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( Dear Insured: Please Fill out the form correctly for the purpose of pricing L) auanll JAaailu eagoill 1aa (m_swu_ou_o JoU :aJ (ogoJl Siic
and to ensure that you and your family receive health care services as dunnll dle Pl aloas ule elipwi alpolg clgna Ylowg il
required according to your unified policy benefit. .6a1g0Jl ddigll Eolio wiun wgliholl JAuiuy
PolicyNo./ CR 25)aill Jouwll/dS1igliob)  Entity name: :6Uitioll roawl
Mobile No. :Jlgallmo)  Employee Name: 1&g ol ouwl
ID Number: dygallod)
Gender: ;uuinJl | Nationality: Ainl | Marital Status: Married O ¢9jio Single O ujel :ducloiall all J

-

Please declare any of the below cases by marking ( V') under the word (Yes):
“Below Undeclared Medical Case May Not Be Covered"”
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Any hospital admission during the last 12 months. NO ¥ YES o= _ Syga 1251 JUls asiiiually aygilll pi yo

1 | “Admission: registering as an admitted patient at the hospital unril the following "SIl pgdl oo (id adiwall 6 pgio Bupad d Gogall il Juui : augidl” |
morning” D D
Have you been diagnosed with any of the following chronic disease limited to: :hé6 aulill diojoll Hlpoill Go ‘sh clouasiii o Jo
Autism, listed Benign Tumor (Breast tumors, fibroid uterus, benig prostatic il pljgl) aylill 6atoall oljgdl duLb;_mJI oligdl ,a0gill
hyperplasia, thyroid goiter and parathyroid glands, live tumors, colon tumors). (UngnJI pljgl auall ,oIJgI a16)3ll jLallg ausjall 6391l o And gI pIJgI auanll uLL.mngI
Malignant tumors, listed Cardiac diseases coronary and valve heart diseases, sl glaoyl wulsll dlae Juio sl tilolang gilpd @Iml) adil culsll ,pl;.nl

2 | heart failure, cardiac fibrillation myocardial infraction, heart clots). Chronic D D o4l Jsall oylyall cilgna C) » g-ojall wgpall sadll cilgill ( Lilall ilhlag [ 2
Hepatitis C. Gallstones Sever Kidney failure (stage 5 Requiring dialysis, clearance J_ol salall auiill «(sglall Juwsll eaLud Al 18l Lpl}_ol g0 duuoldll alapall) agasdul
of less tha 15 ml/ minute*). Urinary tract stones, hernias. Autoimmune disease welponll ayfall) :a il dclioll Lpl)_ol @iall adgul clluwall tilg o (*aé163/Jo 15 go
(lupus, rheumatoid arthritis, psoriasis, Crohn's disease, ulcerative colitis, gl clodll . opeill gglgall wilgill jigys (Byo «droanll.daropilogyl Joleall Lilgillg
multiple sclerosis, celiac disease) (208l dpubun
Have you been diagnosed with any of the following congenital disorder or oEloall JLivl :béas il aalall ulng.uujl ol ailygll Blpodll o ..sh elouaudi pi Jo
hereditary diseases limited to: Cerebral palsy, Sickle cell disorder, Thalassemia, 908 il el il il Jubadll Blyol Ll.l.l.ngm,gll Lo w il dyaioll G UA) wlbol

3 hemophilia, metabolic diseases, Hydrocephalus, spinal muscle atrophy, genital Jusill Pyo iige Pro wiloguwgogyall L;:ulml glawlil cloe Il Cilagi t_,fu;_..qu alleell [ 3
malformations, chromosomal abnormalities. Gaucher's disease, G6PD Deficiency, W0g—ulig P10 (uwgilogpigara) 3aall Guali oo aipl ‘:,_u.l._l__‘lﬂ m.gJ.IJI (G6PD) ‘:,Jg.nJI
cystic fibrosis, hemochromatosis, Wilson disease. Polycystic Kidney Disease. .t_JIJgJI Al Al guydi

4 Have you been diagnosed with any of the following eye diseases D D :has aglill gaell glpol a0 b elnygauii pi Jo 4
limited to: Cataract, Glaucoma, Retinal diseases. il lpol eld)j olio ety olio
Have you been diagnosed with any of the following bone di i d to: oaaioll ol hugiall 69yl GUjill :hés aulill plisall Blpol go (sl elngiuii pi Jo

5 | Vertebral disc prolapse (moderate or severe), Scoliosis (moderate or severe)**, or D D Jolsall @Binl (puiwgylgiw) ** pasiall gl bwgiall spaall agasll woljail (\Luuz\ll) 5
ligament tears, osteoarthritis (moderate or severe ) .abujlll @joi gI pasiall gI buugiall
Pregnant Females only: : b6 Jolboll it
Current single pregnancy. D 20lg iz b Joo

6 | Current single pregnancy with previous CS delivery. D @g)bw dpnid 20 b Joo | 4
Current multiple pregnancy. D digll 5220 b Joo

L Expected delivery date: / / .. :26gioll 63Ugll 2yl )

Employee and dependents details that need to be added
(In case of a Yes answer above, please declare the case in the table below)

JlgaJl o5y
Mobile No.

Johll
Height

doaall pado rouwl
Provider Name

UjgJl
Weight

PAisUAI alpoll dl5lll alpolg Lalhgoll Cilily
(oUal Jganll b dlall J54 clayl ollel iy dylayl dla o)

alit=ll alysl/ walhgoll oawl
Employees/Dependent Name

i
Relation

yaiall
Gender

A9l o5y
ID Number

-

Undertakings:

1. | hereby undertake that all above information are correct and the acceptance of my enrolment
will be on the basis of such information and that (Malath Cooperative Insurance Co.) 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 (Malath Cooperative Insurance Co.) 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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Entity’'s stamp Jo=Jldan ois

Employee Signature

alhgoll E16gi Date &)Ll
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insurance policy in the same insurance company unless the mother is covered on different insurance company.
3) If you need to add more dependent, a new form is filled.

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

* As per the Kidney Foundation Kidney Disease O Quality
** Scoliosis Cobb angle more than 10 degrees or Scoliometer more than 5 degree

A\

) Upon renewal of the policy, the company shall not request declaration form for any insured who has been in the past 11months.
2) The company is not entitled to request a medical declaration form for new borns when they are added to the existing health

(KDOQI) Clinical Practice Guideline classification
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