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Unified Medical declaration form

Dear Insured:
Please Fill out the form correctly for the purpose of pricing and
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to ensure that you and your family receive health care services
as required according to your unified policy benefit.
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1 | Any hospital admission during the last 12 months. O O $ s 12 AT DA adiually aysiill &5 da |1
Have you been diagnosed with any of the following chronic diseases asaall | | -Jagd ) | | | e A
limited to: s jas il L el a3 e s &S Jda

2 | Autism, Benign Tumor, Cancer, Heart Diseases, Chronic Hepatitis C, O O
Gallstones, Kidney failure, Urinary tract stones, thyroid goiter, Cysts,
fibroid uterus, Hernias, autoimmune diseases or Multiple sclerosis.
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Have you been diagnosed with any of the following congenital
disorder or hereditary diseases limited to:

3 Cerebral palsy, Sickle cell disorder, Thalassemia, hemophilia,
metabolic diseases, Hydrocephalus, spinal muscle atrophy, genital O O
malformations, Chromosomal abnormalities, Gaucher’s disease,G6PD
Deficiency, systic fibrosis,hemochromatosis,Wilson disease,Polycystic
Kidney Disease.
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4 Have you been diagnosed with any of the following eye diseases
limited to: O O
Cataract, Glaucoma, Corneal diseases or Retinal diseases.
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5 Have you been diagnosed with any of the following bone diseases
limited to: Vertebral disc prolapse, Scoliosis, Arthritis or Ligament O O
tears.
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Pregnant Females only:
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Current single pregnancy. O Lal opis Js Jas

6 | Current single pregnancy with previous CS delivery. O Al 4y pad ae Js e [ 6
Current multiple pregnancy. O A aeie JAIEN Jas
Expected delivery date: /../ 28 siall BaY sl 2 )8
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Provider Name case Mobile No. Height Weight ID Number Relation Gender Employees/Dependent Name ¢
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Undertakings:

1.1 hereby undertake that all above information are correct and the acceptance of my
enrolment will be on the basis of such information and that (insurance company name)
has the right to contact the hospital(s) | deal with to collect any medical information
needed to assess the risk(s).

2. | agree that (insurance company name) 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. | 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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(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 insurer is not eligible to request a medical delaration form for newborns
when they are added to the existing health insurance policy.

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

(4) It is illegal to sign this form by the employer instead of the employee.
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