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G. Health declaration NINA NIA¥D T
for the sake of convenience this declaration is written in the masculine form, but it .(D1MN Y 127 NdN RN R IT IY7 T DNNXD TNoNN NIVYoN |vnY)
is intended for both sexesy Please answer all the following questions. 707w NiTReN D 9y nv N
in the "Yes" or "No" column For each question place a check mark ¢ and if the DIYA IR XYANA DRIRY IR P DAIWNA ¢ 0% W NYRY 199

finding is positive, note the question number and the details in the "Details of ; | \ et
positive findings" line. .0N'9N DRI NRYN 1900 IX "DMINN DR¥NNN VD" NI

First name ‘019 DY | Last name nnown nvw | Passport no. DT ON
General questions on the medical state 5 'XI9N 2¥N 72y NIY7'D NiRY
1. Height meters Weight kg g pen m nan A
2. |Has there been any change in your weight (5 kg and more) in the course D'wTINN 12- 77002 (NN 2"p 5) 17pwna v 7n DXn 2
of the last twelve months (not as a result of a diet)? ?(NUNTTA NRXIND X7W) DINNRD :
3. |Do you now, or did you in the past, consume alcohol — more than one TNINX 0IDN NI* - 122 IR WD 7IND7R X ANX DX 3
glass a day of beer/ wine or another alcoholic beverage? AN "INDYR Npwn IX Y/ D1 Dim :
4. |Do you smoke or have you smoked in the past? 72y2 O n1n O ? Mava MY IX |[WUyn ANXK ORN 4
O Today O In the past, When did you stop? NATAENIMD 270910 'Mn :
5. |Do you now, or have you in the past, consumed Drugs? 2722 IX NN D0 NDI¥ DXN 5

6. |Did you undergo surgery in the course of the last

10 years or was surgery recommended to you? 7NN w7 7 Ymin I NN nnnnxn 0awn 10- 2 nay oxn 6

7. |Were you hospitalized in the course of the last 10 years at a hospital or a 2'X191 TOIN IX D'7IN N NINAXKA DIwA 10- 2 NTOWIX DX
medical institution? Which one, when, the reason N2'o ,'NN ,NT'R 7
Enclose medical summary and updated information DTV YT'NI 27NN Mo X

8. |Do you regularly take medication for a chronic condition? 2N1N N7NN WA VAR (91X NI9NN 7011 NNX DR 8
Detail the name of the medication and the reason for taking it .NN7'017 N2*ONI NDINNN DY NX VIO .

9. |Diagnostic tests: NIMINAX NPT
Have you undergone in the course of the last 10 years or have you been IX INK TR Y¥2Y 77 Y710 IX TRIANKA D9wn 10-2 NNy DN
given a recommendation to undergo one or more of the following tests: noipomik CT \MRI,QY7 17X 27 19M I102'Y NI TN i
catheterization, a cardiac scan, echocardiogram, MRI, CT, endoscopy, ’ 2000 0Tl 21091 RN 7 1Ay i | -9

L > 7] 4 ) I
tests for detection of a cancerous tumor, biopsy and occult blood? YIX27 N2'0NI NP'TAN NIXYIN ,TYIN A" T2N AI0 NIX VA9 > DX
If yes, please state the type of test, time, results of the test and the reason
for performing it

Questions about diseases Were you ever diagnosed with the diseases and/or disorders ni7nn 7y NIy

and/or medical problems listed below? 200N NMIYIN_ NIFRID NIYYA IN/ NIYION IR/ NI7NN2 )N 17002 NINAIK DRD
Heart and blood Heart disease, angina pQCtOFiS, my_ocardial infa'rction, MY DOIK ,(0MIVES NI'AIX) AT NPIVN 27 NZNN 0TI 2% NdYn

10 arrhythmias, heart valve problems, congenital heart disease, cardiomyopathy n7nn ,NT7n 27 N7Nn 2%0 DINOWA N'ya Axj7a NIYIon 270 10

" |or pericardial disorders. High blood pressure, blood vessel, blood clots, niyT 0T 'WNP 0T Y7 ,0TYN7 N A7 DN IR Y |
varicose roses, circulation problems, narrowing of the arteries. DY NNXW DT TN NIVI9A 0TI
The nervous system and the brain Multiple sclerosis, muscular NIIXIDNN PN DMWY I ,0XI91 NYI0 NN 02XV NN

11. |dystrophy, paralysis, spasms (epilepsy), T.I.A, stroke, brain hemorrhage ,( W ,(C.V.A) nima nTquw 'nm 'wnix, T.LA (R'0979x) | .11
(c.v.a), tremor, ataxia, Parkinson. 102719 ,7j7wn v niyaon

12. |Diagnosed mental disorders and attempted suicide NITAXNN [I'011 NINAIXA NI'YO1 NIYIoN | .12

13 Respiratory system Asthma, chronic bronchitis, emphysema, tuberculosis, ,0T NN ,NONY ,D'T'ONX ,NIIND 0'0'D1N2A ,NNVOX NN'W1 DT 13

* |hemoptysis, repeat respiratory tract infections. .AN'YIN DT 0TIN DI |
Gastrointestinal tract and liver

) L n7nn ,N2Y L (JIMOoIN IX N2 2'D) OIF7IK TAdnI 71D'yn DT
14 'Ulcer'(galls'trfm or duodenal ulce(s),Ih?artgurn,t::hronl%mflammat?ry NI'Y2 ,DNIN0 ,7IDWA NN DIN'T NN NN@2T 00 | 4y

