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JoUl ol gl eunll al5l=ll ouwl LETTTEEY
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. Kindly attach a
::‘;i:l“:’e;ta F ol photo for each
P subscriber
. P Passport No. / ID No. Issued date Place of issue Blood group Date of birth
un ] quhlﬂu-b-'-LHJI dpan il el d) Jlaall agyls Jlanlldma PINTETIRY Slloll ayls 5900 Gl Lo
Profession &imoll | Marital status aycloinllalall
> Y
Home address Ujdoll glgie | Name of contact person in case of emergency
""""""""""""""""""""""""""" 5)lebll s 58 @y JLaill (4 o0 o rounl
Office address Jo=Jl ylgic N
Home telephone / Jj-io (g2l | Mobile number / Jgoao (gauli | Office telephone / Jo=Il (ygauli | Fax or email / guguidl] ayp gf yusld
N Telephone / (ygauLi )
I~
Family data: :@l5lel) an Al wliludl
Address: ylg—i=ll
Full name Date of birth Relation Family or Nationality Blood group
individual ID
K Ul ol Aol &gyl Qlyall da A didl ald] aiall pa)lddnd
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The selected program Mediyou Mediyou Plus Mediyou premium
a8 il vyl g 31l qolipdl 940 wuds g0 09404} g0
Kindly check the boxes for the extra available services for the dalio)l &a8Lall viloaall olol dolle guag <oy
Mediyou and Mediyou plus program sy guax09 guaro Guaolipd
r Accommodation upgrade for Mediyou / gJa10 aolip &oldll da)a &9y Accommodation upgrade for Mediyou Plus / yud gsa10 aolij doldll da)a £9) ™
Out patient for medications Dental treatment Suite accommodation
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Do you use any medical prosthesis? fauagg=i aj.m.:_\i oA Jo
Do you use hearing aids? S &ow Wlacluo paidiuwi Jm
Do you use contraceptive? SUon &ilgo Goaaiui Jm
Congenital disease? faelall uga=ll
Do you use any glasses lenses? Saypny Wlacluo padiwi Jo
Date of last glasses / lenses made? Sauad 8l yal oo anls
Any chronic diseases? Séiojo palyol ¢lyal angy Yo
Qf yes please specify a2 Load pllellg yajoll aagi lap psin Wl Al \5\9)
DI ol N | Duration Name Di ol Y N | Duration Name )
Iseases wvalyo Iseases wvalyo
po=i| U da0ll ol posi| U a0l ol
Hypertension pall ha Psychiatric illnesses Quua=llg il
Heart disease wlsall Epilepsy and convulsions wlaidiidlg £l
Diabetes | Ear nose and throat diseases 6yaiallg o ablg waill
Chest and allergy Guuluwallg janll Speech disorders uhlaill
Liver problems sl Skin and venereal diseases luwlidlg dyalall
Kidney problems wJall Gynecology & obstetrics audgillg cluwidl
Dialysis $9JAl Y]l Endocrinological disease & obesity diowdlg aall
Rheumatic diseases ojxilogyll Blood diseases all
Fever & endemic diseases | wlioallg dihgioll yalyoll Immunology diseases dclioll =i
Malignancy & tumors Lm.:lg.iL [0|J9iJ| Eye diseases vgr=ll
Gastro intestinal diseases Goanll jloall Neurological diseases lioallg dihgioll yalmoll
Musclo skeletal diseases | ola=llg g4 all jloall Accidents& or trauma Galgagi wllal
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Application form Medicare programs

dy9.0lg Lovalle g ddylulg &ullall yaloll dJ_,uaLaD
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(Details of current & previous diseases, treatment and medication
[please use additional paper if needed)

Date of previous
hospitalization & surgery Diagnosis

@.ﬂ.w.l.w.olld a2 ayl vl
CHRv S g

Name of person admitted

wazpoll ol

Type of procedure
<l glddomll £gi

Treating physician
allzoll Lkl

1 admission
Joll Jgaall

2 admission
wuldlJgaall

3 admission

\_ SILJgaall

»

Consent / @84lgoll

Statement

| understand that all expenses related to pre-existing diseases, conditions and complications
are not covered by Medicare programs. | will pay for any medical and chronic expenses
arising from such conditions and associated complications. Mean while | agree that only

J')JD

2l ludlg &ojoll Aol dphll wloasll Glas &roa O oliai gdgoll Uil 8l

Unl).aJl oim (e &bl Ay l5| d.oa.:LuJ @.ulg)_ni G40 'ol.b.u ol.b_‘zo}.a.c Lm.m.an.ng
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Medicare physicians shall investigate and decide the nature of these diseases. .walolloim
Signature: Date: / / /1 ayldl :&x8g3Ul
Pregnancy and delivery (For Ladies Only) 6aUgllg JooJl 18]
1 Here by declare that | am not currently pregnant )l adgll gd ola il Gl Ul 48
knowing that if proved otherwise | will pay all related cost. 8algllg Joalb dnlall wJlaill 414 d.oa.ll Wouw i yusc gyl dlla @99
Signature: Date: / / /1 ayldl :&x8gUl

N.B. the program requires a two years period between successive pregnancies to cover cost
of the event, for the benefit of the mother and the child.

U Uadaw J9p0 Ju4 o aolp wlhil aylgllg pﬂlﬁ.nﬂ.wgia.n@l.: Lojn dlhgalo
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kindly find attach with this application the following
A. A copy of the ID B. One passport size photo

Incomplete data will lead to the delay of processing your card until all data is submitted in full.

It may be necessary at Medicare’s discretion to adjust your subscription fees or decline

your application. Failure to disclose full details or any facts relevant to this application / or

fraudulent claims, will result in canceling your membership from inception.

N.B. Medicare is the soul judge as to what constitutes non-disclosure.
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| here by declare that | agree to all terms and conditions that govern the provision of
services from Medicare and | abide by them.
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Loy ojiido Guiilg Ja4 g ax0 @4l o Wloadll oy a8

Name of applicant: Signature: Date: / 7/ / / Ayl :&adg il bl wlh oawl
N Wy
To be completed by Medicare administration PECYCESTLLJEY] wbibdlodn Jod i
N %
(Sale s code: Sale’s Name: 29aioll rounl Wil o)l wgaiol gagall ,os}JI\

Signature: Date: Ayl &gl
N )
d N
Medical department Administration Department & )lall ol & h]ls)lall
N Y
(Pre-emstlng diseases: salleidd adyludl Uc'lb.oiJﬁ
Date of physical examination: Name: soanll agabll yanall 3yl
Age group: @daadl ool
Accepted I:I Not accepted Signature: :&adgidl Jogudo jut I:I Jogudo
Physician’s name: Signature: &gl aaah ]l ouw|
Medical director: Signature: &gl sguhll juaoll
N i )
@ Financial Department a_ Lol s)lall \
Cost of program: :aolijudl aalas
N Y
( Cost of optional P . wloasnllaelas \
i Suite Pharmaceuticals Dental yliawll da)la 6alic dygal aliny dol8lI o
services LC[Y]|
. )
Total Amount: :@_ILo;!JI)
Payment with: Cash Check Credit Cards Uloi] d8lny (ST Gadi :alawdlddyph
Payment method: :alawdl wgluwl
kFinanciaI Manager: Signature: &gl :@JlollH_xollj
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