accidents in the future.

This paper specifically aims to detect the problem of moral hazard in Korean private

health insurance market. We focus on this issue since there have been few studies dealing with
the supplemental insurance, and thus it can allow us to re-evaluate the role of private health
insurance and to design policies that can take advantage of it in accordance with public
insurance. In SectionⅡ, we first discuss previous studies conducted with the same issues and
find our own strategies for the following analysis. We then perform empirical analysis with
several econometric tools in order to investigate the effects of having private health insurance
on medical care use by effectively controlling other confounding factors in Section III, and the
empirical results are introduced in Section IV. Section V concludes.

II. Literature Review

The presence of health insurance and the demand for health care are intimately related,
and it has been widely recognized and examined since Arrow (1963) pointed out the moral
hazard problem. According to his claim, health insurance may allow the insured to over-utilize
health care services since it distorts the effective price of services in the market. McCall et al.
(1991), Christenson et al. (1987), Lillard and Logowski (1995), Khandker and McCormick
(1999), and Atherly (2001) attempted to empirically estimate the impact of supplemental health
insurance on medical service consumption and all claimed that the insured demands more
services. There is no agreement, however, on how much of this demand gap between the
insured and the uninsured can be explained by the moral hazard problem (Wolfe and
Goddeeris, 1991; Ettner, 1997; Hurd and McGarry, 1997; Chiappori et al., 1998; Buchmueller
et al., 2004; Sapelli and Vial, 2003) . Moreover, estimating the moral hazard effects entails
significant problems in that not only is the demand for health care determined by the insurance
status but also the insurance decision itself depends on expected future consumption of health
care services; there may be mutual interdependence between health insurance and health care,
leading to the simple regression estimator biased (Cameron et al. 1988; Edward et al. 1995) .

HITOTSUBASHI JOURNAL OF ECONOMICS [December130



The previous studies listed above did not consider this problem.
In Korean context, Yu (1983) conducted a pioneering study when the universal health care

system was not yet established in Korea but only about thirty percent of the total population
was covered by various health insurance plans. He chose four categories of treatments
(appendectomy cholecystectomy, tonsillectomy, cesarean section and respiratory tract infection),
and investigated whether there were differences in quantities, length, charges, and qualities of
medical care services between the insured and the non-insured. The major findings confirmed
the moral hazard hypothesis; the volume of services was greater and the length of stay was
longer among the insured whereas quality of care did not show statistically significant
differences. On the other hand, Seo (1981) suggested a confounding result in his study during
the similar period. The author classified hospitals in three categories - university hospital,
general hospital, hospital ̶ and selected two diseases ̶ acute appendicitis and normal
delivery ̶ to compare the patterns of medical consumption before and after introduction of
public health insurance in Korea. The results show that there were no significant differences in
the average length of stay and the average total hospital costs of both diseases in all types of
hospitals. These two studies might have yielded inconsistent results due to the different methods
adopted in selecting and categorizing the samples, and more importantly, the institutional
instability during that time.

Since the National Health Insurance (NHI) began to play a role as primary insurance while
private health insurance as supplemental in 1989, there have been a heated debate on whether
private health insurance creates social inequality and worsens the financial status of the NHI;
however, most of them are lack of specific ground and empirical evidence. Thus, Yun and
Kwon (2008) recently attempted empirical analysis based on the survey conducted from 2004 to
2006. The total sample used in this research was 406, 751, acquired by a random sampling
method, and was divided into two groups, private insurance holders and the other group, to see
whether they are different in medical care utilization level. The results imply that the private
insurance holders do not consume more medical services than the others, which can alleviate
concerns over the moral hazard problem in Korean private insurance market. The analysis,
however, is solely based on mean and percentage calculation; by this method, the effects of
other factors that can influence dependent variables and individualsʼ own characteristics are not
controlled.

As one can notice, the moral hazard problem of private health insurance in Korea is still
controversial and understudied. Its importance as supplemental insurance to the NHI, on the
other hand, continues to increase as the NHI coverage rate remains only about 65% out of total
medical expenditure, much lower than 80% of the average rate for OECD member countries,
and as the proportion having private health insurance is as high as 64% of the total population.1

Furthermore, because the privatization policy is one of the key elements of the current
President Leeʼs economic plan, various ways to promote private insurance are also largely being
discussed. Therefore, it is important to investigate whether the moral hazard problem exists in
private health insurance and whether it places more financial burdens to the NHI which has
suffered from budget deficit for recent years. It may also be useful to extend the results to other
countries where the universal health care system exists and private insurance supplements it.
Having considered its importance, therefore, this study seeks to find answers for the question
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posed at the beginning by adopting econometric techniques and deriving estimates as robust as
possible.

III. Empirical Analysis

1. Models

As previously mentioned, this study aims to uncover moral hazard effects in private health
insurance. Yun and Kwonʼs latest study (2008) performed a research to empirically prove such
effects, relying on mean and percentage values. By this method, however, causal relationships
are not revealed; if the group of the insured consists of people who have certain characteristics
in common, high or low mean of medical service demand may not result from insurance status
but from those idiosyncratic characteristics. Thus, to control this effect, we first estimate the
probability of purchasing private health insurance. Besides, since Korea has the universal health
care system, it is worth studying who has additional supplemental private insurance and what

determines the decision. The following equation is estimated by using probit model.