- |intestinal infection, gastrointestinal bleeding, hemorrhoids, recta 2792 NPT NN AR, NANY NN T NAn Yaon oA |
problems, chronic liver disease, hepatitis, gallstones, pancreatitis, (MNX IX NY9RA) 0'0'09N
hepatitis (viral or otherwise).
Kidneys and urinary tract Kidney stones, kidney infections, urinary JMwn DT DM L0702 NIPYT NIMD AR [NYR DTN

15. |tract defects, blood or protein in the urine, renal cysts, renal dysfunction, NoLI7a M7 TIPONA NYA9 ,n*702 NIVO'Y MW 7N IXKDT| .15
Prostate. namiyn
Metabolic and endocrine diseases Diabetes, thyroid disorder, adrenal ,|ANN NIVI712 AYI9N ,NID0 DNININ 917'N NIMIFITIX DI7NN

16. |disorder, kidney cysts, pituitary and other glands, high blood lipids DINIY ,NNNX NI0I7AI NMD DN A2 Do ,n'»a nane | .16
(cholesterol, triglycerides). (070 ,7N00%71D) DTA DA

17. |Dermatology and Venereology Syphilis, herpes, skin tumors, moles, ANy R IRA DI DN AW TAT,0000 N2 W |

" |warts and/or infertility and/or fertility problems. MO NIV IXR| -
Malignant diseases, malignant or precancerous tumor/s, polyps Detail 019 D'OWID  NMRNN DN IX DYARNN DY2ITA NARAN NIZAN

18. |the type and method of treatment Enclose AIINO! TMNIT O1X7 wr 419100 [9IXI 210 18
reports and pathology ' 9 _— nl

19 Infectious diseases, autoimmune diseases, polio, venereal diseases and 1M NI7NN L1719 NIMIMRIOIX NI7NN NIMINT Ni7Nn 19

* |AIDS/ HIV. Enclose medical documents D"NI9N DDnon X7 wr . HIV xwi/oTNn |
20 Joints and bones - arthritis, rheumatism (Galt), neck or back pain, IX 22 12X L,(07K)) [NAY ,(0'0MDAR) D'19 NPT -NINXYI D719 20
* |herniated disc, dislocation of shoulder, knee, bone disease. .DXY N7NN ;702,900 70T NXAI9 ANIY |
21 Eyes - cataract, glaucoma, strabismus, blindness, retinal disease, cornea n7nn NMYN N7NA L NIY 07T ,NNIRIXTA L0107 -DM'Y 21
" |disease, visual disturbances, diopter number. 091 'on L, ntRY NIven N |
2o |Otolaryngology (nose/ ear/ throat) - ear recurrent or throat infections, NIYI9N ,0'0'01N'0 ,NNTIN D*ITIX IX [NA NIZ?T -jNA |TIX QX 22
" |sinusitis, hearing disorders, sleep apnea syndrome. .N1'Y2 NN'WI DIT NIMON ,nymea | °
23 Hernia (hernia break) - of the abdominal wall, groin, surgical scars, navel ,D'NINYI NIF7¥ ,NYwond ,|uaN 91T 7w - (AW A1) v 23
* |and solar plexus. Medical documents must be enclosed DUXIDY DDNON OIX7 Y .NOYI02 A0 |

24. |For women only: Do you suffer or have you suffered from any women’s ‘0'W1 NI7NNN D710 IN D710 NX DX 1T D'en? | o4
ilinesses: irregular menstruation, fertility problems, bleeding and ONM2 NIYA ,DTTYA DYWL D'MMTT,NIMIS NIYYA ,NOIR NN'TO 'X
breast cysts, problems in the uterus and ovaries, irregular findings in a (PAP 1110) n*ar'z1j7112 njp'12 07N X7 0'RYNn  NivnwAl
gynecological exam (such as PAP)? ?0M21YN 1901 NN ?[IMN2 DX DRD
Are you pregnant? What is the number of fetuses? ?'n3NA 1NN I DIIMN NIYIN D720 DX

) ] - - ?M0'7 NIN"2 NT?' DRN
Have you suffered from any problems in previous pregnancies or in the ! !

current pregnancy? Have you given birth by a Caesarean Section?

Details of positive findings DN DINYNN LIS

Signature of the Insurance Candidate mn'nn | Insurance Candidate name niva? mymn ow | Date KN
X
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H. Receipt of all the information in the Policy

| 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

I. Applicant/ insurance candidate declaration

|210 NI'YSY? NIVIAYT TAYIND MIYIX .0

79047 22/ ,N0™7191 7Y NI0TAN PI0YT TWNN 1IN
w7 NRT 77221 1T nyran 2wpn 7152 iyl mea 71907 Nl mea
0'NONN IX/1 NAMDNN 75 NX NI M1 "nnn' 727 "nnn™

T AYRAN7 yann "1 12T Y7 'nitwd wnw'tl  nyan? oniwpn

X niva%? myma nutmn

NnIvMY7 TYINN /Upann NINXN .0

| 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.
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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 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 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.

m D7 XM DTAYT INA RIDIN TOINT NIYY AT NI N0 DINND IR
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NPT ZIN IR/ NI'0I9D DA PIN NN NRYO DY 7MY e Xinw'n

QDK T IRA DTRI9 NIFTIO M7 A7INn

NIvAY? TNy y1n .X

m1 nivan noipn oro Tinn om' 90 17nna ,no7ion 'xan7 oxnna .1
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I confirm that | have read and understood the contents of
this proposal, including the representations therein.

signature for the Insurance Candidate

NNNXAN N7 ,IT QYYD MNKD DX 'NIANTNRP D TURN X
N1 NIy'sinn

NIvAY? TAVIND NN'NN

nn'nn | Passport no.

Signature [T 0N

Insurance Candidate name niv\a7? mymn ow | Date
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