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D'011'S1 NIV Application for Continuing Medical Insurance for
Foreign Workers in Israel - For Harel Policyholders Only

TNND DA D'wlY TVI'N ODILN
This form is intended for men and women alike.

..... ..NN2NN/ |DI0N DY 06/2025 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

JININ NNAN NIYWAA DNIPATMRITIETIN (19700 19007 'IN INTW! 107190 1DNON

[ND NINT 'Y NIN IR ANITA 19N D'DN0N 9277 21X DX ,'D17'NT
.(N17WUNN TYINA NIXN D'Y!DINA DMDTYN 0'01DT DXNNA YNIA' DDNONN NITWUN)
INON TY NNYA TPIN DY NNIDT0 AN IR DINOPIN IRIT DNAN DYXANNND TNX 7D NY 702 NN AN NDWT 910 130, Ny T

The policy documents will be sent to you at the cellphone number and e-mail held by the Harel Company. Alternatively, if you wish to receive these
documents by Israel Post, please note thishere: ... .

(The documents will be sent according to the updated details that appear in our records at the time of shipment).
For your information, you can change your choice at any time by any of the following means: by e-mail or by calling Harel's service call center.

THE PURPOSE FOR COMING TO ISRAEL INIW'T nyan nyn' piotyan
Other industry / 1NN [] Construction / "2 ] Agriculture / NINTPN [] Nursing care / Tiy'o []
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 DNIN'W NI NINN 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 D1TIN 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 o IIE TR 33517 1)nON I
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Calculation of Insurance Premium Nniv'A 'NT AIY'N

Total insurance 'NT 2"N0 | Discounts nNN | No. of days covered NILA7 0'N' 'oN | Daily cost -2 NI NIy
premium in -1 N by the insurance in

[] Continuous extension with the same employer P'0YD ININ JYN ¥ DN []
[] Continuing extension with a new employer UTN P'oyn J¥N Y12 ADINN []
Details of policyholder no'7190 Jya '01d

Name of Employer / Policyholder 7'oyni DY | ID number .I.n'on | Telephone No. [1970 'ON

E-mail J"NIT | Address of Employer namnd | Cellphone No. 1M 1970 ‘0N

[[] Continuous extension without employer D190 TyI (D'7'OYN "2 NDMID) 'oyn X997 X2 o NN []

(Policy between employers) and up to 90 days.

Waiver of medical confidentiality NINIDA NIPTIO Y 1IN

A DUNI9IN NITOINA ,DNONRDIOD IN/I DNDINN 70T 1,7 NXT IN/I DURIDAN NNITOINT IN/I DYIIN NOIPT NIYWA N1 [N N0N DINND X
,N0"JIDN 1D Y NIYIAN AWM AT WINT QTN 70D NN DIIETOIN 727 IN/I NIV NNAN 727 IN/1 INVAN TIWNT IX/1'77INT ,0MNN 011N
NNINAL 7900 [N XXITNT'T L0090 7D NREDDITA XN VTN 9D ("UPann” ;707) ININT 11007 wUiiann niv'a’g 'mM'yap n1rna 10 INT IN/
NAINN DDNN 1NNYWN INETAYA N2 NTNRY IX/1 YD 12 NTININY IN/EIAYA N2 NINYW NTNN 9D 9y MINNA QNN 7Y, WUPana T Iy UnTny
AN .97 WP INWTD 10N QYN IN MYO TD WUPANT IN/I DTN 1T NN KT WPANN 197D 1T NITIO TY ININEAIRIDN NIFTIO 7Y N'NY

JNIPN2A NI2'W N TD1 DYPINND 'NID INATIATY IR AN DTN

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

andsor the IDF and also to all the other physicians and psychiatrists, medical institutions and other hospitals, the National Security
Council (Malal) and/or 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 andsor 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 nn'NN [ Name of the Insurance Candidate NIL'AT TNYINN DY | Date 1NN

\

Witness to Signature (insurance agent) (n1o1an |p1I0) NR'NNT TY

stamp nnnin | signature nN'NN | ID No. License  |I'WUM 'ON 1'n | Name DY | Date TINN

\ \

Power of Attorney of Agent |210'9 nID '1D"