I i=p0+p1Xi+p2Hi+p3Bi+p4PRi+w i (1)
I i: a dummy variable indicating private insurance status

(1 if one is enrolled in private health insurance and 0 otherwise)
Xi: a vector of socio-demographic variables
Hi: a vector of health status variables
Bi: a control variable measuring individualsʼ efforts or preferences to improve health
PRi: National Health Insurance (NHI) premium each individual pays.
w i: an error term assumed to follow a white-noise process

The socio-demographic variables include age, gender, marital status, education level,
occupational status, number of family members, and income level. Other key explanatory
variables are related to individualsʼ health status. This empirical analysis defines health status in
two different ways: one is a subjective five-point scale answer as for the question “how do you
think of your overall health conditions?”2; the other is an objective measure of health by
summing up the number of all chronic diseases that the respondent has, if any, such as
diabetes, high blood pressure, anemia, asthma, arthritis and so on. We also tried to measure
each individualʼs “intention” to improve health; if one puts higher efforts to enhance his or her
health, it would mean that they care more about physical well-being and thus their willingness
to consume health care services and willingness to pay for them could be higher than
otherwise. There is no such a straightforward question in the questionnaire. Therefore, we
defined four areas standing for health promotion behaviors as 1) alcohol consumption, 2)
cigarette consumption, 3) regular exercises, and 4) weight management, and indexed them into
three-scale points; if one endeavored much, satisfying certain criteria, he will get 2 points; if
one performed all right, he will get 1 point; if one was reckless in caring health, he will get
nothing.3 These are summed up and reduced to one variable referring to “degrees of caring
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health”. Lastly, insurance premium is included.
Then we verify whether private health insurance affects individualsʼ decisions to visit

doctors. The equation (2) is established to estimate the effect.

PV1i=a0+a1Xi+a2I i+a3Hi+a4Bi+e i (2)
PV1i: the annual number of physician visits including in- and out- patients4

e i: an error term assumed to follow a white-noise process

In estimating the equation (2), Poisson and negative binomial models can be considered
given that both are good models for count data (Cameron and Trivedi, 1998). In the Poisson
model, the variance in the number of accidents is equal to the mean whereas in the binomial
model, the variance is larger than the mean; the latter is more appropriate for the data
overdispersed. In order to see which model works better, we performed a goodness-of-fit test
by using the Pearson statistic after estimating the Poisson regression. If the test is significant,
the Poisson model can be viewed as inappropriate and the negative binomial model should be
considered. The test result, however, does not allow us to reject the null hypothesis that the
Poisson distribution fits the data, so it is adopted as a suitable model5.

However, as many health economists insist (Cameron, et al., 1988), an individualʼs
expected medical care utilization could affect his or her decision on choice of health insurance,
and the existence of health insurance could affect his utilization of medical care services, which
suggests there is mutual interdependency between the decision of medical care use and health
insurance purchase. Hence, a simple Poisson regression model may not produce consistent
estimates of parameters. In other words, if two error terms of equation (1) and (2) are
correlated each other which can be a source of endogeneity bias, it is highly likely that the
unobservable characteristics included in e i of equation (2) are correlated with some of the
observed explanatory variables in that equation. Therefore, to control such endogeneity
problem, we adopted the two-step method by using both equation (1) and (2) . That is, the
predicted value of ÎI, which is obtained from estimating equation (1), substitutes the actual
value of I i, and the same Poisson regression method is used for the second step.

In this process of applying the two-step method, as shown in equation (2), PRi, the NHI
insurance premium variable is utilized as an instrumental variable. According to Wooldridge
(2002), when the estimation model includes one endogenous variable, at least one instrument is
necessary to identify it. Intuitively, using PRi as an instrument can be justified by the way the
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month, and 0 otherwise; 2) For smoking, we assigned 2 if one has never smoked, 1 if one had smoked in the past but
stopped recently, and 0 otherwise; 3) For exercises, we assigned 2 if one has performed mid-level physical activities,
such as tennis, badminton, yoga, or swimming, more than 5 days a week and over 10 minutes per day, 1 if one has
performed those at least one day per week, and 0 if one has performed nothing; 4) For weight management, we
assigned 2 if oneʼs BMI is more than 18.5 and less than 25, 1 if BMI is less than 18.5 or more than 25 but still less
than 30, and 0 if BMI is over 30.

4 Since ex-post moral hazard assumes that patients can choose arbitrary amount of medical services, it seems
important to make the concept of “the number of visits” be clear. Although the total amount of medical care use could
be affected by the supply side due to medical knowledge imbalance between doctors and patients, patients can choose
whether or not to visit doctors when they feel sick. So we define “the number of visits” to be “the number of episodes”
in this paper. This concept suggests a patientʼs decision on visiting a doctor is mainly determined by the patient
him/herself even if the supply side could affect patientʼs follow-up visit with the same episode. The information on who
initiated the respondentʼs first doctor-visit with an episode is clearly shown at the survey questionnaire this study used.

5 Test results are available upon request.



Korean government exogenously imposes the contributions of NHI. First, for the employee
insured, the contribution amount is calculated by multiplying monthly salary to the contribution
rate, and is deducted from the monthly salary. Second, for the self-employed insured, the
contribution amount for those who have an income is calculated in the same way above, but for
those who have no income, their contribution amount shall be equal to the average monthly
contribution of the Korean self-employed in the previous year. Hence “NHI premium” might
work as an appropriate instrument variable in that it is unlikely to be related to individual
medical service use because the mechanism of determining it by Korean central government
does not truthfully represent the individual real income level, and because the individual use of
medical care might be mainly affected by peopleʼs health conditions or private health insurance
status as the ex post moral hazard assumption predicts. Thus we can secure the variableʼs
exogeneity and this paper will discuss more about the validity of the instrumental variable later
by conducting a series of tests and by introducing the mechanism of determining the premium
in detail.

