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Medical Declaration Form

Dear Insured:
Please Fill oul lne form corractly for the purpose of pricing and ta ensure (hat you receive health care
services as required according 1o your unified policy nenelit

Date: __ /| Addition a aslo|
Employee Name: Maridul Khan fuabgall ol
Entity Name: Amtad Al Avie Gy dluiiod] ol
Gender: Mike tyaazel|

1010295661

Policy No./ CR No.: L ol ool fasugll po,

Please declara any of below cases for yourself or any of

your dependents by marking « under the word (Yes):

.2y odal Sl
ole Wsaz Usaly wedl Lo,e) aexall JSal 2330l 118 @iy HUsls ol
23> 3all aavsil 29bo s wigllhall JSadl aseall 4le Jl Oloas

New O >
ID No.: o 1augpll 8,
Mobile No.: feysararn sdlo=el po,
Nationality: Bangladesh - voweeH ||
Marital Status: Munist raue boum Ml all=dl

1. Any hospital admission during the last 12 monlhs O] O S 12,1 D> cntieanall gl oo o | 1
[2. Have you been diagnosed wilh any of the following chronic diseases limited . 1 bso aJU] auo olt \,al,al‘vl o 2l e e Jl.g. 2
lo: rova radll as )l plgl Sl alsl) Al oiaall plsVl autis ] i bl 1o e
Aulism. benign tumar (Breast tumors, fibroid uterus, benign prostalic (osleall lgl oSl o5l @, all Ll 5 s, il osell pzas 5l kgl dusonl ol d
hyperplastia. thyroid goiter and parathyroid glands. liver tumors, colon olbl> ulell Glasdl wlall alae Jauws aladl ol ol el) &JUI Lall ud'-ﬂ‘
tumoars). Malignant tumors, lisled cardiac dis=ases (Coronary and valve heart o ) [Spel -":J-‘ul st e R I) 28l el (el
diseases, heart failure, cardiac fibrillation. myucardial infraction), Heart clots, u = e [fasa; | el 2l -'-'lzl-ﬁ ] "-u-n:-' al>all)
Chronic hepatitis C, Galislones, Sever kidney failure {Slage 5, Clearance of Ses g, ] =I' Bt “'I Al ‘”‘ wad Ji" sal ~|J-‘” ke -UL“‘“ﬂll
less than 15 mlyminule”). Urinary lracl stones hernias, Ulceralive colitis, Crohn (@aall twtiz gl wulan) o ohsill Dol pe)S 00 A9aa
disease. Rheumaloid arlhrilis ostecarthritis. mulliple sclerosis, autoimmune
diseases (Lupus, Rheumataid arlhritis. psorasis, crohn s disease. ulcerative
calitis. mulliple sclerosis, Hay fever)
3. Have you been diagnosed wilh any of lhe following congenilal diserders or crelodl Jleal) has oLl aualsdl Cldgand sl aulgll Lalwbl Lo b dlazaw a0 Jo 3
hereditary diseases limited to: l,,.:I,.Jl elazanl lazll Jendl Lol ol Llogaupl | shanoMul @l L ul,h.'al
Cerebal palsy, Sickle cell disorder Thalassemia Hemophilia. melabolic Tl ] wse 050 sloganag, Ul Lolol Al ilacVl Lldguy 1 sSsudl LiLazll 300
diseases, hydiocephalus spinal muscle atrephy, genilal malformalion = (Lnangilog,Sooass) wazdl uaSo y2,0 Wl el il GEPD sl ol
chromosomal abnormalities, Gaucher s disease, G6PD deficiency. Cystic roilipll bl el s oganlis ose
fibrosis, hemochromalosis, Wilson disease, polycystic kidney disease L
4, Have you been diagnosed with any of the following eve diseases limited to: O] 0 hod aJldl urll polol s b lasaw pu Ja A
| Cataract Glaucoma Reunal diseases aSall olol 1<), olo .clau olus
LF Have you been diagnased with any of the following bone diseases limited to: s ALl allaell slusl o B Lacedis o (i 5
Vertebral disc prolapse (Moderate or severe), Scoliosis {Moderate or severe), E] — (pannail gl bwgall) S a0l spaell il e daal dla e adl) .,;ul.‘;\d,l_‘ﬂ
or Ligamenl tears. ostreoarthritis (Moderale or severe) — Al S0 ) pised gl b gl Lalanll .00
| |
6. Prognant Femalas only: | by Lalall v 6
Current single pregnancy 0 2>ly s s> o>
Current single pregnancy with previous CS delivery m] Awlw Wpad 2o W= Jos
Current mulliple pregnancy O >V samo s Jos
Expected dalivery date: DD/MMIYYYY | gtgeadl aa¥sh cusb
plo and depend d 3 ed to be added > b
Ple € de e e ere ed ond 0 0 0 0 e D Q a ) a
ovudizaoll gl aJll Jshll Ul el pd, ) alo izl | ablal shd feabsal] pul
hame Conditon Hi. {em) WL (k) Aoq Hettiaship Garider eal ant Nal

Undertaking

soavsadly Loyl

| heeby undertake thal alf above Information are corract and |he acceptance af my enrolment
will be on the basis of such information and that Bupa Arabla has the right ko canlact the
hospital(s) | daal with lo collact any medical information needed |o assess the risk(s).

| agres that Bupa Arabla has the nght to rejéct the coverage/ciaims in full in case of no
declaralion of any cases prior to the contractual date or before enrolling or adding a new Insured
during the contract.

| hereby confirm reading and understanding all points presented in this form and | agree that not
marking any case is understood as "Nolhing requires declaration™ and | sign on these basis.

| hereby confirm that failure to fill the weight and height information will result in refusal to cover
the cost of obesity surgery.
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Entity Stamp: :Joz)l ag> p.> | Employes Signature:
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