n0'™19 190N
Policy Number

NIL AN N7NNAY7 YIan ' IXN
Requested commencement date

Dd>0n 190n
IAgreement Number|

|210n 190N
Agent Number

The requested
commencement date
would either the date this
health application form is
filled or the 1% of the
following month.

97IN7 012N NO'719N .AN2ANN NX 2NN 'R DT YRIAN IR 2" nnilvn®

.N1L AN NOIPN N7NNN TVIND NIV'AN 'V § T2 YIAPZN DI'NA 7NN

For your information, the requested date does not bind the Company.
The policy shall enter into force starting from the date set forth in the Insurance
Specification Sheet as the commencement date.

Year | Month nivan NYNNA TYIN
nIraY 715 wpann
1 -0 IX nyxan 1'7'n TYIN

.Ta72 apiva wTinY

Day

nzonn DY
Name of Supervisor

2100 DY
Name of Agent

Ny
-
Y
o

TAXD D221 D'WI7 TYI' 0910N

|N9'wa K71 Ta%a VYA 0910 NX K77 W'

The form is designed both for men and women
Please use pen only (not pencil) to fill out the form.
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NIXMA n|0'1'7 nyxn

178 NI21? ni7Rwa ' 7w Ny wr

NN NIAIYA NIXNAN NNXNA NIYI9INN
JIN'MI

Health Insurance Application Form Form number [E{Y] o510 voon
Please answer all of the questions including those

included in the Health Declaration in a clear and

complete manner.

A. Insured Details NnIV1AY D TNYINN 'V .X

1720

'WUXI TRyIn aIT na/ja
. Prim Insur
The Question ary Insured Spouse hy'UUh!
b N7 b o]
Yes No Yes No
Is the insured an Israeli citizen? ] O ] ] P78 NITR KIN NI01AY7 TAYIND DXRD
In the 12 months period preceding the date of this health
o . . . T NYXN JRNY mTpw o'wTinn 12 %9 noipna oxn
application, has the insured resided in Israel for at least O ] O O
?om' 180 nin®? 781w NN NIva? ymn
180 days?
nouian NINT 190N nnoswn nv V19 DY A7 RN I'm 1oy
Insured 1.D. Surname First Name Date of Birth Sex Occupation
imary | | [ VLT i
) b] Mt
Primary O O
Spowe | | | [ L[ 1]
Fa Mt
Spouse 0 O
1 T ' 7V D'WOID - D'avin
17 FalI ] :
o child1 , 0NN D'A0IN NINY INNYOXL
< 2[7 AN - 568 1v0n 0910 NIxNXA
or Fal ] Mr[] |nive xm% y9ve paom nmy
a g TanY
Z K Beneficiaries — Legal Heirs
~<
o = F :||:| M TD You may declare other
S o beneficiaries using form No. 568-
S An Order to Appoint Beneficiaries
(3] 4
FalJ mr[] to be completed and sent to
Migdal.
Representative‘s*
personal details
and address a1 '01o*
must be *
leted onl
cm\:::ﬁeen(:veorny Fa[] Mmr[] |%¢ mpnm g1 axa ro10 x'mY7 o *
children under X7% 18 'A% nnnn 0'17' NnIvLVXN
the age of 18 are .0"In
enrolled without
.the parents
nImnd R1{ULL aIn (namd) na‘on [T 'on T™n Ty 11970 1®0n
Place Residential address (street) |House No.| Apt. No. P.O.B. Postal Code Telephone Number
TWRID W 0PN INIT '"wRID 7w T 1970 ‘on 21T N2/ 79 NP NIT 21T Na/ja 7w 11 190 ‘on
Mobile Phone No. of primary E-mail Address of primary E-mail Address of spouse Mobile Phone No. of spouse
AT NA/ja v nfMian namd g aIn (namod) na ‘on N7 ‘on T'n Ti'n
77 MIMIYY MIMDNN NIV DX 1 X7 v Place (Residential address) House Apt. Postal Code .P.0.B
The address of a spouse street .No .No
must be completed only whenever the address
is different from the address mentioned above.
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1720