Another econometric issue that may bias the estimation result of equation (1) and (2)
above is the existence of sample selection bias. This sample selection problem has long been
discussed in health economics literature; in some data which involve a number of zero
responses, a researcher may face such questions as “how would many zeros affect estimation
results?” and “do those zeros represent actual choices of individuals?” In our data representing
medical service utilization, there are 2,456 non doctor-visits out of total 4,513, thus we have to
verify how results will change after properly excluding them. According to Duan et. al, (1984),
censored data approach requires restrictive distributional assumptions and as the censored data
are unobservable, these assumptions are not testable. Maddala (1985), however, stresses the
need to understand the nature of the underlying decision process in selecting an empirical
model and argues that joint decisions of visiting a doctor and the amount of consumption of
medical care conditional on any visit may be more appropriate. In other words, if there are
some common omitted variables, the two decisions will be correlated which might cause the
estimation results to be biased. Thus, it is worth trying to jointly estimate, and check whether
the sample selection problem which is caused by correlation of two error terms, is critical in
the model.

Heckman (1976, 1979) has suggested a practical model to deal with such situations, which
treats the selection problem as an omitted variable problem. Although this solution known as
the two-step or the limited information maximum likelihood (LIML) method has been recently
criticized due to its small-sample properties, according to Puhaniʼs Monte Carlo studies (2000),
it still yields reasonable results except when multicollinearity problems are critical; in this case,
subsample OLS (or the Two-Part Model) is the most robust among the easy-to-implement
estimators (Puhani, 2000). Hence, in this paper, in order to test multicollinearity, the Variation
Inflation Factor (VIF) was used, and the result was 1.48, much lower than that of a concern.6

Heckmanʼs model, however, is a standard approach to account for sample selectivity in the
linear regression model, so it is not appropriate for our model which is based on count data.
Greene (1995) has extended this Heckman model to the Poisson regression model for count
data; the procedure begins by fitting the probit model as earlier, computing the inverse Millʼs
ratio ̶ the ratio of the probability density function over the cumulative distribution function
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s �� ̶ for the selected observations, then fitting the Poisson model with this augmented

conditional mean function by maximum likelihood. We adopt this method as another
alternative.

The equation (3) is the selection equation to estimate individual iʼs probability of visiting a
doctor.

PV2i=b0+b1Xi+b2Î I+b3Hi+b4Bi+b5TIMEi+m i (3)

�
di=1
di=0

if PV2i>0
otherwise (PV2i=0)

PV2i is a dichotomous variable expressing whether or not one has ever seen a doctor. The
variable TIME represents travel time that one must spend to see a doctor and it is added for the
identification issue. Our intuition behind choosing TIME as another exogenous variable is that
while an individualʼs decision on whether to visit doctors could be influenced by travel time,
once she or he visits a doctor, the total amount of medical care use is largely affected by
suppliers, considering the existence of asymmetric information between patients and doctors. If
it really is so, the role of this variable as an instrument can be justified. The validity of this
identification will be discussed in the next section.

Conditional on positive number of doctor visits, an individual iʼs total medical care use can
be estimated by the next equation.

PV1i(di=1)=a0'+a1'Xi+a2' Î I+a3' Hi+a4' Bi+rk i+e i' (4)

The k i is a new variable standing for the inverse Millʼs ratio. According to the Heckmanʼs
sample selection model, the existence of error-correlation caused by sample selection can be
checked by testing the hypothesis of r=0. If we can reject this hypothesis at the legitimate
significance level, it would be desirable to interpret the results by the Heckmanʼs model while
simple estimation without controlling sample selection bias yields better outcomes if we cannot
(Hay and Olsen, 1984). We will use this criterion to assess which model is more reliable later.
The standard errors are adjusted using the robust estimator of variance.

In addition to the number of doctor visits, this study also uses total annual medical
expenditures as another dependent variable conditional on any doctor visit. The reason for using
another dependent variable arises from the concept of ex post moral hazard. As explained, it
indicates a phenomenon that people consume more services than they would otherwise if they
have medical insurance. Thus, the moral hazard of this kind could occur where people expect
private health insurance they hold to reimburse the amount of money they spend for medical
services so that they want to use them more frequently, being less careful of costs, and utilize
more expensive ones. The frequency of physician visits only captures the aspect of patientʼs
being less careful of costs but not the specific contents of medical care a patient uses, so the
need for including a variable representing how much one spends for medical services comes up.
Even if it is highly plausible to think the specific contents of medical care a patient uses might
be largely affected by doctors, it is hard for them to know the patientʼs idiosyncratic
characteristics including patientʼs private insurance status unless a patient clearly provides a
doctor with the information in Korea7 . So, a patientʼs willingness to utilize more expensive
medical care services originated from his/her having private health insurance, i.e. ex-post moral
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hazard might be analyzed using total annual medical expenditures. Besides, because the
frequencies of health care utilization ̶ i.e. the number of doctor visit - do not contain
information on patientʼs severity of illness, how much one pays per visit can provide more
relevant information. Hence, this part can be viewed as a sensitivity check to see whether there
exists moral hazard even when analyzing the specific contents of medical services people used
and controlling the severity of diseases people hold.

