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Dear Insured:
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Dear Insured:
Piease fill out the form correctly for the purpose of pricing and to insure that you and
your family receive health care services as required according to your unified policy benefit
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Dear Insured:
Please fill out the form comectly for the purpose of pricing and to insure that you and
your family receive health care services as required according to your unified policy benefit
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Dear Insured:
Please il out the form correctly for the purpose of pricing and 1o mnsure that you and
your family receiva health care services es required accarding to yaur unified policy benefit.

d yodoll Gltje
Ao chigans Gloady ol 2 am all Al 2 3gaill Lia & dlolud ol
Bangoell dduigl &3Uo winn walingll Al dumedl Bl wlo 2 e i

Type: Addition [ *agle! News V_\_‘\ A dlall ggs

Policy NoACR: gl /a8 Gell w8y Entity awamMMfﬁﬂLfﬂ]w_ aﬁ.gu_m.ll ot
Mobite: 0;6")7 4—3?&? gl o) Employﬂe name: Nﬂ:s 0M L RENOLLAR ai&mm@i

i ‘ .
1D No: 414 & q- Agall )
Gender: m’(m%

Mdrwla{ status:  Married w Single [ 7] Gjel  aucloinllallal
Please declare any of below cases by mark:ng / under the word YPs) {romi) Anka wund {...}OJI LRV o;iml éung.; uba[uJL‘dl . ,51 ag,.ng v—ﬂ eLnBJl @.-.w

| Any haospital admissian during the
I

g _m_uﬂ?,m UEN @.DUU_E.LL.DJLA[(U()J.-U‘(U\}R 1

| Have you been diagnosed with any of the following chronic
i diseases limited to: Autsm, Bemign Tumor, Cancer, Heart
| Biseases, Chronic Hepatitis €, Gallstones, Kidney failure, Urinary

il
! | UPhol paugend u;J,ﬁJi\_amudUi skt L}ﬁi}.{, Gliapudl na..m:J!
@/7 N ol gl il g s g g L8 bl Byl ol s s |

| tract stores, Thyroid poiter, Cysts. Fibroid Lterus, Mernias, i | acliohl ol Gt pendl pa) oy nluns i B8al sasd
| ‘r Autoimmune dis seases or Multiple sclerosis i :mdldmji glagslall
3 | Have you been diagnosed with any of the following congenital Slagdidl ol adhgh Jayell o b -.L:.,L;uu., od gy
- disorder or hereditary diseases limited to: Cerebral palsy, Sickle | Asdaiell LAl Uhlaal aélosi bl g8 aglall aula |
cell disorder, Thalassemia, hemophilia, metsbolic diseases, | el ealiol Ladaill Galol UWhSgaundl Lol |
Hydrocephalus, spinal muscie atrophy, genital malformations, t_!/-\ O] Al clachl wlngids apagdll wllaell jas Gulil j
| Chromosomal abnormalities, Gaucher's disease CBPD Deficiency, | | walidiwpdgall s il Gage uiigs Ao wlegusgoguall udhol |
| fibrasis, hemodvomatc::;rs, Wilson  disease, Polycystic ! Gbadl Giegs Osdig ke ibwgilogitgore sunsall |
! i Kidney Disease { Sedball gl
4 ! Have you besn daapr‘a‘ed with any of the fol[owmg eye cela oluo b8l aJUll (el ._,ml}x.i_q,c { lesiuhis od (o 4
| diseases limited to Cataract, Glaucoma, Corneal diseases or [:} §arhnd galel gl asizali goliol <ld)j olio
! Retinal dizeases 7 !
§ ¢ Have you been diagnosed with any of the following bone diseases [ glpibl Jadd aut .oLa_v}I Al o sl wlags 5
 lmited to: Vertebral disc protapse, Scoliosis, Arthritis or Ligament - I ol Jalaal Llaill ool sgesll Slail (elun b |

l. tears ? i

6 | Pregnant Females only:

| Current single pragnancy. | aalg uda s Joo
| 5 s
‘ .ﬂ_é.nm,&.-)_n_:_qé_a @i Lo

| Current single pregnancy with pravious CS delivery.
| Current multiple pregnancy.
Expected delivery date

