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Declaration of Health Life Insurance

Insurance & Finance
This form is designed for men and women alike.
Please fill out this form accurately and completely.

Please fill out this form and return it to Life Insurance 03-7348169 DN NIV 07797 NITNNTI ODILN NN KINT W
Fax 03-7348169 or by e-mail to agafhaim @ harel-ins.co.il agafhaim@harel-ins.co.il '7"n7 IX
You can verify delivery of fax message about 24 hours after 1-700-70-28-70.702 NITUNN INNT NIYY 24-D 079N NIAFT NN NTIT NN
sending, on the following telephone number: 1-700-70-18-70

Main agent name (first and last name): . e e ((NNBWN DYWI 0D DY) 'UKD |DI0 DY
AGENCY NMAMI. oo e ~:NNDI0N DY)
AgeNt PNONE NUMDET: ..o R e e /210N W |1DT0N 'ON
Agent mobile phone NUMDEI: . 2100 JW TN 19700 D00
AGENT INOL oo oo e e oo e [210 'ON
supervisor DY Y et ettt ettt ettt :npDrJn nv
Attn: 0510N NJAFT 1NN NDNIN 7299
Harel Insurance Company "Received date” stamp NIvA7 NN I8N
P.O. Box 1951, Ramat Gan 5211802 5211802 |2 NN ,1951 .T.N
Life Insurance department D''N NIV'AT NN
Policy 7 Proposal NO.: ..o ... :NYXN/N0'IID 'ON
A. DETAILS OF INSURANCE APPLICANT/INSURED PERSON NVIAN/NIV'AY TRYINN '01D
Sex |'n|D.0.B N7 NN | 1.D. LN 'ON | First Name  '01D DW | Surname NNOWN DY
v FLd O T Ll
Mobile Tel. TN 1990 | Zip code  TIpm | City AW No.  'on|Street aIm
~7 ] o 20100100 0NN WINW AWIY 20 3100 NA0NL DN fpllellY
Occupation ... In the framework of your occupation, do you make use of hazardous materials?
“ININ NN YIDINY 19D DINNN [ITXY XTNTI 0T W i0nDIoN D'AaNn
0"INI0TIR ] 0"o[] ] o[ ] 17010 [] nnax [ nwn ] aNT ] n7x ]
orymoik ] ompo [ Imwn] (19080 ] /now noix ] M1oin viso [ AN nmnINC] nomemavn [ jniopio [
w1d/0Mn n2IYN

Dangerous hobbies: Please check and fill out a suitable questionnaire as listed on Harel's website:
[ODbiving [Gliding  []Surfing [[]Parachuting []Abseiling []Climbing []Bungee jumping []aviation [JUltralight

[JPowered [JParagliding []Martial []Motorsport [Jbmx/ [JTriathlon  [Jlron man [Jwater Skiing [[] Water
parachuting arts mountain/ scooter
road/off road
bike
B. DECLARATION OF WAIVER OF MEDICAL CONFIDENTIALITY NINID NPTIO Y N1 NNNXN =]

77707, 0NN 0'7IN-NA1 DINIDIN NITOINN ,ONDINN 127 [21,7"NXT IN/I DMRIDIN AMITOINT IN/I D'IIN NDIPT NIYWA DT [N ,N0N DINNN AN
70 NN, "UPANN" |70 N7y 001D DMINMYI NIV NIYPIYN TRINT 110NT NN DI TOIN 707 IN/I NIV NNAN 727 IN/1{INVIAN TIUNT IN/I
NINNY IN/I NYD N2 ATIN INY IR/ 12Y2 02 NMINW NINN IO Ty IN/ENINML ANA 7Y UPAND 1Ty WATNY NNINALTI00 [N XY XTT 010190
DUIIND 'AID-INAT DIATY IR ,AMNN AT INN AND . YPAn n ' 1T NITI0 TV ININININID NIFTIO Ty N1'NW NAINN DDNN 1INWN AN TNYA N2

JNIPNA NI 1D DI

..................... /ZﬂUIlI’Jﬂ/ﬂIU']‘? TOVIND NNINN e SNINTAD0N o SNOIAND/NIVIAT TNYINN DY NN

...................................... /+(jnwn 1900 991) NoNAINEADAA e ANDWNT 0D DY ANANT TY e )N

|, the undersigned, hereby authorize the HMO and/or its medical institutions and/or the IDF, as well as all physicians, medical institutions
and other hospitals, the NIl and/or the Ministry of Defense and/or any insurance company and/or any institution and other party to
provide Harel Insurance Investments & Financial Services Ltd., (hereinafter: the “Applicant”), with all the details without exception and
in the form required by the Applicant about my health condition and/or any iliness | had in the past and/or have now and/or shall have
in the future and | release you from the obligation of medical confidentiality and waive this confidentiality for the “Applicant”. This
disclaimer obliges my estate, legal representatives and whoever appears in my stead.

