Group Medical Enrollment Form

A. Policy Holder Name & Address b/
Policy Number

Company Name

Company Address

Contact Number

B. Employee Name (Same as Passport)

Al Khazna Insurance Company P.S.C.

Al Khazna Use Only

Approved:

Declined:

Pending :

Last Name First Name Marital Status O Single O Married
0O Widow O Divorced
Designation Mobile Number (required) Plan Type Employment Date
DD/ MM/ YY/
C. Personal Details (Please fill in English block letters)
Name of Members Gender Date of Birth Height Weight Natlo_nallty ! UAE Smoker (Y/N)
(MJF) Cm Kg Re51d§nce Visa (Quantity
Expiry Date per day)
Primary 01 DD/ MM/ YY/
Spouse 02 DD/ MM/ YY/
Child 03 DD/ MM/ YY/
Child 04 DD/ MM/ YY/
Child 05 DD/ MM/ YY/

* All members of the same family must enroll if dependent coverage is required.

D.

1.

10.

HEALTH DETAILS

Have you or any of your family members had any change in
weight in the last 12 months? If yes, please give reason (if
known) and the amount of weight increased / lost.

Have you or any of your family members suffered or sustained
any illness, which has resulted to hospitalization or loss of
work for more than one week?

Have you or any of your family members ever been treated for
or diagnosed with any of the following: AIDS, hepatitis,
allergies of any kind, infectious diseases, heart disease, high
blood pressure, diabetes, lung disease, liver disease, renal
stone, disorder of genital-urinary system, cancer, ulcer, back
problems, nervous system or brain disorder or any other
serious medical disorders?

Have you or any of your family members ever been declined
for Health or Life coverage?

Have you or any of your family members ever had or been
advised or expecting to have any surgical operation?

Are you or any of your family members on a regular
medication? If yes, please state the name of your medications.
Are you and your family member now in good health, free
from disease or injury or disability and actively at work / not
confined to the home?

For Females only: Are you pregnant? If yes, please give the
expected delivery date:
Do you or your dependents have any active medical insurance
cover? If yes, kindly provide us with a copy of the valid
medical card.

If any of the answers to the questions in Part D is “yes”, please
give full particulars below, noting the Question number & the
Primary/Dependent Name:

E. DECLARATION
1, the undersigned, do hereby declare that, to the best of my knowledge, all the answers are full, complete and true.

| further, on my behalf and on behalf of my legal dependents listed above, give full and irrevocable authorization to my hospital, physician or other person who
attended us or any member of my family to give (Al Khazna Insurance Company), or its representative all information pertaining to our stat of health; and |
hereby waive our right of medical confidentiality to the benefit of Al Khazna Insurance Company and its representative.
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Print name of applicant

Signature of applicant

Date

Authorized signature and Company Stamp
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