o bal _nn 48laig oj
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 [@] asLd]

1 (logall g jyjc
ale Agn (lolg gl b 9) annll U4l pigelll 1ia il lolid (ol
0130l @8igll g8lio Lun uglhnoll U4l &nnll ale Jl Oload

New [ ] aan

Employee Name: _-MOHAMMED ABDULRAHMAN ALMASHARI :@bgoll pwl  Entity name: Bupa Direct - Al Daffah Company :6Ldiio) puwl
Gender: M :guinJl  Nationality: Saudi Arabia :duwia)l - Policy No. / CR No.: 45746800 1yl doudl / ddyigll pdy
ID No.: 1013612443 :iygallpd; Mobile No.: 0556061666 :Ulga  Marital Status: Married 2gjio  Single D l,u'.ci rduclodadl Al

Con. | Please declare any of below cases for yourself or any of Yo AIJQi aniual gi cbaJl olial OYLJI giag;g (e abad)l aa pd)

No. | your dependents by marking +/ under the word (Yes): &9 p.VJ :(p2i) dols (0T g1l 08 v 6yl gBg dlilell | AJI
Any hospital admission during the last 12 months. s IM AT YA wauiiinielu augidll @i Ua |

2. |Have you been diagnosed with any of the following 188 adlil diojoll uoloVl (o ul clnaiiigida | T
chronic diseases limited to: g pall gl Ol ulall bl ol (ilo ! 6a1aJl el gVl angill
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic augul el | Ulginn wglddl Udiall &l yoll Ul ool

" ; - - gl Ao wglsll udiall 6y 902 0w (4o jo)
Hepatitis C, G_allst(_)nes, K|dney fa|!ure, Urinary tract D aclioll LD')—DL@@JLPJ}JL{MPJQ‘Q L8l 0290l p A
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, . P

N ; . - Aagioll ulaill gl aslal
autoimmune diseases or Multiple sclerosis. : :

3. |Have you been diagnosed with any of the following 1080 G 8IA) Ulagiiil gf ailgll udlioll o uli dniuiipida | P
congenital disorder or hereditary diseases limited to: wl ol Wlidgorall Lol adaic)l LA ulasl e Lol (Judul
Cerebral palsy, Sickle cell disorder, Thalassemia, Olguiti gl QM&“JQ»OJD‘LWTJJ'E T TeSTRT
hemophilia, metabolic diseases, Hydrocephalus, spinal | <l U yo uiigl 1 jo Wloguugog 4l Bl ol il cLacll
muscle atrophy, genital malformations, Chromosomal L4l G0 . ilo "5 | il dadll
abnormalities, Gaucher’s disease, G6PD Deficiency, i 1 Ugiutbig Lo jo umugilogSgo.a Ly P gQJ

orm . 0 U0 i wilygl malAl
cystic fibrosis, hemochromatosis, Wilson disease,
Polycystic Kidney Disease.

4. |Have you been diagnosed with any of the following eye ado &l (el Loljol wo b it pida | €
diseases limited to: |:| il ol ol gl a8l ol jol el olio ey olio
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. |Have you been diagnosed with any of the following bone WAl @Y iVl :1add dyli)l plaell Wljol oyl clnpiiipida | O
diseases limited to: Vertebral disc prolapse, Scoliosis, |:| .dn))Vl G0l gl Uolaoll ulall wi;8all agoell WAl (Euwl)
Arthritis or Ligament tears.

6. |Pregnant Females only: 1089 (JolnJl wiil ]
Current single pregnancy. D Aalg (b di doa
Current single pregnancy with previous CS delivery. |:| a9l @8 godly Joo
Current multiple pregnancy. ] -aiaVl119i0 db o
Expected delivery date: / / :&8gioJl 62Vgll 25U

Employee and dependents’ details that need to be added

aai8LAI al o)l dilell alyéi g @hgoll Glily

(Please declare whether there is a medical condition for you or any family member)

(@lilel aly81 33l wal gl €lsa) dub @l ul 3gag UL w6 alndVl ela i)

ool pawl anll Ulgal o8, Ughll ajgl dgall pd) alo)l dlo [Tmiay]] allel ;I_.éi/ wWhgoll puul

