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info@rozen-ins.co.il 7'n% V1'TNnY D’NLAD
Meno Medic Top - 03-6729025 0o DT D'TAIY NIVAY AY¥N
Proposal for Health Insurance 03-6735915 Twn 2/2019
All questions must be answered clearly and fully. D'Ij72 YNNWN7 'R .XMI N2 [DIKA NITRUN 7D 7w nnyh v
Do not use lines or symbols instead of words. . 'D'I.;'n PIFI);JJ D:JH'OJ IX
The form is for both men and women. ~TNNS DA DRI TV 010N
You must provide full and honest answers to every essential N7W 720 minn "ya NITRYY7 N1 R N2IWN 2'wn 'y
matter you are asked about' and not doing so may have an -NIVAN 7NN DITUN 7V DYOWA 127 A'ANI7IDY D DWYN

impact on the payment of insurance benefits

: please select accordingly nixan nirnwsxa |'an nnx 1IN1a% nain

a new candidate / wTn qaoxn O
renewal/exctension / niva noipn n>xN /¥ witn O
(in this case there is no need to fulfill a Health declaration - nixa nanxn X% I '8 T NIPNa)

Name of agent. [pion ow | Agent no. |p10Nn 190N
[T 7N 548231

Company/collective Name.  2'op7ip/nnann ow | Private company no. .9.n ‘on | agreement no in collective policy /  / no*191 naon 190N
payment per day DI'7 1'M19
A. Details of policyholder / present employer "ndNRA 'oyna/no™ion 7ya 101 .N
ID number .7.n 'on | First Name ‘019 nw | Last Name nnNown nv
Zip code TIpm Town 2w House no na-on street 21NN Namd
DT YT NIVTIN D72 X7 N7 | Cellphone no. T 1970 ‘on | Telephone no. |1I970 ‘on

E-mail for receipt of notices, information and mailings

B. Insurance Candidate details NnIvAY% TYINA 'vId .

First name '019 oW | Last name nnown nw | Passport no. |ID2T ‘on

Country of ongin xxin yax | Date of birth nT7 RN | First date of insurance NNLIAY [IYXY JINN Gender/|m

Male /o1 O

Female / mmn O

Zip code T Town A House no n1 'on street 2NN namo*

E-mail for personal niyTInYg 27817 | Cellphone no. T 1970 ‘on | Telephone no. 11970 'on
notifications and mailings DI NI'YR

* | am aware and | agree that if | do not fill in an 7'OYnin NAIMM - NQIND K71K K7Y 720w 127 0Don N7 yIT ™

*address, the address of the employer will serve the Company for -0'2N0N IN/l NIYTIA NI7UNA NNINN NX WNUN

sending notices and/or documents in any matter related to insurance.

C. Insurance period requested NYPIaN NIV NSIFN .A

To IxN? TV | From IINNN
* Note: The requested date does not bind the Company; the N7'NN TVIN ,NN2NN DX 2NN 'K DT WRIan JINN a7 nniwn *
effective starting date of the insurance is as noted on the .NIL'AN '0I9 T2 1I¥ND 1'A VAN NN

Insurance Details Page.

D. Please select The Insurance candidate's occupation NnIL1Y TAYINN ¥ pIo'ya NN N . T

Other industry / anx O Construction /2 O Agriculture / nix7pn O Nursing care / Tiv'o O
E. Details of previous insurance policies D'NTIP NIV 'V .N
Have you ever been insured by Menora Mivtahim company or ?NINKN NIV NNANA IX D'NVAN NIIA NNANA NVIAA NN DRD
any other company? O No O Yes P O X7 O

. . . N 1 1 1 1 1 n
If yes, indicate company and the policy number/health care INT M"Y 790 7Y 12N/N017197N 19001 NN IT'XA |"Y > DX

provider membership number:

Insurance period niva noipn | Company name. nann ov | Policy no. n0"719 'on | Member ship no. 72N ‘on

To JxN? TV | From IIRNN

nivra? nyxa 1/4



n"ya NI D'NLan AN miian (LV/
D’'NLAD

F. Payment by credit card 'NIUK 0'0D NIYXYNXA DITYN .|

JINX DI7WUN2 N2at ,0I7wn 'on [MIX X7 DX ,NYIANN NI0YAN NOIPNYT DXNNA DMITWNA D7WY N
You can pay in several installments according to the insurance period

