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D'011'S1 NIV Application for Continuing Medical Insurance for
Foreign Workers in Israel - For Harel Policyholders Only
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This form is intended for men and women alike.

..... ..NN2NN/ |DI0N DY 06/2024 N1ITAN

N12NN / |D1on 'on

Attn.

Harel Insurance Company Ltd. TI2DY
Foreign Employees / Tourists Insurance Section DT 0'TAIY N0 AN ,N"Y2 NIV'AT N12AN I8N
3 Abba Hillel Street, PO. Box 10951, Ramat-Gan 5252202, Fax: 03-7348083 5252202 |2 NP1 ,10951 .T.1 ,3 990 NN
email: fax7930@ harel-ins.co.il fax7930@ harel-ins.co.il '7''N 03-7348083 :0{7D
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You must provide full and honest answers to every essential matter you are asked about and not doing so may have an impact on the payment of
insurance benefits.The policy documents will be sent to your mobile phone number available to the Harel Company. If you wish to receive these
documents by e-mail, you should fill in your e-mail address with the personal details.

Alternatively, if you want to receive these document by Israel Post, please note this here
(the documents will be sent according to the most recent details that appear in our files at the time of sending).

THE PURPOSE FOR COMING TO ISRAEL INIW'T nyan nyn' piotyan
Other industry /an~x [] Construction/ma[] Agriculture/ nixgpn ] Nursing care / Tiyio []
Choice of Service Supplier in Continuation N10'a X711 NIN'Y {750 NN
Important Note: NYTI 2N
1. You are entitled to continue with the health fund (kupat holim) |,nNY TY DMNIN'W NI NN DN NOIP DY T'WNNT INWA 0 .1
from which you received services to date, in continuation and JNIDN DINA XTI X2
without medical underwriting D'7INN NOIFT N'T7D NINML NN DTIN NDIPN N1AY'T 'NWA N .2
2. You are entitled to change from the Clalit Health Services health JNIDT DINA XTI XL, NINND NIN'Y 120N
fund to the Maccabi Health Services health fund, in continuation n5)||j'] NINM2 'NN'Y ON 0NN noIjNn 11ayY "Nanw 900
and without medical underwriting. DIN'NYT 91922 DA DR 12YDA ,NYI70 NI N DTINN
If you choose to move from the Maccabi Health Services health JINM2 NINXD NT01INIDN
fund to the Clalit Health Services health fund, the said move will n'90 ninMa mn'w [
be subject to medical underwriting and completion of a Health NINMA MY 1on [

Condition Statement.
[] Clalit Health Services
|:| Maccabi Health Services

I, the undersigned, hereby request to arrange medical insurance for 1Ty POVINN 1T TAYT INIDT NIV JNYT NNT YPAN NN 1IN
the foreign worker employed by me, subject to the following: :D'N2N D'0DYT fIDD]

[JThe employee is nowinsured at Harel - the policy numberisbelow | N0'I5N ‘0N 907 - ININA NYD NLIAN/NVIA TaYN []

....... . ... D17IN NBI72 12N 'ON

Membership No. e NYPIAN NIV NSLHIN
Insurance period: [, L n
From ... Lo Lo, TO s Lo Lo, / /.. VI
Employee details Talyn 'o1d
Date of birth NT'7 )INN | Last name nN5WN DV | First name '0ND DY | Passport No. [I>7T 'ON
I I O

INIWIT YN NYNT PIotyn INIWIT N0 PN NXIN YN | Gender I'n

The work for which you came to Israel Date of entry to Israel Country of origin Male 1 []
| | | | Ferale N171 []

Address NAInDd | Cellphone No. TM 1970 'ON
Email INIT

~dt33517 = [ iaer 33517 1)nON I



44089.24 'INANI'TIVO

07/2024

Calculation of Insurance Premium Nniv'A 'NT AIY'N

Total insurance INT D"N0 | Discounts nnn niv'a7 0'N' 'on -1 N'NIF NIy

premium in -1 N2

No. of days covered
by the insurance

Daily cost
inm

7'0YN ININ 'IXN ¥12 ADNN []
WUTN P'oyn JXN X121 AdINN [
no'J19n0 Yya ‘0o

[] Continuous extension with the same employer

[] Continuing extension with a new employer
Details of policyholder

Name of Employer / Policyholder 7'oynin nv | ID number .L.n'on | Telephone No. [1970 'ON

E-mail J"NIT | Address of Employer namd | Cellphone No. 1M 1970 'ON

[]Continuous extension without employer .DI' 90 TYI (D'7'OyN 2 N0'JID) Proyn X797 qx1a noNn [

(Policy between employers) and up to 90 days.

