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Unified Medical declaration form

Dear Insured: A Gasal) 5
Please Fill out the form correctly for the purpose of pricing and to ensure that you and your famil 2l cn Giglhaall JSAl Laval) Lle ) clasd o i pud 3 a1 dllgan Gladaly sl () maaal) JSEIL 7 dgall) 138 Ay Slald Jal
receive health care services as required according to your unified policy benefit. 2Baa gall 484 1)
Addition @ @ 4iLa New O ‘ Type [CRGRTP
Policy No./ CR 1l Jaed) AR5 6 o3, |Entity name: 3Ll
Mobile No. :Jisall a3, | Employee name: sl gall aud
ID Number | ‘ l ‘ ‘ l ‘ ‘ Ay sgd) by
Gender : s ouiall Nationality: tAgadal) Marital status Married O gsje Single O el :deliay dla)
Please declare any of below cases by marking v' under the word (Yes): ¥ pad 2(pd) AlS caas g jal) B VB LE) g oLl CVAY (e sl 253 08 TLadY) A
“Undeclared medical case may not be covered “ No YES " obal oo zbadVl pus Jl> (§ el Audaiill o035 o "
1 Any hospital admission during the last 12 months. o o € ed 12 A DA adiually s il o3 Ja 1
“ Admission: registration as an admitted patient at the hospital until the following morning” " a sl e (a il (A o sie g a8 4] Gasall Gl Qi 1y 5l
Have you been diagnosed with any of the following chronic diseases limited to:
Autism, listed Benign Tumor (Breast tumors. fibroid uterus, benign prostatic hyperplasia, . R R . o
thyroid goiter and parathyroid glands, liver tumors, colon tumors), Malignant tumors, listed r")“f‘ﬂ‘v‘a‘f‘” #losl) A ”f"“” s “"'”LL):‘%' elos¥le v‘f{"” a0 sl 5] sl i 5 J“
Cardiacdiseasea ) Al ) b pal (Vs ol sl LS )yl A Jladl s Al Baad) adiad ) ol sl daead) il g ) s, )
(e el all (gasl Y] ¢ Qi cithals 8l i )l il Aliae J38 |l Cilalaa 5 ol yd al
2 | Coronary and valve heart diseases, heart failure, cardiac fibrillation, myocardial infraction, [m] [m] ‘(C)§ i “"j’)ed @ "'L_"“ ‘(, i ,u >3 Al g '_)l T J“i" = » ’_"*’“u‘f 2
heart clots). Chronic Hepatitis C, Gallstones, Sever Kidney failure (stage 5 Requiring dialysis Je15 Com i 5 ot A g S il o5 A I Gl i Bl Al el Jsal IS0 5l 6515l
. ’ , ’ 2y cidacall cie gle s N Jealiall gl col paall 23 ) Al Aeliall (ol yal ¢(il) il sall il il goan (*dad
clearance of less than 15 ml/ minute *), Urinary tract stones, hernias, Autoimmune diseases o s el el and ()@5” PN ‘ua ;;‘ dﬂ,‘ . }d)m wb:' ug:dl(‘)'s,)_
(lupus, rheumatoid arthritis, psoriasis, Crohn’s disease, ulcerative colitis, multiple sclerosis, - = ) L )
celiac disease)
Have you been diagnosed with any of the following congenital disorder or hereditary diseases| ) o
limited to: ) i 2001 Al b il of Ay S Gial e Y (e sl leandii o5 o
3 | Cerebral palsy, Sickle cell disorder, Thalassemia, hemophilia, metabolic diseases, ] ] R ‘;'DL"’J'.J)“"‘ ol ""‘“3“_" sl Jiall Gl al el sl claapdtile w‘,‘ﬂ‘m' Cllaal (eladl JL‘J' 3
Hydrocephalus, spinal muscle atrophy, genital malformations, Chromosomal abnormalities, , AU (Sl il (GBPD) uJJ‘“)“‘S‘jL:)‘)‘ 1{“‘"‘ _U‘)“ , “_L“J“)“J)S.“ el it slze ) “L“J““_é.r‘l
Gaucher’s disease,G6PD Deficiency, cystic fibrosis, hemochromatosis, Wilson disease, s A IS G g5 00 (e S sat) adl S Ga e
Polycystic Kidney Disease.
A Have you been diagnosed with any of the following eye diseases limited to: o o i A el al el (pe sh clanids 3 Ja 4
Cataract, Glaucoma, Retinal diseases. A () el ol ol ‘;\..a.u ol
Have you been diagnosed with any of the following bone diseases limited to: Vertebral disc SO 3 sandl Gl padl o (Glusall) paiall o) Jaus giall g il 3Y Y1 ks AN aUaal) Gl gl e ol dadits 5 b
5 | prolapse (moderate or severe), Scoliosis(moderate or severe)**, or Ligament tears, O O ALY a5 sl paiiall ) daus gial) Jualiall GlISial (G sl S * a2ial) ) .L...,ul 5
osteoarthritis (moderate or severe)
Pregnant Females only: Ladd Jalal)
Current single pregnancy. [m] sl s e dea
6 | Current single pregnancy with previous CS delivery. m} .ﬁieb_ﬂagmeﬁ =dada| g
Current multiple pregnancy. o -“-‘-‘\{‘ s E\AJ“
Expected delivery date: e il 53V 5l G 5
Employee and dependents details that need to be added @ gLl ) jal) ALilad) 31 31 g Cilh gal) il
(In case of a Yes answer above, please declare the case in the table below) (aLui Jsaall B A S5 ela e ol axi LY s 3)
Lasdl) psia pusd aal sl a3, Jehll Qi Logl pd, 4 A i) ALilal) 3B/ Cila gal) ausd
Iy
Provider Name Case Mobile No. Height Weight ID Number Relation Gender Employees/Dependent Name
1
2
3
4
5
6
7