2Tan
ional Details D'9011 D'VYD
nuian MNO5WYn a¥n Name of Health Fund / n'71n noij nw [pion (n'7wn nivt) " nvian? yT'n NY'on |DIX
Insured Family Status SHABAN How Information Will be
21 n"77? JITNIXD n'n/x‘( (Supplementary Delivered to the Insured
Maccabi| Clalit | Meuhedet| Leumit Insurance) Type
'URa | would like to receive the Insurance Policy, the
) ASaM[_|xW[_[aD Y
Primary D D D D D D D D Disclosure Document, the Insurance Specification
AT na/a Sheet, the Annual Report and other relevant
Spouse s D] M D X WD" = D D D D D information regarding the insurance policy in one of
: the following options:
© _ [Child |:| |:| |:| |:|
o J_F 1 D E-mail accompanied by a text message
o a chid O O O O to mobile phone
S 2 i
q::) : 2 D Postal service accompanied by a
5 i~ - message to mobile phone
= ® Child D D D D if none is selected, the above document will be sent
© 3 via a text message or the email of the .representative
. as specifie above
Child D D D D 0719 97T ,NIK1 172 0N ,N0*™71I9N NIX 72777 |"11vn IR
4 TI'YOINNN NNXA N™R WA DY TAl MY N"IT,niva
NINAN
TN 19707 [non ' INVEIR mnD
TN 19707 [non A 'mrrl:l
2"10 n'nonn IN7w 717 NN NInio X7w napna
72w DIwan Moy arvan 7w 2"RIT N [INON NIy¥NXA

Premium Payment Schedule

* By credit card or standing order according to form No. 599. D

wTIN®
*Monthly DQuar‘(erIy D Semiannually D Annually

'mw yin My 'xn

my

NIL'AN 'MT DIYYN " TYIN

.599 0910 'OV Y2 NRIIN IX 'KIYK 0'0ID NIYXNK

*

(n25n won X7 [IN’0 1 TYNA .NIVAYZ DTNYIND 72 N1V NIYEIanD Difdna neoia? X no) NIYRIANN NI'NIV'AN NI'IDNN .2

B. The Requested Insurance Plans (check X to add the requested plans for all applicants. In the absence of an
.(indication no plan is purchased

[1] Medical Expenses TheT::::?cant NI'NI9N NIXXIA [1]
R . wr ar ma/ja T
Type of plan Policy Name of plan Policy Primary Spouse Children N'DNN DY N'DNN 210

Basic Transplants and special m m m D*TNIM D'719'01 NITNWN o
treatments abroad 7"Ina
Medications outside the basket NI'01A NIP'TAI 702 K7W NIDINN
not in the basket and genetic tests n7nnY
for di

Basic Surgery, replacing surgeries and NiNY '9*7nn 0'719'01 D'NINY *TIo*

For surgeries by service
providers under contract with
the Company

treatments in Israel

piNalis)

Surgery, replacing surgeries and
treatments in Israel - Shaban
supplement

NN '9'7nn 0'719'01 D'NINY
1"2w 0'7wn - 'xw

NN "IN 7¥X 0'NINYY
n12nn Dy DdoNY

ooig] oo o
ooig] oo o

Appendix Surgery, replacing surgeries and NN '9*7nn 0'719'01 D'NINY noo1
treatments abroad 7"In2

Appendix Consultation and diagnostic tests - - NI'MINAX NIZ' T YIV* no01
ambulatory nIv7Ianx

Appendix Rehabilitation and medical aids D'RI9) DTANI DIP'Y 91932 M10712NX"7 D'ND0)

(ambulatory) subject to a
Health Declaration

NIXM2 NNXAY

Ambulatory extension - for a child

oQoogl o) O

777 MI07Ianx7 namn

q q Tyma
[1] Medical Expenses — Continued The Applicant qunn - NN NIRXIN [1]

Type of plan Policy Name of plan Policy Prlil“r,:ajry :'SIL:;LJIQ: CI?iII-(ri:;n N'1DNN DY N'DNA 210
Service Orders Quick diagnosis (lvhun Mahir) and D D D TI9YN NV D'NN'YI N [INQX and
hospitalization services nnw