Waiver of medical confidentiality N'NI91 NI'TIO Iy NI

NI DUNIDIN NITOIND ,DMUOXDI0D IN/I DINDINN IDT 21,7 NXT IN/I DMXIDIN AMNITOINT IN/I D'IIN NDIPT NIYWA DT [N D00 DINNN 1IN
,N0'7I9N 1D Ty NIYIAN YN INT WINT 1ATAYW 7DD ,ANN DIIETOIN 727 IN/I NIV NNAN 70T IN/1 [IN0IAN TIWNT IN/I 7™INT 0NN 019N
NNINALT'9DN N KXITNTT 010190 7D NREDDIT XN VTN 9D ("UPann” ;707) ININT 11007 wiiann nivtas 'mMap N2 190 1INT IN/
NAINKN DDNN NNYWN IR TNY N2 NINRY IR/ YD N2 NTININY IN/EI12YD N2 NN NTNN 7D 7Y MINNL QNN 7Y, WUPani T 7y unTny
AND .7"17 WPA INWID 0N NYIAN IN NIYL 7D UPANT IN/I DDMIN 1T NN XTI WPANN 197D 1T NITIO TV ININENNIDT NIFTIO Ty NNINY

JNIPNA RI2'W N ID1 DMPINND NID INATDIATY IR ,AMNN DTN

|, the undersigned, hereby give permission to the HMO (kupat holim) and/or its medical institutions

and/or the IDF and also to all the other physicians and psychiatrists, medical institutions and other hospitals, the National Security
Council (Malal) andsor the Ministry of Defense and/or any other insurance company and/or any other institution and party, insofar as
necessary in order to examine the rights and obligations according to the policy and/or for the purpose of the procedure of examining
my acceptance for the insurance requested, to provide Harel with all the information and details held by the company, without
exception, in the form requested by the Requester, regarding my health condition/ss, any disease that | have suffered from in the past
andsor that I suffer now and/or that | will suffer in the future, and | relieve you of the duty to maintain medical confidentiality and
waive confidentiality in favor of the "Requester”. This waiver is binding of my estate and legal representatives and anyone who comes
in my place. This waiver shall also apply to my minor children.

signature nnmn | Name of the Insurance Candidate NIL'A7 TNYINN DY | Date

A\

1NN

Witness to Signature (insurance agent) (n1v1an |D1I0) NR'ANYT TY

stamp

\

nnnin

signature

\

nnmn

ID No. License |I'WM 'ON T'N

Name

8]

Date 1NN

Power of Attorney of Agent

|2107 NID *1O"

N'7 N NI2NT,N0MIDT Yann My 732 MIayal v 71509

'22/20,N10"7192 'IYW NI0'AN DI0T NNTA TWNN 11N

79221,2"X1I'21 N0 NINNN NITIYDI DY, NIYIAN NWAN ,NIDON NIDITNT N0'TIDN NOINN IX WITIN,DINMN 12177 ,00'7197 NIDIVXAN 719N 7N
[210W 727 MND0N NX NINTA 0D [N 11N .T'Y'T NINND DNMYT DNIYIN DDRONN IN/I NIAINDNN 7D X "ININ"N 721771 "ININ"T WhinT NNT
,N0'71I91 MIYPIN NTIYD 702,17 Iy IWATIY D019 7D NN NIVIAN D107 110NT MIYN NNENDMTID'T YA [My1 12T 707 MNITWd Unw' N1
.7D0NN 2100 117 ,IT NRD0NA INID X DD IXY NIVIAN D10 [N NI0MTID NNDNA [INY ,ININL NVIAN NN [N NINNX NI0!TID VIS NIANYT

/ :nuiann nomn
.N0"J191 7Y NIV'AN |DI0T NN 722 N2AYI NY'ANT DNIYPN DDNONN IN/ NIAINDNN PNYN A NYITT

| hereby authorize my insurance agent for the Policy, Mr./Ms. to handle any matter regarding the Policy,
including but not limited to the process of inclusion in the Policy, underwriting procedures, renewal or extension of the Policy for additional
periods, submission of claims, changes and other actions in the Policy and so forth, in my name and for me. This includes submitting all
correspondence and/or documents related to the above-said matters to "Harel” and receiving them from "Harel". | hereby give you my
consent that the insurance agent serve as my delegate in any matter regarding the Policy and my permission to send the insurance agency
all the details required by him, in any action related to the Policy, including details of other Policies with which | am insured at Harel, which
are not necessarily policies in which the insurance agent to whom | give power of attorney in this agreement of mine is the attending agent.