6 month -up to 4. Payments No. n'ni7unon  .0miwn4 w-owTn6 O

12 month - up to 10. Payments No. n'ni7wn ‘on .o'mitwn 10 v - owTin 12 O

Insurance applicant personal details nivAY? TNYINN 'V
First Name 019 ow | Last name nnown nw | Passport No. |IDYT ‘on
Provision of credit card holder n7vunn '01d
ID number ..n'on | First Name 019 Dw | Last name nnown nv
Zip code TIipm Town 2w House no n'on street 2NN :mamd

Exp. date (mMwi wmin) TV 9pima | card no. 'KIYK 0'0D 190N
Cellphone No . T 1970 ‘on | Email 2NIT

.N0"™7191 D'NVIANN 72 112 NIVAN T DIYYNY WNY' DI7YUNN "WYX NV TY
2NN DI7WUN 'WYNARY ATRNN DK YUX¥AY7 NNann T 7V 07NN DX X7X ,0T DI7WUN 'WWYNKY YXIA ItThinn ,NIvMA 'MT 7w AThn X'y 720
.M/YUTINNY NI/N0™I9NN D'YANN DAFNN A2 'RIYKRD 0'01D 2'IN' ,NY/WTINN NIVAN NI/NO7I91 N
.NT 09102 |'I¥N N90NW 0'0I27 NDIZND ,INK 190N KW' 79AI'W 0'0ID AI'NT DA PINA NN IT IXYIN

For your information, the means of payment will be used to pay the insurance fees for all those insured under the policy.
The amounts and dates of charges will be according to the Company's determination, according to the terms of payment of
the insurance policy and the changes made to them from time to time.

This Authorization also be valid for charging a card that will be issued and will carry another number,
as an alternative to a card whose number is indicated on this form.

X
Signature of the credit card holder / 'xawx o0'0v1dn 7ya nn'nn Date / yxn

Signature of the employer p'oynn Nn'nn
The insured signed this Proposal Form after its content NOWA 11DIN 17 120INW INKY7 NIVA7 TAYINN T2 DNNI AT NYXD 0910
had been explained to him in a language he understands. 17 n1amn

X
Stamp & signature of the employer / 7:'oynn nn'nni nnnin Name of the employer / 7'oyna nw Date / 9" xn

ni?wn 'wxnx 2/4
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G. Health declaration

for the sake of convenience this declaration is AT SCABERES W, Aqg B B DL B L 03k
written in the masculine form, but it is intended for | 38, (HHsz 2 B4@H ., EE “27 M “57
both sexes v Please answer all the following (IR R DT A 5 2 (v LR B 1]
questions in the "Yes" or "No" column. For each W AT T A, Ry ¢

question place a check mark v" and if the finding is
positive, note the question number and the details in
the "Details of positive findings" line.

First name 42 = Last name 2 K Passport no. PR S

VL] A EN RS I EAR UL

medical state

General questions on the it B 7 T — ek i
I

1. | Height meters Weight 1. | 55 K, fRHE

kg NP

2. | Has there been any change in your 2. | % 12 MA LSRRI E 2 A B
weight (5 kg and more) in the course of st (s AT RLLE, HARKEA
the last twelve months (not as a result of R 2
a diet)?

3. | Do you now, or did you in the past, 3. | VRIVAEER DART A& 5 O A 1 Tk
consume alcohol — more than one glass BRI — — R —H DL o L /3
a day of beer/ wine or another alcoholic 26 Y8 A R R P k) 2
beverage?

4. | Do you smoke or have you smoked in 4. | PRIUAE T W AR Bk 3 i 2 2 15 v i
the past? 7 2
OT(?)day Oln the past, When did you OFIE Ot 3=, i IHA2
stop?

5. | Do you now, or have you in the past, 5. | WRIMAE S Bl ot 2 2 S B
consumed Drugs? U

6. | Did you undergo surgery in the course 6. | 1bFE 10 FERARE TS T A R 2 by
of the last 10 years or was surgery AW TFAR?
recommended to you?