Consilium

0 0

oI'7'oaIp

Alternative medicine (Refua
Mashlima)

O O

nnun nrIomM

Online consulting D D D "X yIv
[2] Serious illnesses — Basic "TI0* - MW Ni7nn [2]
Name of plan WK ar ma/a o' n"1DNN DY
Primary Spouse Children

n"wa niva nNo
Sum insured (NIS)

Mazor (Expanded Mazor Murhav)

anmAaIm

Mazor for Cancer (Mazor Lesartan)

10107 TN

0115811700211011222

13 nn 2 Tiny

Migdal Insurance Company
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Details of Primary Applicant

Identity Number Surname First name

Ny
-
Y
o

2V Nny? v - 0'noINN 0T N TRR 7D W1 air N/ v L, (haian) nuian v TN 2NN 1T n7nxn = NIRMNA NNNXD LA
JUNMI NN NIIYN NIRNAN NNNYNA NIY'9IMN 178 NIAYY NIRwn D
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C. Declaration of Health — This declaration shall apply separately to insured adult, to spouses and to each of the insured
children - continuation

Tnyin | air na/ja X W DX 019 - X7/ D Ino 1770w | 2770w 317w | 477 DY
WK Spouse (D102 DIYY NDONW) V9N NITNN [I7RY K'M7 W' "P" X'N NAUWNN DX name of name of name of name of
Primary Indicate yes / No — Provide further details when necessary. child 1 child 2 child 3 child 4
Applicant When answering “yes”, please complete the detailed illness
questionnaire (hnumber appears in parentheses)
P X7 | P | X7 DN NIIX PIX?| P X7 P [&7] P | N7
Yes| No |Yes | No Lifestyle Yes| No |Yes| No |[Yes| No | Yes| No

Height in cm n"0a nan 1171 10 Yan oYy

For children from the age of 10

Weight in Kg 2"72 7j7wn

1 | A. Do you presently smoke? (the question relates N7RWUN) 701 [Wyn 10 DR X
D D D D to all tobacco products and electronic cigarettes NIMA'0 NIANYT ,7200 XM 727 non'nn D D D D D D D D

(electronic evaporation device)) if yes, mention 12 DX (("1NVFP7R TR 'WON) NINNLVPIR
the no. of cigarettes / no. of times you smoke per ‘DI jwyny 0Mys / NIMa‘o ‘on |
day: Primary WK
Spouse AT NA/2
Children from the age of 16 16 7an 7nn T
B. If you answered that you do not smoke, have DXN DI [WYN 'R D N1V DX A
D D D D you smoked for the last two years? (For children Ynn 9-1'7."7) ?nlnnm?n DMV MW D D D D D D D D
from the age of 16) (16 7an

2 (22) ?(16 7'an 7nn 0'T7'7) DI"7 7IND7R NIOID 2 -n NI VAP DI NNIY 10 DXN
D D D D Do you drink on a regular basis more than 2 cups of alcohol per day? (For children from D D D D D D D D
the age of 16) (22)
3 (22) ?(16 7'an 7N D*T7'7) 722 IX WD D'NO NN IX X 2N DRN
D D D D Do you use or have you used drugs presently or in the past? (For children from the age of D D D D D D D D

16) (22)
X7 | p [ N2 | p _ TR Nr [ p [ N2 | p | X2 | p |82 ]| p
No | Yes | No |Yes Medical Background No |Yes | No |Yes | No |Yes| No |Yes
D D D D T | Aanawn nan ik Wi 2j7VN2 NYD K¥N1 1N IX VIAP [9IX2 NIDNN 7107 77 y'min IX /701 110 D D D D D

