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Dear naurad: 1ol oball

Pleaso Fill out tha form corractly for the purpose of pricing and to ensure that you recelve health caro le dgas uleals juaaidl o,0) enall JSall 2iganl 118 Qe dals J.aﬁ

servicos as required according to your unifted policy benefit Bamgell aasigh gdlia cauu wplbiall JSidly Amal§ kel wlosr
Date: __/__ [ Addition [ aslo| New Ol A >

Employee Name: rdbgall powl ID No.: 1Qygpll 03,

Entlty Name: :5lauodl poud Mobile No.: gl o8,

Gender: ppwve || Nationality:
Policy No./ CR No.: tSlaal] Joeall fasisgll 03, Marital Status:

Please declare any of below eases for yourself or any of o, Lil gags alild] shyol s

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

1. Any hospital admission during the last 12 months. O O Syt 12 551 IS hiiinnsally pggadl] oo JB 1

2, Have you been diagnosed wilh any of the following chronic diseases limited, + Jr L unl,a\l o 3l it aa Ja 2
H P soniglll pzll plygl sl p|”[] Al sl il 'h-| il il casgill
Autism, benign tumor (Breast tumors, fibroid uterus, benign prostatic (Uo-'sﬂ-" Al 2l Al)j vyl sl g s all Saall e ol ol [osiaall cillansyyl)
hyperplastla, thyrold goiter and parathyroid glands, liver tumors, colon VY EPUEY] U PN P PR BEEN SRt T ] Pt PPy ST (R P 4,»|
tumors), Malignant tumors, listed cardiac diseases (Coronary and valve heart setenll wsslel] fsall shall wilaaas (pan] Gonpall anasgyeall S0 Gl (alall
diseases, heart failure, cardiac fibrillation, myocardial infraction), Heart clots, ] O wlpas ("] Lo 15 Lo 1ol o) gt sall (IS Golyal oo Aunlael) im0l
Chronic hepalitis C, Gallstones, Sever kidney failure (Stage 5, Clearance of .-\,.u...l..,,ll J-°‘-M-“ wolil] el oz At st} astall asliall ol rgaall @gdl el

lass than 15 mi/fminute®), Urinary tract stones hernlas, Ulceralive colitis, Crohn il dpuliwr onomgslll wlasll wos il wglgdll lgall 13igyS Lopa Audrall

disease, Rheumnatold arthrilis, osteoarthritis, multiple sclerosis, autoimmune
diseases (Lupus, Rheumatoid arthrilis, psoriasis, crohn's diseass, ulcerative
colitis, multiple sclerosis, Hay fever)

3. Have you been diagnosed with any of the following congenital disorders or ..:\ctn_\Jl JLdl thaad A ikl cligadl ol wilul il go Sk o oo Jo 3
hereditary diseases limitod to: sl il sosilaall Jusaill alyal Lbibsapll loaeallill (& Laiall (Ml -,.I_,lul
Cergbal palsy, Sickle cell disorder, Thalassemia, Hemophilia, metabolic 0 0 dvstt Goaps wolagawgag il Lilual il szl ity i o sSgill SMaall 900
diseases, hydrocephalus, spinal muscle atrophy, genital malformation, omrengrlog;Saand) azdl YusSs o0 AL (rmussSIl Al + GEPD gl puasSll
chromosomal abnormalities, Gaucher’s disease, G8PD deficiency, Cystic iligll onilodl (s8I S 1ugailiy ay0
fibrosis, hemochromatosis, Wilson disease, polycystic kidney disease. 1.

4, Have you been dlagnosed with any of the following eye diseases limited to: D D 2 oty AL Lunll Lol ol oo wSU alaiess a3 Ja 4
Cataract, Glaucoma, Retinal diseases Sl Lolsal 16l olaa slaw ol

5, Have you been diagnosed with any of the following bone diseases limited to: thaad Ul plhal bl ool tlaniiu ai Ja 5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderate or severe), O ] {oaizoll sl bagaoll) o5 psall mll wtlimil (o aizall 3l Bigzall] Cadapaall RN

abu M s ol asaiall ol bcgaall Joolaall dLes)

or Ligament tears, ostreoarthritis (Moderate or severe),

6. |Pregnant Fomples only: dus Laball M6

Current single pregnancy. [m] azly G W Jo>

Cument single pregnancy with previous CS delivery. (] Aalw 85008 o W Joo>

Curmrent multiple pregnancy. m] A sa0i0 Wl Joor

Expected delivery da :830iall 5aVall 35U
Employee and dependents’ details that need to be added ] agolal sl alilal 3I,9i, wabgall UL
{Please declare whether there is a medical condition for you or any family member} (abilzll 515l st s of sbad ads alb- &l sgz-g JU (50 Lol el )

oiatiaall pwl i Jlg=ll 03, Jshll | ol aepll o3, a,0,5)l alo ol a.hwl sll s gadl pol
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+ | hereby undertake that all above information are comrect and the acceptance of my enrolment SULl 83 Gl (ke azew wlbll Jgad 0l8 aude clug Aoy alols oMel 5,0 i0ll laglanlly ohilial ol 3l .

will be on the basis of such information and that Bupa Arabia has the right to contact the Lpt] 2liss 43 @by cloglen oSb Waaysys) Lo Jolasl sl ©lpdatiinall JlaiVl od 5ol Lt duynll Lgy wlg
hospital(s} | deal with to collect any medical information needed to assess the risk(s). blaadl puaiil

+ | agree that Bupa Arabia has the right to reject the coverage/claims in full in case of no 89510ll GVl a Sl sgxrg e 2ladWl pac suc LIS ashadl gl allasll a8y o8 ausell by dis] (obe (33ls] o
declaration of any cases prior to the contractual date or before enrolling or adding a new Insured il Ul 8,19 S al Lodo 43| ol emaws Jub ol 38ladl sl L iz oaall oMl
during the contract.

+ | hereby confirm reading and understanding all points presented in this form and | agree that not BSaall oVl oo sl ol oLl e ol '::1 i:’ﬁlct;ﬁ“s = t:;‘?:’:l’i'\:_:v&u’:{ B

marking any case is understood as “Nothing requires declaration” and | sign on these basis. s .
« | hereby confirm that failure to fill the weight and height information will result in refusal to cover Abaall 1 olr o <aalS3 s 38y csl] E3bens wiplly Jolll il iz e ol 31

the cost of obesity surgery.
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a1t who has been Insured for 11 months il (11) ade (sinn Al gk 18V plad] zigar sells AT pabild Gng U 8 Adill 32 i .
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. If you need to add more dependents, a new form should be Filed it phpas s a2 ol ablal) dolad s s .
. The lrregularity of the signature of the empioyer nstead of the em ployee to avoid taking legal responsibility. Aiptall &bl alac) Giz o .A-I i Uiy ey Jadll wrln ol Soali iz .
- Bupa Arabla has the right to rejact the full coverage of declaration cases related to the mentianed Items In this medical declaration, osa g af il oy asla ol jl-ﬂf* w= oV .-n, 'l-..d bl i .
*As per the Kidney Foundatlon Kidney Disease Outcomes Quality Inltiative (KDOQI} Clinicat Practice GuideEne classification, (FDOGE) gl djilay w—'!-l sl el mll b = pilall Lity *

** Scaliosls Cabb angle more than 10 degrees or Scoliometer more than 5 degrees o 8 a8 preape S af Sl 10 (e T ol s iz 27
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