In doing so, we transformed medical costs into a natural logarithmic form in order to
correct the left-skewed distribution and to scale down the size of coefficients for the sake of
simplicity. The variable, denoted as LMCOST, displaces PV1i in equation (2) and (4), and since
LMCOST is a continuous variable, it is fair to adopt the OLS method instead of the Poisson
regression. So we performed the same procedures by adopting three estimation methods: 1)
Ordinary Least Squares (OLS) as basic model, 2) Two-Step Least Squares (TSLS) to correct
endogeneity bias which could be caused by individual insurance choice being endogenously
determined, and 3) Heckmanʼs sample selection model to consider potential sample selection
bias; because no visit means no expenditure we may want to censor those who have never seen
a doctor. We will compare the results produced by each model as shown in Table 1.

2. Data

This paper uses the National Health and Nutrition Examination Survey (NHANS) in Korea
which was conducted in 2005. Although there exist more up-to-date survey results available,
obtained in 2007, it is more legitimate to choose data of 2005 in that they have a larger sample
size and more affluent information on private health insurance such as the number of private
insurances people have, reasons to purchase them, and most importantly how much people pay
for those; on the other hand, data of 2007 do not contain such useful information while only
reporting whether or not the respondent is insured by private companies. Furthermore, the
question itself is different: the question in 2005 asks “do you have some private insurance like
cancer insurance sold by private companies?” The same question in 2007, however, asks
somewhat differently - “do you have some private insurance such as cancer insurance,
cardiovascular disease insurance or auto insurance?” To be more precise, it seems fair to
include only health-related insurance for the following analysis, excluding probabilities of any
bias that can be caused by embracing other insurance types which are seemingly unrelated with
health-care issues. More importantly, the Korean government allowed private health insurance
in 2003, and the enrollment rates soared up, and its total market size was approximately $12

HITOTSUBASHI JOURNAL OF ECONOMICS [December136

7 A patientʼs medical record or consultation sheet which a doctor can refer to only includes a patientʼs disease code
and main symptoms of disease, so whether a patient has private health insurance cannot be observed by a doctor in
Korea.

Note: N - No; Y - Yes

Model 2 Model 3

Endogeneity Control

Model 1

Sample Selection Control

Medical Costs

Model 3 Model 2

Physician Visits

N Y Y

Model 1

N

TABLE 1. EMPIRICAL MODELS AND STRATEGIES

Y Y
YN N Y N N



billion in 2005. To reflect all factors above, we adopted the NHANS of 2005.
Of total observations of 34,152, we cut off data of people either younger than 19 or older

than 65 given the assumption that the decisions of people belonging to these groups regarding
whether or not to consume medical services are likely to be influenced by their family members
or other acquaintances; as a result, our target dataset only include 11, 431 observations. In
addition, we further excluded observations which had more than one missing values in critical
socio-economic variables such as income or education level. In the end, the estimation was
performed with 4,513 observations. Since reducing more than half of the sample size due to
missing values could yield some problems, we have to leave them as a limitation of this study
given the data.

IV. Empirical Results

1. Descriptive Statistics

Table 2 shows basic descriptive statistics of variables introduced above. There are several
points that should be made. First, the number of physician visits and medical costs appear to be
greater for those who are not covered by private health insurance, contradicting standard moral
hazard assumption. In case of the medical cost variable, this may result from several outliers
who did not purchase private health insurance but underwent severe diseases. They might have
paid a huge amount of out-of-pocket money for medical services. As for the doctor-visit
variable, we conducted t-test to compare the sample mean of each group, and we were not able
to reject the null hypothesis that two sample means were equal at 5% significance level.

Regarding control variables, degrees of performing health promotion behaviors are not
different between the insured and the uninsured groups according to Table 2. Other variables
indicate that people with more education, higher position in workplace and higher monthly
income more tend to purchase private health insurance. On the other hand, those who report
better health conditions and less chronic diseases are more covered by private health insurance.
If so, the pool of the insured may consist of healthier and wealthier individuals, and
accordingly one may conjecture that moral hazard is not observed in the private health
insurance market if taking into account such characteristics. The following section explores
whether this implication can also be supported when we adopt econometric techniques.

2. Estimation results

(1) Individual choice of private health insurance

Table 3 displays results of estimating equation (1); people are more likely to purchase
private health insurance if they are younger, more educated, have higher monthly income, and
have less chronic diseases. The NHI insurance premium variable, however, indicates the higher
premium, the more demands. To understand why, it is necessary to understand that the
premium variable is not merely an indicator for the price of national health insurance or the
level of income, but may contain far more information. As mentioned before, it is determined
by the Korean government based on the income level of the insured, but because of the way
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NCD

SHS
Health Status Variables

INC

JOB_STT

NFAM

EDUC

MARRI

SEX
AGE

Socio-Demographic Variables

N

MCOST

PV

Min. Max.
Descriptions

Covered by Private Health Insurance Not Covered by Private Health Insurance

PREMIUM

Instrumental Variables

Variables

BEHAV
Control Variables

Mean St. Dev. Min. Max. Mean St. Dev.

