gy
Bupa b elos| gdgoi

Medical Declaration Form

Dear Insured: ) | s;
Please Fill out the form correctly for the purpose of pricing and to ensure that you receive health care wle dlga> Uloaly peawdl yo,2) puzall JSLilb z3godl s ausi dold LJ.»L,
services as required according to your unified policy benefit. L8a>g0Jl asuigll gdlio > wglholl JSill auxall el oloas
Date: __[__/ Addition [ aslo| New (| A
Employee Name: rabgoll ool ID No.: 1aygpll 3,
Entity Name: :8Liod! ol Mobile No.: :Jlg=dl 08,
Gender: o] Nationality: LT
Policy No./ CR No.: HEHEST By W DEFRN R Marital Status: ra,cloix VIl all=dl
Please declare any of below cases for yourself or any of . v b)lw| gogs abilell shol a>1 «sad sl elhad obsl GVl o Sl 3529 o 2ladl (o
your dependents by marking v under the word (Yes): H(pw) aalS i giyoll (08 | Al
1. Any hospital admission during the last 12 months. [=] | T 12 531 MM saiiualy pugidl o5 Jo 1
2. Have you been diagnosed with any of the following chronic diseases limited : has aJUl &iojoll L,al)a‘\ll oo U claseds pi Jo 2
to: peas csialll pyl olal sl plgl) &l saal oVl céuilloadl oloVl cagill
Autism, benign tumor (Breast tumors, fibroid uterus, benign prostatic (0sloall phol xSl bl <8, Ml ol 5 48,101 638l pseias gl sl canocell liawg !
hyperplastia, thyroid goiter and parathyroid glands, liver tumors, colon lals osdall Ol o ol dliac Juid sl Gulyis uolyol) &Ll olall Golpol
tumors), Malignant tumors, listed cardiac diseases (Coronary and valve heart il Solsl Juisall 8,500l Glga> (o) Gosall owg uall eSSl Ol (Clall
diseases, heart failure, cardiac fibrillation, myocardial infraction), Heart clots, [=] O Olpa> (*aads/do 15 Go Bl cselsl quindl «sISIT poliol o dumolidl al>,0ll)
Chronic hepatitis C, Gallstones, Sever kidney failure (Stage 5, Clearance of «&uojuilog )l J.oLmJl el shazdl asil) q.,,:l_\Jl»q.:LI;AI ool «giall ,@?Jl Ulusoll
less than 15 ml/minute*), Urinary tract stones hernias, Ulcerative colitis, Crohn (zodll &l cazslll wlaill oam il Oglgall Llpdl (5ig)S Los0 drall

disease, Rheumatoid arthritis, osteoarthritis, multiple sclerosis, autoimmune
diseases (Lupus, Rheumatoid arthritis, psoriasis, crohn’s disease, ulcerative
colitis, multiple sclerosis, Hay fever)

3. Have you been diagnosed with any of the following congenital disorders or coscloall Jlidl thss aJlll aslsl olag il of aslell LoloVl o b clayeis pi Ja 3
hereditary diseases limited to: el sl wsiligll Juiosl L,c|)n| gl Lo Ml il LMl Olylasl
Cerebal palsy, Sickle cell disorder, Thalassemia, Hemophilia, metabolic o O s U230 «logawgos, Sl Lolsel il slachl olagis «sSeuidl oMasgll gon
diseases, hydrocephalus, spinal muscle atrophy, genital malformation, (puwgilogSgoud) wazdl S pose (@l (sounSIl il - GEPD (sJgall sl
chromosomal abnormalities, Gaucher's disease, G6PD deficiency, Cystic wosibgll csilzedl uidSUl S5 (g o0
fibrosis, hemochromatosis, Wilson disease, polycystic kidney disease.

