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             VISA APPLICATION 








 Cut-off date: 28th FEBRUARY 2010
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Please complete and return this form to:
INDEX® Conferences & Exhibitions Organisation Est. 

Address: P.O. Box: 13636, Dubai-United Arab Emirates

Tel: +971 4 3624717 – Fax: +971 4 3624718

Email: hamadi.ammar@index.ae 

Website: www.dihad.org 
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NAME (Please write in BLOCK letters)

First Name

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Middle Name

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Last Name

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Organisation: ______________________________________________________________

Occupation: _______________________________________________________________ 

Address: ______________________________   P.O. Box: __________________________    
City:  _________________________________   Country: __________________________

Tel: ___________________________________
Fax: _____________________________

Mobile: ________________________________   Email: ____________________________
Nationality  
:
__________________________Religion :___________________________
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Gender
:
Male
Female
Mother’s name : ____________________________________________________________

Marital Status : _____________________________________________________________

Passport No. 
: 
     

Place of Birth
:
___________________ /___________________ (City, Country)

Date of Birth
:
________/___________/_______ 
(Date, Month, Year)

Date of Issue
:
________/___________/_______ 
(Date, Month, Year)

Date of Expiry
:
________/___________/_______ 
(Date, Month, Year)

Duration of Stay: __________________________________

Important Notes:

1. As per the new directives issued by the Dubai Immigration Authorities, Medical Insurance is mandatory to any person traveling to the United Arab Emirates.               The medical insurance will cover all emergency procedures, hospital accommodation, diagnostic fees, surgery, anaesthetics and aid for emergency situations that lead to hospitalization and do not cover chronic illnesses that already exist but will cover treatment if serious complications occur while in the UAE. 
In the case of a death, the policy will cover up to Dh. 7, 000 of the cost of repatriating a body.
2. For those who have a valid international medical insurance, kindly send along with this form for verification.

3. Visa validity is up to 30 days. 

4. To issue the visa, you should enclose a clear copy of your passport along with this form. The passport copy should specify the information mentioned above. 

5. Any discrepancies between the passport contents and the information above mentioned will hinder your visa issuing process.

6. Visa will be issued only for a valid passport (at least for six months validity).

7. Issuing of Visa is governed by the United Arab Emirates Authorities and this application does not guarantee the issuing of the visa.

8. Nationals from the following countries will be issued  a visit visa upon arrival: GCC countries (Saudi Arabia, Oman, Kuwait, Qatar and Bahrain), Western European countries  (UK, France, Italy, Germany, Holland, Belgium, Luxembourg, Switzerland, Austria, Sweden, Norway, Denmark, Portugal, Ireland, Greece, Finland, Spain, Monaco, Vatican City, Iceland, Andorra, San Marino and Liechtenstein) as well as (USA, Canada, Australia, New Zealand, Japan, Brunei, Singapore, Malaysia, Hong Kong and South Korea)
Note: The list of the countries mentioned above is subject to change as per the rules of the Government of Dubai, United Arab Emirates. 
Medical Insurance Fee: 






60 AED. 
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AUTHORIZATION NOTE
Please debit my credit card with an amount of AED _______ I, _____________________ the card holder will honor this transaction and not hold INDEX Conferences & Exhibitions Organisation Est. responsible if the credit card number has been compromised

CANCELLATION POLICY
I understand that the above mentioned medical insurance fee will be non-refundable. 

Signature : _________________________       Date : ____________________________

Form 8














Attach photo


.jpeg or .gif format





�   Exhibitor      �   Participant


�   Speaker       �  Others, please specify 


                                  ________________________











