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Dear Insured: A Gasal) g e
Please Fill out the form correctly for the purpose of pricing and to ensure that you receive health care e @l pan glaaly il (mal maall JSAIL 3 gaill 138 Risady el Jabs
services as required according to your unified policy benefit. 32 pall 485 5l gilia o (o sllaall JSIL dmaal) dle ) Cilars
Addition [ L) New O ia
Employee Name: 1l gall s ID No.: RETYIpCY
Entity Name: s5Ldal) puad Mobile No.: disall aby
Gender: Towial) Nationality: RIAN]
Policy No./ CR No.: 1l Jal) JARS G 8 Marital Status: s Lelaiay) Alal)
Please declare any of below cases for yourself or any of Gl AV B LE) pdags Al
your dependents by marking ¥ under the word (Yes):

1. Any hospital admission during the last 12 months. O O e 12 a1 IR ity a3l 5 Ja 1
2. Have you been diagnosed with any of the following chronic diseases limited + Jad A0 A all il e g éh a3 Ja 2
to: ) ] ) ) adam ol an ol f g2l al ) of) A Basenll ) ) Y1 itla yull ol 681 can g3l
Autism, benign tumor (Breast tumors, fibroid uterus, benign prostatic (o5t eUJi Sl o ygf il Al 5 A, pasdl pat e‘);i casenll sl

hyperplastia, thyroid goiter and parathyroid glands, liver tumors, colon

tumors), Malignant tumors, listed cardiac diseases (Coronary and valve heart Gilaly (A (i N ¢ i) Ao L eolil) el 58 ial al) 2l il (al

diseases, heart failure, cardiac fibrillation, myocardial infraction), Heart clots, O O il g5l L}“f“ 1Al ‘;“J:“ (o) ol (omasedll ﬂé*‘g‘ﬁ‘wy" o
Chronic hepatitis C, Gallstones, Sever kidney failure (Stage 5, Clearance of Sl gean ((*288 e 15 (e il (55180 ) ¢ LI Gial jal (g0 Fusdl ) Alsyall)
less than 15 ml/minute*), Urinary tract stones hernias, Ulcerative colitis, Crohn e yile s N Jualiall Glgall ol yaal) 205301) 4503 Aeliall () yal (il il o) lilinall
disease, Rheumatoid arthritis, osteoarthritis, multiple sclerosis, autoimmune (o) s o s bt ¢ gl (bl gl € 335 58 (om ye nal)

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 s oeleall JLEN :Tadd A0 Alall il gil) o A1)l il ) e (shs dlaniin o5 Ja .3
hereditary diseases limited to: el ) il ¢ 31 Qe oa sl (Ll serell lanadll) claiall LAY Gl il
Cerebal palsy, Sickle cell disorder, Thalassemia, Hemophilia, metabolic 0 0 iy e s ga s S al gl ol sline Y1 il o (oS3 Sl sa

diseases, hydrocephalus, spinal muscle atrophy, genital malformation,

chromosomal abnomalities, Gaucher’s disease, G6PD deficiency, Cystic panll xS g e AT Sl 1 ¢ GBPD (ol S 552

