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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
receive health care services as required according to your unfied policy benefit.

Addition [ ] asli)
Ayedh Mufreh bin saad Alfutayh

o Uodell siic
e Clgon Ulasdlg peaill (5 5] aunaoll U4l g dgolll !m el Clolid (oli

6200l 4849l £0lio L wallnell 4l dnaall Gle Ji Oloas
New EVETN

Daffah Company

Employee Name: i@bgoll pwl  Entity name: Lol puwl
Gender: Male i Nationality: Saudi :quuiall  Poliey No. / CR No.: 12746800 syl (ol / dadgl s,
ID No.: 1105707291 :ygall pd;  Mobile No.: 0561437069 :Ulgy  Marital Status:  Married [} agjlo Single u;ci' sdgelainVl Al

| Please declare any of below cases for yourself or any of

you depeodems by inarkmg v under the Wol

1. Any hospital admission during the last 12 months. § s 1M A1 UMS woudiiaoll pugiill i U | |
2. Have you been diagnosed with any of the following $a86 &Ll aiojoll (Bl oVl o yb dladulipida | T
chronic diseases limited to: ) ) g pall uadl QLI el (ool (Uo il Basendl ol gVl aagil
Autmm»Bemgn Tumor, Cancer, Heart Diseases, Chronic H Laulqul el | Clgian Uqﬁj adrall oﬂ}o I Ulgan guu uxuoll
Hepatitis C, Qa}lstqnes, K»dney fal!ure, Urinary tract ke L CLCLLQ”UOfpf L s p g O audyall asl 5
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, Ammil anill o] st

autoimmune diseases or Multiple sclerosis. ' & i

3. Have you been diagnosed with any of the following nod quUJI a8 Olaguiil g{ agl gl uol oMl (o ub \.lnuwu eida | W
congenital disorder or hereditary diseases limited to: ol ol Llidgorall Lopawdil)  als Lot Ll ool ane LoaJt (Ldul
Cerebral palsy, Sickle cell disorder, Thalassemia, Ulaguis g\sgmu Ol a0 ol eléuniol ailasl iioih
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muscle atrophy, genital malformations, Chromosoma b = L Gk 1antha U o+ B e 1 Qi dad
abnormalities, Gaucher’s disease, GGPD Deficiency, CAHAI gt gaadg U o aigilog Sgala a Sl don)
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cystic fibrosis, hemochromatosis, Wilson disease,
Polycystic Kidney Disease.

T Have you been diagnosed with any of the following eye . g aJlll UmJI Lp!}m (o ub LLL).L).AJJJPJ Ua €
diseases limited to: ] 8Ll U0l gl &1 ool eld) ] olio el olio
Cataract, Glaucoma Corneal diseases or Retma! diseases.

5. Have you been dnagnosed with any of the followmg bone | 7 0\99}@' @YYl b Al pliaell Walsel o wly clniduii pida | O
diseases d to: Vertebral disc prolapse, Scoliosis, [_} o.L:)JMI ol 9l Uiolaol Llail a8 agaell Ol ()
Arthritis gament tears.

6.  Pregnant Females only: 1
Current single pregnancy. D D anly (uin da LLoJ
Current single pregnancy with previous CS delivery. ] ] a9l 410049 go dla Jon
Current multiple pregnancy. ] ] Al saio W oo
Expected delivery date: / / :68gloll 62¥gll 49,0

Employee and dependents’ details that t need to be added
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Employee / Dependent Name
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+ | hereby undertake that all above information are correct and the ceptance 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 needed to
assess the risk(s).

+ I 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,

. » Lhereby 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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Entity's stamp: Woud das pll Emploves Signature:
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Saration form for any insul wio has been insured for 11 months,

n additional form should be Filled.
raployer instead of the employee.

BAGrm for newborns when they ars added to the existing heaith insurance poticy.