(21) ?2n'xio0
Do you take medication regularly or are you under medical care or supervision? (21)

|:| |:| |:| |:| 2 (3) 2N 22y 77 1xv' IR/ NINY NNAY IK NTOYIR NRINNKD DIWN 5 -1 DRN |:| |:| |:| |:| |:|
In the last 5 years, were you hospitalized or underwent surgery and/or advised to
undergo surgery? (3)
D D D D 3 IIXNY KXAN N2 K¥N NIW7I9 DT IN/ TR NR'TA D27 DTINAR N'KI9 DT NNy D D D D D
NY1j71 DIVI IN'NON DIVY 17X NI'KI9 NIF'TA 7w 170N DI N/R¥NI 10 IR/ RIS 2pyn/ANna
?02'22 N'910 NIN2AN
DI TAN NIRYIN NN 97X 0D KX [ DX
In the last 5 years, did you undergo a diagnostic medical examination including imaging
and/or an intrusive examination and its finding required investigation / medical
supervision or are you currently in the process of such medical examination that has yet
to be completed and for which there is no final diagnosis? If yes, provide further details
and attach the results of the tests.
4 | Have you been afforded a disabled-person status  x¥n1 J1'n I8 nd1 17 nyajp DRn
ajoa|o and/or are you in the process of been afforded 19 Y2nin X DId1 TINK DYAE? ana ajoaoojoa|o
disability percentage or have been advised to use 23) 2 \ .
medical aids? (23) Please provide further details 1% 019 MK (23) Z'xi91 Arana win'y
and attach documents n'>non
5 | T nuwxd nanT) Janpn TR 1P 17aNN YT 20'Y7 DRN NMMN9YN. Mo
D D D D |UI0 ,'VNN U0 ,TY [VIO0 :[1AD) [VIO0 ,'NIN YAV ,27 N7NN NIXKAN NI7NNNN NNR (NINK/NR/AR/DR D D D D D D D D
n7NN ,NTAXIN ,DNNY (I ,NXI9 DYWL NIFD0'Y™7I9 NIY?d ,NIdI0 L(DMINK (U0 'AI0 NINY
(20) ?n02'o
family history: to the best of your knowledge does one of your relatives (father,
mother,brother, sister) have the following diseases or he/she have them in the past: heart
diseases, stroke, cancer (for example: breast cancer , bowel cancer, ovarian cancer,
other cancers), diabetes, polycystic kidneys, multiple sclerosis, muscular dystrophy,
alzheimer's disease, parkinson's di ? (20)
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o

22 %y N7 ' - D'NVIANAD DTN N TAR 7D 7V AT NA/A 7y ,(haan) nuian W TIN 2Inn0T nnnxn = NINMN2 NNNXN LA
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C. Declaration of Health — This declaration shall apply separately to insured adult, to spouses and to each of the insured
children-continuati

Ty | aTm/ja NIX W DN VO - X7/ P Ino 1770w | 2770w | 3770w | 4770w
WK Spouse (D'™a102 DIYY NDONW) V9N NITNN [I7RY K77 W' D" X'N NAYNN DX name of name of name of name of
Primary Indicate yes / No — Provide further details when necessary. child 1 child 2 child 3 child 4

When answering “yes”, please complete the detailed illness

SEELRL questionnaire (number appears in parentheses)
1INAIX NIV'AY? DFTAYIND AN INY'N 7¥X DX - NId>AYN '9%7 NI7Nnn V'S
P X7 | P | N7 2?NIN2N NIDIWNAN NI IX NN NIYI9A/NI7nn/ omim pavn 17ana P X2 P | X7 | P [X7| P | N7
Yes | No | Yes | No | Details of ilinesses by system — have any of the applicants been diagnosed over the course of | Yes| No [ Yes| No | Yes| No | Yes | No