Aiadl samio Ao iz Lo

| Egiall 5lgl dyl
Empioyee and dependent s detajis that ﬂeed to be added ‘o idlal alpodl lilell slgilg hgell bl
{In case of 4 Yes answer above. please decalre the case in the table below) fobsal Vgl g8 BRI A gl o lall ilts 5
Aeralioabs ounl alinl] Ulgadt wgy Uadall Gl Qgmll ol ayipeli [UIEES aditsll Al}QihﬁXmgﬁJl ot
Provider Name _wase Mabile Na, Height = Weight = 1D Number ~ Relation Gender Employae/Dependent Mame

ITRNTE. s 20% 1 F
20187 SN

- NORAY SPaed SBLER PLED
1SN AibseD M@&Q )
anﬂ,ﬂﬁﬁzﬁ.ﬁﬂékﬁﬂtﬂaﬂm

gS‘:

L \Mwbynndw ake that all sbove information are correct and the acceptance of my onrolmont (s s sadindl Josd
will be on the of such information and that Tawuniya has the right 1o cortac
hospital(s) | deal with to collect ary medical :nformation needed to assass the riskis}

¢ 1agres that Tawuniya has the right to reject the coverageselaims in full in case of no e ‘_1,1 3
declaration of any cases prior 10 the contractual date or befors errolling or adding a new o 8

Flisg Qnanag @als ohicl 358 aall clag!
isseails Jleaifl g8 ool Lnfd giglaidl
welia o) ool

g wllsadt Gl 4310 17

Slta il s ol s oty oo el

AlinisSaniuleglse |

oll Ly 38 Rpdgladll i0nl e @aly] 2
il Al i et il oiled 555 1 all cilingi

ngthe contact bl Gl

& T walladi o gl wlal @il o <l fo faas andgolis W ils il 3

cadl " ks SRR e "'ighygﬁ.uj ‘

Alnpacll el Bl e salioo Badnmd a by el i ool ol bbby s a4

a

:gh‘t mfbrma\

i tys Starﬁa a8

C.R 205104

puat of the pahicy, the ngu

DTEVILSME-2

-2

7 for sew boms when they am added 10 evisting

&

b il

WA AWl

L£OmLsa



Dear Insured:

Please fitl out the form correctly for the purpose of pricing and to insure that you and
your family recelve health care services as required according to your unified policy benefit.
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Unified Medical Declaration Form

Dear Insured:
Please fill out the form correctly for the purpase of pricing and to insure that you and
your family receive health care services as required according to your unified palicy benefit.
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will be on the basis of such information and that Tawuniya has the right to contact the
hospital(s) | deal with to collect any medical information needed to assess the risk(s).
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Dear Insured:
Please fill out the form carrectly for the purpose of pricing and to insure that you and
your family receive health care services as requirad according to your unified policy benefit,
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Unified Medical Declaration Form

Dear Insured:
Please fill out the form carrectly for the purpose of pricing and to insure that you and
your family receive health care services as required accerding to your unified policy benefit.
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12 | Have you been diagnosed with any of the following chronic
diseases limited to: Autism, Benign Tumor, Cancer, Heart
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, Urinary
tract stones, Thyroid goiter, Cysts, Fibroid uterus, Hernias,
Autoimmune diseases or Multiple sclerosis ?
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3 | Have you been diagnosed with any of the following congenital
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ceil disorder, Thalassemia, hemophilia, metabolic diseases,
Hydrocephalus, spinal muscle atrophy, genital malformations,
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systic fibrosis, hemochromatosis, Wilson disease, Palycystic
Kidney Disease ?
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5 | Have youbeen diagnosed with any of the following bone diseases
limited to: Vertebral disc prolapse, Scoliosis, Arthritis or Ligament
tears ?
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1. I hereby undertake that all above informatian are correct and the acceptance of my enrolrment
will be on the basis of such information and that Tawuniya has the right to contact the
hospital(s) | deal with to collect any medical information needed to assess the risk(s),

2. | agree that Tawuniya has the right to reject the coverage/claims in full in case of no
declaration of any cases pricr to the contractual date or before enrolling or adding a new
Insured during the contract.
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