7. | Were you hospitalized in the course of 7. | ik 10 FRIRES MRS NE R
the last 10 years at a hospital or a STHLRY? WF—5%. it JREEN
medical institution? Which one, when, 2
hereason . VR M P R T PR

Enclose medical summary and
updated information

8. | Do you regularly take medication for a 8. | R NI v T e AR 24 2
chronic condition? EEREY BRI RR .

Detail the name of the medication
and the reason for taking it

9. | Diagnostic tests: 9. | LK.
Have you undergone in the course of the 22 10 SR AR T o 5R e wh i
last 10 years or ha\ée you beend B R A? aiE.
given a recommendation to undergo one o, e S PP
or more of the following tests: % a ﬁgt%ﬂ%ﬁﬁ EE;;%?}E .
catheterization, a cardiac scan, Nae 43S e s E““ =
echocardiogram, MRI, CT, endoscopy, i (CT) « PIRIBE. TIDRE I
tests for detection of a cancerous tumor, A IO) o AN £ ST RS 7] U AN <11
biopsy and occult blood? o
If yes, please state the type of A, EUEEEMR. /A, B
test, time, results of the test and B BT R B R A .

the reason for performing it

[}




Questions about diseases Were you
ever diagnosed with the diseases and/or disorders
and/or medical problems listed below?

I 7 TED FD 1) R 2 75 s w2 W 1 R B e
376 I/ B LA/ e 75T £ 2

10. | Heart and blood Heart disease, 10. | MR O 0L O NUEE
angina pectoris, myocardial infarction, BB OMEEANEE O ) . S
arrhyth_miia;, heagt_ valve problems, Fe MO IR < UL B0 LG
congenital heart disease, -~ - A i
cardiomyopathy or pericardial ﬁm}?;ﬁm?“@j‘ ELUES
disorders. High blood pressure, blood MBI AR -
vessel, blood clots, varicose roses,
circulation problems, narrowing of the
arteries.

11. | The nervous system and the 11. | R RGN : 2 K MHEmEALAE.
brain Multiple sclerosis, muscular WUEFEARAE. BB, =25 O
dystrophy, paralysis, spasms ) o A E MG R AE (e
(epilepsy), T.1.A, stroke, brain _ RO . R R RS
Ezﬁ?r:;g?]ge (¢.v.a), tremor, ataxia, A REL BRI, ek

JiF o

12. | Diagnosed mental disorders and 12. | gzl BA s m e e K E
attempted suicide Xeo

13. | Respiratory system Asthma, 13. | FEIR RS S, BTSSR
chronic bronchitis, emphysema, B, BhsEkE. i, S 5P
tuberculosis, hemoptysis, repeat R,
respiratory tract infections.

14. | Gastrointestinal tract and liver 14. | BB R B (Bivmikt+
Ulcer (gastric or duodenal ulcers), el . BREG BYEAE
heartburn, chronic inflammatory Vel et . B i .
intestinal infection, gastrointestinal SHE R BT A i
bleeding, hemorrhoids, rectal %%g%% rxg?ifﬁ?ﬁi%ﬁﬁii
problems, chronic liver disease, o s AT AR IRIS
hepatitis, gallstones, pancreatitis, ) .
hepatitis (viral or otherwise).

15. | Kidneys and urinary tract Kidney 15. | FRMRE: 4546 B IFREGY.
stones, kidney infections, urinary RS . MR R R S5
tract defects, blood or protein in the Bl TRE S R
urine, renal cysts, renal dysfunction,

Prostate.

16. | Metabolic and endocrine 16. | fRFFIN AR : PR FUR
diseases Diabetes, thyroid disorder, BRI ERRpR . SR, i
adrenal disorder, kidney cysts, pituitary T AR A A e B 1l g
and other glands, high blood lipids CIHER. HW =) .
(cholesterol, triglycerides). B —

17. | Dermatology and Venereology 17. | FRRRAMEER: E5. JE2E. Rk
Syphilis, herpes, skin tumors, moles, BB, RE. SRR/ AN R e
warts and/or infertility and/or fertility il 55
problems.

