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Group Medical Insurance Proposal Form

IMPORTANT: The insurer will not be on risk until it has accepted the Proposal and the Medical Declaration and
communication of acceptance has been given to the company in writing on full payment of premium
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1 | Details of the Company

A,A) oo Juali | 1

Name of Company (Ar)

Al A A anl

Name of Company (En)
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Occupation

Jard) dayls

Main Activities
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2 | Address of the Company
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P.O. Box <.ua | Zone Aalatal)
Building =l | Street gl
City 4L | Country Al
Tel as&l | Mobile 1 1 b
Fax wsé | Mobile 2 2
E-mail AN

3 | Please select / specify type of the plan of Cover

(alil) pUarl) £ o aaad [ LA A | 3

If standard, please tick one of the following

A i) gan) o v Aadley el pla ) oubdl) plUaid) oS 13

Enaya @) e
Enaya Plus O oal dlie
Enaya Gold @) A ga dglic

Insurance Start Date:

(Must be within 30 days of this proposal)

Ol 4% 8205 | |nsurance End Date:
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/ /
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If non-standard, please complete Section 4
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4 | Please select additional benefits of cover
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Maternity @) 3aY ol 5 Jaadl)

Dental @) Sy

Optical @) il

Pre-existing Conditions @) Wawa 53 g gall Aad)
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HEAD OFFICE: wuisll 3<oalf  TAIZ =
Zubairy St. Al Saeed Commercial Buliding RO Box 6295
Sana’aYemen {(R.Y) P.O. Box : 1883

Tel :+ 967 -1- 555 555

Fax :+ 967 -1- 214 012

Tel. {04)215012
FAX: (04) 215145
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FAX: (02) 240972 FAX: {03) 206486

uicyemen@uicyemen.com
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5 | Claims Experience in the last 3 years

AV &l gi 3 DA duday guil) 5 i) 5

Year i) | No of Lives

cleacY) 22e | Loss Ratio B ludd) A

6 | Eligibility (total number of lives to be covered)

(peishans colhaal) slime S Maa ) 2221l) (Gliaiud) | G

Number of Employees | (pils gall 22c Number of Dependents Cllaall 22e
7 | Authorized Administrator of the Scheme bl Jgaall paal) | 7

Full Name Jalsll aud)
Job Title i)
Mobile Number ‘ ) a8 ‘ Fax Number ‘ QuSLaY) a8
E-mail AN &

Declaration ) jm——Y)

I, on behalf of the Company hereby declare and warrant that the
above statements are true and complete. | understand that any
misinterpretation contained herein would void the contract and
any and all claims will be forfeited. | understand that any
medical condition that existed prior to the date | am accepted
for coverage will be excluded from coverage, whether or not
that condition is disclosed on this application. | understand that
the insurance company will not be on risk until it has accepted
the Proposal and communication of the acceptance has been
given to me in writing.

I, on behalf of the Company consent and authorize the Insurer to
seek medical information from any Medical practitioner,
hospital, clinic, health related facility, pharmacy, insurance
agency, insurance company or administrator having advice or
documents pertaining to the care, advice, treatment, diagnosis
or prognosis of any medical condition.

I, on behalf of the Company agree that this proposal shall form
the basis of the contract should the insurance be effected. Upon
receipt of confirmation on our quote, the benefits under the
quote will be considered the basis for the contract and will
remain UNALTERED throughout the policy period. If after the
insurance is affected, it is found that the statements, answers
and particulars stated in the Proposal form and its
guestionnaires are incorrect or untrue in any respects, the
Insurance company shall incur no liability under this insurance.
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Name of the Applicant (Company):

Name of Authorized Signatory:

s sl Jsiall (el am)

Job Title: s Aah gl
Signature: sl
Date: . @ gl
Place: D O
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