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MEDICAREI//=T

AROPE MEDICAREimes Questionnaire

Utolill Lilhh 8)lodiw]
MEMBER INFORMATION Ugoaoll/iiioll (e Cilogleo
Applicant Name (First, Middle, Last) (600101l o o) o Ll U UA o]
National ID/Passport No.: Date of Birth: —// / 162301 QU sl jlgn/dyg.all sy
Residence Address: Aoyl Ulgic
City: Province: Postal Code: 2l $9ain rod) AAolagll iy oll
e-mail ID: «oJo LAyl Ayl
Telephone: Home Work Mobile SolAll Jo=ll Jidoll 1 @ilall
Gender: ] Male [] Female ol ] 183 uial
Relationship with policyholder: dingoulnbn/asleioll Go doM=]l
[J Policyholder [J Spouse 2qill/dagyl [] Quuoiaélsioll []
[J Dependent [1Other ope [] &livaadh []
HEALTH QUESTIONNAIRE (INSURED STATEMENT) (Ugorroll Qi) drnn 6)loiwl
YES | NO US| o=
1- | Have you ever suffered, or do you currently suf- ol dLiilig Aol Yo Lula Lils gl cuyile Ul gt Jo | |
fer from, hereditary, congenital [e.g. congenital Ol g ol o dclio)luali—ol gl (A1)l L8] Lg e W io) Ayl
heart defects| or autoimmune diseases (e.g. sys- liutai]dgjlanldoloall Aol io) A Slal
femic lupus erythematous, autoimmune hepatitis)? (Al peliol
2- | Have you ever sought medical advice or been olele el nggldunlisigiialvidbyigrwdo | =
recommended treatment or had a positive fest for Jdplaylddaiicib laas uyal
a. Cardiovascular Disease (including myocar- 0Ol o ] [ | @3 beo Loy dgonll dyeglig wuldll yalof
dial infarction, heart failure, angina pectoris Ayl Gl aaloll jgné wa ol d LAc «Liirin]
and cardiovascular surgery) (dUgoall dieqllig L L8l daling
b. Arterial Hypertension 0Ol o 0Ol o oyl oAl her e .U
c. Any type of cancer or malignant growth LA Lo Lot A yg of Yl wll (o g Gl @
including leukemia and Hodgkin's disease or | L | 1 L1 D diayw duls ol of uisnaga Ay 09 Liotag)
any pre-cancerous condition N ) Q_Lo.l;‘\.o
d. Any type of tumor or cyst within the brain or skull | ] | O O Gonoal ol floal oS gligli o Egi sl
e. Any type of lump or cyst within the last 24 alls Ol g reJ a1l A puds sl ol JiSJH oo Eg- sl 0
months dnloll
f. Stroke (including any type of damage to the 0Ol 0O ] 0 | ou sl o Egi 6l e b Lod) ducloall diswll g
brain arteries of the brain or brain surgery) (élol Anlyn Lilindgl Eloa)l iy cié
g. Diabetes | O ] ] GrAawllusio
h. Epilepsy 00 0] 0] el @
i. Neurological disease or disability 0Ol 0O Ol O dunslldsleyl ol ualoll a
i. A positive test for HIV/AIDS or Hepatitis B, 0| O 0 O] | Quil delio)l uadi Uuguel oulayl JUIAL
C,Dorkt ol C ol B Lavgprell Al wlail gl jayl/duwiaell
k. Disorder, disease or infection of the kidneys, Eol.D
liver, lungs Hp . O o BBl a1l OLAN 6 9L of b Lo LlAA] )
3- | Are you a candidate for, or a recipient of, an ol pa=ll ELA) ol:g e £ y-blio glabio iil o | -
organ, bone marrow or stem cell fransplant or ALY AT G e Ll cuil oo gl dye sl LA ))
are you currently on a donor waiting list and/or b L) U asbepil da o oiig ;L‘QF”' 29 Aolld 0
registered to donate an organ or bone marrow? L

We Keep Our Word. ®
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GENERAL QUESTIONNAIRE (FOR STATISTICAL PURPOSE ONLY)

(Lwn 6 duslan] yalpél) dole 6)loiw]

YES | NO o=

1- | Do you have any health insurance which also ol g B B Gl ol Levi oo gy oan Uolisielua) Ja | -
covers the above diseases? Tlojha

2- | Have any of your immediate family members Uadigl) (o tbloll eLilste Al ol (o T ol Ja | —
[parents and siblings| has any heart or kidney WL /P LY/ ONF. L WEY [VEVERIC [VERY G M
disease or condition (e.g. polycystic kidney Qs il (a2 =loll 0L yu AT gluAL o AL o)
disease or condition), stroke, diabetes, hyper- Ep u u WwalolipaJiin s ELaijlagial unjo dicloa]
fension, blood disorder, cancer or any known Wwlgwi-hnlelaa gluaio gl ULbJ_qL\“L'g ol
hereditary disease, condition or disorder? oo

3- | Have you smoked cigarettes, cigars, efc. within Ol o 0 0 Ira 1l (€ JlYguae oo Al larwll Sl mlicrisa o | -
past 24 months? SaAloll

4- | If YES, please indicate the number of cigarettes/cigars S/ Slau)l aae slay ada s eyl ial | —€
[lless than 20 per day  [lMore than 20 per day gl o ypiie o ST L] gl o Mo Jsl [

5 | Height _—_ cm Weight: kg &lA Ujgl (o Johll | -0

| declare that the answers | have given are, to the best of my knowledge,
true and that | have not wifhhegld any material informafion that may
influence the assessment or acceptance of this application. | agree
that this form will constitute part of my application For insurance and
that failure to disclose any material facts known o me may invalidate
the contract.

By signing this form, | authorize my physician, health institutions or other
organisation or person that has any information about my health and/
or acfivifies fo provide the Insurer with the said information. This shall
include hospital and any other records pertaining to medical advice,
diagnosis, freatment or disturbances. A photocopy of this authorisation

as the same validity as the original.

Signature of Applicant

Date

aniod odilg daninoeole 3 a pdewoea Laviael ol wUlayl i e ol
e @-9lolo.Agud gfLrlinl Ao i ule 138536 A4aen Uloglo i
lue waiaipa e Ylg oaglioll Utolil i Ia (o lejfa L Ll o JA iy
A O=ll/dngol ozl 26 Laoyeldyiagn @5lén

sl dia Sl gl dunnil ol wdolloaun Jgala Ll o ocle po=i6qi
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