Proposal for Health Insurance - Foreigners in Israel

Subject to the enclosed Health Declaration, which constitutes an integral part of the

Insurance Proposal
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This formis intended for men and women alike. Please fill in this form fully and accurately

06/2025 NITNN

Attn.
Harel Insurance Company Ltd.

Foreign Employees / Tourists Insurance Section
3 Abba Hillel Street, PO. Box 10951, Ramat-Gan 5252202, Fax: 03-7348083

email: fax7930@ harel-ins.co.il

@HAREL

Insurance & Finance
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You must provide a full and honest answer to questions regarding an essential matter. Insofar as you do not do so, this may affect the payment of

the insurance benefits.

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.
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Insurance applicant personal details

niv'aY TYINN '01d

First name '015 DY | Middle name 'YXNX OV | Last name NNS5WN OV | Country of NIDIN YN | Passport No. [ID7T 'ON
passport [IoNT
issuance
Country of origin XXIN YN | Date of birth NT"7 NN | First date of [lWUNT JINN | Gender [_] Male i] I'n
insurance nnuiy []Female nmm
Date of entry to Israel INW'I N0 INN | Insurance period requested NY{JIANA NI0'an NSIPN
From ANNN | To 1NN TY
The work for which you came to Israel INWMT NYAN 11YNT PI0VN
Zip code TIj7'N | Town Y | Apartment No. N1IT ‘0N | House No. N1 ‘0N | **Street 2N NAMD**
E-mail for personal notifications and mailings DMIITINIWN NIYTINT 7"NIT | Cellphone No. T 1970 'ON | Telephone [1970 ‘0N
No.

*Note: The requested date does not bind the Company; the effective starting date of the insurance is as noted on the Insurance Details Page.
.NI0'AN '01D AT 'IXND 11'A Yalpn NIv'an N7'NN TYIN ,N12NN NN 2A'NN 1K DT YiJian 'INn Z’]J"J nniuns*

**lam aware and | agree that if | do not fill in an address, the address of the employer will serve the Company for sending notices and/or documents in

any matter related to insurance. DDNON IN/I NIYTIN NITYNI NIANN NX WNWN (7'0YNN NAIND - NAIND XINX NITY 70D D7 01000 NI 1T YImE*

The purpose for coming to Israel

INIW'T nyan nyn's piotyan

General / '990[]

Construction / M2 []

Agriculture / NINTpPN ]

Nursing care / TIY'O []

@ | Provider selection

NniN'y gs50 N1'na

[[] Maccabi Health Services
[] Clalit Health Services

NN NN on
N9 nivna M [
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Details of previous insurance policies D'NTIP NIL'A 'O1D

Have you ever been insured by Harel or any other insurance company? [_|No []Yes | [2[] N7[] 270NN N0 112N IX IXINA NVIAN NI DND
If yes, indicate company and the policy number/health care provider membership | NIN'W 790 J¥N 12N/N0'JIDN 1D0NI AN TN 'Y, |D DN
number: NI

Insurance period N1V'AN NOIPN | Company name NNANN QW | Policy No.  N0"JID 'ON | Membership No. 12N ‘0N
From AIIXNN | To 1NN TY

Detalls of policyholder / present employer 'Nd1A Proynn / NI Yya 'v1d

Name of Employer / Policyholder 0OV | ID number .1.N1 'ON | Telephone No. [1970 'ON

E-mail for receipt of notices, information and mailings Address of Employer NAIND | Cellphone No. ™ ||D'7lJ ‘on
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1IN NINONT WP L1727 DINWAN DNK

[21 7|1y NIDT Ty YT'H,ININD NITOION NN NIND DY NNYPNNN DT DX D2 NTTI0N IXIN IR NIFDION NIMITHA |'NT 9011 0IND
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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.