10037000 143441.95 6.000 0 16998000

Number of Physician
Visits

1.24 2.210 0 25 1.41 2.043

TIME

TABLE 2. DESCRIPTIVE STATISTICS OF SUB-GROUPS

0 14

19 65

Total Medical Costs
(Korean Won)

85690.50 9

Choice Variables

0

Sex(0: male ; 1:
female)

0.42 0.493 0 1 0.45 0.498 0 1
Age 41.49 11.280 19 65 47.40 13.903

1.047 1 6 3.42 1.319 1 6

Marital Status
(0: not married ; 1:

married)

0.82 0.530 0 1 0.76 0.789 0 1

1 0.35 0.476 0 1

Number of Family
Members

3.50 1.176 1 7 2.82 1.216 1 7

Educational Status
(1: no education ; 2:
C elementary school
graduate ; 3: C mid-
dle school graduate;
4: C high school

graduate ; 5: B

college graduate)

4.04

Monthly Income (Ten
Thousand Korean

Won)

272.23 160.642 0 998 159.06 124.112 0 998

Job Status
(0: employees or part
time jobs; 1: employ-
ers or full time jobs)

0.49 0.500 0

15

Subjective Health
Status

2.30 0.818 1 5 1.98 0.964 1 5

Number of Chronic
Diseases

2.69 2.142 0 15 3.31 2.500 0

Health Promotion
Behaviors

(degrees of caring
health)

4.67 1.591 0 8 4.67 1.604 1 8

10.94 27.741 0 300

NHI Premium (Ten
Thousand Korean

Won)

25.38 225.126 0 99.8 10.21 131.667 0 99.8

3600 913

Travel Time to Visit
Doctors (minute)

7.64 29.706 0 888



the government imposes it, the variable also contains information which cannot be captured by
researchers, which allows us to explain the ambiguous result on the regression coefficient. The
following reasone also confirm the appropriateness of the variable as an instrument.

First, there exists a time gap between when the government imposed the NHI premium
and when the survey respondents reported their income. To be specific, the survey on which
this study is based was conducted in 2005, and the questionnaire asked the respondentʼs current
income level of 2005. The NHI premium of 2005 determined by the Korean government, on
the other hand, was retrospectively determined based on the individual income level of 2004
because it is hard to recognize the yearly income level of 2005 at the early stage of that year.
The over- or under-charged NHI premium due to the time gap is supposed to be adjusted in the
April of the following year 2006. In brief, in Korean National Health Insurance system, the
NHI premium is based on the lagged individual income level which does not truthfully
represent the current individual real income level.

Second, the Korean government decides the NHI premium based on seven income
brackets, but not on the actual level of income. Thus, there could be a great difference between
the actual income people have and the income bracket they belong to; for example, people in
the sixth bracket could be those who earn 50,000,000 Korean won but also could be those who
gain 90,000,000 Korean won on a yearly basis, and this gap cannot be disregarded. Hence this
mechanism of setting NHI premium suggests that the unobserved individual heterogeneity in
terms of individual real income is not considered in the process of determining it, which also
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N

Note: *
＝ statistically significant at the 0.1 level; **

＝ statistically significant at the 0.05 level; ***
＝ statistically

significant at the 0.01 level

NCD
SHS

Health Status Variables

JOB_STT

INC
NFAM
EDUC
MARRI

Socio-Demographic Variables

Control Variables

SEX
AGE

-3.1000 0.4907

coefficients s.e.
Descriptions

Private Insurance Enrolment

Pseudo R2

PREMIUM

Variables

Instrumental Variables

BEHAV

0.4396*** 0.1547
Marital Status -0.0190 0.0485

Sex -0.1092 0.0835
Age -0.0741*** 0.0194

0.0940 0.0742

Monthly Income
(Ten Thousand Korean Won)

0.0005* 0.0003

Number of Family Members -0.0090

TABLE 3. PROBIT ESTIMATION RESULTS ON PRIVATE INSURANCE STATUS

0.0302
Educational Status

Number of Chronic Diseases -0.0455*** 0.0170
Subjective Health Status 0.0373 0.0426

Job Status

CONSTANT

NHI Premium
(Ten Thousand Korean Won)

0.0207*** 0.0006

Health Promotion Behaviors
(degrees of caring health)

0.0115 0.0238

4513
0.6304



indicates the NHI premium is somewhat deviated from the individual real income level.
Furthermore, what is more important fact on this mechanism is that, as already mentioned

in this paper, the NHI premium for the self-employed whose income is not known to Korean
government is set to be equal to the average monthly NHI premium of the overall Korean self-
employed in the previous year. Therefore, this mechanism could also yield a significant
disparity from their real income level and the unobserved individual heterogeneity in terms of
his/her real income is not considered in the process of determining it either. Nowadays, a
number of academics, legislators, and media in Korea criticize the mechanism to set the NHI
premium in Korea, claiming that it does not properly reflect the real income level of the insured
and accordingly it worsens financial deficits of public insurance.

Having considered all these aspects, we can conclude that the individual real income level
and the NHI premium might be correlated in part, but each represents their own characteristics.
In this context, concerning the positive coefficient of NHI premium on individual private
insurance enrollment, it is highly likely that the characteristics of the mechanism of determining
NHI premium explained above may have produced the positive effect. All in all, the variable of
NHI premium is not merely an indicator of the individual level of income, probably containing
far more information which cannot be captured by researchers, and this fact may allow the
variable to function properly as an instrument.

