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1.Have you or any of your covered dependents had any change in the place of residence, ([ JYes[ JNo
status of citizenship, nature of business, occupation, financial status or hobbies? b o
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4. Have you met any illness or accident or have you consulted any doctor or medical facility or undergone any test [ ]Yes(  |Ng
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in cluding those connected with HIV or AID? Y ur
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5. Have you consulted any physician of eastern medication (hikmat), homeopathy or had done hijama? (] Y6LS (] ‘T\jg
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6. Are you and your covered dependents now in good health and not intending to seek medical advice or undergo (] YeLs ([ JNo
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medical tests? : ur
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7. Has any death occurred in the family (parents, brothers, sisters)? (] Tis (] Ijg
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8. If female, are you or any of covered dependents now pregnant? If yes, state number of months C ) ﬁs C ) 1:1/8.
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In case of “YES” answer to any of the above mentioned questions, please give details in the appropriate space provided
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Name Question # Details
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Do you intend to travel in the next twelve months? If yes, Please give details below:
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Name Destination Purpose Duration of Stay
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Please opdate my contact details as follows and all correspondence should be made on the following address:
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I declare that all of the above answers are full, complete and true. I understand and agree that they shall be taken as the basis of
reinstatement, any change or issuance of any additional benefit or enhancement of coverage and that such reinstatement, change,
issuance of any additional benefit or enhancement of coverage shall not be considered as affected by reason of settlement made
in payment of or on account of the amount now due until this application shall be duly approved by the Company, and that the
receipt, retention, deposit or cashing of any such payment or settlement by the Company or its agent shall not constitute a waiver
or forfeiture, or otherwise affect this condition. I also understand and agree that, notwithstanding any provisions to the contrary
in said Membership, the Membership, but not any part thereof granting disability or accident benefits, if reinstated or modified
in such a manner to increase the risk, shall become incontestable after it has been in force during the lifetime of the insured for
two years from the date of this application, except for non-payment of contribution, fraud and willful misrepresentation, and any
part thereof granting disability or accident benefits.
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Dated at this_ dayof 20
s Place ) Date s Month Year
= g e

Name of Witness Name of Participant
cegs” Agent/ AM / RM (L6
ELTI I

Signature of Participant
J:?’)é/luff

Signature of Witness
):?")Lo‘f



