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 صحي جماعياستمارة طلب تأمين 
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 

 هـــاو :  

 
 

  Details of the Company  ٍانشركحانتفاطيم ػ   
   

Name of Company (Ar)   تانؼرتيح انشركحاسى  

Name of Company (En)   تالاَجهيزيح انشركحاسى  

Occupation  طثيؼح انؼًم 

Main Activities  انرئيسيح انُشاطاخ 

          
  Address of the Company  ٌانشركحػُىا   
   

P.O. Box  ص . ب Zone  انًُطقح 

Building  ًُانًث Street  انشارع 

City  انًذيُح Country  انثهذ 
   

Tel  ٌتهيفى Mobile 1   1سيار 

Fax   فاكس Mobile 2   2سيار 

E-mail  انكتروَي تريذ 

 
3 Please select / specify type of the plan of Cover   ً3   انغطاء انتأييُياختيار / تحذيذ َىع يرج 
    

If standard, please tick one of the following  ػهً إحذي انخياراخ انتانيح√ إرا كاٌ انغطاء انقياسي انرجاء انتأشير تؼلايح  

Enaya     ػُايح 

Enaya Plus   ػُايح تهض 

Enaya Gold   ػُايح جىنذ 
 

 

Insurance Start Date:                                      ٍتاريخ تذايح انتأيي 
                                         /         /              
 
(Must be within 30 days of this proposal) 

 
 

Insurance End Date:         ٍتاريخ إَتهاء انتأيي                 
                                         /         /              
 

يومب مه تبسيخ هزا الطلت 03يجت أن يكون خلال   

If non-standard, please complete Section 4 4 إرا كبن الغطبء غيش قيبسي ، الشجبء تعبئت قسم سقم  
 

4 Please select additional benefits of cover  ً4 الإضافيحختيار يُافغ انغطاء إيرج 
   Maternity   انحًم وانىلادج 

Dental     ٌالأسُا 

Optical     انُظر 

Pre-existing Conditions                              انحانح انًىجىدج يسثقا 
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5 Claims Experience in the last 3 years  سُىاخ الاخيرج 3انخثرج انتؼىيضيح خلال 
 
5 

      
Year السىت              No of Lives عذد الأعضبء Loss Ratio وسبت الخسبسة 

   

   

   

    
6 Eligibility (total number of lives to be covered)  6 المطلوة تغطيتهم()العذد الإجمبلي للأعضبء الاستحقاق 
    

Number of Employees  الموظفيهعذد   Number of Dependents   المعبليهعذد  

          
7 Authorized Administrator of the Scheme 7   هثرَايجانًذير انًخىل ن 
   
Full Name  الاسى انكايم 

Job Title  انىظيفح 

Mobile Number  رقى انسيار Fax Number  رقى انفاكس 

E-mail  تريذ انكتروَي 

   
Declaration الاقــــــــــــــــــــــرار 

   I, on behalf of the Company hereby declare and warrant that the 
above statements are true and complete. I understand that any 
misinterpretation contained herein would void the contract and 
any and all claims will be forfeited. I understand that any 
medical condition that existed prior to the date I am accepted 
for coverage will be excluded from coverage, whether or not 
that condition is disclosed on this application. I 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 
questionnaires are incorrect or untrue in any respects, the 
Insurance company shall incur no liability under this insurance. 

 

 
 

Name of the Applicant (Company): ٍانشركح( اسى طانة انتأيي( :  

Name of Authorized Signatory:  انشخض انًخىل تانتىقيغ اسى:  

Job Title: ىظيفح ان:  

Signature: انتىقيغ :  

Date: انتاريخ :  

Place: ٌانًكا :  

    


