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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

raceive health care services as required according to your unfied policy benefit,
Addition [ ] &8l

Nidhal Mohammed A Asiri

ol (Lodoll i
e clguns Ulosls patill Ud,8) agnal U4l gigolll 1am dlel clobid ol
Hangoll adtigll g8lio Luun Lglinell USuilly danuall dle Adloas

New E] A1an

Employee Name: Wbhgoll piul  Entity name: Daffah Company :olidaiolt puul
ipuindl  Nationality: Saudi :@udnll - Policy No. / CR No.: _45746800 1yl audi /adggll pd)y

" < . . 0508930774 . . ; . L

:ygallnd;  Mobile No.: :iga  Marital Status:  Married D 29io  Single vjcl

Please declare any of below cases for yourself or any of
your dependents by marking under the word (Yes)t
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1. | Any hospital admission during the last 12 months. i IT,A1 UNA Guiliiuiell pugiidl o (1o !
2. Have you been diagnosed with any of the following 4086 aulill aiojoll udloll (o ub Claduitpida | T
chrqmc dise_ases limited to: ) 7 Wuwg el sl wlaiyl . addll gl ol (o ! 8 ateal olyg¥l aagill
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic {2/ m Aol elluall Glgan wglsdl (Liiall 8 )l pall Olgina o (1o o)l
Hepatitis C, Ga!lstpnes, K|dney fal!ure, Urinary tract 4 ke aclioll uiljol (@iddl a4 way 09 UL &18 2l 618l adad
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, sagioll Llail o alal

autoimmune diseases or Multiple sclerosis. ' ; Eh

3. Have you been diagnosed with any of the following 108 &I 418131 Olagudill of ailgh LAloll o ol il of Us | W
congenital disorder or hereditary diseases limited to: wljol Lhdgorall Lol ddaioll LIA Ul dnus ] ané Lol (Juddl
Cerebraln p.alsy, sic:kle? ce[l disorder, Thal.assemia, ) Ulagald an$guil OVarell jgoid iyl clé Ladlasdl ol
hamolphlra, n;etabollléz 'dxse}afses, Hlydrocgp')halus, spcm?l Jut§il 4 g0 pabigé U o (loguugog 3l Wl yol Ll cLac i
muscle atrophy, genital malformations, Chromosoma gl 5 i o 5 il o)l
abnormalities, Gaucher's disease, G6PD Deficiency, Gt asssl Uiguuilig A0 Lutgilog Sgof UUleflgﬁ \T.ﬁ‘
cystic fibrosis, hemochromatosis, Wilson disease, Wil gl mala,
Polycystic Kidney Disease.

4. Have you been diagnosed with any of the following eye 4088 AUl (el (ool to ub o pi o | €
diseases limited to: ] AL ol of ayall ol ol el olyo el olio
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. Have you been diagnosed with any of the following bone 069,02l @Y a8 aulll plaell Lol ol (o ul) Caduiieida 0
diseases limited to: Vertebral disc prolapse, Scoliosis, -0y M@ o gl Uolaoll lalll w000l agosll @yl (Cluyal)
Arthritis or Ligament tears.

6.  Pregnant Females only: nds (ol il | 1
Current single pregnancy. D D Anlg (s da en
Current single pregnancy with previous CS delivery. [ ] a8l &juaud go U oo
Current multiple pregnancy. ] J IR ENCIPVENTPR
Expected delivery date: / / :&8gioJl 62Vl &y U

‘Employee and dependents’ detalls that need béo‘_béfe@ added G
(Please declare whether thete is a medical condition for vou or any
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 Undertaking

* 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 Bupa Arabia has the right
to contact the hospital(s) | deal with to collect any medical information needecd to
assess the risk(s).

| agree that Bupa Arabia 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.

I 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.

+ Failure to fill the weight and height information will result in refusal to cover the cost
of obesity surgery.
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Employee Signature:

J
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Date:
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+ Upon renewal of the polichtse ineirdr ¥adifot
- The insurer is not aligible to r3
- If you need to add more dependents, an additional form should be filled.
+ ltis illegal to sign this form by the employer instead of the employee.

@st a declaration form for any insured who has been insured for 11 months.
Elaration form for newborns when they are added to the existing health insurance policy.
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