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receive health care services as required according to your unfied policy beneiit. B gl a5 gl i Canen o llacll S
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Any hospital admission during the last 12 months.

2. Have you been diagnosed with any of the following chranic diseases i A0l A Jall il e e (gl dliaiitn 3 s 2
limited to: Gajall I gl CLtNT e il nd ol oDyl Bagaal b 50 m;_p.'l%
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic Hepatitis C, 7] O -uif:ll ﬁf}“i L;ia_d_,all > .:; K d)-:l l ‘.)IJAI?uf 27
Gallstones, Kidney failure, Urinary tract stones, thyroid goiter, Cysts, all Cloadll ] st 1.:;\.1.1.'; fip ezl e 0 i o &)
fibroid uterus, Hernias, autoimmune diseases or Multiple sclerosis. = wEle o #3

3. Have you been diagnosed with any of the following congenital disorder o b Al Ela) s gdall gl A5 N Gl el e ol dlaiiin 3 3
or hereditary diseases limited to: Sl Gt sl L _,q.'.l ‘L.msun didaial LN b ol gx...'.q
Cerebral palsy, Sickle cell disorder, Thalassemia, hemophilia, metabolic ERRE] eliacy il it ¢S gl CoUa el il o 3alt
diseases, Hydrocephalus, spinal muscle atrophy, genital malformations, | Cadill 1 = S Jf‘m ‘_JL < "’,"‘ |
Chromosomal abnormalities, Gaucher's disease, G6PD Deficiency, fuslcn ,‘U‘!"l _’."5"1 el Ce bl Rl !
cystic fibrosis, hemochromatosis, Wilson disease, Polycystic Kidney ol LA N S gy s (5 e comun se s S aza
Disease.

4. Have you been diagnosed with any of the following eye = o B8 A el zal (e (ol Slaiiin 3 Ja 4
diseases limited to: Lt 2l i yal ey 3 e s ali la,
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. Have you been diagnosed with any of the following bone diseases dakd A0l JUsall gl yal e ol dloanain 5 Ja 5
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B | lgsll ¢ | 3 gasadl il jail ¢(lawall ;..an.‘lu’:q'
Vertebral disc prolapse, Scoliosis, Arthritis or Ligament tears. S ‘;J“! il el ) s j‘;;

6. Pregnant Females only: s dadd Jalal AU 6
Current single pregnancy. O C Aaly g s das
Current single pregnancy with previous CS delivery. m| m| Al 4y pasd pa s Jas
Current multiple pregnancy. O O Yl sanis Ma Jea
Expected delivery date: 3 ;b siall BVl 'BJ“

Emplayee and dependents’ details that need to be added sl o pall Al of il < Rlh gl
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Undertaking

« | hereby undertake that all above information are correct and the acceptance of my
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enrolment will be on the basis of such information and that (insurance company Ly s 3 Lna d,.L._.I e ,.......‘J Jeyl Ua L_,;..H l‘.] (0selal 48 55 audl) 38 55 oy i) 3a
name) has the right to contact the hospital(s) | deal with to collect any medical il il gl olins a8 dgla e slaa sl
information needed to assess the risk(s). 5

« lagree that (insurance company name) has the right to reject the coverage/claims in | s 2s%3 0= clai¥l axe sie LIS dbsrll MLl (b ) 3 (el 3850 o) &ial Lo il

full'in case of no declaration of any cases prior to the contractual date or before by A 4l (ape Al ol (amas U8 o) el s 55 0 i A aBel 6 ) 8300 Y (e
enrolling or adding a new Insured during the contract. Sl o

+ | hereby confirm reading and understanding all points presented in this form and | £l e . r e TR i LR
agree that not marking any case is understood as “Nothing requires declaration” and | EaY gl "’7 ok *‘f‘l L6 ool i sleit ias disgtiy ot 6 '.“_‘-’"L-'."” e
sign on these basis. &yl ade yaie ZLaiyl Gatiada 3 5 oA Hlay ey o2l 8 S3all

« Failure to fill the weight arig

ion will result in refusal to cover the cost of A jiall diendl dal o dlee CRNSS Aidaas iy M gag ¢35 Jslall iy s a2
obesity surgery. e
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= Upon renewal of the policy
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