X7 IN NIDNT,N0'IID'T Yann 'y 752 MIayal 'nwa 7907 '22/70,N0"7192 'JYW NIV'AN D107 NNTA TWKRN 1IN
79021,2"X¥1I'D1 N0 NINNN NITIYDI DY, NIYIAN NWAN ,NIDO0N NIDITNT N0'TIDN NOINN IX WITN,DINN 12190 ,N0'719T NIDIVXIN 719N 7N
[210W 127 MND0N NX NINTA 02T NI 11N .7'Y'T NINND 0NMY'T DMNIYPN DDRONN IN/I NIAINDNN 7D X "ININ"ND 721791 "ININ"T whinT NNT
,N0IID] MIYPN NT1YD 902,17 Iy IWATY DMODN ID NN NIV'AN D107 110NT MIYWIN NXINDMIIDT YA 'yl 12T 707 'NITWD Unw! NIvan
.I50N0N 210N 1A ,1T 'MRD0NA INID NN NDMND XYW NIYIAN [DI0 [N NIO'TID NIDNA [PRY,ININA NVIAN X [12 NINNN NI0TID UIND NIANYT

/ :nuiann nomn
.N0'7191 17W NIV'AN [DI0T NNPN 7D N2AYI NY'ANT DNIYPN DDNONN IN/I NIAINDNN PNYN NV

| 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".
I 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 I'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 Insuredx
For your 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.

471NN 2 TINY
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Information for the Insurance Candidate

NnIv’a"s TNYIN'I yT'D

['22 NIV 'NT DITYNYT 1932 ,5X12 N10'AN NDIPN NN JPIRNT [N NI0'AN NDIPN DI'O TYIND 0'N' 90 170N ,N0'J19N 'NIN'T ONNNA
710 TIY 721 (7'oynn IN NLIANA Y Y¥ANN'T TID' ANKD NDIPNN |22 DITYN) NIVAN NDINND |'2T NIVAN NDIPAN DI'O AW NDIPNN
.DIN'N 7702 NdD1ND AN NWTN 10197 NIDI0XA ,NIV'AN NDIPAN DI'O TYIND 0'N' 90 §I'TN INNT 1T 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

Privacy

nrons

71910 ,0M¥IN "N TN TIYON ,DMNY NN ,DNNINT 9N IXT VTN NIDOIN ["ININ"] Ny TN 101D INININYYA NIVAT NNAN INN
DIIONN 0'01 TY DNIN'YI DMNIN YNNI DNNNT | TN NIRIIN DT ,NIIYN ININY DNINMWYIEDPI0Y DWW 71NN, 0D DINIMTYWN, NIYaNa
NYPAN NN [IN2T 701 XTW DT X1AN,YT'N 1I0NT XYW 1NN DTIN Y TN 11007 NIIN N2IN 'K 770 1072 .0NNK DRI NNON'TIEDNYIN
DWW DITTYTI 0I90T 21 DMWY DMNIN JIYONI 71NN NWPN 7021 NIYPAA 71910 1IXT (D17 DR) NN D107 12y YTINN NI 79071

1IN NINONT WP L1727 DINWAN DNNK

[21 7|1y NIDT Ty YT'N,ININL NITOIDN NN NIND DY NNYPNNN DT X D) NTTI0N IXIN NN NIDIDN NIMTHA |'NT H01 0ND
.https://www.harel-group.co.il/ZXSVCTB 11w'72 1'w! 1IN NNoN

Harel Insurance Company Ltd. and Harel Pension and Provident Ltd. ("Harel") collect information for the purpose of enroliment in
products, providing services, operation and management of product lifecycles, handling of claims, payments and processes, managing
and improving the business and services that Harel provides, compliance with the law, customizing and offering products and
services based on personal characteristics and for other legitimate purposes. Generally, you are under no legal obligation to provide
information, however choosing not to provide information may make it impossible for us to assess a request and provide a service.
The information will be transferred to the insurance agent (if there is one) so that the agent can deal with requests and regarding
all aspects of the management and operation of products and services, as well as to service providers and other third parties who
are authorized to receive the information, in connection with these purposes.
Additional information about the privacy policy is available on the Harel website, including the methods of communication with the
Data Protection Officer in Harel, information about the right of inspection and alteration as well as the right to opt out of direct
mailing, can be found via the following link: https://www.harel-group.co.il/t/XSVCTB.

