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Please fill out all required information in a clear readable handwriting.
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Attach a copy of the family book (family subscription).
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Personal photo for each beneficiary.
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Personal Information
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. ol ol
No/%¥ yes/ o2 Insured
z95l !
Husband
1 sLgYl ol
Children
.2
.3
4
.5

No/¥ I:] yes/Pa.S D

Sikoje Yl pUAGL d9o purind o

Do you use medications regularly for chronic cases?
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If the answer to the above mentioned question is yes, please mention the medications used and the dosage of use
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Do you or any of the family members (spouse/children) (including cases requiring admission to hospital or surgery) suffer from the following:

Patient No yes Patient No yes
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Genitourinary diseases Cardiovascular diseases
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Lymphocytic system disorders Congenital malformation
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Bones and muscles diseases Cancer and blood diseases
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Endocrine diseases and diabetes Mental and psychological disorders
dsliolly o jailos Il .14 NIy I ol pol .5
Rheumatic and immunity Renal diseases
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Back pain Digestive diseases
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Neurological diseases Respiratory diseases
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Any other disease or disorder not mentioned above Dermatological diseases
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Previous surgeries or procedures AIDS and sexual diseases
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If the answer to any of the above mentioned questions was yes, please mention details
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Current status Date Medical procedure Medical diagnosis Patient
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If the wife is pregnant, please mention that with determining the number of pregnancy days...........ccceeiviiiiiiiiiiiiiiiiii
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None of the above mentioned diseases or cases will be considered included unless mentioned in the insurance contract
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I certify that the mentioned information are correct as per the best of my knowledge; and I accept them to be considered as the base of the required insurance contract; and I delegate under
the mentioned my doctor and/or any association for medical services or person or committee who has information about my health and activity (and those of my family) to provide them to
the company including hospitals' records and any other records referring to any medical consultation or treatment; and the copy of that assignment stamped by the insurance company
shall be considered valid for the mentioned purposes as if it is original, and I approve that the certificate continues to be valid before and after my death.
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