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Medical Declaration Form

Dear Insured: A obndl Syt

Please Fill out Ihe form correctly for lhe purpose of pricing and ta ensure (hal you recewve health care bz Jsas> Ulaals mewdl yo,) gaxall J5uwl 23gaull s aiso Lols Lol

services as required according to your unified policy benefit 015 goll anuigll g8l wemn> wolhall ISl auseall e Jl Lioa>
Date: __/__| Additon [0 a9lo| New O A

Employee Name: Zulnsnain Fazal_Hussain, tuabgnd| ol ID No.: e i dygpll o8,

Entity Nama: Awlad Al Akaria Company soliiaal| ool Mobile No.: os23205433 szl ps,

Gender: LD eS| Nationality: Paitan) KW |

Policy No./ CR No.: 1010295661 s L] ol SRl o3, Marital Status: S raclaizV alll

Please declare any of below cases for yourself or

your dependents by marking. « under the word [Yes

1. Any hospilal admission during the last 12 monlhs El Croir 12 ol WM (saisenall agnll ar o 1
2. Have you been diagnosed wilh any of the iollowing chronic diseases limited 2 Jna9 dll aca ol L,:I,uvl o b dacin o s 2
to: poar aulll ol pll Sadl alsl) Ul o.azdl sVl autbpadl ol . iogl
Aulism, berign tumor (Breast lumors, fibroid uterus, benign prostalic (vsjsnﬂ ool 2SIl pligl a8l loell 5 0 all wasll s ] olgl sl g il
hyperplastia. thyroid goiter and parathyroid glands, liver tumors, colon olial> . alall ulas I ol dlas Jowd kil e _alpal) ALl Ll sl o]
tumars), Malignant tumers, lisled cardiac diseases (Caronary and valve heart o - R = R NCT e 3 g pell Fasll
diseases, hearl failure, cardiac fibrillation. myocardial infraction), Heart clots, m [ == ("andsfils 15 oa A S5l - 4}“ el sl alall)
Chronic hepalitis C, Gallslones, Sever kidney failure {Stage 5, Clearance of iyt alaadl Agall ilnzall el ,_-|‘. lall aclall atial geall gl Wlasal
less than 15 miminule”). Urinary tracl stenes hernias, Ulceralive colilis. Crohn {zoall sslanz oscmghll wlad) sosadll ogloall Lladl 1 e)S oye Bsaall
disease Rheurnatod arthritis oslecarthritis. mulliple sclerosis, autommune
diseases (Lupus, Rheumatoid arthritis, psoriasis, crohn's disease ulceralive
calitis. mulliple sclerosis. Hay fever) |
3. Have you been diagnosed with any of the following congenilal disorders or relanil Ll la all aalsl gl ol 8 e 3
hereditary diseases limited to: ol il ;i sl Sobel bSaingl | kacw W) Astauall s ookl
Cerebal palsy, Sickle cell disorder Thalassemia, Hemophiha, metabolic & ™ iiss 20 1ologauses, Sl olyel calwlil clacVl Ulby u i sSgudl LAzl jgas
diseases, hydrocephalus. spinal muscle atrophy, genital malfarmation. ! == (areswsrlog,Soout) vazll Guils (010 1 UM sl L)l GEPD _agall oSl
chromosomal abnormaiities, Gaucher s disease, GEPD deficiency. Cystic cosibsl aloll Gl s Uganbs (oy0
fibrosis, hemochromalosis, Wilsan disease, polycystic kidney disease
4. Have you been diagnosed with any of the following eye diseases limited to: Ol Thawo Wl sl olpal o SL dasaw oo Ja 4
Cataract Glauctlma, Relinal diseases 1 aSeall Lalyel 69, ols claw ol
5. Have you been diagnosed with any of 1he following bone diseases linuted to: ot alall plhzil yolsol (o S i w b 5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderale or severe), O] (osasall ol bnwwganll) 5 paall sgoall Sl 2l ((esnzoll sl agaall) sy i |
or Ligamen! lears. oslreoarthritis (Moderate or severe) qjm,\ll I, gl parseall gl bisgaall | Jolasll JIS]
6. Preanant Females only: { kit Laladl s 6
Current single pregnancy [m] 12ly s (s> Ja>
Current single pregnancy wilh previous CS delivery ] vl wpad zo > Joo
Current mulliple pregnancy O asVl simio s Jox
Expected delivery data: | DD/IMM/IYYYY 299 ol 2,
plo and depend d d to be add
Plea declare ere ea ong o o o or a e De
ditannl] ol all=ll gl 08 asyll ad abitell sl e fLabgall pul
| Hospilal Name Condiiion Mobile Mo, 23 (Emplovue! Dependent Name |
Undertaking | sl le)
= | hereby undertake that all above information are correct and the acceptance of my enrolment bl 048 bl e picw wullall Jgus Ll als clug azxaxop alslS oMl 0,95 30l loglzolls LU ol 3| ]
will be on the basis of such information and that Bupa Arabia has the right to contact the Ll gl 19 b Uloglas b Wog ) oo Jaloil sl wliaceall JLatl 53 oxl L) dwoll Ly lp |
hospital(s) | deal with to collect any medical informalion needed to assess the risk(s). sblzall pndd
+ |agree t_hat Bupa Arabia hgs the right to reject the coverage/claims i|_1 full in case of no 085 all LWLl Lo Sl semg Lo 2lasVl pac Lor LS aubedl ol adlball yas, s awall Ly <uasi de olsl = |
deqlaratlon of any cases prior to the contractual date or befare enrolling or adding a new Insured snll Uiy 3,09 > @) aie aslal sl s ol astedl 2l s i ol oMel
during the contract. 055 100l GVlk o <1 olal woiylosl oz uls agasl oS pageull 1ad s slolo zans iops s 13 ol ol s

« | 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

= | hereby confirm that failure to fill lhe weighl and height information will result in refusal lo cover
the cost of obesity surgery,

g3l adcy auc slaeyl  smiunls 39z i Wliow juany oMl
ab,aall Aol @5l adoc WK aha (a8, (] Sadews el Jokll ULl @iz pas ul SI

Entity Stamp: | P o = - Jeatll ag> pu> | Employee Signature: | 1abgall gidgs | Date: | gu,

GBS
CEEPAN | 7 B ZaRorord DD / MM/ YYYY

s far any imsured who has been insured for 11 months — 11) als (seas af Logo oSY 2las] 2agas wulb @Sl a2y Y @uld Qadgll syazu duc .
newborns when they are added to the exisling health insurance oS A b ol @S5 Gudd vyl small sl Qine sl apdlo] suc saxdl allyall b lad| ipas ilis awjall g = ¥
23 on different insurance company

> e ds 53|
wNIU;MIdnJLquMV:V»wLJuJIQBpM R .

2390lls 055 1all sy :
(KDOQT) b33t

stawed £ the emoloyee to avoid [aking legal responsibility

3538 Al Khatidiyah-Nour Al Ehsan Ut 1
Jediiah 7505 23423 Kingdom of Saud: Arabia
Cantact us at 920 DGO 356



