
Proposal No. ______________________

DETAILS π«°UÉØàdG

SHORT MEDICAL QUESTIONNAIRE õLƒŸG »Ñ£dG ¿É«Ñà°S’G

Name of Proposed Participant

Name of Proposed Policyholder

Ωó≤àŸG ∑Î°ûŸG º°SG

~~~~~~~ ¢Vô©dG ºbQ

Ωó≤àŸG á≤«KƒdG πeÉM º°SG

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

This form is to be completed by the Participant .∑Î°ûŸG πÑb øe êPƒªædG Gòg ∫ÉªcEG Öéj

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, Illustra-
tion and any supplementary material before completing this 
form.  Please check to ensure accuracy and completeness of 
the information declared.

 øY êPƒªædG Gòg »`a πeÉµdG ìÉ°üa E’ÉH ÖdÉ£e âfCG .QGôb E’G Gòg áÄÑ©J AÉæKCG Qò◊G »NƒJ AÉLôdG

 í°üØe ÒZ ájôgƒL á≤«≤M ∑Éæg âfÉc ¿EGh .É¡aô©J ¿CG Öéj »àdG hCG  É¡aô©J »àdG ≥FÉ≤◊G πc

 Ée áeƒ∏©e ¿CG ∂°T »`a âæc GPEGh .á∏WÉH ¿ƒµJ ób IQó°üe á≤«Kh …CG ¿EÉa ,êPƒªædG Gòg »`a É¡æY

 ¢Vô©dGh  ,èeÉfÈ∏d  á«Øjô©àdG  Iô°ûædG  IAGô≤H  kÉ°†jCG  ∂ë°üæf  .ÉgôcòJ  ¿CÉH  ∂ë°üæf  ,áª¡e

 áë°U  øe  ócCÉàJ  ¿CG  kÉ°†jCG  ƒLôŸG  .êPƒªædG  Gòg  ∫ÉªcEG  πÑb  á«aÉ°VEG  äÉeƒ∏©e  ájCGh  »ë«°VƒàdG

.áæ∏©ŸG äÉeƒ∏©ŸG ∫ÉªàcGh

MEDICAL QUESTIONS

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?

á«Ñ£dG á∏Ä°S C’G

 hCG ôµ°ùdG πãe óe C’G πjƒW »ë°U ™°Vh hCG øeõe ¢Vôe …CG øe â«fÉY ¿CG ≥Ñ°S hCG ÊÉ©J πg .2

 áYÉæŸG  ¢ü≤f  hCG  ≈∏µdG  ¢VGôeCG  hCG  ¿ƒdƒ≤dG  ÜÉ¡àdG  hCG  ∫hÎ°ù«dƒµdG  ´ÉØJQG  hCG  ΩódG  §¨°V

?Rój E’G/áÑ°ùàµŸG

 ÜÉ¡àdG hCG ¿ÉWô°S hCG áàµ°S hCG Ö∏b ¢Vôe …CG πãe Ò£N »ë°U ™°Vh øe â«fÉY ¿CG ≥Ñ°S πg .1

?»∏≤Y ¢Vôe hCG »FÉHƒdG óÑµdG

 kÉeƒj 14 øY ójõJ IÎØd êÓ©dG øe ´ƒf …CG Úà«°VÉŸG Úàæ°ùdG ∫ÓN âdhÉæJ ¿CG ≥Ñ°S πg .3

?á∏Y hCG ¢Vôe …CG êÓ©d á∏°UGƒàe

 ∫ÓN ΩÉjCG 10 øY ójõJ IÎØd á«ë°U IRÉLEG òNCÉH âªb hCG πª©dG øY âÑ«¨J ¿CG ≥Ñ°S πg .4

?á«°VÉŸG kGô¡°T ô°ûY »æK E’G

 »ë°U ™°Vh …CG ¢Uƒ°üîH á«°VÉŸG kGô¡°T ô°ûY »æK E’G ∫ÓN Ö«ÑW …CG IQÉ°ûà°SÉH âªb πg .5

?Gõfƒ∏Øf C’Gh ΩÉcõdG πãe áØ«ØÿG ¢VGôe CÓd kÉaÓN