Date: Insurance applicant/insured Person’s NAME: ... [ Insurance applicant/insured

person’s signature: | N

Date: .. Witness to the signature: first and 1ast NAME: ..o

Signature and stamp (with License number): \ ‘‘‘‘‘‘‘‘

~dt3628 6710 1 TInY 3020 |NON TIP
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C. CONSENT TO THE USE OF INFORMATION AND TO RECEIVE NPIOND 12T NJAPYII YT'NA WIN'YW'YI andon
ADVERTISING MATERIAL

NINNN NIN2AN 1T NXD QYN NIXA L INITIN 0N VTN D) 1PD,NT |N0NA 71700 YyT'NN 1D ,0000 IX |'T 1D 7y 2'NNNJT 12yn 010N N
[MY 727 D2 ,|NYON M IN/I ININ NXIAPA NINANN DX WY (DTYW NN NINANER“YA 001D DNMN'YIE NIV NIYPYUN IXIN) TNIN NXIAPA
AINND NINANT AWONT 11D NIANT , DFIIWAL (D011 NIION N (120NN ,NIVAN DINN2) TNIN NXIAPA NNAND MINYIEINID AN YN
NIONXIITIAY ,MIYIAYW DMNX DTOIIDINIY )N [ID0'N,NI0' DMXINA IX/I NI0MIIDA JID'0 IXT (21, DMWY DNNIN 7Y YT MyrT'I X107
NIYXNNA X NNT,NINNX NNIYIT NERI0YT NINONTE,DNNTYWN DWT DWATIT1YT DNINRD DYWINIYT 011710 D900 DWINYT D1 VTN TY

SINTN NN W NNYONI NNWA DYIY190 DMWY DTTYT VTR0 T INNayn

9y NNIOND MATI NI NIYNA ,T'YT NND0N TIO! Ty ,1"01D NI [AMIN TNIN NXIAFA NINNK NINAN IND IX NN2NN NP 7277 DDOoN X
{SMS) X7 100 NYTIA IX 'ORIVIX AN NDIYN ,NN0PIN INIT, 09 NIYXAND TNIN NXIAFA NNAND NI XN

‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ /-noiann/nivny TNYINA NN'NN
TNIYN "NNIOND 12T NJ27 210 0DIV” NIYXANA NY 702 2N'0 JY YITINT TNINWONA,INND NNIOND MNATI NI NIYYN JAj77 0D0N 1N DN
1951 7'N,3 770 AN, 01N AN, ININ N1 1NAINDYT AN 1D NIYYNNA IX www.harel-group.co.il :NAIND2 NN2NN JW 00NN NN NIYAT

.03-7547777 19007 NNIDTV N'™MD NIY¥NXNA IX,5211802 |3 NN

| agree, beyond anything required by law or agreement, that the information contained in this document, as well as additional
information regarding myself, which is held, or will be held, by the Company or any other company in the Harel Group (Harel Insurance
Investments and Financial Services Ltd and subsidiaries and / or affiliated companies thereof), shall also serve the companies in the
Harel Group and/or anyone on their behalf, also in any matter related to the other products or services of the Harel Group companies
(in the fields of insurance, long term savings and finance) and the marketing thereof, including in order to allow the abovementioned
companies to share with me information regarding products and services as well as for the handling of claims, for the processing and
storage of that said information and for other uses that are related to the abovementioned uses and are necessary for the completion
thereof, even by transferring the information to third parties acting on behalf of and for the Harel Group.

| agree to receive from the Company, or from other companies in the Harel Group to which my details are transferred, on the basis
of my abovementioned consent, marketing offers and advertising material for the products and services of the companies in the
Harel Group by fax, e-mail, automatic dialing system or a Short Message Service (SMS).