(2) Effect of private health insurance status on number of doctor visit

Model 1, 2, and 3 in Table 4 represent the simple Poisson regression, the two-stage
Poisson regression, and the Heckmanʼs LIML respectively. The most interesting result is that
purchase of private health insurance largely increases the number of doctor visit and it is also
statistically significant in the simple Poisson regression model. This can be harmonized with the
moral hazard assumption in the health insurance market. In the two-step Poisson regression,
however, the coefficient decreases dramatically and it also loses statistical significance. Hence,
this result does not support the presence of the moral hazard effects in Korean private health
insurance market, and the endogeneity bias is generated by individual unobserved character-
istics associated with the choice of private insurance.

Concerning the validity of instrumental variable, PREMIUM, used for identifying equation
(1) and (2), we tested the relevance and exogeneity of it. With respect to the relevance, we
used the Weak IV test suggested by Stock and Watson (2007) . One way to check for weak
instrument when there is a single endogenous variable is to compute the F-statistic testing the
hypothesis that the coefficient on the instrument is equal to zero in the first stage regression of
two stage least squares (TSLS); if it is less than 10, the instrument can be regarded as weak,
and the TSLS estimator is biased (Stock and Watson, 2007) . In our case, however, the first-
stage F statistic is 13.125, supporting the relevance of the instrument used. One should note,
however, that the argument above is based on a linear regression model, not Poisson model
with the probit method. Hence, the tests could not be rigorous and we still need to call for our
intuition to judge the validity explained above.

Testing instrument exogeneity is another issue of concern; if the instruments are not
exogenous, then TSLS is inconsistent. Because we have only one instrument and one
endogenous regressor, it is impossible to develop a statistical test of the hypothesis that the
instruments are in fact exogenous, such as the overidentifying restriction test called J-statistic.
In this case, the only way to assess whether the instrument is exogenous is to depend on
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personal knowledge of empirical problem at hand (Stock and Watson, 2007) . As mentioned
initially, our common sense indicates that the specification of model 2 is appropriate because it
is less plausible that peopleʼs use of medical care is affected by the level of NHI premium
because it is exogenously determined by the government.
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8 Even though the R2 are not large enough in all models, according to Kenneth et al. (1995), the R2 in this range is
quite common in cross-sectional data. Thus, it is still worth comparing three modelsʼ results.

9 Statistical significance is evaluated based on likelihood ratio test of r=0.
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Health Status Variables
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2.3135***
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Model 1

coefficient coefficient

-0.0294***

Model 3

0.0017

coefficient
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Insurance Status Variables
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TIME
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MARRI

0.06560.1052*Educational StatusEDUC
-0.0299*-0.0335***Number of Family

Members
NFAM

0.0795*

Physician Visit

-0.0142Job StatusJOB_STT

Probability of
Physician Visit

0.0934

0.0276
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-0.0573

-0.1281**
-0.0465
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0.0830*
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TABLE 4. ESTIMATION RESULTS ON DEMAND FOR HEALTH CARE SERVICES

0.0295Marital Status

s.e.
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-0.0116
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0.1193*

0.0292
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When it comes to model 3 which considers the sample selectivity problem, we can reject
the null hypothesis that r=0 at 1% significance level, so it suggests that the estimation results
from the Heckmanʼs LIML are more reliable.

In this model, the reduction of the effect of private health insurance on the total number of
doctor visit is more apparent. The coefficient on PINS_HAT which is a predicted value of PINS
from the first step, decreases further and displays higher standard errors. Hence, the result of
considering both endogeneity bias and the sample selectivity problem also does not support the
presence of the moral hazard effects in Korean private health insurance market.

One more thing to be mentioned in estimating model 3 is the validity of TIME variable,
the instrument supposed to identify equation (3) and (4). As in the previous case, the validity of
it was tested to check its relevance and exogeneity. First, the relevance was verified by
computing the first stage F-statistic. It was 18.045, confirming that the instrument is not weak.
For exogeneity, because model 3 is also just-identified, we cannot conduct additional tests such
as the overidentifying restriction test.10 The only way to check the exogeneity of instrument is
therefore dependent on personal intuition again (Stock and Watson, 2007). Intuitively, the travel
time can affect an individualʼs decision on whether to visit a doctor since it is related to
accessibility to the health care resources; but it is less likely to determine the total amount of
medical care use, which is largely influenced by supply-side factors such as physiciansʼ practice
style or their incentive structures (Lim and Jo, 2009) due to medical knowledge imbalance
between patients and doctors.

When it comes to other variables, the results support existing theories which have been
widely accepted. For example, the older have a tendency to consume more medical services,
and the job status is a significant factor of determining the total number of doctor visit. Also,
the number of chronic diseases is a crucial factor of individual use of medical care services.

(3) Effect of private health insurance status on total medical care cost

The same procedure with the log of medical expenditures as a dependent variable is
performed and the results are presented in Table 5. As in the previous case, PREMIUM and
TIME, the instrumental variables, were proven to be valid instruments. The F-statistics also
confirm that the instruments are not weak.

Among model 1, 2, and 3, model 3 which applies the Heckmanʼs LIML can be considered
as the most reliable one given that the null hypothesis of r=0 is rejected by likelihood ratio
test, which indicates that the error correlation caused by sample selection bias exists.

Estimates from three different models exhibit similar patterns with the previous case
(number of physician visits); the coefficients of individual status of private health insurance
identically show positive signs, but the statistical significance is not guaranteed in all cases.
Moreover, the highest value in simple OLS regression is reduced after endogeneity and sample
selection bias were controlled. As mentioned previously, the reason we adopt the total medical
cost as another dependent variable is that the frequency of doctor visit cannot capture the
specific contents of medical care services a patient uses, and cannot control the effect of
patientʼs severity of illness. Therefore, we can strengthen robustness of the estimation results
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with this finding.
Table 6 summarizes the effects of private health insurance on each dependent variable. As

one can see, all estimates are not statistically significant except that of the simple Poisson
regression model for physician visits. After controlling the endogeneity and the sample
selection problems, however, it also loses statistical significance and the size of the coefficient
also decreases. Thus, these results consistently implicate that the moral hazard effect caused by
private health insurance disappears in Korean case if one controls those confounding factors.