Yesº©f No ’

Yesº©f No ’

Yesº©f No ’

Yesº©f No ’

Yesº©f No ’

DECLARATION AND AUTHORISATION

I 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 I was aware, or for which I had 
received treatment, prior to the signing of this declaration.

I 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, I 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 I expressly authorize such person to make such 
disclosures.

In witness whereof, I have signed this Short Medical Question-
naire on this _____________ day of _______________, 20 ____

¢†jƒØJ h QGôbEG

 ¿ÉWô°S hCG áàµ°S hCG »Ñ∏b ¢Vôe øY áÑdÉ£ŸG âéàf ∫ÉM »`a á©Øæe ájCG ™aO ºàj ød ¬fCÉH ÉfCG ºq∏°SCG

 ≈∏Y â÷ƒY hCG  É¡H 
m
º∏Y ≈∏Y âæc iôNCG  ádÉM ájCG  hCG  Ö°ùàµŸG áYÉæŸG ¢ü≤f ihóY hCG  ôµ°S hCG

.QGôb E’G Gòg ≈∏Y »©«bƒJ πÑb ÉgôKEG

.…OÉ≤àYGh »ª∏Y óM ≈∏Y áë«ë°Uh á∏eÉc »g √ÓYCG IÉ£©ŸG äÉHÉL E’Gh äGQGôb E’G ¿CÉH ì qô°UCGh

 ó≤Y …CG »`a áë∏°üe ¬jód ¿ƒµJ ¿CÉH ÖdÉ£j hCG ¬jód ¿ƒµJ ób ¢üî°T …CG øY hCG »°ùØf øY áHÉf E’ÉHh

 ∫RÉæJCG  »æfEÉa ,¿ƒfÉ≤dG ¬H íª°ùj …òdG ó◊G ¤EGh ,êPƒªædG Gòg ≈∏Y kAÉæH √QGó°UEG  ºàj »æ«eCÉJ

 …CG hCG ≈Ø°ûà°ùe »`a ∞Xƒe hCG »ª°SQ ∫ƒÄ°ùe hCG ,Ö«ÑW …CG ™æ“ á«fƒfÉb •hô°T ájCG øY káMGô°U

 Ωó≤J hCG ,»°üëØH ΩÉb hCG »H ≈æàYG ób ¿ƒµj ¿CG øµÁ hCG »°üëØH ΩÉb hCG »H ≈æàYG ôNBG ¢üî°T

 √ò¡H áHƒ∏£e äÉeƒ∏©e hCG áaô©e ájCG øY ìÉ°üa E’G øe ,‹ IQƒ°ûŸÉH Ωó≤J ób ¿ƒµj ¿CG øµÁ hCG

 Gòg πãÃ ΩÉ«≤∏d ¢üî°ûdG Gòg πãe káMGô°U ¢VƒaCGh .∂dP ¤EG ´ƒLôdÉH IOÉ¡°ûdG øeh ,á≤jô£dG

.ìÉ°üa E’G

 ïjQÉàH  õLƒŸG  »Ñ£dG  ¿É«Ñà°S’G  Gòg  ≈∏Y  ™«bƒàdÉH  âªb  ,∂dP  IOÉ¡°ûHh

 áæ°S ~~~~~~~~~ ô¡°T øe ~~~~~~~~~~

.20~~~

Signature of witness: 
Name: 
Saudi ID/Iqama no: 
DOB:
Address:

 :Ωó≤àŸG ∑Î°ûŸG ™«bƒJ

:ógÉ°ûdG ™«bƒJ

:OÓ«ŸG ïjQÉJ

:º°S’G

:áeÉb E’G/∫GƒM C’G ábÉ£H ºbQ

Signature of Proposed Participant:

 :á≤«KƒdG πeÉM ™«bƒJSignature of Policyholder::¿Gƒæ©dG
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