[ L (O Insurance Applicant/Insured’s Signature:\ e

If you do not agree to receive marketing offers and advertising material as abovementioned, you can notify your refusal at any time
using an "Advertising Material Receipt Refusal Form” available for you on the Company's website at: www.harel-group.co.il or by written
request to: Harel House, Life department, 3 Abba Hillel Street, P.O. Box 1951, Ramat-Gan 5211802, or by calling the telephone number
03-7547777.

D. DECLARATION OF HEALTH NINMI2 N1NXN

,01719101 NINAX NR'WA 77100 750N XDINN 'NXIDT DID'0 AIXT W ,65 ' NN 1YY IN NANPIN MY 'YN2 TIN' 65-0 INTIIN ‘7w NLIANY
JNINNND DY UNN VXY NITNN 2'nTna NPl INXNNT nlontnnl NP NIDINN ,OTISYUN ,T'NY] IN 12V D'NIiNY 'NIDY XN
For an insured whose 65th birthday will occur during the next six months, or who is over the age of 65, please attach an attending
physician's medical summary that includes a list of diagnoses and treatments, medical condition, past or future surgeries, regular
medication, hospitalizations, and reference to the findings of special imaging examinations carried out in the past five years.

HMO (“Kupat Holim") n*7In oI 10 g 'n| N1 NN |ILD. N 'on | First Name '019 DW | Surname NNSYWN DY
.D.0B
Sex [Im OJF HEEEEEE
Height cm N"01 Nan | Weight kg 22 9pwn | Name of attending physician 790N0 N9IN DY
..o Anr [ nonvT 0200 NN U9, P DR AT o w a1 O vy O 2nninnxn ormwa 197wn1 1w 0 o

Did any change occur in your weight during the last two years? [] Yes, Gained [] Yes, Lost ... kg of weight
If you answered "Yes", please specify the reason: [IDiet []Other, SPCITY e

Chapter A1 - intended for all insurance products NIV!AN "XIN ‘707 TYI'D - "IN 1D

.[907 nIinIYNN NIPYyan NNRN 12y2 1720 ONN IN 7210 NAN DND [PO'T W' NIMIID Nirnin

RpRipei '7JI|70'7 OXNN N'XIDN N7'TAA IN/1 D'D0N OYKIDY DDNON NXXNNA WATNIL DN ,']D)J'T"J

General instructions: Please check whether you are diagnosed or have been diagnosed in one of the conditions listed below.

For your information, you may be required to provide additional medical documents and/or undergo a medical examination in accordance
with accepted practice in our Company.

YT NIYNRT YT'N/IIRY | KT | D | Question NINY| ‘On
Questionnaire/Preliminary | No | Yes No
information required
DY e YN e 017 NinD X P O] X7071y0 ] 200NNND DY MIWY IN [UYN M ORDN | .1

DN N7 [WYT Moo - 12ya Mmwy []

[N2NYW M 7Y ,0RN0 TN QI NNANN NN [DTY NIX ,NTYNI DY JW NDWINAD NDIPNYT |WY'T 7090 JINY 92D 127 NNIUNT*
.DONITIN DMODA YN 11T NINWONA

Do you smoke or have you been smoking during the last two years? [_JNever []Yes* quantity perday: ........during ... years

[J1smoked in the past - | quit smoking ................ years ago.
*For your attention, as far as you quit smoking for a prolonged period of two years or more, please update the Company together
with an appropriate affidavit, in order to examine the option to change the rate of the relevant covers.

TINDIN IINRY WY (DI NN Y JYN) VAP [DINA DYTINNDIN DINTYUN DNIY 0N IN DNYW OND TN .2
Alcohol questionnaire ?N1INNKRN DIYWN
Alcohol: did you or do you consume alcoholic drinks regularly (more than two units per
day) in the last ten years?

6 1NN 2 TINY
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D. DECLARATION OF HEALTH (continue)

qUNN = NIX'MIA NNaXn

WUIT] NIUNN )IT'I’J/|I'JNUJ
Questionnaire/Preliminary
information required

N9
No

12
Yes

Question nINY

‘'on
No

D'NO |IINY

(NTNEI0 VDTN
Narcotics questionnaire

(specify type and frequency)

?NNINNXRN DIWN 1YY DN0 NDOX IX IX NN OXN :0'N0
Narcotics: Do you use narcotics or have been using narcotics in the last ten years?

