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Medical Declaration Form

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: ihAideLA_Alaqui — ubbgolipal  Entity name: D,a,ffa,h Q,Ompa’?,y e T BT 15179 sl
Genger: Male juuindl  Nationality: SAudi :umiall Policy No. / CR No.: 40746800 gl (ot / bddglt g,
1D No.: 1094397427 ‘galipd;  Mobile No.: 0593472222 Wigy  Marital Status: Married z 2gjo  Single F_Xj v}ci RT3
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Any hospital admission during the last 12 months. € e M AT YU wauliuell pugiil oj (s , [

2. |Have you been diagnosed with any of the foliowing B84 Al &iojoll ol oyl el gl s T w
chronic diseases limited to: g 0 S LY &l 061 ol (o Ll S sl plgUl gl ‘ i
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic - gl Lol Ulgns wgléll uhiall 8l ol Olgnn wouw (rojalt | ‘
Hepatitis C, QaHstgnes, Kldney fal!ure, Urinary tr{act [ aeliol Lbin.@LQH 230U 9 pyg il a8l 1l A | 1
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, n .J:\_il.ioJ| ol st | ’
autoimmune diseases or Multiple sclerosis. ’ g 9 | 4

3. | Have you been diagnosed with any of the following \ 1288 &I 101301 Ulagidill gf gl gl LAl ol (ho wly cLard i pj | W
congenital disorder or hereditary diseases limited to: | Wlpol Lidgasall Lol adaiodl LA Ulod] wélo ! Ui ’
Cerebral palsy, Sickle cell disorder, Thalassemia, Ulagudss gl CAAell jg06 ol il cldu ladiaed (i
hemophilia, metabolic diseases, Hydrocephalus, spinal WSl U0 sudigl Uh ro Wilogiigog it Al ol aululitl elack |
muscle atrophy, genital malformations, Chromosomal L i A Nyt _. il oy b
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abnormalities, Gaucher’s disease, G6PD Deficiency, AR LR g g Lo 10 ditigilog3gol L SALC0Y }
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cystic fibrosis, hemochromatosis, Wilson disease, |
Polycystic Kidney Disease. }'
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47 Have you been diagnosed with any of the following eye o dnds alll (uell Lol ol wosbhbariliipidp | €
diseases limited to: ‘L)/ ALl ool ol a8l Lot ol w18 oluo .cLaw olyo ‘

Cataract, Glaucoma, Corneal diseases or Retinal diseases. ’ |
5. |Have you been diagnosed with any of the following bone - 89,000 QUM nds aulill pllaell el Lo uly JDMAUPJ H
diseases limited to: Vertebral disc prolapse, Scoliosis, i (,/ o <Ay MG el ¢l dolaodl utall ool agesll Wil (S
Arthritis or Ligament tears.
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6. |Pregnant Females only: 188 {Lelndl il
Current single pregnancy. D M Anlg s di Yot
Current single pregnancy with previous CS delivery. [:] D 48l @018 8o d (ol
Current multiple pregnancy. E]‘ ‘ D L&Yl 11910 da o :

Expected delivery date:
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* | hereby undertake that all above information are correct and the acceptance of my 0da wwlwl vls el wlinll Jgid 118 ailc cliyg

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 b Glogleo ulyaag il lags olell will Olisithiuely YoVl we ¢l Lal ap el gy 48 b Glg il
assess the risk(s). ool puoi) Lagh aling 28
* | agree that Bupa Arabia has the right to reject the coverage claims in full in case of " A i u o o B
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a new Insured during the contract. 2891 (U 5418 LS ) (100 4L gl Uinw (148 of a0Leill Ay s Gl will ole]
* | hereby confirm reading and understanding all points presented in this form and | .. " " o ) P
agree that not marking any case is understood as “Nothing requires declaration” and | 69830l VI oyl plol i jLibs] pac (b 12951 oS 2390l 138 06 2lalo flod Uoa9g U8 ag 4l }9! °

sign on these basis.

* Failure to fill the weight and height information will result in refusal to cover the cost o } o
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Entity’s stamp:
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* Upon renewal of the policy, the inm-e/—(quest a declaration form for any insured who has been insured for 11 months. sl (1) e o o 1o ul oLasl o dga) Wl @, il) 330V 0l <oupl 1A aic o
* The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy. Lol o)l ol @0ue enle aAT81 AL vir 13~ s llaalloniba SUAAL s aasie allae it 42 oot oo w

* If you need to add more dependents. an additinnal farm chanld ha fillad



