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Medical Declaration Form

Dear Insured:
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Please Fill out the form correctly for the purpose of pricing and to ensure that you e Elgaon Ulably powill (8] ainaall Ui 2 dgolll s diel CLbud Uoli

receive health care services as required according to your unfied policy benefit. -’ 63_390ij aadial &éu‘):m,l & ”' Q’,’., y i“u‘lmjl der " CchAj
Addition [ | a8l New Aan

Employee Name: ,MeShaI Misned S Alsenhli e iGDgo)l pl  Entity name: ,Daffah Company :8luiulal paul

Gender: Mﬁ_______:uw;n Nationality: Saudi :4uuiall  Policy No. / €R No.: 49746800

ID No.; 1123579383 Mobile No.; 1501328024
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Please declare any of below case ryourselforanyof = . . | ;t;é?;ﬁ?ixéjgfég»:éuﬁwwue}a'ui,agagﬁ;ﬁawpm\;;g sy
| your dependents by marking + under the word esy: | Ur 7 . i(n2i) Gol8 O g1oll 08 o oLl o alitel dliall

1 Any hospital admission during the last 12 months. a1 AT NS weadioll pgithl o Ua | 1
2. Have you been diagnosed with any of the following 4288 Yl dlojoll udlpoll o g laddi gy Ua | T
chronic diseases limited to: et S QLI 6l Ul sol o jall 8ageal olygll an gl
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic W m gl ol Ulgann wall Judiall Byl poll Ulean wwuw (o ol
Hepatitis C, Gallstones, Kidney failure, Urinary tract 2z — aclioll UAl ol sl b ndw g Ll 48,1 828l pA AT
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, ) & S ;mwi il ol aotul

autoimmune diseases or Multiple sclerosis, ' Z Bl

3. Have you been diagnosed with any of the following Hadd dYUI a8l Olagdiil ol el uol oWl (1o ol Aol da | W
congenital disorder or hereditary diseases limited to: 0l ol Llidgarall Lo Ml adaioll UAN Ol n sl ané Lol (Lol
Cerebral palsy, Sickle cell disorder, Thalassemia, Ulagai el OMrell o6 ol Pl eléuinl wilisl Usiollt
hemophilia, metabolic diseases, Hydroceﬁhalus, spin:—lal ﬂ/ ] Sl o yo puligh W10 Ulogusgog 4l ] sof aulwlitl el
muscle atrophy, genital malformations, Chromosoma o . o A i NG ;
abnormalities, Gaucher's disease. G6PD Deficiency, U U Ugaaslig Do uuangilog 8501 ‘LMLWI;WJIJI quﬁ:
cystic fibrosis, hemochromatosis, Wilson disease, wihghad
Polycystic Kidney Disease.

T Have you been diagnosed with any of the following eye / _________ i 4od8 Al (el uslsol to wly el i s | €
diseases limited to: i O ALl Byl gl 43801 ool el8) j olie Lty olio
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

S Haveyou been diagnosed with any of the following bone | o~ w9908l QYN 108 il pliael LD'HTUﬁ ol auipida | 0
diseases limited to: Vertebral disc prolapse, Scoliosis, L( u k¥ G0l of doloo)l Ulalll agaall Sgoell Gl (Sl

Arthritis or Ligament tears.

6. Pregnant Females only:
Current single pregnancy.
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Current single pregnancy with previous CS delivery. ] D
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Current multiple pregnancy.

Expected delivery date: / /
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Employee and dependents’ detalls that need to be added =

: be added o sl e
(Please declare whether there is a medical vmﬁdil;iqn for vou or any family membery L (allall 31,01 3al ¢ /g 4 4lls Gl agag Ul 06 plingll
f il gl alal gl pdy | Ugloll Wil Wl Lo | guiall ailell st / Db gelt pant

Hospital Name Condition Mobile No. Ht.(cm)  Wt.(kg) 1D# Relationship | Gender Employes / Dependent Name

| Undertaking
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* I hereby undertake that all above information are correct and the acceptance of my oda ywbl wle pie wiliall Ugi8 U8 aile elisg dnnung dlols oMel & jg8300l Uiloglaallg Uil (ff 161 «
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 o Ulegleo ul Laajgii Laso Uolell gl Cliduiiiusell JLaill vé @l La) iy
assess the risk(s).

* I agree that Bupa Arabia has the right to reject the coverage/claims in full in case of
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no declaration of any cases prior to the contractual date or before enrolling or adding 095300 SV Uo wl 3929 (e 2LVl pac aic S anoill of autin U9 wé dy el Ug) iplgl »
a new Insured during the contract. Abell (l 618 UM @l Godo 450a] of Uinans) a6 gl adleill 3 ¢ el

+ | hereby confirm reading and understanding all points presented in this form and | T ST o 0, ST . 5o
agree that not marking any case is understood as “Nothing requires declaration” and | 8,95 300l GV (Lo ul plol oyl pac Ob xaeil Lag aigoill o JEx )18l e

sign on these basis.

&8¢l auleg aic ol @alulo aang Wil diliol piie) oflcl
Ll e 4 49y 4 Hiw)

« Failure to fill the weight and height information will result in refusal to cover the cost

of obesity surgery. -4 100l Bloull a3l duloc WS adngl A Ul wagu Uigllg Uginlt il died gac -

. Entity's stamp: sUowt 42 p1d | Employee Signature; whlgol pidg | Date:

+ Upon renewal of the
+ The insurer is not eligi 3 re; @ mesiardslaration form for newborns when they are addad tofhe existing health insurance policy.
-1 eed to add more dependents, an additional form should

* Itis ilegat to sign this form by the emplover instead of the employae.

iU declaration form for any insurad who has begeinsured for 11 months,




