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Medical Declaration Form

Dear Insurad:

Please Fill ou! lhe form correclly for Ibe purpose of pncing and to ensure |hat you recewve health care

services as required accarding la yeur urified policy denelit

Date: _ /| _ Addition [J aslo|
Employee Name: NG Tolaei Sarkam rabsnl pwl
Entity Name: Awad Al Akaria Company tobuincadl ol
Gender: Male e |

Policy No./ CR No.:

1010295661

Please declare any of below cases for yourself or any of

t,lat Joeadl fazugll s,

A pdall Sae
e Wyos ulaaly arasdl Jopel gamall JLull 23sadl 112 anmw LS fal
Loamgall aausll 29Ls ez wolhall Sl ausall asie )l Lloss

New O et 3>
ID No.: A téusell pd,
Mobile No.: LA Wlg=l o3,
Nationality: Bangladesh izl
Marital Status: Stngle ‘e loix Ml alldl

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

i1 Any hospital admission during the last 12 months =] 0 S 12 ol M3 o il aogal o Ja 1
2. Have you been diagnosed with any of the following chronic diseases limited t ey )l aus ol L,al,n\ll o Sb damiv o s 2
to: o ranlll az ) plgl Sl abigl) ALl ssamll alhobt mutisedl ul\ L amg
Autism, benign turnor {Breast tumors, fibroid ulerus, benign prostalic u.-».JuJ aligl Sl ol syl yladl s au,all el poeani gl ol gl . svnall wilis,l
hyperplastia thyroid goiter and parathyroid glands, fiver tumars, colon wliais il ol ol dlae Jio el i sal) Al Lel ,:lml

tumors). Malignant tumors, listed cardiac diseases {Coronary and valve heart el ~591§J| Sl 8yall Gl \_r-_-- weanll awgpuall Sa8)l Clp VL (cadal
diseases, heart failure, cardiac fibrillation. myocardial infraction), Hearl clots, =] O s (*a0295/Jo 15 po U5 511 mi il ST ool o Lanalnl °~1>)AJ|)
Chronic hepatlitis C, Gallslones, Sever kidney failure {Slage 5, Clearance ol \aun pwilog )l olaodl Llgdl lyozl auiall) alul aclall jolyal  geall cadgdl eUlusoll
less than 15 mi/minute”). Urinary tract stanes hernias, Ulceralive colitis Crohn (o)l desslasm oomglll wuladl o padl vglsall Ll 4ig)S posm 29l
disease. Rheumatoid arlhrilis, ostecarthritis. mulliple sclerosis, autoimmune

diseases (Lupus, Rheumnatoid arlhritis, psoriasis, crohn's disease, ulceraiive

colilis. multiple sclerosis, Hay fever)

3. Have you been diagnosed with any of Lhe following congenital disorders or szlaad ol thas el aalell clapau o aulgdl] Jalwdl o sh das oy pe o 3]
hereditary diseases limited to: sl Wizl nilagll Joosll alal iLlngs g3 et Al el LA sl
Cerebal palsy, Sickle cell disorder. Thalassemia Hemophilia. melabolic r s 2 oldpiney S Jolial el sardl Ol | sSa sl gas
diseases, hydrocephalus, spinal muscle atrophy, genilal malfarmation, — {Laianigol08,S 90uad) Wzl Lo dSs popo 1@l LSl vl GEPD _adgall junll
chromosomal abnomalilies, Gaucher s disease, G6PD deficiency. Cystic rosiledl ol Gl GaSs cuganlsg os0
fibrosis, hemochromalosis, Wilson disease, polycystic kidney disease

a4, Have you been diagnosed with any of the following eye diseases limited to: O} 0 “hwo Ul sl oliol o U clasus g ) 4
Calaract Glaucoma, Retinal diseases aSaall Jolyol <l9,, ols slay obo

5, Have you been diagnosed with any of the following bone diseases limited to aa AL plinsll alal o Sl dass i s s 5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderate or severe), 0 {pacall ol bwgall) o5 mall spomll Gl izl | Leassad g bcigendl) codgammll Y4
or Ligament lears, ostreoarthritis {Moderate or severe) sl M dni gl praall g gl [ateall Ssl

8. Prognant Females only l daad  Lsbal , sceil B
Currenl single pregnancy (m] azly G o Jas
Currenl single pregnancy wilh previous CS delivery D Al @03 2o N o
Current mulliple pregnancy. =] @Vl samo > Jos
Expectad delivery date DD/MM/YYYY

otz wanll pol ajl) 859l p3, alallals : alitall slaf fualsgal] pii]
Hoapial Name. Canditian _ ¥ ‘Ralationship’ Gender Empkiyes! Dependent Name
Undertaking | argaddly eVl

= | 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 Lhe right to contact the
hospital(s} | deal with lo collect any medical information needed 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 conlractual 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 Lhat not
marking any case is understood as “Nothing requires declaralion™ and | sign on lhese basis.

+ | hereby confirm that failure to fill the welght and height information will result in refusal to cover
the cost of obesity surgery=>~ - - -
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ULl 018 ulaad (ale pivaw walbill Jgd Ul aule <lus Aaamog alolS oMsl 0,95 100l cloglaally SUlud Ul 3] &
o] 2l 19 @b wlogleo SU s lpeo Jolsl (sl Cliiasaals JasVl s o)l L) &u el Ly olg

sblaall pusd

0,95 aall WVl Lo Sl 32y e 2lasVl pac te (T ahral 5l adlhall yas) w3 awjall Ly auns e 9l

a0l WUy B8 N> ) oio a9k gl Jemaws 5 of 10led] pu,b Jus wluin ol ol

385 andl YL Lo Sl plel sl oas UL spal LaS zasadl |18 (59 cl>le gun> opds wil,9 39 b 8l

991 aulcy ans elasyl  smumulo 3955 wnas ilios oz oMl
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Entity Stamp: . ‘ "X \;JN;II 45> p.> | Employee Signature: ‘ tuibgoll gu9gs | Date: e,
- ”
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. Uipon st i the pojey) e wakires el maaFE sl 2 declaralian form for any insuea who has beea isured for 11 months i (L) s (o @ Lage SY clad] cgar walb &S puall (s ¥ w19 dausll oz nuc .

3538 Al Khalidiyah Nour A1 Emsan, Unil 1
tedriah 7505 23423 Kingdom of Saudi Arabia
Contact us a1 920 000 455
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