The following can be suggested as one of the reasons that we could not detect the moral
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Control Variables

NCD
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SHS
Health Status Variables

R2

INC

CONSTANT

0.1067**

10.0193***

Descriptions

Model 1

coefficient coefficient

-0.0294**

Model 3

0.0680**

coefficient

Age

PINS
Insurance Status Variables

Variables

TIME
Instrumental Variable

MARRI

0.0656-0.3369Educational StatusEDUC
-0.0299*-0.0883**Number of Family

Members
NFAM

0.0795*

Medical Costs

-0.1972*Job StatusJOB_STT

Probability of
Physician Visit

-0.3889*

-0.1911**

-0.0003**

-0.3234

-0.3606***
-0.0465

11.1808***

-0.1081SexSEX

0.4580

0.0830*

PINS_HAT

TABLE 5. ESTIMATION RESULTS ON MEDICAL COSTS
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hazard effect in Korean private insurance market. As shown in Table 3, the more educated, the
wealthier and the healthier people more tend to purchase private insurance; these people tend to
have better accessibility to health care resources, and presumably have higher opportunity costs
of being sick. Therefore, if we fail to control the effect of these individual features related to
the private insurance choice, the effect of individual private health insurance status on medical
care use could be overestimated. In other words, if there are some common omitted variables
such as individualʼs time preference, marginal valuation of health status, or degrees of risk
aversion, the decisions on purchasing private health insurance and those on medical care use
could be correlated each other, which causes the estimation result to be biased. Here comes the
reason why we should interpret the phenomenon with the results obtained by further analysis
with Two-Step method and Heckmanʼs approach.

V. Conclusions

To verify the existence of moral hazard in supplemental health insurance market, this
study has investigated the relationship between private health insurance status and the use of
medical services in Korea. In order to produce consistent estimates, we employed two-stage
regression and Heckmanʼs LIML approach. All estimates acquired by such econometric methods
do not allow us to detect the presence of the moral hazard effects. This contradicts the results
obtained by simple regression analysis and demonstrates the importance of controlling
confounding factors; if we fail to control the unobserved characteristics behind the private
insurance choice, the effect of insurance status on medical care use can be overestimated.

Although this paper attempts to discover the moral hazard effects in a possibly robust way
by using several econometric methods, one has to be cautious in interpreting the results.
Because Korea has universal health care system, private health insurance status should not be
equally interpreted as that in other countries. For instance, in the United States, health insurance
is primarily provided by the private sector, with the exception of programs such as Medicare
and Medicaid ̶ i.e. medical costs of most population are reimbursed by private companies. In
Korea, on the other hand, the medical costs are covered first by National Health Insurance
(NHI) system and the private insurance plays a supplemental role in covering medical costs that
are not covered by NHI. In this respect, the results would rather allow us to understand how
individualsʼ behaviors change when having supplemental insurance and facing the increased
coverage rate. According to the hypothesis often discussed in information economics, people
might consume more recklessly along with the expanded coverage rate. However, the estimates
in this study indicate that this is not the case in practice, and rather that people hold private
health insurance simply as “safety net.”

Despite its contributions, this study encounters some technical limitations: the model
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cannot fully control the reverse causality problem. The property of cross-sectional data restricts
the precise estimation since they do not contain information on the sequence of events. In other
words, we cannot exclude the possible reverse causality problem in which people consume
medical services first, and purchase private insurance later; in this case, the same estimation
methods used in this paper cannot be applied. Fortunately, however, the questionnaire is
constructed in an order that coincides with the framework of this study. It asks 1) whether you
are enrolled in private health insurance with no time limit, and 2) how much you have used or
spent for medical services within periods ranging from 2 weeks to 1 year. Out of total
respondents, the proportion of people just insured within these periods may not be large enough
to affect the estimation results, so this case is not taken into account in this paper.

In addition, one further and important problem arises: the outcomes are likely to change if
we distinguish whether the insured uses inpatient or outpatient medical care services. That is, it
is conceivable that the outpatient services can be more affected by moral hazard than the
inpatient services because the consumption of inpatient medical services is mainly determined
by patientʼs fatal health status rather than economic motivation.

Because of the time limit and insufficient resources, this paper was not able to cover all
these limitations. Nonetheless, it can contribute to providing useful insights to interpret
consumersʼ behaviors under the distinctive health insurance system in Korea where national
insurance and private insurance coexist and the latter supplements the former. Therefore, it is
recommended for follow-up studies to deal with the remaining limitations so that they can
suggest a way that the Korean government and those of other countries with the similar health
care system fully take advantage of the role of private health insurance.

REFERENCES

Anne, S.C. (2009), Quantifying Moral Hazard in Health Insurance across Medical Services for
the Nearl-Elderly, Ph.D. dissertation, Georgetown University, Washington, DC.