Signature of the Employer

P2'oynn Nn'nn

Stamp & signature of the employer

7'oynin NN NNNIN | Name of the employer

7'0ynn DY

Date XN

~dt33543

471NN 3 TINY

33543 00N TIp


https://www.harel-group.co.il/t/XSVCTB
https://www.harel-group.co.il/t/XSVCTB

47550.20 'INANI'TIVO

07/2025

Payment by credit card

Collection dates according to the arrangement of the Insured/

Payer with the credit card company

INTWUNX O'01D NIYXYNNA DITYUN

DYywnn/nuiann ¥ 1TOoNY DNNNA :NTAAN FTYID

'NIUNXN NNan Dy

You can pay in several installments by the insurance period:

:NIVIAN NOIPN 'D7 D'NITYUN 1D0NA DIWT NN

No. of days

n'n' ‘'on

90-1

180-91

240-181

365-241

No. of payments

D'NITuUn 'on

1

2

4

6

.NILAN NT'NN DI'D QDIXI DY DMYWTIN ONITWN 3-N NP KT INTIWE TN TAT21,0TNYN NDOIN N7 INTIW NI 'NT
.9Y192 DITWUNN TYI NIVAN NDIPN NT'NN DI LDIXT DNRN TTNT ATNYN 'WIDN INYY AN IR DPYTIN DINITYUN 4-1 IN71IW'W NI 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 NINNIN

ID number .LNn'on | First name '00D DY | Last name nNown nw | Cellphone No. T {1970 ‘'ON

Exp. date Ty 97N | Card No. 0'U1D 'ON

~~~~~~~~~~~~~~~~~~~~~~~~ / : | | | | | | | | | | | | | | |

INID0 .|ITIAY NLIANN 112y 1YXIA 71D D'NITYUNNY 127 'N20N Jy1 '7'Y7 01Dy 0'u1I5N NIIDY JY NNTA 1NN ,N0N DINNN 1IN
NON 1T INN20NY "7 YIT 1Y NYN DDA 17IN'W 0M'WATEN0MTI9N JW DITUNN 'NIN 1D 'JY 11NN NY'APT7 ONNNA A DATYINE 2NN
IN/I DTYUNN '0192 'YW 7D Y TN NNANT YITINT MPINKA 1D ;001192 IYXANIY NOOIN IN/I 1Y IN/I DIIND IN/L WIT'N 927 NN
N5 MNWONA 1D 17 102N |2 .AINKD NYTIN NI2PNN XITYW NIPNA DITYUN 1TNNT NININK NN X'T 112NN D1 DITYNN NPJod5N Ty

.N0"7192 NIV'AN 'NT DITWANT 'MNDJ0N |'y'7 0M11'Y Ty Y'TINTI N1AND Y NINEYT NINWI Ny 702

,N12NN JYU NN J1'W IN/I N1ID0 D20 70N ON XIN ,N0'JIDN NNTIY 1AW DITYUNN 'YXNN NIYXYHND Y¥IA NIV DT JW 1TNN 71D
Y2 /201NN /NVIANN NTIPDT YXIA N0'JIDN NIDN DTW'I N1aNN Iy TWN NN DITWN 70 1D ,WNT1 .N0IANYT NTNIY NIV'AN 'NT D vINI
'TN NINAINYT §1902 ,(ANPRT DNNNA) T292 NoMII9N

720 2TIN 2N YIN'A 711XT 212NN 2MNN [D2 2PN NITRY LPIAN//NIUND N12AN TIY TAID X7 NI0aN 'nT DITWUnY 700 Ny
.N0"7192 DN DITYUNN 'YXHNN 122", 2NNNI

.17 0DI0] |'IXN 1ND50NY 0'012'7 NOITND ,INN 1D0N KW' 791I'Y 0'01D arn' na 91N A'an 1T aNwIn

|, the undersigned, hereby declare the correctness of the items in the section above and my consent that the above-mentioned
payments will made for the said Insured. The amounts and dates of the debit will be in accordance with the determination of the
Company as per the terms of payment of the Policy and the changes applied to them from time to time. | know that this consent of
mine will be valid for any renewal and/or extension and/or change and/or addition made in the Policy; that it is my responsibility to
notify the Company immediately of any change in the details of the Payer and/or of cessation of payment and that the Company
will not be responsibile for refund of a payment in the case that said notification was not received. It was also made clear to me that
I may contact customer services of the Company at any time and notify regarding changes in the matter of my consent to payment
of the insurance fees in the Policy.

Any refund of insurance fees will be executed by means of the means of payment with which the Policy was paid, unless for some
technical reason or other consideration of the Company it is decided that the insurance fees will be refunded to the Insured. We
emphasize that any other payment that the Company is to pay by force of the Policy will be executed to the order of the Insured/
the beneficiary/the Policyholder (as relevant to the case) only, subject to the instructions of the law.

For your information, if an insurance fee payment is not honored by the credit card company/bank, the collection fees charged the
Company for charging you again, insofar as it is charged, will be collected through the existing means of payment for the Policy.
This permission will also be valid for debiting a card that is issued and bears a different number, as a replacement for the card the
number of which is noted on this form.

Signature of the credit card holder / 'NIWNN 0'01D 7y2 NN'NN

Date / 1NN

471NN 4 TINY