Website to Find Insurance Products NIV'A MYIN VINXY '0IN0YIN PYUND

011N 0'01 7Y NINTEIXIYI NIV'AN NINAN 722 1YW NI0MAN MXIN DX 11NN NIXYT 7 1WOX'Y NVAIND DI0IN NN ANIN [INN FIY NIWA
.N0'7197 DINY INNT NNNAN DY W7 AUX'T IV, (10N PIY NIYAT D2ININ DX 1YY [IYN 3N DX .DNIN 1Y) NY
ININYWOHNL.IXIW NIVIAN NINAN 7O2 T NI0IAN NI X NOAIRAN U0IIRN IR IR NINIT NN YINA DNININ NIAYD I, DY
www.harel-group.co.il NAINDA 117W VINVINN NN TY IWIND AUTRL INND YT'N NN0NT DYWL WInT

MAYI' XT DRININ N1AYNA MY 1XYW 12y NYTINY 700,70 ATAYENINTT NI0'IID Ty NN, INKD YT NN0NT NYPA NWIn 1D 17 DY
1T N0'7ID 1117 D)

The Capital Market, Insurance and Savings Authority has set up a secure website to where users can view a summary of their insurance
products in all the insurance companies in Israel, based on a database that we provide them. If you are not interested in having your data
provided to the Capital Market Authority, you must contact our company after you are added to the policy.

For your information, if the data is not provided, you will not be able to view a summary of your insurance products in all the insurance
companies in Israel on the secure website. You may submit a request to remove the said information in your personal area on our website,
www.harel-group.co.il

Please note that submission of such a request to remove your information applies to existing and future policies. Thus, if you previously
notified us that you do not want us to provide the data, it will not be provided regarding this policy.

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

Total insurance  'NT >"N0 | Discounts nnn N7 o' ‘'on | Daily cost -1 NN NITY
premiumin -1 N0A No. of days covered inw
by the insurance

Privacy nronos
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The Insurance Candidate signed this Proposal Form after its content had been explained to him in a language he understands.

Signature of the Employer 7'0ynn Nn'nAn

A\

Stamp & signature of the employer '0ynNn NnMNI NNNIN | Name of the employer j7'0yNN DY | Date 1NN

((n1van p1o) NN Ty

N oY 1NN
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https://www.harel-group.co.il/t/XSVCTB
https://www.harel-group.co.il/t/XSVCTB

/| Agent’s Declaration (required clause that the agent must sign)

(]p10n Nn'NN' N2IN §'y0) [210A NNXN

INI0IT HY MY'T NN TY NPONN TN NINIINA NTRY'T 2100 NNNXD

,NI0T Y [MY'T NIVAN TY NFONN TN NIXIIN D2 MTAY DT NIDIVYN 09102 D'VNIDNN DMIYINT NNDAN 1IN NNI0NA 1D TWNN X
MI0NI,DN/1DIYT DY/ONINN NRMD NI NOMTIDT NIN'Y AND IN 12NN 0D NOOIN IN/I NIV NYNA DI/ TRYIND 1DIX IX NN 091
UNTIN NINNN YTINN 9D NN DN/IT

/ [2100 NN'MN ..|210n DY

Agent's Statement of Compliance with Instructions of the Insurance Commissioner’s Circular on the Matter of Joining an Insurance Plan:

I confirm that in the process of selling the products specified in this Form of Joining, | complied with all the instructions of the Commissioner
of Insurance in the Matter of Joining an Insurance Plan, and specifically, I inquired about the needs of the candidates, | proposed insurance
and/or additional coverage, a rider or a service letter to the existing insurance policy that meet/s his/her/their needs and I gave him/her/them
all the essential information required

Date .o Name of agent .. Signature of agentx

INIUN 0'0D NIYXYDNA DITYUN
DUNN/NVIANA YW 1TONY DNNNA :N7AAN ' TYID
INTUND NNAN DY

Payment by credit card - Collection dates
according to the arrangement of the Insured/Payer
with the credit card company

You can pay in several installments according to the insurance period: :NILAN NOIPN DT D'NITYN 150N 0IYT NN

No. of days n'n' 'on 1-90 91-180 181-240 241-365

No. of payments D'NITwUN 'on 1 2 4 6

.NI0'AN N'T'NN DI'N ODINAEDYIY DPYTIN D'NITYN 3-N NI RTA INTIWE 1TXRY TA721,NTRYN ND0IN X77 IN71Wr N0 0T
.7y192 DI7WUNN TYI NIVAN NOIPN N'T'NN DN L[DIXT DN'NNN TTN'T ATAXN 'WIDN INYWY NI IN DUYTIN D'NITWUN 4-2 INT7IWY NIV 'NT

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.

