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Dear Insured: Please Fill out the form correctly for the purpose of pricing L) auanll JAaailu eagoill 1aa CLLLsu_JLLoLLo Joli:aJ (080Jl Sijc h
and to ensure that you and your family receive health care services as dunnll dgle Jleloas ole elipwl alpolg ellgna Ylorlg prs il
required according to your unified policy benefit. .03090J1 A81igl &olio Lin Lglholl JAuily
PolicyNo./ CR w5l Jouwll /aeglid)  Entity name: :6Uitioll ol
Mobile No. Jlgallms)  Employee Name: 121Ahqoll ol
ID Number: Qgall ob)
S Gender: :uuinll | Nationality: Auuinl | Marital Status: Married (] e9jio Single [ ] wicl :icloiayl d&all )
Please declare any of the below cases by marking v under the word (Yes): :(fo=i)dola cini &yl o v ojluiil &agiolial ilall (o 1 agag Ue eln oVl oy
4 NOY YES o= )
1 | Any hospital admission during the last 12 months. D D S paub I pAl JUA Gouiri oy pygillpd Jao | 1
Have you been diagnosed with any of the following chronic diseases rD|JgU| Anqill:nd o dylill diojoll ualLoll (Lo Lsuumguu od Ja
limited to: Autism, Benign Tumor, Cancer, Heart Diseases, Chronic D D Uojoll gl Garall Ulaiyl sl yalpol Yol 6310l
2 | Hepatitis C, Gallstones, Kidney failure, Urinary tract stones, thyroid goiter, mﬁ&?ﬂ'%%@kﬁ'wﬁudw'm' °J'IL0J|'EL—'J_'DQJAC‘J|3 JL;J-:" 2
ibroi i i i i i Wlrol @idll, o u&UrDJquLuubJJ 216
Cysts, fibroid uterus, Hernias, autoimmune diseases or Multiple sclerosis. ) |l of il
Have you been diagnosed with any of the following congenital AUl dud )l Claguiril of duilgdl ualiol (Lo guun,;mw od Ja
disorder or hereditary diseases limited to: Cerebral palsy, Sickle cell Loyl dylaioll YA QI Al e Lol JLiil :ndo
3 disorder, Thalassemia, hemophilia, metabolic diseases, Hydrocephalus, D D ulrn <l jgon yulyl .clSUJ.LLUJ| WIlas)l uioill ualkol,Uliogorall 3
spinal muscle atrophy, genital malformations, Chromosomal abnormalities, UALo ilogwgograll ual ol Aulwliill elaelll Cilaguiri o Aguil
Gaucher’s disease,G6PD Deficiency, systic fibrosis, hemochromatosis, uwgilogragota oAl @il oJg@ll LAl yALo g e
Wilson disease,Polycystic Kidney Disease. ol LG IAN Al A’ Ygunlig uajo
4 Have you been diagnosed with any of the following eye diseases dads Ayl =l Wlol Uo, 6l_| Eln A od Ja 4
limited to: Cataract, Glaucoma, Corneal diseases or Retinal diseases. AuA il ualLol of duipéll alpol eléjjolio e lapolio
Have you been diagnosed with any of the following bone diseases GV adé dylil pla sl ualiol (o \5UL_LnJ3mJ oJdJa
5 limited to: Vertebral disc prolapse, Scoliosis, Arthritis or Ligament ol Unlooll ulaill 15190)l sgo=Jlolnll )k_LuJJ:\Jl(\)_ogj_nSJl 5
tears. AVl Gjoli
Pregnant Females only: D 186 Joladl il
Current single pregnancy. D Anlginudla Joo
6 | current single pregnancy with previous CS delivery. Q-OJLwﬂJLnJD Gola Joo 6
Current multiple pregnancy. O dinll 3a=io oo Joo
\_ Expected delivery date: L /... &6qioll 62Ul AU )

Employee and dependents details that need to be added
(In case of a Yes answer above, please declare the case in the table below )
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doaall padio rouwl JlgaJl by Jokll gVl rod) uuiall | alpsl/ L@lhgoll ol
Provider Name Mobile No. Height Weight ID Number Relation  Gender Employees/Dependent Name
- Ly
(" Undertakings: idlg Jlpsyl )
1. | hereby undertake that all above information are correct and the acceptance of my enrolment will be i wlhll Jgus Uls aule clijg datning dlola ollel 6jg530ll Wlogleollg Wbl Ui ol 1.
on the basis of such information and that (Malath Cooperative Insurance Co.) has the right to contact the Ol Wi oIl Juaivl (o @l Lo (dgleill Ukolil) Allo A4 pub) Ulg Wil 03 e yulwliode
hospital(s) | deal with to collect any medical information needed to assess the risk(s). Halaol il Loy eling 26 duin Wlogleo $U Lo gjil Law o Jolsil
2. lagree that (Malath Cooperative Insurance Co.) has the right to reject the coverage/claims in full in case oae ade WA dun=ill o dulingll Uas) v (Lolril Upolill Allo dApb) duéal ule @olgl 2.
of no declaration of any cases prior to the contractual date or before enrolling or adding a new Insured Aol ol Jiauwi Jus of a6l Ayl Jus clii @Ionciéjqul uuwluogiggggucempm
during the contract. A0 YU 6116 JUA A (Lodo
3. | hereby confirm reading and understanding all points presented in this form and | agree that not | Lo i Lol LD Pac YU 202l Lo 23godll 130 (16 clalo Elon Cloasg Wik 26 b 16l 3.
marking any case is understood as “Nothing requires declaration” and | sign on these basis. &oglayleg dic pln oyl gaiuylo 3gag L& dylioy pisy ollel 6jg 530l alLall
L 4. Failure to fill the weight and height information will result in refusal to cover the cost of obesity surgery. ool dioul dalin duloc LoULA) An 25 UAS) O] B8 Ujgllg Jolall wll diieipac 4. )
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