fibrosis, hemochromatosis, Wilson disease, polycystic kidney disease. -ij}“ @L“ OS] S e smlis o g ommsilas S san)
4. Have you been diagnosed with any of the following eye diseases limited to: n n ; Jaad AU el ol yal (e éh_ ladlli o Ja 4
Cataract, Glaucoma, Retinal diseases Kl yal yal celd) ) olia colian slua
5. Have you been diagnosed with any of the following bone diseases limited to: +hadd 40l HUaall sl e éh_ ladlli o Ja 5
Vertebral disc prolapse (Moderate or severe), Scoliosis (Moderate or severe), | 0 o(pasidl) S Lo giall) (g el 3 geall <l i) ¢l o Josi giall) (85 pumadl 3Y 5V
or Ligament tears, ostreoarthritis (Moderate or severe). Y1 G o psiial gl o il Joalial) lSsal
6. Pregnant Females only: 1aid Jalad) A .6
Current single pregnancy. O REENPRGTENp BN PN
Current single pregnancy with previous CS delivery. O RETIVETSIPN. F DR ENEEN
Current multiple pregnancy. O AaaY) aaaie s des
Expected delivery date: B [ s fp s s B gl B gl gl
Employee and dependents’ details that need to be added . AEELa) 3 jal) ALilal) 31 3] g il gall il
(Please declare whether there is a medical condition for you or any family member) (Ailal) 3130 aaf gl gf dhal ks Alla (g) 392 Jla A L) sla )
(sidinsal) anl RN Jsall iy Jshll Gosh A sell 8y Al Al aall EUES P
Hospital Name Condition Mobile No. Ht. (cm) Wt. (kg) 1D# Relationship Gender Dependent Name

Undertaking

« | hereby undertake that all above information are correct and the acceptance of my enrolment ULl o3 el et bl J 5 (3 adle ol s dagmaa 5 ALS o3le 5 5S0l) cla sheal) 5 il of 3 @
will be on the basis of such information and that Bupa Arabia has the right to contact the | ~liad a8 dds Cile Ll 5 Ll 2l eldiinadls Joaiy! 6 gall L & Lo o
hospital(s) | deal with to collect any medical information needed to assess the risk(s). all gling S Aske lastaa (gl a5l e ol A1 # eVl 2 Gl ] 4"‘”’{ " Uf

« | agree that Bupa Arabia has the right to reject the coverage/claims in full in case of no bl il
declaration of any cases prior to the contractual date or before enrolling or adding a new Insured SV G sl 25ms g ZladVl pae sie LIS Lbasil) i AUaall by 3 Ay pall sy Bl e 33050 @
during the contract. siall o e s 58 YA 4l rete dalial o 8 o slel] s 5 8 el Al oSel 3 oSaal

« | hereby confirm reading and understanding all points presented in this form and | agree that not o e )'EJ j 'u‘uw . J - da’ ’.A’ i Glidas f"’d b _Ufs »
marking any case is understood as “Nothing requires declaration” and | sign on these basis. B sS3all Vsl (e (gl alal (L) pae (b agadl LS 23 5aill 138 8 clale paes Caeghy ) 308 Ol A1 e

« | hereby confirm that failure to fill the weight and height information will result in refusal to cover ,cj,i ae 5 e Flad)) Gaiule dga i Al iin oSlel
the cost of obesity surgery. PR - - Cvem g Lae s . e ¢

s jial) dend) As) s lee CalSS Aplard (b ) ) (g 0515 Jhall clily At ae o A1 @

Entity Stamp: el 442 234 | Employee Signature: wilisall (b5 | Date: gkl
« Upon renewal of the policy, the insurer shall not request a declaration form for any insured who has been insured for 11 months. (1)) e (e dd a6V lual) 350 alla AR Gy Y A HaE ) ynS e o
 If you need to add more dependents, an additional form should be filled. L g Rl oy IS i AlaY Aol Jla 3 @
e Itis illegal to sign this form by any one but the policyholder or legal representative PSSR IF E WAL SRR FE PR Y- P IRN PP R E W PR
« Bupa Arabia has the right to reject the full coverage of declaration cases related to the mentioned items in this medical declaration. Lz ailly 3 Saal) 3 il Aalaidl Fladl) VAT LIS plasill iy A Al b J G
*As per the kidney foundation kidney diseases outcomes quality initiative (KDOQI) clinical practice guideline classification. KDOQI 552015 ey I (ol il A0 0l il G *
** Scoliosis cobb angle more than 10 degrees or scoliometer more than 5 degree. a5 e JSH el S Gla 310 Ge ST A gl 5 o S Caiatr
2
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