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Unified Medical Declaration Form
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Walaa Cooperative Insurance Co.

Dear Insured:

Please fill out the form correctly for the purpose of pricing and
to ensure that you receive health care services as required
according to your unified policy benefit.
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Undertakings:
1. | hereby undertake that all above information are correct and the

acceptance of my enrolment will be on the basis of such information and that
Walaa Cooperative Insurance Company has the right to contact the
hospital(s) | deal with to collect any medical information needed to assess
the risk(s).

.| agree that Walaa Cooperative Insurance Company has the right to reject
the coverage/claims in full in case of no declaration of any cases prior to
the contractual date or before enrolling or adding a new Insured during the
contract.

3.1 hereby confirm reading and understanding all points presented in this

formand lagree that not marking any case is understood as “Nothing requires
declaration” and | sign on these basis.
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