Hospital Name Condition Mobile No. Ht.(cm) | Wt.(kg) ID# Relationship | Gender Employee / Dependent Name
0556061666 1027474657 Spouse F NORAH HAMAD SAIF BIN BATTAL
0556061666 1013626625 Spouse F IBTESAM ABDULLAH M ALSHUWAIMI
0556061666 1178582464 Child F YASAMIYAN MOHAMMED ABDULRAHMAN ALMASHAR
0556061666 1155362179 Child F ALJAWHARAH MOHAMMED ABDULRAHMAN ALMASHA
0556061666 1155361916 Child F LAJAIN MOHAMMED ABDULRAHMAN ALMASHARI

Undertaking

* | 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 the right
to contact the hospital(s) | deal with to 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 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 “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.

0aa pwlwl ule pitw wlall Jgid (L8 adle clijg 43n0g dlols oMl 65g83.0)l Clogleollg Gl il 481 «
o Ologleo uly lagjil lago Uoleil will Gliaudiinoelly JLaill wé @l La) dyell Ug a8 i (jlg Gl
ool andi) lay)] pling 16

679510l VI (1o ul 1gag tie alndVl pac aic WS aneill ol adlnell (As) s duyell bgy dudal ole @dlgl *
289l (U 648 UVA o (Jogo a8L| gl (i (148 gf 18leill Ayl Us Gy will olel

698300l VI (ro ul plol wiijlibl pac (U 129 oS 23goill 112 08 clalo f1o Cloadg U468 18 dl 48l «
a9l aileg aic 2Ladyl @alilo 3939 v wlios ie ol

.4 ;00| dlowll dnln dloc WIS @&lnoi s dl uaguw (1j¢lg Ugall WUl duei pac »

Entity’s stamp: o2l dan pid Employee Signature:

1@bgoll g18gi Date: Ayl

2022 08 01

« Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has been insured for 11 months.

« The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy.

« If you need to add more dependents, an additional form should be filled.
« Itis illegal to sign this form by the employer instead of the employee.
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o bal _nn 48laig oj
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 [@] asLd]

1 (logall g jyjc
ale Agn (lolg gl b 9) annll U4l pigelll 1ia il lolid (ol
0130l @8igll g8lio Lun uglhnoll U4l &nnll ale Jl Oload

New [ ] aan

Employee Name: _-MOHAMMED ABDULRAHMAN ALMASHARI :@bgoll pwl  Entity name: Bupa Direct - Al Daffah Company :6Ldiio) puwl
Gender: M :guinJl  Nationality: Saudi Arabia :duwia)l - Policy No. / CR No.: 45746800 1yl doudl / ddyigll pdy
ID No.: 1013612443 :iygallpd; Mobile No.: 0556061666 :Ulga  Marital Status: Married 2gjio  Single D l,u'.ci rduclodadl Al

Con. | Please declare any of below cases for yourself or any of Yo AIJQi aniual gi cbaJl olial OYLJI giag;g (e abad)l aa pd)

No. | your dependents by marking +/ under the word (Yes): es poj :(p2i) dols (0T g1l 08 v 6yl gBg dlilell | AJI
Any hospital admission during the last 12 months. s IM AT YA wauiiinielu augidll @i Ua |

2. |Have you been diagnosed with any of the following 188 adlil diojoll uoloVl (o ul clnaiiigida | T
chronic diseases limited to: g pall gl Ol ulall bl ol (ilo ! 6a1aJl el gVl angill
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic C augul el | Ulginn wglddl Udiall &l yoll Ul ool

" i - - gl Ao wglsll udiall 6y 902 0w (4o jo)
Hepatitis C, Qallst(_)nes, K|dney fa|!ure, Urinary tract . D aclioll Ul ol &1l o JU i p g Lol s )l 629l p
stones, thyroid goiter, Cysts, fibroid uterus, Hernias, . P

N ; . - Aagioll ulaill gl aslal
autoimmune diseases or Multiple sclerosis. : :