NNSWNA NITNN 178
Family disease questionnaire

NN W IN I (DIMNN/DINN/ON/AN) 7ANPN TAN 272 \Ny'T 20'N7 ONN :N'NNBYWN NMI00M
,0MMY [117,AXID) NYIO ,NI'KOINTID NPT ,N1DI0,|0I0 ,'NIN YAW , AT NITNN NINAN NITNNN
ANYNYIN NINNL|I0YPID NINN,NIYDY NITNN ,|1021'010 NINN
Family history: To the best of your knowledge, does one of your relatives (father/mother
/brothersysisters) have the following diseases or did he/she have them in the past: heart
diseases, stroke, cancer, diabetes, polycystic kidneys, Multiple Sclerosis, Muscular Dystrophy,
Huntington's disease, mental illnesses, Parkinson's disease, Alzheimer's disease.

NIDY NAINN |I'7NE)
Disability accident
questionnaire

NNXIND ,NID] TW'JD'J Y NYOnN nwain IN Nid) Tj Y171 DNN :TIIN QINE NI TINN ,NID)

2TIIN DIN IX N)IXRN ,NTNNN
Disability, disability percentages and congenital disorder: has any disability been determined
for you or has any application been filed on your behalf to determine a disability due to
any disease, accident or congenital disorder?

nNILYINAT D20 ,NYNIA NN
N7'TAN OX) ARXINN AN
MINNNN MUN ']'7.’10:1 nyxin

(NINXIN T W
When was it performed, the
reason for performing, and
what was the result (if the
procedure was performed
over the past year please
attach the results)

IN'NON DIV ON 0, NINAN NIMINAXN IX/I NIRID NIPITA NNAY IX/I NIDIN DR NIMINAN NPT
JYRRNQ A.2.8 27 1IN, 27 191,110y, CT, MRILNO 07,1091 :[12D,N1DI0 NINAX NYA[F) DNUI

EEG ,(]I"™N NI0NA NIW) TAIND XIUTJIN ,N11DI7OIN0'Y ,N'DI7OINV0A ,N'DIT0NITII
Diagnostic procedures: Have you have been directed and/or underwent any of the following
medical and/or diagnostic procedures, even if they have not yet been concluded and a final
diagnosis was not yet determined, such as: Biopsy, occult blood, CT, MR, catheterization,
myocardial perfusion scan, echocardiography, stress ECG/ effort ECG, colonoscopy, gastroscopy,
cystoscopy, ultrasound (not as part of a pregnancy), EEG.

DYNIDY 0'DNONI VIND
Details and medical
documents

[NUN I DTN NPT IRXNND NN NXYN) NDINNXRD DY WUNNA NYN'AY 0T NIZPTA2 ONN

2717 (UNN NUATY
Are In blood tests that you have done in the last five years, was there any abnormal finding
in the blood or urine tests that required further investigation?

TIDUNN NIT+DTIDYUIN [1TRY
MWN 17002 N ONA)
(NNNNN
Hospitalizations
questionnaire +
hospitalization report (if
any during the past year)

IXN N'INNN DRNIND (JI'N 1TNA NIANYT) TIDWN IXT D'IIN N1AT NIDIN IX NIDWIN DNN DTIDWUN
N0NNXRN DIYA 10-2 NMINN

Hospitalizations: Were you hospitalized or were you referred to hospital for hospitalization

(including emergency room) due to a disease or an accident in the last 10 years?

D'NININ N>l 0IND
Details and summary of
surgeries

2NDNNND DIYWA 10-1 NIND 1IAY'T 1T YININ IN 112y DX DININY
Surgeries: Have you underwent or have been recommended to undergo any surgery in
the last 10 years?

D'"NI5T 0O'DONOoNI VIND
Details and medical
documents

2N1INNKD DIYWA 10-2 YIAFT [DIND NIDINN T1017 77 YININ IN NIDINN N/T011 /NN DX NIDINN
Medication: Do you take medication or were you recommended to take medication regularly
in the last 10 years?

?7N1INNXKN DIWD WY N0N NINIYIA NIRIDIN NI'YAA IN/I NIYIDN/NITNNA NINAIN DNN - 2N [PAD)
Chapter A2 - Were you diagnosed with the diseases/disorders and/or medical problems listed below in the past ten years?

NIIXYNA N0 AYAN IN NINNYT NDINON NYaAwNA v/ [NOY W, NIAIDNA NIINWA [N NI IN NAX IV DA NAIYA 1INI0 12 Ajha
.D'NNN [ITNY 1'7'0 IN/I NIN'IAN NTNXD N'TINNA 1IN VDD NNYT D1,N'INYA
In case a positive reply was checked for one or more of the questions listed, please check the relevant disease or problem specified the
question, and provide clear details at the bottom of the health declaration and/or fill out a suitable questionnaire.

