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SECTION 1: EMPLOYEE (to be completed by proposed employee)
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Health Declaration Questionnaire
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SECTION 2: PERSONAL INFORMATION (to be completed by proposed employee)

Has any application for insurance on your life (life, accident. health) been
declined. postponed or accepted on special terms™? If yes please specify
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During the last 2 years. have you been involved in any type of
hazardous occupation or avocation?
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Injury, Disease, Disorder & Diication Result Name and Address of Health Care
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Authorization and Declaration by the Employee
Please read and sign below:

I hereby certify that all answers to questions appearing on this form are true and A-"—'—‘/-'L;'.'L""-/——"VL}”J/&L'-’ZL—'—U‘ﬁ‘gufflﬁd’fuxff':"jorblu"ukvf
complete to the best of my knowledge and belief. P - T
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medical practitioner, hospital, clinic, other medical or medically related facility, takaful Ly Ef"()')"-@:fu-'fc.-'&iL,"J-‘—Eu"f/? 'Llf’ru IPNP Gzt o
/ insurance company, or employer to give Pak-Qatar Family Takaful Limited or its
authorised representative ALL INFORMATION on my behalf including copies of
records with reference to any sickness, accidental disability, treatment, examination
medial investigation, advise or hospitalization underwent. | hereby apply for the P e i . R
Family Tekaful coverage under the terms and conditions of the master Participant Qo0 Edl 6 e rari?nd L P60E3L b 30
Membership Document. In case, if the basis of coverage is Contributory, | certify
that I shall pay the contribution mentioned above to the participant discontinuation
of which terminates my takaful cover automatically, In case however, if the basis of
coverage is Non-contributory, | certify and know that the discontinuance of Takaful
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Contribution by the participant on my behalf to the Takaful Company will terminate prouiie SAESE L Pt e e S Conun e/ G st 1t F
my Family Takaful cover automatically.
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Declaration by the Policy Holder / Employer &D;;J}’JJ’.&’J‘ L /:'L

I/We confirm that the information provided above is true to the best of our knowledge, Al - e u:"“g,-‘?u:‘b-.:/L:l"‘u/rff'/",ll.wp_ﬂjrL/(Jw'! Al
belief and record. I/'We agree to provide benefits for the eligible prospects under - e K '
the Participant's Group Takaful Master Participants Membership Document. 1/We
understand that such benefits are payable subject to and in accordance with the
terms of the terms of Master Participant Membership Document where applicable,
I/We agree to deduct the necessary contribution from the earning of the individual
covered under the scheme and forward them promptly to Pak-Qatar Family Takaful
Limited. This agreement shall cease to operate in respect of any person if he/she
ceases to be member/employee of the class/group covered under the Participant
Membership Document from the date of such discontinuance or on such earlier
date as agreed with the person concern. In either case, l/We undertake to notify = -
the company accordingly L w31 frmsd e s S P i3S
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Check List (to ensure timely process): For Office use only:
D Valid Computerised National Identity Card Receiving date

D Copy of past treatment record, if any Decision:

D Copies of last six months lab test, if available Underwriting date:
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COVID QUESTIONNAIRE

Did you travel or plan to travel to a strongly COVID-19 affected area, region or country?
Yes [J
No (4~

If yes, please advise in detail about travel locations and exact durations of stay(s)

. Within the last 14 days did you have close contact with a confirmed or suspected COVID-
19 infected person?

Yes []

NOIQ/

. Are/Were you quarantined or have you been advised to self-isolate at home (by
authorities/officials, a health care provider, medical staff or a medical advisor or by any
other institution) or have you decided on your own to self-isolate yourself?

Yes [
No

If yes, please advise about the reason for quarantine or self-isolation

Have you been diagnosed (based on a positive COVID-19 test result or based on your
symptoms and your personal risk constellation) to have a proven or likely COVID-19
infection?

Yes [

No

. Did you ever have a COVID-19 test?
Yes []
No
o |If yes, was it negative (i.e. COVID-19 virus was not detected) or was it positive (i.e.

you were found to have a COVID-19 infection)?
Please advise in detail on all testing dates and results.

e If no, is a COVID-19 test planned/recommended for you?
Yes [J

No

Do you currently suffer or did you suffer during the last 14 days from any of the following
symptoms:

e Sore throat Yes [ No D‘/
e Runny nose Yes [] No D/
o Aches and pains Yes [ No ’j/

o Tiredness Yes [J No



e Fever of 38°C or above Yes [] No IZI/

e Cough Yes [] No [4~

e Shortness of breath Yes [] No I:/]/
e Difficulty breathing Yes L] No [

e Persistent pressure or pain in your chest Yes [ No [

e Bluish lips or face Yes [ No (47
e Confusion or inability to arouse Yes [] No [~

7. Have you been admitted to a hospital (or to any other kind of medical or public health
institution/unit) whilst you have/had a COVID-19 infection or whilst you are/were
suspected to have a possible COVID-19 infection?

Yes [
No IZ/

If yes, please advise on exact admission period and location(s).

8. Do you work in an occupation were you have a higher risk to get in close contact with
COVID-19 patients or with coronavirus contaminated material?

Yes [
Ne

If yes, please advise about your exact occupational duties.
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