Insurance applicant personal details NnIv'aJ TNYINN '01D

Last name NN5WN DV | First name '01D DY | Passport No. [>T 150N
Provision of credit card holder nwnn '01D
ID number .I.N 'On | First name '01D DY | Last name nnNobwn nv
Exp. date Ty 771N | Card No. 0'01D 'oN
~~~~~~~~~~~~~~~~~~~~~~~~ / o I I I O Iy Y N

Cellphone No. T [1970 'ON | Zip Code TI'n | Town 21y | St. and house No. 150N 2NN
Email J"NIT

INID0 .|ITIAY NLIANA 112Y YN 71D 0'NITYNNY 727 'MN30N Jy1 71y 01Dy 01v15N NI JY NNTA 1NN ,N0N DINNN 1IN
NON 1T INN20NY "7 YIT .NYJ NYN DN2 17IN'W DM'YATN01TIDN TU DITUNN 'NIN 'D 7Y N1ANN NY'APT7 ONNNA 1A DATYINE 2NN
IN/I DTYUNN 10192 1YW 7D Y TN NNANT YITINT IMPINKA 1D ;00192 [YNINIY NDOIN IN/I 1Y IN/I NDIND IN/I WIT'N 729 NDpn
NN5J 'MNWONA 1D 17 1NAIN |2 .1INKD NYTIN NJ2PNN XTYW 11PN DITUN 1TNNT NININK XNN NT 112NN D1 D1ITUNN NjposN 7y
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J'TN NIXTINT 91902 ,(N17NY ONNN2) T272 N0MIBN
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.N0"7192 01PN DITYUNN 'YXNKRN 1221, 2NNNI

.17 00101 |'IXN 1ND0NY 0'012'7 NDITND NN 1DON NYW!I 791I'Y 0'01D arn na A21N2 AN 1T AaNwINn

|, 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 | 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 Jya nn'nn

Date / 1" INN

~dt33543

Page 3 of 3

33543 - 1NON 0

[®1eHoIpMmSs

§5°68011

§202/90



'ININITIVO

3278.4

02/2021

>>>S  10"190 901 /7 N1ANNA 111°K 091NN 1IWNI RINY W' 01 09 <<<

N1 n@

D'D12'9D1 NI

........... NINT 190N
170IY NI01JI9N |22 NI'IAN 'NT NX 0TYT NNTL TWUNN

D'T D'TAIVI 771N NIY'01 NIV'A 'PT DITYUNT NIWUIX

[lawn ya 1y
.TAND DM 0'W1T TYI'N 0DIVN
.D'JYI PIITN [DINA DT 09IV XIN'T TOPN N)

n"nNn N

Nno0'719 1D0oN

noiann oy

gl | W N

1I

.(D7UNN NITYAA oY, TAYN/TAIY WP ,NNDYUN NYT |'1YT X))

112y YN DITUNN
11707 1021910 'YON NN NIN KIN

(uIN'D 2"¥N) D'P'Y NIYXNNA DITYUN ARIIN

n“wa nido [1AwYn 150N 7'Un 150N

N'10 150N

120 nw [IYD JINN

2>"no

...................... [AYUN 0N i 1]110 150N PIAN DY e 17220 1D0N

yap NN1IN NIYXYDNA DITYN NNIIN

[lawNnN 2"¥nNn o]V] V170 XN N7 TWURN NN N

.77 NIVIBNA NI0MIBA 1Y .. a0

(VIN'D 2"¥N) 'YK '0'DD NIYXYNNA DIYYN ARIIN

AN [] owopx [pnx ] ot L] vnonaw [ W||:|
0'01D 150N

pIn

TN nv

1AW DITUNN 'YXNN NIYXNNA DTN, TNE DX, NI0AN DT T 1TNN I D1 DYN0IANN 11Ay2 NI 730 NIV 'NT DITWN D 0T yIT
.N0"719N 7Y27 NIV'AN T NN D 0INI,NNANN TW NN 717 IN/1 NND0 N0 70N DX N'IN ,N0"IDN NNJIY

TN NINAINT {1912 T272 NVIANN NTIPOT YNIA D/N1IN WD IX NI/N0IIIDN NDN DTWT NNANN Ty TWN INK DITYUN 9D 1D Wil

N'NPI12 NNAyn NIYYNDNA niyun nN'\I"\i

:DINNN Y 1IN DRI

/ |nwnn 9ya nninn NINT 190N [AwNN 7y1 DY

NI/|2100 NINXN
.77 DIYAN NNIDI NN 'NRMNA TWNND N =
M2 1DI¥7 7710 010N 7Y NNYWT AMNNN N =

7
%f ‘ /ponnonn 63187 210 1900 [m_pmIR pI0 DY 2aI)

171NN 1 TINY



Health Statement for Medical Insurance -

Foreigners in Israel @HAREL

Insurance & Finance

Subject to the Insurance Application attached hereto, which is inseparable part of the Health Statement.

This Form is designed for men and women alike.
Please make sure that you fill out this Form accurately and completely.
06/2025 Edition

Attn.
Harel Insurance Company Ltd. - Foreign Employees / Tourists Insurance Branch
3 Abba Hillel St, PO. Box 1951, Ramat Gan 5211802, Fax: 03-7348083 email: fax7930@ harel-ins.co.il (N10127 TNYINT DDIV)

.| Particulars of the Insurance Applicant

Passport No. Last Name First name Date of birth Sex

L [Bmw OF

In this Health Statement you should answer the following questions by marking "v" on the column of the appropriate
answer. If the answer to any of the questionsis "Yes” you have to attach an up-to-date certificate from the attending
physician, addressing the stated problem, test results, the manner of treatment and the current status.

Section A: General Questions Yes | No

1. |Heightin cm: Weight in kg:

2. |[1Do you use, or have you been using narcotics?
[] Do you drink, or have you been drinking alcoholic beverages regularly? Please specify the
gquantity of consumption: glasses per day.

3. |During the last 10 years, have you been referred to any of the following examinations (other than as
partof routine checkups) and notyet takenit, ornotyethad afinal diagnosis determined for you, such
as: chronic illnesses, catheterization, bone mapping, echocardiography, MRI, CT, ultrasound (other
than as part of routine prenatal care), biopsy, occult blood, colonoscopy or gastroscopy, autoimmune
diseases including lupus (if "Yes", please submit a certificate from the attending physician, stating the
reason for performing the examination, the examination outcomes and final diagnosis).

4. |Are you now, or have you been sometime during the last 10 years, about to undergo a surgery /
transplantation? Please describe in details: ...

5. |During the last 10 years, have you been hospitalized? Please describe in details the reason for
hospitalization and the treatment that you have received.

6. |During the last 10 years, have you been taking, or have you received a recommendation to take,
medications regularly? Please describe in details the problem for which you are treated / have been
treated, the treatment, and for how long have you been taking the said medication?

7. |Have you been diagnosed as suffering from any allergies? Please describe in details: ...

Section B: Have you been diagnosed with any illness, syndrome, disorder related to one or more of the issues
specified below:

1. |JThe nervous system [ Cerebrovascular accident (stroke) [JEpilepsy []Multiple sclerosis
[JMuscular dystrophy or other atrophic disease [JReoccurring dizziness [JHeadaches

[JBalance disorders[] Fainting [ Parkinson's syndrome [JAlzheimens disease []Trembling
[IMental retardation [JAutism [JDown's syndrome []Cerebral palsy

] Poliomyelitis (infantile paralysis) [ Gaucher's disease [JLoss of sensation (numbness)

[J Attention deficit disorders [JMigraine [J

Have you applied to a physician with complaints regarding declined memory (dementia) [JAIDS
(1 HIV carrier [JLupus

If the answer to one or more of the questions above is "Yes”, please attach an up-to-date letter from
the attending neurologist.

2. |Eyes and vision: [[] Cataract [JRetina and cornea problems [ Glaucoma
[JInflammations of the eye [ Strabismus []Blindness

Other eye disease / problem: CJNo [ VYes, if "Yes” please specify: ..o

3. |Heart:[] Cardiac arrhythmias [JHeart disease [1Heart failure [JHeart attack
[]Congenital heart defect [ Catheterization

[] Heart valve diseases, other heart disease / problem: [LINo [ VYes, if “Yes” please specify:..............

k)
[] Coagulation disorders []Blood disease DVT (Thrombosis) []PVD (Peripheral Vascular Disease),
other vascular disease / problem [INo [JYes, if "Yes” please SPECITY: ..

QLTI —
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.\| Particulars of the Insurance Applicant

Section B: Have you been diagnosed with any iliness, syndrome, disorder related to one or more of the| Yes | No
issues specified below:

5. |Metabolic diseases: [] Thyroid gland [JLymph node []Salivary gland [J]Sweat gland
[JPituitary gland [ Diabetes [1Hypertension [JHigh levels of fats/ cholesterol, other metabolic
disease / problem [JNo [JVYes, if "Yes” please specify:

6. |Respiratory system: [JAsthma []Tuberculosis [JCOPD (chronic obstructive pulmonary disease)
[JHay fever [JRecurrent respiratory infections and Shortness of breath [JCollapsed lung (Pneumothorax)
[J Cystic Fibrosis

Other respiratory system disease / problem [JNo [ Yes, if "Yes" please specify:

7. |Digestive system:[]Ulcer (duodenum / gastric) [JHeartburn [JCrohn's disease []Colitis
