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Medical Declaration Form

Dear Insured:

s _ 2 (Logall giyjc
Please Fill out the form correctly for the purpose of pricing and to ensure that you e cligins Uloudly peuill Ub el apnnll Uil 23goil s dlel {Hold ol
receive health care services as required according to your unfied policy benefit. 6a3g0ll aduigl &éllo n U | i L annll ale Jl Oload
Addition [ ] &sLs] New a3
Employee Name: Osama_Sami H AlqadheEb (Wbgoll pal  Entity name: Daffah Company Blidiiol] paul
Gender: Male :uwiall  Nationality: Saudi sigutiall Poliey No. / CR No.: 49746800 syl ol /3adgl pd)
09144912 < " : . :
ID No.: 1091449122 :@gall p8;  Mobile No.: 0582505244 :Ulga  Marital Status:  Married D 29io  Single wvicl agelalayl allal

Please declare any of below cases for yourself or any 6.{ o ' et sl gl elyal oﬁ;i G¥all (1o ol g3 (1 2ladil o,

. gl pd)
your dependents by marking « under the word (Yes):  {pel) GolS G gipoll b v 6l Riog dlile) | Al
Any hospital admission during the last 12 months. € jauds I1 AT UUA wéuidiuell eJdgiill pJ (Ui |

2. Have you been diagnosed with any of the following 088 4l alojoll 5110Vl oyl cliarduitipi db | T
chronic diseases limited to: : g ol gsl wlalylulall usl ol (o il 5asenl ol gl aagill
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic ] adgll el 1 Olgns glédl Usbial 6,1 s0)l Olgias o (Lo joll
Hepatitis C, Gallstones, Kidney failure, Urinary tract [ EL(‘“U\c;” UC'JUD(\‘@L&J‘«;JA}JL Wl pyg Ll sl é;;‘zJ! S
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, ) s "J B ”I il TM!;I
autoimmune diseases or Multiple sclerosis. ) e 9

3. [Have you been diagnosed with any of the following 1088 ALl 4all Olagiiaill of aslgl ual oVl (o ol clagiuis o b | W
congenital disorder or hereditary diseases limited to: Wl ol lidgorall Lol ddaioll LYAN Ul ! o Lol (Ll
Cerebral palsy, Sickle cell disorder, Thalassemia, Uldguit il Ol g0 il I eléauiawl oolagl soill
hemophilia, metabolic diseases, Hydrocephalus, spinal D/ D JSUl Uy pubigh 40 Ulogiugog, Sl m|}0i'dmw| Lach
muscle atrophy, genital malformations, Chromosomal | § auila L6 1 u‘SJ\ Gl dadll
abnormalities, Gaucher's disease, GEPD Deficiency, g £ Heie oo Ugilog Sgol 2oy Wl U:Qﬁ'
cystic fibrosis, hemochromatosis, Wilson disease, e
Polycystic Kidney Disease.

4. Have you been diagnosed with any of the following eye . i8S apll (el L2l jof o ul Lo pi (U | €
diseases limited to: L] A1l gl ol gl i 80l Ul ol eld)  olio el ol
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. Have you been diagnosed with any of the following bone - wogpagll QUi :ndd aulil plaell Wiyl toul lapubipida | 0
diseases limited to: Vertebral disc prolapse, Scoliosis, r] o)V @jod gl Lolaoll ulall wiaa)l ageall Wl (Eluyall
Arthritis or Ligament tears.

6. | Pregnant Females only: 1188 (lolall wiil 1
Current single pregnancy. D D Aalg (i Jb o)
Current single pregnancy with previous CS delivery. [:] D Lyl @8 o Jla (Lo
Current multiple pregnancy. J ] -aiall aaeio Ul o
Expected delivery date: / / :&8giol 82¥g)l Ayl

Employee and dependents’ detalls that need to be added.

(Please declare whether there is a ‘medical condition for;yo;x_.o‘.r’_a'ny _
it gal ailadl Ulgalt pdiy Uglall Uil aggali i) Qdltate | yudal abitedl aly8l / Whgall puul
Hospital Name Condition Mobile No. He.(em) | Witkg) 1D# Relationship | Gender Employee / Dependent Name

family memben)  (alellaliantuall i) G 9 l seng U 06 ales el

: bunda_é.téﬁmgb

* | hereby undertake that all above information

are correct and the acceptance of my 035 Luliwl wic plu lio)l Jgis UL8 alle clisg &g alols ol 6)g510)l Cloglesllg Gl

assess the risk(s).

* | agree that Bupa Arabia has the right to reject the coverage/claims in full in case of L " ) G R .y
no declaration of any cases prior to the contractual date or before enrolling or adding 0195200l WY o il 3929 (e aliadll pac aic WS aungill gl dlloll yAd) v du el g axdnl ol
anew Insured during the contract. 282l QU 6418 UNA ol ogo 85U gl Utuati (18 of 38lelll gyl Ui Cilud o)

* | 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 | 898300 VLI (o ol plol i )L pac (il aaeil Los 2390130 wé clalo g1on (laadg U8 A8,
sign on these basis.

- Failure to fill the weight and tlejg\fvc information will result in refusal to cover the cost

of obesity surgery.
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enrolment will be on the basis of such information and that Bupa Arabia has the right . : g e g . R s okl Lo
to contact the hospital(s) | deal with to collect any medical information needed to aub Uloglao gl Lagjil Lage Uolell will Olsuiiuely UlaiVl vé @l L) ol by 4800 Ulg oLl

solo)l pudl ay) aling 10
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* Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has bean insurad for 11 months, bl (1) atle wuio @ (1odo ull aladl ¢ dgw Wl &6 pitl Gy Qb aongll wan e *
+ The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy. bl ol Gaelll 381y e 1Ll sic 3330 wlgol) sub elas] @ dgei bk (olill 48 s GuY .
* If you need to add more dependents, an additional form should be filled.
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« Itis illegal to sian this form by the employer instead of the employee. U uogoll (e Yy §1990U o)l Lo plid
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