YT NUNRD YTI/|IINY | X7 | D | Question NINY| ‘On
Questionnaire/Preliminary | No | Yes No
information required
(N'0D7'ONT) N'ODTON [ITNY DMWY [N O] Axo nwo ] nind O] 0axyn nonyn 129 NNIWEn AeXmI DA IN DN | .1

D'NI91 0'DNONI VIND NIXYITNT XDINT NIO 0NN ] 1270w Nivon ] 11719 ] 'in vk ] NN N aann In
Epilepsy questionnaire (for 107N [] N2 IN AP AT TwA
epilepsy) details and medical llinesses or medical problems related to: [] The nervous system [] The brain [] Multiple
documents Sclerosis []Muscular Dystrophy or other degenerative disease [_|Cerebrovascular accident

[JPolio [] Attention Deficit Hyperactivity Disorder [] Did you apply to a physician for
consultation because of decline in cognition or memory? []Epilepsy
[198W, 0T 19D |I9NW 27 [I9RY DT "7 NN ] 07 yn7 ] o715 [] 27[]:07 *I01 277 NNIWEN NERIDI NIYA IN NITNN | .2
DT YN 27 min [] 290 'nona aya [ Ay niyion [ ("I8M919) niopia
Heart questionnaire, blood llinesses or medical problems related to Heart and Blood vessels: [ ] Heart [_]Blood vessels
vessels questionnaire, [JHypertension []Peripheral vascular system []Arrhythmia []Heart valves problems
hypertension questionnaire [JHeart defects
NI NINN |ITIRY (IN>'TINTIN,NNN NIDNT) NINAIRN WD) Ay IN WO NN ]| .3
Mental iliness questionnaire [[IMentaliliness or diagnosed of mental disorder (including stress, anxiety and depression)
DT NITNN |I7IRY anp7 [ amax ] awnp nirya [ o7 nignn ] 079 DNIYEn NeXIv Ny v nnn |- .4

Blood diseases questionnaire

AU VNG LY
llinesses or medical problems related to the blood: [|Blood diseases [_]Coagulation problems
[JAnemia []Leukemia []Polycythemia

6 1NN 3 TINY
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D. DECLARATION OF HEALTH (continue)

qUNN = NIN'I NNNXA

UIT] NIUNT )lT'rJ/|I'JNUJ
Questionnaire/Preliminary
information required

N9
No

12
Yes

Question nINY

‘'on
No

NNDI0 |IINY, 072 DANIY [ITRY
Blood lipids questionnaire,
diabetes questionnaire

NNINNN DY WY 77002 NON'TA IN 'MDINN 719107 NXINN DY NINND NITNN
N'71200 NMINON [] DT DrTAY'I2I0/71N0071D - DT DINIW ] (i 11210 3712) N0 [
chronicilness with recommendation to treatment by medication or diet in the last 10 years:
[‘IDiabetes (including Gestational Diabetes) [_]1Blood lipids - cholesterol/triglycerides in the blood
[IMetabolic syndrome

NN N0 1I98Y

- INTNNINIRD MNP NVITAT

D"NI5T 0'DN0oN

Thyroid gland questionnaire,

for Pituitary gland and

Adrenal gland - medical
documents

27 NNIYEN NIRIDN DY IX NITND
1927 [] 901x ] ninn nane noia ] (onn) pna nuiba [ nioia [
IlInesses or medical problems related to:
[JGlands [] Thyroid gland [] Pituitary gland [] Adrenal gland []Pancreas

NI71I00'N NAIWN NINIT
[INNX 2YN NIT + AXIN
Reports: Full histological
report + last follow up report

(Jo1o) nxnn NINN ] axnn 21Ima [C] 1w 91ma []
[IBenign tumor []Malignant tumor []Malignant disease (cancer)

[1TXY ,T1D1y0 NDYN [1TNRY
7712 10Ty 2PyN NIT + NANY
,RNA ,n17M01 72D 'TI79N

U121 only
Digestive system
questionnaire, Hepatitis
questionnaire + recent
follow up report including
liver functions and serology,
RNA, viral load etc.

