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SHORT MEDICAL QUESTIONNAIRE

This form is to be completed by the Participant
Proposal No.
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Please pay attention while completing this Declaration. You are
requested to disclose fully in this form, all the facts which you
know or ought to know. If a material fact is not disclosed in this
form, any Policy issued may not be valid. If you are in doubt
whether a fact is material, you are advised to disclose it. You are
also advised to read the Plan Key Features Document, lllustra-
tion and any supplementary material before completing this
form. Please check to ensure accuracy and completeness of
the information declared.

MEDICAL QUESTIONS

e gl s b JalS ZLas¥l Ll al S \Mw;u).@t JECHIK
uada yub By page Ay s ilS Ol Léﬁ)’-‘ul“l‘u‘-nﬁ' Lea s Gl gilasl S
uu,mulgmu_a,_“smj &hu}iﬂﬁﬁjwmjslu\ﬁxzi}‘dl laa o lgie
el gyl Byl pull 350 5513 Lyl s 10,535 0y sl age
Ao Gy SLE O L.a.ﬂ sl Lz asadll las JLS| (1 dalil cileglas 4;!3 sl
RIS PRRR ()

dedal! Al

3
3
.

1. Have you ever had a major medical condition such as any
form of heart disease, stroke, cancer, hepatitis or mental
illness?

2. Do you or have you ever suffered from any chronic or
long term medical condition such as diabetes, hypertension,
elevated cholesterol, colitis, kidney disease or HIV / AIDS?

3. Have you within the last 2 years taken any form of
medication for more than 14 consecutive days to treat an
illness or disease?

4. Have you been absent from work or taken leave on health
grounds for more than 10 days during the last 12 months?

5. Have you consulted any medical practitioner within the
last 12 months for any condition other than minor
impairments such as colds or flu?
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| acknowledge that no benefit will be paid should a claim result
from a heart condition, stroke, cancer, diabetes, HIV infection or
any other condition of which | was aware, or for which | had
received treatment, prior to the signing of this declaration.

| represent that the statements and answers shown above are
complete and true to the best of my knowledge and belief.

To the extent permitted by law, | expressly waive on behalf of
myself and of any person who shall have or claim any interest in
any contract of insurance issued based on this application, all
provisions of law forbidding any physician, hospital official or
employee, or other person who has attended or examined me,
or who may attend or examine me, or who has been or may be
consulted by me, from disclosing any knowledge or information
thereby acquired and from testifying with reference thereto,
and | expressly authorize such person to make such
disclosures.

In witness whereof, | have signed this Short Medical Question-
naire on this day of

Signature of witness: caaladl wdg
Name: )
Saudi ID/Igama no: A/ 5Vl B3l <3,
DOB: 30l 5
Address: 0l gall
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Signature of Proposed Participant: N (U ST (P
Signature of Policyholder: Aassll Jals pidgs
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