[JReflux [JHemorrhoids [Fissure/Fistula [1Bowel obstruction [JPancreatic diseases/infections
[JEsophagus [JGallbladder [ Gall-bladder stones

Other digestive system disease / problem [LINo []VYes, if "Yes" please specify:

8. |Liver:[J Jaundice [JHepatitis B, C, D [Fatty liver []Cirrhosis,
other digestive system disease / problem [JNo [ VYes, if "Yes" please SPeCify: ...

9. |Hernia: Location of the hernia: In the diaphragm 7 in the navel / in the right groin / in the left groin
Have you undergone a surgery to treat the hernia? [JNo [ Yes, when (date)?
Is the problem solved? CINo [JYes

10.|Kidney and urinary tract: [JRecurrent infections [JKidney and urinary stones [JKidney cysts
[JAnomalies of urinary tract [JRenal failure, other kidney and urinary tract disease / problem
CINo [ Yes, if "Yes” please specify: I

11.|Joints and bones: [] Arthritis []Gout []Back/spine [JJoints [Knees
Other joints and bones disease / problem [1No [ Yes, if "Yes” please specify: ...

12.|Skin and sex diseases: [ ] Skin tumors []Skin lesions []Psoriasis
[J Sexually transmitted diseases [ Syphilis
Other skin and sex diseases disease / problem [JNo []Yes, if "Yes” please specify:. ..o

13.|Malignant tumors / diseases (cancer).

14.|For women:[]Breasts (including breast enlargement) [J Gynecological system, disease / other feminine
problem [JNo [VYes, if "Yes” please specify:
] Are you pregnant? [JHave you undergone a cesarean delivery? [1No [ Yes, if "Yes’ please
specify when (date):

15.| For men: [] Prostate problems []Varicocele / Hydrocele
Other masculine disease / problem [No []Yes, if "Yes” please SpeCity: ...

16. | Mental ilinesses: Mental illness that was diagnosed by a psychologist, psychiatrist or family physician.

17.|Nose, ear and throat diseases: []Sleep apnea syndrome [JNasal polyp [JSinusitis
Other nose, ear and throat disease / problem [JNo [ VYes, if "Yes” please specify:

Please provide details: et
Details of previous insurance pO|ICIes
Have you ever been insured by Harel or any other insurance company? [[JNo []Yes
If yes, indicate company and the policy number/health care provider membership number:

Insurance period Company name Policy No. Membership No.
From To

[ N I [ I
¢| Power of Attorney of Agent

| 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.
\

Date ) Name Signature of the Insured

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.
Page 2 From 3
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Declaration of Insurance Candidate

1.

I, the undersigned, hereby request of Harel Insurance Company Ltd. (herein: “the InsureryfCompany/Harel”) to
insure me based on the said in this proposal.

(a) Privacy

Harel Insurance Company Ltd. and Harel Pension and Provident Ltd. ("Harel”) collect information for the purpose
of enrollment 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.

(b)I hereby declare that all the answers are correct and complete and have been provided of my own free will.

(c) The answers specified in the Health Declaration and any other information provided to the Company, as well as
the customary terms of the Company regarding this matter shall serve as fundamental terms of the insurance
contract between you and the Company and shall constitute an integral part thereof.

. Beneficiaries in case of death

You may appoint beneficiaries, using the form “*Application for update / Change of beneficiaries in case of death”.
In the absence of beneficiary appointment, the amounts will be paid to the legal heirs under the law, according
to inheritance or probate order.

. Procedure of Joining: The company is permitted to decide whether to accept or deny the proposal. For your

information, the insurance contract will become effective only after the Company issues written confirmation of
acceptance of the candidate for insurance. If further processing requires the clarification of terms, underwriting
