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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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Addition [O New e
Employee Name: 358l Lase (y dgmw (1 3l sedbBgall sl Entity Name: Awtad Al Akaria Company AN sl
Gender: Male :wdiall  Nationality: Saudi :uuiall  Policy No./ Cr No.: 1010295661 @ kel Jaud) JARASN A8,
1D No: iy pgd a8 Mobile No: ) Mari : Marri =55 Singl el delaayl Al
1107975359 # 0538832323 s arital Status: Married [ gsse Single [0 <ol delaay
Please declare any of below cases for yourself or any of : bl st g3l aal
your dependents by marking « under the word (Yes): Hp L, | Vet

1 Any hospital admission during the last 12 months. [m} $oeh 12 Al dda ua..mdb aa sl a3 d; A

2 Have you been diagnosed with any of the following chronic diseases i 40 e Jall gzl a1 e ol dlianiiin 5 s .2
limited to: Gl g il ol Y i) il gl el ) Barasl ol 51 cas 53
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic Hepatitis C, 6| O cig palt saall s el gl Slllisdll &l gas @,ml il ¢35l pall ol goan ¢ s
Gallstones, Kidney failure, Urinary tract stones, thyroid goiter, Cysts, Al el ) A0 Aeliall (yial el ¢zl ean sl il il
fibroid uterus, Hernias, autoimmune diseases or Multiple sclerosis. = vsl = =K

3 Have you been diagnosed with any of the following congenital disorder O i A ABlal e gl gl A ) ) ol e e (ol Slanais 5 a 3

-, or hereditary diseases limited to: y = - el ik Jug.ll ‘Lm.,.:ul ciaiall UNAN il L tetladl L11..,!|
Cerebral palsy, Sickle cell disorder, Thalassemia, hemophilia, metabolic
s = 2 T Agubsshl s\.ﬁnll.‘-y‘ Sl g 05-9“"“ Ozl ) pania :,_ynl_;ll eliuiul quL\l.“
diseases, Hydracephalus, spinal muscle atrophy, genital malformations, ! | " G e 7 T
Chromosomal abnormalities, Gaucher's disease, GBPD Deficiency, Sl il ,‘uJJ" T g ¢ gl g e gns S Gl e
cystic fibrosis, hemochromatosis, Wilson disease, Polycystic Kidney el AN SN (a5 sy 3 cpazn gilag S s
Disease.

4. Have you been diagnosed with any of the following eye m| o Al el il gl (e (sls lasais 5 a 4
diseases limited to: 18l ol _,l Ll al el i) olae ::L.‘u olae,
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. Have you been diagnosed with any of the following bone diseases ] i 4l Uaadl al el e sl a3 5
limited to: G o) Jualiall cilgl “;,un 2 ganll il st o laal)) 45 umill L,‘s_py
Vertebral disc prolapse, Scoliosis, Arthritis or Ligament tears, by W1

6. Pregnant Females only: ;R Jalal AU 6
Current single pregnancy. O 0O aaly o M Jas
Current single pregnancy with previous CS delivery. m| O Al & pead pn s Joa
Current multiple pregnancy. (] ] Al asete s Jas
Expected delivery date: sadsiall 3ol Al

Employee and dependents’ details that need ta be added
{Please declare whether there is a medical condition for you or any family member)

A . Uil iy T I e PRPTE o e ALl a1 il gl
Hospital Name Condition Mabile No. Ht. (cm) | Wi (kg) 1D# Relationship Gender Employee / Dependent Name

oLzl oyl AN o gt g Caka gall iy
(Al o nd pal gl sl Ayl Al gl Sa s a8 LB ela )

Undertaking

Entity Stamp

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

| agree that (insurance company name) 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.
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obesity surgery.

iy Ay

ool pias i (g 8 aile ol g Aagaia y ALdS o2e 5 sS3all il glaal) g ULl o)) 3

u.\,,_,;mu._l.uu_mummludmwUSLPJ\;,J(U,.LAusyHl)‘usJ...Uu,uM!m
Jzal;a"e.l.l.l.l.“.d.lllc'.m.\sd.uLuLn)h.ngL

@l oy 0o clad¥l pxe dic LIS Glastl) ol AUl a3 (el 48 55 ausl) Al e 38150 @
B 28 4 ey Adla) 5l (s J8 5 siladll g 55 (08 s A odlel 65 S 3all YA g
il Gy

Yl e ol alal 3580 pae ol gat LS 73 gl 138 8 elale poan gy 3 08 5 W
&l ade 5 4o Loyl Batula 3 gay i Aliay ey el 5 S50

AL el Dl A o Alee LSS dplaad (piad 5 ) pasan sl Uplall iy Bt e @

i | Employee Signature

s+ Date Fo ki

Upon renewal of
months, -
The insurer is not eligibfid
insurance policy.

Btion form for any insured who has been insured for 11
or newborns when they are added lo the existing health

l.illi be filled.
employee.
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