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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 unified policy benefit.
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Date: __ [/ Addition [] a9l New (| g A
Employee Name: T LT i B abgoell puwl ID No.: taugpll 8,
Entity Name: Awtad Al Akria Company sliaiodl ool Mobile No.: Jlg=dl 3,
Gender:; Mals e | Nationality: Egyptian -ty |
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Please declare any of below cases for yourself or any of
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1: Any hospital admission during the last 12 months. [w] | oo 12 5351 I (siiinsnll pugisdl o5 Ja 1

2. Have you been diagnosed with any of the following chronic diseases limited
to:

Autism, benign tumor (Breast tumors, fibroid uterus, benign prostatic
hyperplastia, thyroid goiter and parathyroid glands, liver tumors, colon
tumors), Malignant tumors, listed cardiac diseases (Coronary and valve heart

Chronic hepatitis C, Gallstones, Sever kidney failure (Stage 5, Clearance of
less than 15 ml/minute™), Urinary tract stones hernias, Ulcerative colitis, Crohn
disease, Rheumatoid arthritis, osteoarthritis, multiple sclerosis, autoimmune
diseases (Lupus, Rheumatoid arthritis, psoriasis, crohn’s disease, ulcerative
colitis, multiple sclerosis, Hay fever)

diseases, heart failure, cardiac fibrillation, myocardial infraction), Heart clots, E]
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3. Have you been diagnosed with any of the following congenital disorders or
hereditary diseases limited to:

diseases, hydrocephalus, spinal muscle atrophy, genital malformation,
chromosomal abnormalities, Gaucher's disease, G6PD deficiency, Cystic
fibrosis, hemochromatosis, Wilson disease, polycystic kidney disease.

Cerebal palsy, Sickle cell disorder, Thalassemia, Hemophilia, metabolic =
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4. Have you been diagnosed with any of the following eye diseases limited to: Ol O $ s a Wl ouall Golel oo oSk clagiats 2 Ja 4
Cataract, Glaucoma, Retinal diseases &Sl polyol (el oo el ol

5. Have you been diagnosed with any of the following bone diseases limited to: thad aJlll pllaell uol)n\ oo Sb dlagsess g3 Ja 5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderate or severe), O] = (oaizoll of wgioll) o5 ,aall sgazll ol (paszell of bvgiall) (89 asll &V)‘\JI
or Ligament tears, ostreoarthritis (Moderate or severe). V| 3305 of esioll of hwsioll Lolaall dlSs|

6. Pregnant Females only: tasd Lol aisl .6
Current single pregnancy. ] Ay iz (s> Jo>
Current single pregnancy with previous CS delivery. 0 ailw 408 go > Jo>
Current multiple pregnancy. | LaixVl saei0 W o>
Expected delivery date: DD/MM/YYYY :28g50Jl 63Vl 2u,ls

Employee and dependents’ details that need to be added

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

« | hereby undertake that all above information are correct and the acceptance of my enrolment bl 03 pulad sle piew callall Jgid 0ld ale clijg axamog @lolS sMel 8,58 3ol wloglaally bl o 81 o

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

Lol glins 38 &by wloglan b aagss) Lpeo Joleil (sl elibiiinall JlaiVl (2d (32l Lo auyall Lgy Oly
blall gl
8,95 3ol Yl o0 oSl 3929 e 2ladVl pac e LIS adneull of adlnoll a8, wsb duyell Loy aisl (sle sdlsl o

declaration of any cases prior to the contractual date or before enrolling or adding a new Insured el Ol 8,55 UM @ ¢rodo 8L ol 5 3 of a8lasll aub b ol sl Vel

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.
« | 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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. Upon renewal ofk aficy, the msurershall no\ rEquth clardjon fo any insured who bis been insured for $1 months il (1) ade e @ oso Y glad] 23ges wulb 45 ad) 3o ¥ @lp aadsll aaz sic .
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. Bupa Arabia has the right related to the mentioned items in this medical declaration. 2390l 8,55 10Jl Seull dilaiodl alal) ?Lasw pac WY (a9, au,all Lgd S .

*As per the Kidney Foundath fliative (KDOQY) Clinical Practice Guideline classification. (KDOQI) 8351 8,3luog Sl Lolsol @ilii dbo ot polall whuwad ladg *

** Scoliosis Cobb angle more than 10 dé or Scoliometer mg NS degrees.
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