
Signature of Witness

Name:

Saudi ID/Iqama No.:

Date of Birth:

Address:

I, the undersigned, under the Policy mentioned above, hereby apply for its 
reinstatement and further declare that since the original Policy was issued 
there has been no change in my occupation; that I am in good health, free 
from all diseases, deformities and of temperate habits; that I have not 
suffered from any illness, bodily injury or physical impairment of any kind from 
the date the original Policy was issued.

I, now pay to the Company the arrears of Contributions as provided for in the 
Policy upon the understanding that the Policy shall not be in full force unless 
and until the Company has consented in writing to grant its reinstatement and 
I agree to accept the return of any payment made to the Company in 
connection with this application should the Company decline to reinstate the 
Policy.  I further agree that if my application for reinstatement is accepted by 
the Company, the incontestability provisions thereof shall have effect from 
the approval date of my application for reinstatement.  I acknowledge the right 
of the Company to request for a medical examination at my expense if one is 
deemed necessary.

In witness whereof, I have signed this Declaration Of Good Health on this 
____________________ day of ___________________, 20 __________.

DECLARATION OF GOOD HEALTH áë°üdG áeÓ°ùH QGôbEG

 QGó°UEG  òæeh ¬fCÉH  ,É¡fÉjô°S  IOÉYEG  Ö∏£H Ωó≤JCG  »àdGh  √ÓYCG  IQƒcòŸG  á≤«KƒdG  ÖLƒÃ ,√ÉfOCG  ™bƒŸG  ÉfCG  ôbCG

 Ò«¨J …CGh äÉgÉ©dGh ¢VGôe C’G øe m∫ÉNh Ió«L áë°üH »æfCÉHh »àØ«Xh »`a Ò«¨J …CG CGô£j ⁄ á«∏°U C’G á≤«KƒdG

 á≤«KƒdG QGó°UEG òæe ´ƒf …CG øe ÊóH QƒgóJ hCG ájó°ùL áHÉ°UEG hCG ¢Vôe …CG øe ÊÉYCG ⁄ »æfCÉHh ,äGOÉ©dG »`a

.á«∏°U C’G

 á«dÉ©a äGP ¿ƒµJ ød á≤«KƒdG √òg ¿CÉH ¥ÉØJ’G ÖLƒÃ á≤«KƒdG »`a É¡æY OÉØŸG äÉcGÎ°T’G ôNCÉàe ¿ B’G ™aOCGh

 ¤EG ´ƒaóe ≠∏Ñe …CG IOÉ©à°SG πÑbCGh ≥aGhCGh É¡fÉjô°S IOÉYEG íæe ≈∏Y kÉ«£N ácô°ûdG ≥aGƒJ ≈àM h GPEG ’EG á∏eÉc

 GPEG ¬fCG ≥aGhCG ,∂dP ¤EG áaÉ°VEG .á≤«KƒdG ¿Éjô°S IOÉY E’ ácô°ûdG ¢†aQ ádÉM »`a Ö∏£dG Gò¡H ábÓY ¬d ácô°ûdG

 á≤aGƒŸG ïjQÉJ øe ájQÉ°S ¿ƒµJ ±ƒ°S ¢†≤ædG ΩóY •hô°T ¿EÉa ácô°ûdG πÑb øe ¿Éjô°ùdG IOÉY E’ »Ñ∏W ∫ƒÑb ”

 ∂dP ÈàYG GPEG á°UÉÿG »à≤Øf ≈∏Y »ÑW ¢üëØH áÑdÉ£ŸG »`a ácô°ûdG ≥ëH ôbCGh .¿Éjô°ùdG IOÉYEG Ö∏W ≈∏Y

.kÉjQhô°V

    ~~~~~~~~~  ïjQÉàH  áë°üdG  áeÓ°ùH  QGôb E’G  Gòg  ≈∏Y  â©bh  ób  ,∂dP  IOÉ¡°ûHh

. 20~~~~~ áæ°S  ~~~~~~~~~~~~ ô¡°T øe

Note: If you are not able to accept this Declaration Of Good Health, please 
supply the Company with full written details stating the reasons. Based on 
your statement, the Company will then advise whether reinstatement can be 
granted or what further requirements, if any, are necessary for the 
reinstatement of the Policy.

 á«HÉàc π«°UÉØàH ácô°ûdG ójhõJ ≈Lôj ,áë°üdG áeÓ°S QGôbEG ≈∏Y á≤aGƒŸG ≈∏Y kGQOÉb øµJ ⁄ GPEG :á¶MÓe

 ¿CG hCG ¿Éjô°ùdG IOÉYEG íæªà°S âfÉc GPEG Ée mòFóæY ácô°ûdG ó«ØJ ±ƒ°S ,∑QGôbEG ≈∏Y kAÉæHh .ÜÉÑ°S C’G í°VƒJ

.á≤«KƒdG ¿Éjô°S IOÉY E’ ájQhô°V ¿ƒµJ ,äóLh ¿EG ,á«aÉ°VEG •hô°T ∑Éæg

ógÉ°ûdG ™«bƒJ

:º°S’G

:áeÉb E’G/∫GƒM C’G ábÉ£H ºbQ

:OÓ«ŸG ïjQÉJ

:¿Gƒæ©dG

Name/Signature of Participant

Name/Signature of Policyholder

∑Î°ûŸG ™«bƒJ/º°SG

á≤«KƒdG πeÉM ™«bƒJ/º°SG

Policy No.

PERSONAL DETAILS á«°üî°ûdG π«°UÉØàdG

Name of Participant

Commencement Date

∑Î°ûŸG º°SG

á≤«KƒdG ºbQ PÉØædG ïjQÉJ

Contribution Frequency ∑GÎ°T’G QGôµJContribution Due Dates ∑GÎ°T’G ¥É≤ëà°SG ïjQGƒJ

Address ¿Gƒæ©dG

Contribution Amount

Date of Lapse AÉ°†≤f’G ïjQÉJ

∑GÎ°T’G ≠∏Ñe

DECLARATION QGôbEG

Tel. No. ∞JÉ¡dG ºbQ

Name of Financial Advisor ‹ÉŸG QÉ°ûà°ùŸG º°SG

E-mail Address ÊhÎµd E’G ójÈdG
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