18. | Malignant diseases, malignant or 18. | B B ElE AT (—BR
precancerous tumor/s, polyps Detail 2% . B,
the type and method of treatment EPERFIE I

Enclose
reports and pathology BRI SRR AR

19. | Infectious diseases, autoimmune 19. | AR . BRI R AR
diseases, polio, venereal diseases and TRIF A« I A8 5% ) N 2Ry
AIDS/ HIV. Enclose medical (A
documents R EE FAE S




20. | Joints and bones - arthritis, 20. | ST RIEES: SR, REWR (g
rheumatism (Galt), neck or back pain, ALY . SRR e iy
herniated disc, dislocation of shoulder, SR MEIEEE . R,
knee, bone disease. % EBE

21. | Eyes - cataract, glaucoma, strabismus, 21. | BREB: AHWNRE. 6. A, &
blindness, retinal disease, cornea B A0 . AR .
disease, visual disturbances, diopter BERE . R,
number.

22. | Otolaryngology (nose/ ear/ 22. | HEMWE: S5 BRI
throat) - ear recurrent or throat E R, WielErs ., BEIRPER ik
infections, sinusitis, hearing disorders, gt
sleep apnea syndrome.

23. | Hernia (hernia break) - of the 23. | R OFEKRAETIEER. RIE
abdominal wall, groin, surgical scars, S AR R R R (o
navel and solar plexus. Medical =,
documents must be enclosed A T 22 B ST

24. | For women only: Do you suffer or have 24. | BLAEY R PERE: UREIE 2 75 B,

you suffered from any women'’s
illnesses: irregular menstruation,
fertility problems, bleeding and breast
cysts, problems in the uterus and
ovaries, irregular findings in a
gynecological exam (such as PAP)?
Are you pregnant? What is the number
of fetuses?

Have you suffered from any problems
in previous pregnancies or in the
current pregnancy? Have you given
birth by a Caesarean Section?

FHEEEETYREOLEN? 4
i A, AFRE WA
FUBRFERD . T E AN A, AR
B (ESiRAaE) hoa R
HR
PREER ST i LA
TRIESE T B IR IR IR, 2

W R LEATART ) L7
PRFETS 8 LA T A7

Details of positive findings

Gzl

Signature of the AR N2 4 Insurance
Insurance Candidate Candidate name

WeOREE N gE4% | Date H 34




H. Receipt of all the information in

H. BT A R A O s B T B 7R

the Policy
I hereby permit my insurance agent for the Policy,
Mr/Ms , to handle on my behalf and

for me all matters related to this claim, including
submitting to Menora and receiving from Menora
on my behalf and for me all correspondence and/or
documents.

related to a claim, and to serve as my representative
for all intents and purposes related to this claim.
Signature of the Insured X

|. Applicant / insurance candidate

declaration

I the undersigned, the insurance candidate, hereby
request the insurer to insured the insurance
candidate pursuant to the details in this form
(hereinafter: “the Proposal”).

| hereby represent, agree and undertake
that:

1. All of the answers specified in the proposal
and/or in the health declaration are correct and
complete, and | did not conceal from the insurer
anything that may affect the insurer's decision to
accept the insurance proposal.

2. The answers specified in the proposal and any
other information in writing to be given to the
insurer by me, as well as the insurer's customary
terms in this matter, shall serve as the terms of
the insurance contract between me and the
insurer and shall constitute an integral part
thereof.

3. | hereby confirm and agree that the acceptance
or rejection of my proposal is at the sole
discretion of the insurer and it is entitled to
decide whether to accept or reject the proposal
subject to the law.

4. | 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.

5. If you wish to receive 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 menora at any time by phoning menora
03-7107460.

J. Waiver of medical

confidentiality

I, the undersigned, hereby permit the medical
institution and/or your employees and/or any
person working on your behalf or as your agent, to
provide Menora Mivtachim Insurance Ltd.
(hereinafter: the "Requester™) with all details, with
no exception, regarding my medical condition
and/or any disease from which | suffered in the past

A RAEE R E, SR ANSE Menora

AR NZEBEINTT A AARES: L PRI 22 20N
Ferb it AREARNBNANAL

Al A FE s L HEAT X VAR R, F/E )
Menora &5 % H Menora WHUATE A1, IFE
AN AR Ab 3L 5 A TR R A SR (1) & PP R
%o

BRI AL S X
| 2R AR 75 B

AN TN HEEEL, RN, 225K R
B NARME AR (LURRIRR “HROR7 ) i
BEABE ORI NSRRI

FENZWFEH. FRHAE:

1. FEOREAN/BUERR 75 B 3 Hh BT 2 N 4538 1E
W S8, 1 HA N A XA A BT
AT A2 CASE M DR N AR 72 52 A LRI F 7 R
TE M HIE .

2. FORFH ATIHE N SRR N BT iR 25 ORI
NBHEATB TR, DA PRI N BT X
HE PRI — A, BAE A NI ORES
NZ B FTT SEARESE & R 2648, A4 %
HAT o E ) —H 53

3. AR NZZUEAIA TR R AR N e HAT I
e AR BIE AR NP R s, HAR
o N BURTE B e & T e 52 SR A AR N
IR EE.

4, RNFIEARFLRA BTG RO 5 2 1 IR
B EARNRIRESDNEZTAN,
K22 48 N HIIBE R B 3T AR Ik
b

5. AR AR AR B R B DA PR B R /B
B R ART BN A LR R 7 1 B2
W, i5BERT S Menora X%, HLIE: 03-
7107460,

). BT R #

RN T IBEE, 250 BT PR AN/ B
R AN/ B AT ATACEE, 7E Menora Mivtachim
Insurance Ltd. (UL REAR “UERAN” ) $RHIER
T, ZTH MRS RN A AR N AR
155 LR/ BYAR N st 25 B R 5 e s A/ B8 A N R
T T HE BB A5 AP A B, B AN




and/or from which | suffer at present, including
information on psychiatric or other mental therapy
that | underwent, in the manner requested by the
Requester, and | hereby release you and/or your
employees and/or any person working on your
behalf or as your agent from the duty of medical
confidentiality on all matters related to my medical
condition and/or diseases as foregoing, and | waive
such confidentiality with respect to the Requester,
and shall have no claim or demand against you in
connection to the foregoing, including claims by
virtue of the Privacy Protection Law and/or the
Patient's Rights Law regarding medical
confidentiality and/or any other law.

K. Information for the Insurance

W 32 HURS A ST BO BEVE T R BEIRAE A .
AN ZE B A BRI T LA A0/ R SR / BHAT ]
ARERBFRI A SCA N RS AN/ BT IR 0 2 0
REFERIT R (DU, A AR IER A2
TAERIZIA, A2t BT FH 0 H R A 3
FRECE SR, RS AR/ S0 AR
A7 KRBT DR DA BRI E A/ s A A et
k.

K. 8RB A AN

Candidate

1. According to the terms of the Policy, in the
period of 90 days from the date of termination
of the insurance period, it is possible to extend
the insurance period continuously, subject to
payment of insurance fees for the period
between the end of the insurance period and
extension of the insurance, provided that you
continue to work as a foreign worker. After the
passage of 90 days from the date of termination
of the insurance period, new inclusion in the
Policy will involve an underwriting procedure.

2. Insofar as you are a person with disabilities, as
defined in the Equal Rights for Persons with
Disabilities Law, 5748 - 1998, that is, "a person
with a physical, mental or intellectual, including
cognitive impairment, whether permanent or
temporary, which significantly limits his
functioning in one or more of the central spheres
of life," please notify us of this through your
insurance agent, whose details appear at the
beginning of this proposal.

1ARGEA RIS 26 AE R BRI N Ak E:

DLAMNEE ST T Sty TAE H85E B ORI PR 2
3 ORI 1 PR S 3 (R (1) R B, TEARFS IR
FIHASE 1 90 KN AT B AECRIGIARR . 5 7 PRI
WIBR B 5 90 Rid f5, ZEHARM L INE L &
RFLELEAT

2. BRI AN NFF & “5748-1998 B DG A
SPRRIE” B U B peaig N, B “ B
Ry DEL B, BFEINEAE ET ks N,
TV BEFR SR A AR A BRI M, HL R St
FLAT B AR 35 P — B2 A% 0 25 I 6 7734 i
BRG], EELRS S NS MR A
—IH%, REELLZ NIRRT PR T A%
PRI SLAL .

| confirm that | have read and
understood the contents of this
proposal, including the
representations therein.
signature for the Insurance

AR C R ARRS, BFEEPHREH
H$3, BEXFENAETESTEE.

BRI

Candidate

Signature B 42 Passport no.

PSR

Insurance Date
Candidate

name

WetRE N\ ot 4 H 39
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