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Medical Declaration Form

Dsar Insured:
Please Fill oul the form correctly for the purpose of pricing and ta ensure thal you receiwve heallh care

services as required according to your unified policy benefit

Date: _ /_ | Addition O aslo]
Emp|°yee MName: Bader Alqutayni Q. Alotaibi !-\_n..'ng.n“ Ml
Entity Name: Antail Al fkista Gritiny solireoll ol
Gender: Male tpuizl|

1010295661

Policy No./ CR No.: 1l Jedl fassgll 03,

Pleasc declare any of below cases for yourself or any of
rking ¥ under the word [ t

your dependents by

Al ug=ll o5 e
orde g Uloaly pstnasd] o) el JSall z3paul 116 dions Habd 126
dumgall adusll 23lo e glhall JS UL asall ayle Jl Gloas>

New O >
ID No.: 1101717385 taysp)l o8,
Mobile No.: bt gzl 8,
Nationality: Soudi R-Toneey |
Marital Status: Single aeloaxVl el

1. Any hospital admission during the lasl 12 months. 0] Sapair 12 pol M= (sl ajgull pr Jo 1
2. Have you been diagnosed with any of the following chronic diseases limited s @l i poll Labioll o Sl lainin o fa 2
to: pmia oaaaldl azyl olgl Sl oLl Ll 3 icanll algYls s ] ol sl
Autism, benign tumor {Breas! lumors, fibroid uterus, benign prostatic enizall mhsl 1Sl s sl jiad 5 malt sasll ez ghelisl cimall Gl
hyperplastia, thyroid goiter and parathyroid glands, liver tumors, colon wthl> sulall olas))l sl dlas L adad] b ol all adlll sl ol
tumors). Malignant tumors, listed cardiac diseases (Coronary and valve heart . - wiaind Sl Jasall gyl Sl (o] Cotpnl gl Sl Ll (udad
diseases, hearl failure, cardiac fibrillation. myocardial infraction), Heart clots, [w] ] wlpa(Pansads 15 Lo 18] el gl (= l801 olal = @sclall al> o)
Chronic hepatitis C, Gallstones, Sever kidney failure (Stage 5, Clearance ol il Lalanll gl ozt s} sul il seliall alal sl datpall slsall
less than 15 ml/minule”), Urinary lract slones hernias, Ulceralive colitis, Crohn (ool drwbuz omslll vulaall nzaill uplgall Clpll igS yos0 Bsaall
disease Rheumatoid arlhrilis, ostecarthrilis. mulliple sclerosis, autoimmune
diseases (Lupus, Rheumatoid arthritis, psoriasis, crohn’s disease, ulcerative

| colitis. multiple sclerosis, Hay fever)

3. Have you been diagnosed wilh any of the following congenital disorders or contoall Jhuall thad a il auslsl vl ol el gl oWl s osh don a0 s 3]
hereditary disaases limited to: el Al s ibatll fmsall aliel  Llimpaapdl Jhew il auinial] Uilad Cldeal
Cerebal palsy, Sickle cell disorder Thalassemia, Hemophilia, melabolic 0 sy gt Saye nalopienas Sl albal Aedasbid] dlacWl clapun wafaad olaall pas
diseases, hydrocephalus, spinal muscle atrophy, genital malformation, = 4 (Lrtiawgrlog,Sonud) wazell GuaSs yose 1@ oSl il GEPD (gl pausSll
chromosomal abnormalities, Gaucher's disease, G6PD deficiency, Cystic sl calidl Sl s g aaby o0
fibrosis, hemochromatosis, Wilson disease, polveystic kidney disease.

4, Have you been diagnosed with any of Lhe following eye diseases limited to: = 2 b ALl Gaell yolyol o b Lo o Ja 4
Cataracl Glaucoma. Retinal diseases aSaall olol 1613, 0l clay obo

5. Have you been diagnosed with any of the lollowing bone diseases limited to: Snek bl olball polisl La Sh clemeoain e i .5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderale or severe), ral — (oanzoll ol bwsaall) o aall >,uJ' Sl (e sirall gl baasyeall) pdy =all S
or Ligament tears, ostreoarthritis (Moderate or severe) = == e M 0 gl sl of meuenll Lolenll AL

6. Preanant Females only: bad kol sai 6
Current single pregnancy [m] 2ly aamr W Jor
Current single pregnancy with previous CS delivery D Al 408 go (Wi Jo
Current multiple pregnancy O sVl simo Wl Jox
Expected delivery date: DD/MM/YYYY

plo depend d dtob
Plea e are e ed a onda o 0 0 0 e (¢]]
dig=il 3, (ol gpll o8, il
| MuakiE= o Wi I —ing Ganfer
Undertaking
» | hereby undertake that all above information are correct and the acceptance of my enrolment Sl 038 bl e pacn bl Jgus Ul ads clyg Aoy alalS oMl 65510l Closlanlly Sl ul 8l o
will be on the basis of such information and lhat Bupa Arabia has the right to contact the L] zhi 53 b wlogles b Laag,d oo ol il wlibnisrnnll Jlasyl (59 9=l Lg) duyall Ly Uls
hospital(s) | deal with to coliect any medical information needed to assess the risk(s). sblaall poada)
» | agree t_hat Bupa Arabia hqs the right to reject the coverage/claims ilj full in case of no 505 10ll SVl Lo S| sgzs o plasVl pac duc ng audnorll gl aJlhall ya, o duall by aussl sl dg|,li .
geglarallrl]on of 'any tcas.es prior to the contraclual date or before enrolling or adding a new Insured 383 Wby 3,59 Js o) PO Jos ol s8ledll gl Jus Ll il oMel
RONILS e 18l OVl o 1 lel oL b 15051 oS gapoch 1ad s clorlo gnr <uaga Lo 6 conls 3l
« | hereby confirm reading and understanding all points presented in this form and | agree 1hal not 855 oa Salal v, L] pas b aged assas = el )9 '
° > > andit ) =a ! r 298] oy auc mLadYl siuuls 3939 o lins pusy olel
marking any case is understood as “Nothing requires declaration” and | sign on these basis. abgall ™ IS - s Slls Jsball Ul iz paz ul 3
= | hereby confirm that failure to fill the weight and height information will result in refusal to cover Abstall froall 25,2 aulac IS b a9, e islly e
the cosl of obesity surgery.

Entity Stamp" tJoell g o> ‘ Employee Signature:

ruibgall gudsi | Date: o |

DD/ MM/ YYYY

3538 Al Khalidiyah-Nour Al Ensan, Unit 1
Jeddah 7505 23423, Kingdom of Saudh Arabia
Citirars i ol $10 600 AU




