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Unified Medical Declaration Form
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Dear Insured:
Please Fill out the form correctly for the purpose of pricing and to ensure that you and your
family receive health care services as required according to your unified policy benefit.
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Please declare any of below cases by marking «~ under the word “Yes": N“o ’\‘(“:Sj ‘o=’ dola vl &poll g9 )Lk &agy olial wlall yo gi 2929 U< aladll g
1. Any hospital admission during the last 12 months. O O Sy I AT YIS euininoll oygiidl i Jo
2. Have you been diagnosed with any of the following chronic diseases limited to: n 68 @)l @iojoll Ualpoll U.o@b A it ol Jo
Autism, Benign Tumor, Cancer, Heart Diseases, Chronic Hepatitis C, Gallstones, O Uojoll Guugpiall g sl Gla Ul ol (alol (lajudl 6 as0a]l olygll, angill
Kidney failure, Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, Hernias, 3871812l A AT Al )l wlgna (gglall ol o)lpoll wlgnn (guw
autoimmune diseases or Multiple sclerosis. Aasioll ulaill gl ayila)l dclioll aliol (gid)l adl ol 0)9 wlug Al
3. Have you been diagnosed with any of the following congenital disorder or Jn 68 Ul duslall olmguidl gl axihgll ualoll (o 6l Eniaiv oo Yo P
hereditary diseases limited to: Jadoidl ualiol (Lidudgoromll Lol ddaioll LAl wldaal (géloall Jhusul
Cerebral palsy, Sickle cell disorder, Thalassemia, hemophilia, metabolic diseases, bl clacll Uloguidigagull wlla=ll jgon Wl clouiwl wgalasll
Hydrocephalus, spinal muscle atrophy, genital malformations, Chromosomal O O oAl @il edgall Al Uage guiigé uago wlogugogiall ualkol
abnormalities, Gaucher's disease, G6PD Deficiency, systic fibrosis, Gl gelAall usdall guadt ggwdag uajo ,uuawgilogiagorn
hemochromatosis, Wilson disease, Polycystic Kidney Disease.
4. Have you been diagnosed with any of the following eye diseases limited to: O O Jn 68 daylil (usll ualiol (o sl el A i Jo €
Cataract, Glaucoma, Corneal diseases or Retinal diseases. auA il palgol gl dauipall aliol el oluo el sy olyo
5. Have you been diagnosed with any of the following bone diseases limited to: Ol0O 268 4Ll plasll alkol o gl dlayaii i Jo .0
Vertebral disc prolapse, Scoliosis, Arthritis or Ligament tears. Ayl gjoi gl Jnlool wilm il 55800 gooll Wljnil “uyall” 59gpAa<ll Ul
6. Pregnant Females only: dn 68 Jolall gdill
+ Current single pregnancy. O aalg gain g Joo
+ Current single pregnancy with previous CS delivery. O a0l @gpnif go g Joo o
- Current multiple pregnancy. O &bl aa=io gl Joo »
g * Expected delivery date: | = &dgioll 6aUgll ayjli e )

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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Undertakings:

1. I 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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Entity's stamp:
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Upon renewal of the policy , the insurer shall not request a declaration form for any insured who has been insured for 11 months

The insurer is not eligible to request a medical delaration form for newborns when they are added to the existing health insurance policy.
If you need to add more dependents, an additional form should be filled.

Itis illegal to sign this form by the employer instead of the employee
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Solidarity Saudi Takaful Company

Head Office - Phone +966 11 299 45565 Fax +366 11 299 4556
PO Box 85770 - Riyadh 11612 Kingdom of Saudi Arabia
info@solidarity.sa
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