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Medical declaration form

Type: [ ] New [ ] Addition

Entity name: CR No.:

Employee name as it appears on the card: Age: Nationality:
Occupation: DNumber: [ T [ [ [ 1T [ 11 ] pate: [ [ [ | |[ T 1[T|
Address: City: P.O.Box: Zip Code:

Mobile No.: Telephone:

Please declare any of the below cases by making / under the word (Yes) and mention The person concerned

# Case YES | NO Concerned Name Age Relation
1 Any hospital admission during the last 12 months? LI
2 Do you have chronic diseases limited to: Benign Tumor,
Cancer, Heart Diseases, Chronic Hepatitis, Gallstones, Kidney D D
failure, Urinary tract stones, thyroid goiter, Cysts, fibroid uterus,
Hernias, autoimmune diseases or Multiple sclerosis?
Do you have congenital disorder or hereditary diseases.
3 (Diseases that affect the individual during fetal life or diseases
resulting from generic defect or disorder or transmitted from one D D
generation to another)?
4 Do you have eye diseases limited to: Cataract, Glaucoma,
Corneal diseases or Retinal diseases?
5 Do you have bone diseases limited to: Vertebral disc prolapse,
Scoliosis, Arthritis or Ligament tears?
6 Pregnant Females only:
- Current single pregnancy. D D
- Current single pregnancy with previous CS delivery. L1
- Current multiple pregnancy. CI1]
- Expected delivery date: CTTTI LI

In case of a Yes answer on any case

Hospital Name: MR No:

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

2- | agree that Saudi Enaya 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 member during the contract.

3- | hereby confirm reading and understanding all points presented in this form and | agree that not making any cases is understood
as "Nothing requires declaration" and | sign on these basis on behalf of me and my family.

GSN

Signature:

Entity

ame:

Stamp

Employee Signature

Date