4. Have you been diagnosed with any of the following eye diseases limited to: O 0 2 asd @l gl Golyol oo SU s o5 Jo 4
Cataract, Glaucoma, Retinal diseases a Sl polyol =B, ol cslay ol

5. Have you been diagnosed with any of the following bone diseases limited to: thad aJul plasll uo|)n| oo Sb dlageis i Ja .5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderate or severe), 0| 0 (ool ol hwgioll) S a8l sgasll Szl (el ol bowgioll) (sdg,azll SVl
or Ligament tears, ostreoarthritis (Moderate or severe). alag, VI 800 ol paiioll ol bwgioll Jolaol IS

6. Pregnant Females only: 1has Lol aisMJ .6
Current single pregnancy. O A>ly G N> Jox
Current single pregnancy with previous CS delivery. O aiylw @408 go N> Jo>
Current multiple pregnancy. O &=Vl sasio Wl> Jo>
Expected delivery date: DD/MM/YYYY 1890l 83Ygll o)l

Employee and dependents’ details that need to be added . pedlol slyoll alilell sl,8ls cabgall wlily
(Please declare whether there is a medical condition for you or any family member) (Al 51,81 s>l s ol e aub Al> sl s9>9 JI> (58 2ladV b))

iitiao)l powl Al Jlg=Jl pd, Jsbll ol agpll pd, a8l alo il alilall sl /eabgoll pol
Hospital Name Condition Mobile No. Ht. (cm) Wt. (kg) 1D# Relationship Gender Employee/ Dependent Name

tuausaill ,1,9Y1
o | hereby undertake that all above information are correct and the acceptance of my enrolment Slll 018 puld sle piw wllall Jgid 018 ae sl axmog alolS oMel 8,95 1oll wloglaally ULl of 31 o
will be on the basis of such information and that Bupa Arabia has the right to contact the o] 2lizs 28 aub ologleo U Wagsd oo Jolwil csall wliismoll JlaiVl (s =l Lpd duyell Lgy Ol
hospital(s) | deal with to collect any medical information needed to assess the risk(s). oblxall paas
* | agree that Bupa Arabia has the right to reject the coverage/claims in full in case of no 8,95 4ol WYLl (o Sl 3839 e 2ladVl pac aie WIS auhaedl ol adlandl (a9, (58 auyell ey duisl sle 3olsl o
declaration of any cases prior to the contractual date or before enrolling or adding a new Insured el Ol 8,18 VS @ (yodo @8lo] of Jumas Jud ol 18lasll du,b Jud wlas sl oMel

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.

8,95 30Jl OVl o Sl plol syl pac Wb spsil LoS z5gaill 1is (sd slolo gan wunpdy whd 18 (il 81 o
.3_59] adeg aic glad)l s=iuulo 39>9 (i @lioy yuiey oMl
b yaoll @iodl dsly> adac @IS dudagi 4ad, (] Sgaw sslly Jshll WUlu @i pac ol 1 o

Entity Stamp: o=l 4> pu> | Employee Signature: rabgall gudg5 | Date: 2wl

DD/ MM/ YYYY

. Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has been insured for 11 months ol (11) ade (i @) 080 SV 2lad] 23905 b &S i) 32 V b aasoll a5 xic .
. Bupa Arabia is not entitled to request a medical declaration form for newborns when they are added to the existing health insurance 0S5 o) o oualdll & i puad) &Ll ._az.aﬂ oolidl @y (sle ppisla] sie sazdl algal) (b zlad] 23ges b au,ell bed 2 V .
policy in the same insurance company unless the mother is covered on different insurance company. 5,51 ol didy sle VI
. If you need to add more dependents, a new form should be filled. > edees Aue g S| el @loY sl s b .
. The irregularity of the signature of the employer instead of the employee to avoid taking legal responsibility. gl adggunall alox) Lizs @) progall oo Yo 285l Josdl wolo old asolly pac .
. Bupa Arabia has the right to reject the full coverage of declaration cases related to the mentioned items in this medical declaration. 2390l 8,55 kall 391l Aaleiall alall glad)l pac WVl (a8, ansall Led = .
*As per the Kidney Foundation Kidney Disease Outcomes Quality Initiative (KDOQI) Clinical Practice Guideline classification. (KDOQI) 83920)1 8,309 (sUSUI Ul0l 26l G cre yslall caia lass *

** Scoliosis Cobb angle more than 10 degrees or Scoliometer more than 5 degrees. 0> 5 0 ST sisassSw ol Gy 10 oo ST duglsy wsS i

3538 Al-Khalidiyah-Nour Al Ehsan, Unit 1
Jeddah 7505-23423, Kingdom of Saudi Arabia
Contact us at 920 000 456
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