3. |Have you been diagnosed with any of the following 1080 G 8IA) Ulagiiil gf ailgll udlioll o uli dniuiipida | P
congenital disorder or hereditary diseases limited to: wl ol Wlidgorall Lol adaic)l LA ulasl e Lol (Judul
Cerebral palsy, Sickle cell disorder, Thalassemia, Olaguil andguidl Qwuw‘wiﬂh Gl il Juioil
hemophilia, metabolic diseases, Hydrocephalus, spinal | <l U yo uiigl 1 jo Wloguugog 4l Bl ol il cLacll
muscle atrophy, genital malformations, Chromosomal L4l G0 . ilo "5 | il dadll
abnormalities, Gaucher’s disease, G6PD Deficiency, i 1 Ugiutbig Lo jo umugilogSgo.a Ly P S&J

orm . 0 U0 i wilygl malAl
cystic fibrosis, hemochromatosis, Wilson disease,
Polycystic Kidney Disease.

4. |Have you been diagnosed with any of the following eye ado &l (el Loljol wo b it pida | €
diseases limited to: |:| il ol ol gl a8l ol jol el olio ey olio
Cataract, Glaucoma, Corneal diseases or Retinal diseases.

5. |Have you been diagnosed with any of the following bone WAl @Y iVl :1add dyli)l plaell wljol oyl ‘JJODAUPJ da| O
diseases limited to: Vertebral disc prolapse, Scoliosis, ] -y VIl @ jod gl Uolaoll ulaill aspdall agoell Wl il (Eluyall)
Arthritis or Ligament tears.

6. |Pregnant Females only: 1099 (lolnJI @il 1
Current single pregnancy. D Aalg (b di doa
Current single pregnancy with previous CS delivery. |:| a9l @8 godly Joo
Current multiple pregnancy. I:I .aiallaaeio dla oo
Expected delivery date: / / :&8gioJl 62Vgll 25U

Employee and dependents’ details that need to be added

aai8LAI al o)l dilell alyéi g @hgoll Glily

(Please declare whether there is a medical condition for you or any family member)

(@lilel aly81 33l wal gl €lsa) dub @l ul 3gag UL w6 alndVl ela i)

wauitinell el i UlgaJl a8 Ushl jgl agall pd) aldllabo | guinl alilell 21,81 / Whgoll puvl

Hospital Name Condition Mobile No. Ht.(cm) | Wt.(kg) ID# Relationship | Gender Employee / Dependent Name
0556061666 1132619170 | Child F | LAMA MOHAMMED ABDULRAHMAN ALMASHARI
0556061666 1122512625 | Child F | LUBNA MOHAMMED ABDULRAHMAN ALMASHARI
0556061666 1119236832 | Child F | LEENAH MOHAMMED ABDULRAHMAN ALMASHARI

Undertaking

* | 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 the right
to contact the hospital(s) | deal with to 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 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 “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.

0aa pwlwl ule pitw wlall Jgid (L8 adle clijg 43n0g dlols oMl 65g83.0)l Clogleollg Gl il 481 «
aub Ulogleo ul laygjil Lago Uolgil aill Olauiiiioly JLail vé @l L) auyell g as b ilg Oblwl
ool andi) lay)] pling 16

679510l VI (1o ul 1gag tie alndVl pac aic WS aneill ol adlnell (As) s duyell bgy dudal ole @dlgl *
269l (w6418 UMA o (ogo 9L gl Ui (6 gl a8leill ayyl s Oliis will ollel

698300l VI (ro ul plol wiijlibl pac (U 129 oS 23goill 112 08 clalo f1o Cloadg U468 18 dl 48l «
a9l aileg aic 2Ladyl @alilo 3939 v wlios ie ol

.4 ;00| dlowll dnln dloc WIS @&lnoi s dl uaguw (1j¢lg Ugall WUl duei pac »

Entity’s stamp: o2l dan pid Employee Signature:

1@bgoll g18gi Date: Ayl

2022 08 01

« Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has been insured for 11 months.

« The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy.

« If you need to add more dependents, an additional form should be filled.
« Itis illegal to sign this form by the employer instead of the employee.
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