7 NNIYPEN NIXID DY I NITND
N O owi ] nyaon =[] 7inon [] nn o111 mnn oo [ arynn [ 912tvn nonyn [
nIv 1722 [] 72D TI79N2 niy1on [[] Amio'7 (0r0rusn) nany ngnn ] 1Tad nnnw [] 110 []
Ilinesses or medical problems related to:
[ Digestive system []Intestinal tract []gallbladder and bile ducts[_]Spleen
[JRectum [JOesophagus[] Stomach []Liver []Cirrhosis[] Any type of Hepatitis
[JLiver function disorders []Fatty liver

NOIT2/|NYN DIT/NIMD [ITNY

namiyn
Kidney/urinary tract/prostate
gland questionnaire

I NNIYEN NIRIDN DY IX NITND
N1 NP0 N ] 1710 mu' am ] nwn o1 X 1o onan [ (nw o1 [C] nirn [
[nwa T[] jnwa pasn O 92 mEona nyon [
Ilinesses or medical problems related to:
[JKidneys [JUrinary tract []Kidney stones or stones in the urinary tract
[Jcongenital renal defect []Renal failure [_]Renal function disorder
[JProtein in the urine/Proteinuria [ | Urinal blood/Haematuria

NNVON/NN'W DT |ITNY
Respiratory tract/asthma
questionnaire

27 NNIYPN NIRIDN DY IX NITND
AN'WIN NOYNA NNIWPIA NIN ] anwan 0T [C] ninn ]
IlInesses or medical problems related to:
[JLungs [[JRespiratory tract [ ] Allergies related to the respiratory system

ITIFONI FMF |198W :FMF-5
[NY NFITA + 0MDTY NIYID
NXYT W NITNNN INYW'T .N1T7D

INIDY NON
For FMF: FMF questionnaire
and current kidney function
questionnaire + general urine
test. For the other diseases
please attach a medical
document

27 NNIYPN NIRIDN DY IX NITND
NN ] v [ (nant) oo [ oo nipsT [ wan nmp O] amisoninn [
NUINNIVIN NINNT MIYPN NPT ] nroxI1os 0o NPT ] (FMF) naipm o nnTp [
Ilinesses or medical problems related to:
[CJRheumatology []Connective tissue []Arthritis []Lupus []Gout []Fibromyalgia
[JFamilial Mediterranean Fever (FMF) []Psoriatic arthritis
[Jinflammation related to autoimmune disease

A1y NIINN |IINY
Skin diseases questionnaire

I DNIYPIN NENRIDY NIV IR NITNN
oo ] n [ wy [0
‘0'7I5N2 NY1ID W ONN LD DN
(OT'NAID O'TIN) YN W NN ] X3[0] p [
Ilinesses or medical problems related to:
[Jskin [Jvenereal disease [|Psoriasis,
If any, is there damage to the joints:
[Yes [[JNo []Cutaneous Lymphomas (Mycosis Fungoides)

DMNIDT O'DONOoN
Medical documents

oT'NT NINWI ] oTx [ ninint niann [
[Jinfectious diseases [_]Aids [_JHIV carrier

[sUJARTIIN}
Women's questionnaire

KallUN}
ooTw Ny ] N niya [ N
nruoN'o NNy ] nnan non ] armio Yo (] A
N7 P 0290 [MN OND VAW NN XTI p O] ?2nyd mina nNoxn 2
N[ p O oppn mnn oxn
For women:
A. ] Gynecological problems [] Breast problems
B. [] Fertility treatments [] Repeated miscarriages [_] Polycystic ovaries
C. Are you pregnant now? [] Yes []No, in what week ... Is the pregnancy
spontaneous? []Yes [[]No, Is the pregnancy normal? [ ] Yes [[]No

7712 NINY |ITNY - NINY
'NID1N0ON .NDTY PSA NINXIN
(Do 2xnI 71910 ,MNax 7710)
Prostate - Prostate
questionnaire including
recent PSA results. Medical
document (Including
diagnosis, treatment, and
present condition)

22 MIYPN NINN IN Y2 0N
nanmy [ nowux[]
For men: Ilinesses or medical disorders related to:
[JTesticles [ ]Prostate

6 1NN 4 TINY
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D. DECLARATION OF HEALTH (continue) qYUNN - NIXRM NNaXn

NINAN NITNWA Y D2 NYT W' L(NHN NPT 701 DI'NY) 0'D011 OPIOD NWIDI NYA - ‘12 719
Chapter B1 - When purchasing additional coverages (non-life insurance), please also answer the following questions

