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Medical Declaration Form

Dear Insured:
Please Fill out the form correctly for the purpose of pricing and to ensure that you
receive health care services as required according to your unfied policy benefit.
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Employee Name: :@bgoll pwl  Entity name: :6Laiioll puul

Gender: :guinJl  Nationality: :duwia)l - Policy No. / CR No.: 1yl doudl / ddyigll pdy
ID No.: :iygallpd; Mobile No.: :Ulga  Marital Status: Married |:| 29jio  Single D lfu'-Ci rduclodadl Al
Con. | Please declare any of below cases for yourself or any of Yo A ;I;Qi FEVRTRY gT cbaJl olial OYLJI (o gi;g;g (e abad)l may

No. | your dependents by marking +/ under the word (Yes): &S (o :(p2i) dols (0T gipoll 08 v 6Ll RO alilell
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2. |Have you been diagnosed with any of the following 188 adlil diojoll uoloVl (o ul clnaiiigida | T
chronic diseases limited to: g pall gl Ol ulall bl ol (ilo ! 6a1aJl el gVl angill
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic |:| |:| cadgul el | Ulginn wglé)l Ubiall &)1l Ulgunn wuw (1o joll
Hepatitis C, Gallstones, Kidney failure, Urinary tract ii.c“Lio.JI w|pi‘@@|‘p3ﬂbmmg‘o SRICIN 519)l oA
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, T il T
autoimmune diseases or Multiple sclerosis. ' : g
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cystic fibrosis, hemochromatosis, Wilson disease, 5
Polycystic Kidney Disease.

4. |Have you been diagnosed with any of the following eye ado &l (el Loljol wo b it pida | €
diseases limited to: ] ] sl ol ol gl 8l (Pl 4ol el ) j olio el olio
Cataract, Glaucoma, Corneal diseases or Retinal diseases.
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Arthritis or Ligament tears.

6. |Pregnant Females only: 1099 (lolnJI @il 1
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Employee and dependents’ details that need to be added
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(Please declare whether there is a medical condition for you or any family member)
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Undertaking

* | hereby undertake that all above information are correct and the acceptance of my
enrolment will be on the basis of such information and that Bupa Arabia has the right
to contact the hospital(s) | deal with to collect any medical information needed to
assess the risk(s).

« | agree that Bupa Arabia has the right to reject the coverage/claims in full in case of
no declaration of any cases prior to the contractual date or before enrolling or adding
a new Insured during the contract.

« | hereby confirm reading and understanding all points presented in this form and |
agree that not marking any case is understood as “Nothing requires declaration” and |
sign on these basis.

« Failure to fill the weight and height information will result in refusal to cover the cost
of obesity surgery.
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Entity’s stamp: o2l dan pid Employee Signature:

1@bgoll g18gi Date: Ayl

« Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has been insured for 11 months.

« The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy.

« If you need to add more dependents, an additional form should be filled.
« Itis illegal to sign this form by the employer instead of the employee.
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