Arrow, K.J. (1963), “Uncertainty and the Welfare Economics of Medical Care,” American

Economic Review 53, pp.941-973.
Atherly, J.A. (2001), “Supplemental Insurance: Medicareʼs Accidental Stepchild,” Medical Care

Research and Review 58(2).
Buchmueller, T.A., M. Couffinhal, Grignon, and M. Perronnin (2004), “Access to Physician

Services: Does Supplemental Insurance Matter? Evidence from France,” Health Economics
13.

Cameron, A.C. and P.K. Trivedi (1998), Regression Analysis of Count Data, Cambridge
University Press.

Cameron, A.C., P.K. Trivedi, F. Milne, and J. Piggott (1988), “A Microeconometric Model of
the Demand for Health Care and Health Insurance in Australia,” Review of Economic

Studies 55(1), pp.85-106.
Chiappori, P.,F. Durand, and P. Geoffard (1998), “Moral Hazard and the Demand for Physician

Services: First Lessons from a French Natural Experiment,” European Economic Review

42.
Christenson, S., S. Long, and J. Rodgers (1987), “Acute Health Care Costs for the Aged

Medical Population,” The Milbank Quarterly 65(3).

DE-MYSTIFYING THE INCONVENIENT TRUTH:2010] 145



Duan, N. et al. (1984), “Choosing between the Sample Selection Model and the Multi-Part
Model,” Journal of Business and Economic Statistics 2(3), pp.283-289.

Edward, C., V.T. Joseph, A.N. Cheryl, and C.S. Bruce (1995), “Estimating the Moral Hazard
Effect of Supplemental Medical Insurance in the Demand for Prescription Drugs by the
Elderly,” American Economic Review 85(2), pp.122-126.

Ettner, S. (1997), “Adverse Selection and the Purchase of Medigap Insurance by the Elderly,”
Journal of Health Economics 16.

Greene, W. H. (1995), “Sample Selection in the Poisson Regression Model,” NYU Working
Paper No. EC-95-06.

Hay, J. and R.J. Olsen (1984), “Let Them Eat Cake: A Note on Comparing Alternative Models
of the Demand for Health Care,” Journal of Business and Economic Statistics 2, pp.279-
282.

Heckman, J. J. (1976), “The Common Structure of Statistical Models of Truncation, Sample
Selection and Limited Dependent Variables and a Simple Estimator for Such Models,”
Annals of Economic Social Measurement 5(4), pp.475-492.

Heckman, J. J. (1979), “Sample Selection Bias as a Specification Error,” Econometrica 47(1),
pp.53-161.

Hurd, M. and K. McGarry (1997), “Medical Insurance and the Use of Health Care Services by
the Elderly,” Journal of Health Economics 16.

Khandker, R. and L. McCormick (1999), “Medical Spending by Beneficiaries with Various
Types of Supplemental Insurance,” Medical Care Research and Review 56(2).

Kenneth, A.B., K.G. David, and A.M. Thomas (1995), “Binary Outcomes and Endogenous
Explanatory Variables: Tests and Solutions with an Application to the Demand for
Contraceptive Use in Tunisia,” Demography 32(1), pp.1.

Lillard, L. and J. Logowski (1995), “Does Supplemental Private Insurance Increase Medicare
Costs?” Working Paper Series 95-16, RAND.

Lim, J. and C. Jo (2009), “The Effect of Patientʼs Asymmetric Information Problem on Medical
Care Utilization with Consideration of a Patientʼs Ex-ante Health Status,” Hitotsubashi

Journal of Economics 50(2).
Maddala, G.(1983), Limited and Qualitative Dependent Variables in Econometrics, New York:

Cambridge University Press.
Maddala, G. (1985), “A Survey of the Literature on Selectivity Bias as it Pertains to Health

Care Markets,” Advances in Health Economics and Health Services Research 6, pp.3-18.
McCall, N. et al. (1991), “Private Health Insurance and Medical Care Utilization: Evidence

from the Medicare Population,” Inquiry 28.
Pauly, M. (1968), “The Economics of Moral Hazard: Comment,” The American Economic

Review 58(3), pp.531-537.
Puhani, P. A. (2000) “The Heckman Correction for Sample Selection and Its Critique,” Journal

of Economic Surveys 14(1), pp.53-68.
Sapelli, C. and B. Vial (2003), “Self-selection and Moral Hazard in Chilean Health Insurance,”

Journal of Health Economics 22.
Seo, I. (1981), “Changes in Hospital and Clinic Care Patterns under the Medical Insurance

System,” Korean Journal of Preventive Medicine 14(1), pp.3-12.
Stock, J. H. and M.W. Watson (2007), Introduction to Econometrics, Prentice Hall.
Wolfe, J. and J. Goddeeris (1991), “Adverse Selection, Moral Hazard, and Wealth Effects in the

HITOTSUBASHI JOURNAL OF ECONOMICS [December146



Medigap Insurance Market,” Journal of Health Economics 10.
Wooldridge, J. (2002), Econometric Analysis of Cross Section and Panel Data, MIT Press.
Yu, S.H. (1983), “Study on Hospital Care Services between Insured and Non-insured Patients

for Selected Diagnoses in Korea,” Yonsei Medical Journal 24(1), pp.6-32.
Yun, H.S. and H.J. Kwon (2008), “Private Health Insurance and Medical Care Utilization,”

Korean Development Institute Policy Forum 204.
Zweifel, P. and W. Manning (2000), “Moral Hazard and Consumer Incentives in Health Care,”

Handbook of Health Economics Vol. 1.

DE-MYSTIFYING THE INCONVENIENT TRUTH:2010] 147



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