Signature of the Insured\
Foryour information, copies of the correspondence and/or the documents related to the claim will in any case be sent to the your insurance
agent for the Policy.

Information for the Insurance Candidate NI0'AY TRYINY YT'D

['22 NI 'NT DITYUNT 51912 ,5¥12 NIVAN NDIPN AN JINNT [N NIVIAN NDIPN DI'O TYINK 0'N! 90 1INNA,N0MIIBN 'NINT DNNNA
710 TIY 921 (7'oynn IN NLIANN MY Y¥ANN'T J1D' NN NDIPNN |22 DITYN) NI0AN NDINN |'2T NIVAN NDIPN DI'O AW NDIPNN
.DIN'N 7702 NdDIND AN NYWTN 10197 NIDI0XN ,NIV'AN NDIPA DI'0 TYIND D'N' 90 §I'TN INNT AT TAIYD TIAY'T 'wnn

According to the terms of the Policy, during 90 days following the end of the insurance period, the insurance period may be extended
as a continuation, subject to payment of insurance fees for the period between the end of the insurance period and the extension
of the insurance (payment for the said period may be made by the Insured or by the Employer), and as long as you continue to be
employed as a foreign worker. After the passing of 90 days from the end of the insurance period, inclusion under a new policy will
involve an underwriting process

Signature of the Employer
Stamp & signature of the employer

\

P'oynn nn'nn

7'oynin NN NNNIN | Name of the employer 7'oynin DY | Date

1NN

371NN 2 TNy
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Payment by credit card

Collection dates according to the arrangement of the Insured/

Payer with the credit card company

INIWUNX O'01D NIYXYHNA DITYUN

DYwnn/Nuiann Y 1TOoNY ONNNA :NTAAN FTYID

'NIUNN NN2N Dy

You can pay in several installments by the insurance period:

‘NIVAN NOIPN 19T D!NITYN 150N DTYWT N1

No. of days

n'n' 'on

90-1

180-91

240-181

365-241

No. of payments

D'NITUN 'ON

1

2

4

6

.NI0AN N7'NN DI'N QDIXII DMWY DMYTIN DNITWN 3-N NI KT INTIWHIIRY TAT21,0TRXN NDOIN N7 INTIWF N0 T
V192 DITWUNN TYI NIVAN NDIPN NT'NN DI LDIXT DANRN TTNT ATNYN 'WADN IXYY NI IN DUYWTIN ONITYN 4-1 1071 N0 0T
The insurance fees will be paid without the addition of linkage, as long as they are paid in no more than 3 equal consecutive monthly
installments from the beginning date of the insurance.
Insurance fees that are paid in 4 or more monthly installments will be subject to linkage to the consumer price index from the
beginning date of the insurance period and the actual payment.

Provision of credit card holder INTUND 0'01D 7Y NNTIN

ID number .Ln'on| First name '019 0DV | Last name nnown oY | Cellphone No. T {1970 ‘'ON

Exp. date Ty 97N | Card No. 0'01D 'ON

/ | | | | | | | | | | | | | | |

1D 7y NNANN NY'A7'7 OXNNA DY DATYINE AN 'NID0 .NI/N0MIDA DNLIANMD 9D 1Ay NN 'NT DITWNT WNYW! DITYUNN 'YXNN NV

VT NYN DDA 17IN'W DYWL NIO!AN NIZNO'TID T DITUNN 'RIN

NN CNKR DITWN YXONT ATNNN DR YXAT NNANN T 9y 0NN DN XTX DT DITYWN 'YYAN'T YNIAY 1TNNN N0 DT JW TN VNI 70D

P7DI'Y 0'01D AI'N'T D APINA NN ITAXYIN.DYWTINAY NI/N0'TIDN D'YANN DAINN 22 'NIWKRD 0101 21N, N)/WTINN NIY'AN NI/NOTIOI

.NT 0DILA 'I¥N NDONW 0'01DT NODITND ,ANN 190N NYH|

For your information, the means of payment will be used to pay the insurance fees for all those insured under the policysies. The

amounts and dates of charges will be according to the Company’'s determination, according to the terms of payment of the insurance
policy/ies and the changes made to them from time to time.

\

Signature of the credit card holder / 'NTWNN 0'01D Jy2 NN'AN

Date / 1NN
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