UNTI NIYNRD YTR/IIRY | KT | D | Question NINY| ‘'On
Questionnaire/Preliminary | No | Yes No
information required

DIy |IINY (7 7yn NIYTYN 1500 DX P DIDPIYN |1YT W) v Nivon ] omy nisnn ]| 1
Ophthalmologic [] Ophthalmologic diseases [] Eyesight disorders (specify eyeglass prescription only if
questionnaire lenses number is over 7)

[IM/[UR/ON |ITRY Ay nva O] pu O an ] anC:57 nnwpa niann i niya |- .2
Otolaryngology llinesses or medical disorders related to:[_]Nose [[|Ear [] Throat [] Hearing disorder
questionnaire

NINAN NITNWA TY D2 NYT W', NIINAD NIDAI (|0|n) N'T'DN NID1,N'NID 1NNY ,NTIAY TWID [TAIN P10 NW!D1 NYA - 22 71D
Chapter B2 - When purchasing disability covers, premium release, permanent disability (immunity) and accidental disability, please also
answer the following questions

UITI NIYND YT'R/|ITRY | KT | D | Question NINY| ‘On
Questionnaire/Preliminary | No | Yes No
information required
N'ya'7 OXNNA O'NNN |I'7NEJ NMWYN NI NINN NWODINA N IX NIIND IX NTNN JPY NTIAYN NATY) DOXA NTIAYN NNTYN A

NTIAYNN NNTY1 N1 702'0 IT'RNI1 NN - 01D NIN,|D ON ?NNINNKN DIYN YUNN2 ,0'DIXT O'N!
Appropriate questionnaire Absence from work: Were you absent from work due to iliness or accident, or were you on
in accordance with the sick leave more than ten consecutive days, in the past five years? If so, please specify - when
problem due to which you and for what reason?
were absent from work
[198Y ,NTY TINYI Q) [I9NY NINXYI 0190 ] MTw Tinya aya [] 22 and ] nerromaix nisnn/niysa/maya (]| .2
NINXYI DNAY [I98Y 0177190 CTS [] o1ponma 0yg IN NIy [[] Niyix1a 0y I Ditya[] o7 nyo [ porT 09 [
Back and spine questionnaire, 111D O'0'IN'NIN'OOIN []
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1. All replies listed in this proposal including the declaration of health answers will serve as fundamental conditions of the insurance
contract between you and the Company and will form an inseparable part thereof.

2. The Company has the authority to decide on the acceptance or rejection of the proposal without being required to justify or explain
its decision, except in cases specified by law.

3. Please note that adding additional coverage, an extension or a service note to your insurance policy, is optional and you may choose
or relinquish them, without causing harm to the other terms of the policy.

4. The information contained herein is essential for the purpose of joining the policies and for all other intents and purposes relating
to the policies and their handling, the Company or any other company in the Harel Group (Harel Insurance Investments and Financial
Services Ltd and subsidiaries and / or affiliated companies thereof), and/or anyone on their behalf will make use thereof, including its
processing, storage and use for matter related to the policies and for other legitimate purposes, even by transferring the information
to third parties acting on behalf of and for the Harel Group.

5. The engagement between you and Harel Company will come into effect only subject to receiving the first regular deposit or
payment method from which it is possible to collect the first reqular deposit in practice, whichever is the earlier. In addition, the
insurance cover will come into effect only after the insurance applicant's approval of the exclusions and special conditions, if any,
and as determined by the insurer.
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F. INSURANCE APPLICANT'S/INSURED PERSON'S DECLARATION NLIANN/NIV'AYT THYIND ANNXN
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1. lrequest to join the program as stated in this form.

2. I hereby represent and warrant that all answers are correct and complete and given voluntarily.

3. A. lauthorize my insurance policy agent, the details of whom are listed at the beginning of this proposal, to submit to Harel and
receive from it, in my name and for me, as my proxy, all notifications and/or documents related to the underwriting process and
the process of joining this policy.

B. | agree that the insurance policy of the insurance plans requested in this proposal will be delivered to me through the agent
whose details are listed at the beginning of this proposal.
C. If you wish to receive the policy and/or the information within the framework of the underwriting process and the process of
joining this policy also directly to you, you may contact Harel, at any time, on the phone at %2735
Date: . _Insurance applicant/insured person’s NAMe: ... signature:\ ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘
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