Undertakings:

(1). I hereby undertake that all above information are correct and the acceptance of my enrolment will be on the basis of such information and

that SAICO has the right to contact the hospital(s) | deal with to collect any medical information needed to assess the risk(s).

(2). 1 agree that SAICO 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.

(3). I 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.
(4). Failure to fill the weight and height information will result in refusal to cover the cost of obesity surgery.
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Employee Signature—ib sdl wd s

Date gl
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(1) Upon renewal of the policy , the insurer shall not request a declaration form for any insured who has been
insured for (11) months.

(2) The company is not entitled to request a medical declaration form for newborns when they are added to the
existing health insurance policy in the same insurance company unless the mother is covered on different
insurance company.

(3) If you need to add more dependents, an additional form should be filled.

(4) The irregularity of the signature of the employer instead of the employee to avoid taking legal responsivity.
(5) Insurance company has the right to reject coverage of

* As per the Kidney Diseases Outcomes Quality Initiative (KDOQI) Clinical Practice Guideline classification

** Scoliosis Cobb angle more than 10 degrees or Scoliometer more than 5 degrees.

el (11) e (g0 ) aa ($Y Tlab] Z3gm albo Sl 3oy Y Wb A2 )l s is (1)

IS5 o gpealil) 2S5 i) ALl el (poldl Ay o pailin] wis saall i sall b liad] 3 5a b (peldl] 4580 3 Y (2)

63 el dady de

o 35 2005 o AT g LY a0 I & (3)

5901 5 Ao L & 030l 5 S gl Jandl oo L5 duallss e (4]

S 5lal U5 By yoball o) B35 * 3 5a1ll 858 all 5520l dlanoll dlall ZladYl pute V> b calill 3840 3o (5)
535201 8)5Les(KDOQI)

S35 p0 A gl Sin 5Tl 10 0 ST sl 58 iz **