and acceptance for insurance, the policy shall not be issued for the insurance candidate and shall not become
effective until completion of the procedures for the insurance candidate.

. (@) lauthorize my insurance agent for the policy, whose details appear at the beginning of this proposal, to

submit to Harel and to receive from Harel in my name and for me all notices and/or documents related to
the process of underwriting and the process of joining this policy.

(b) 1 agree that the insurance policy of the insurance plans requested in this proposal be delivered to me by
means of the agent whose details appear at the beginning of this proposal.

(c) If you wish toreceive the policy and/or the information in the framework of the underwriting procedure and
the procedure of joining this policy directly, as well, you may contact Harel at any time, by phoning Harel (x2735).

. I hereby confirm that | received essential information regarding the insurance, which included, at the very least, a

description of the main elements of the coverage, the insurance premium, the insurance period, the main insurance
amounts and the main limitations of liability, and regarding my possibility of obtaining full details about them.

. Sending advertising material no | yes

(a) Notification regarding receiving advertising material from the Company:
The information you provided will be used for sending advertising material by the Company via
email, automatic dialing system (autodialer) or text messages (SMS). You may unsubscribe at any
time at: https://www.harel-group.co.il/t/QMUYBS; unsubscribe1 @ harel-ins.co.il; by dialing x2735;
or through the QR code below:

(b) Consent to receive additional advertising material:

[JIn addition to advertisements that the Company may send me based on my aforementioned notice, | also
wish to receive advertising material about services and products from all Harel Group companies, their
business partners and third parties, by email, autodialer or SMS.

*Harel Group - Harel Insurance Investments & Financial Services Ltd. and its subsidiaries.

Please note - a failure to mark your preference will not be considered a refusal to receive advertising material
from the Company (as detailed in Section A above) and it does not invalidate any prior consent. You may
change your mind regarding your consent at any time.

. Has any insurance company ever dismissed or canceled your health insurance application? [JNo []Yes, if "Yes”

PlEASE SPECITY

. Waiver of medical confidentiality: |, the undersigned, hereby grant permission to the HMO and / or its medical

institutions, as well as to all physicians and / or psychiatrists, the medical institutions and other hospitals, and /
or any insurance company and / or any other institution and entity, to the extent necessary to clarify the rights
and obligations under the Insurance Policy, and / or for the purposes of reviewal procedure of my admission to
the insurance sought, to submit to Harel, including any information held by the company and details without
exception and in the form required by the Requesting Party(s), about my health condition, any iliness that | have
had in the pastand/or currently have and/or will have in the future, and | release you from the duty to maintain
medical confidentiality and waive this confidentiality in favor of the "Requesting Party”. This waiver in writing
obligates my legal estate and my legal representatives as well as anyone who will come in my stead.

The Insurance Candidate has signed this Health Condition Statement Form after having received an explanation of its

content in a language in which he/ she is fluent.

Date

,,,,,, Signature of Insurance Candidate\ Signature of witness
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