their lives with deformities / illn | disorders in one or more of the following systems?
1 |, nm 2 nm v ,(4) N'097'9x MNIANY7 INIFMINN®NA NIYI9N IN/1 ,NIND ,DfAXY NN
D D D D ,A090K ,N7'TA IR/ NINNONNA NIYA L1719 L,PIN'Y L,]I0'719 TV, DY (I ,NXID) NWI0 D D D D D D D D
NNI7NA K97 N9 DXN NIM97VNNE NNINANo L(5 7' 2un) N2vIN N9 LTI QYR ,DT'0IR
?NNNNRD DIWA 3 - T AT NNIYEn
The nervous system, brain and/or developmental disorders: including epilepsy (4),
stroke, brain tumor, multiple sclerosis, muscular dystrophy, tremor, Parkinson's disease,
paralysis, polio, developmental and/or growth problems, Asperger syndrome, Autism,
ADD), Bedwetting (over the age of 5), dizziness and fainting, have you contacted a doctor
with complaints relating a decrease in your memory in the last 3 years?
.N7X N9 I8/ (13) NNOWN KON IX T0UK'D'09 ,21712'09 "V NINAIKY W91 N7NNn N7 (w9
2 | Mental: including mental illness diagnosed by a psychologist, psychiatrist or family doctor
(13), and/or eating disorders?
(24) 1010 DNVI 1010 ,1'OV 71T NIANY DT, NN'RAN NI7NN
3 | Malignant diseases, tumors: including benign, cancerous and precancerous tumors
(24)
J(mmnon nix n7nn) COPD ,0'0'1M2 Ix/I ,nnVoX N7 (1) an'wa DT NIKM NdWN
4 NONY ,NITIN NIX NPT ,0'TNA'D 7'00'0 ,N1'WA NN'WA DIT ,O'TIT'RIFZI0 ,NNT'ONX

Respiratory and pulmonary systems (1): Including Asthma, and/or bronchitis, COPD
(Chronic Obstructive pulmonary disease) emphysema,sarcoidosis, respiratory arrest,
cystic fibrosis, recurring pneumonia, tuberculosis.

,("'w I yn'7) Mizixa ,nmwn nimon L8 ‘on yn Ntk 17 nian ((11) akan noayn
D D D D .01I7VIP ,0'V'NAIX 0V} D D D D D D D D

5 | Vision (11): including vision impairment above no. 8, retinal separation, glaucoma
(intraocular pressure), cataract, Uveitis, keratoconus.

D D D D 6 [ nmoo ,NATIN 0001’0 L1010 ;AN ,NATIN DMTIK NIF7T ,(12) NYWA NYA9 DAY 1A [TIK X NdWN D D D D D D D D

1PN MN2A Y ,0MTRY 01919 RN NX'NN
,Otolaryngology: including auditory damage (12), recurring ear infections, Méniére’s disease
.Tinnitus, recurring sinusitis, nasal septum deviation, polyps, tonsils, damage to the vocal cords

7 | om 2% np'oo ' A% qpENN ,NTNA DAKD ,0T YN AN 1YY ((14) 0T 25 ,(28) (2) oT yn2/a¥n ndwn
D D D D ane ,n-:mlnn eI ,n?JI“IINN n¥I9N MR q-rIon ,NTIANNO ,é'm:om nu-:(s ,;ém)'x ,11,7 niyion 170 D D D D D D D D
MY N2 IR,DPAIY NYA0 RN IN YRY

Cardiovascular System/ Blood Pressure (2) (28), Blood Vessels (14):including high blood
,pressure, chest pains, heart attack, heart failure, congenital heart defect, arrhythmia, murmur
,Valvular heart disease, thrombosis, pulmonary embolism, aortic aneurism, swollen veins

pulmonary high blood pressure, arterial sclerosis and /or have you undergone cardiac
?catheterization

8 |00y 0Ny (oW ATNN) oj779,KINY 210 70 NN/Maw/ua N 1(29) (6) Ytwa NNl v
D D D D nE?T ,NM 0 IN/ NN DT 0NAK L(0'TNY) NNNY ,INIY IR 7Tam 7D ,Nany/0'o'uon ,nNIom D D D D D D D D
fababal
Hernia and Digestive System (6) (29): Including breach/ fracture/ hernia of any kind, reflux

(esophageal reflux), Crohn’s disease, Colitis, Rectocele, hepatitis / jaundice, enlarged or fatty)
liver, cirrhosis, Choledocholithiasis, or Gallstones, pancreatic infection

9 [,0max NK DM Ik A2 DM ,NLOX7I9 7D NI Moo 'K DAY (15) MW DT N ndwn
D D D D N N7TAN NN MY N9YT L NWA (1270 K1 DT NIRYT L NUN NNID7Y NNIY L INY DT 0pI79M D D D D D D D D
.(16) namaya nanx
Urinary / Renal system (15): Including renal insufficiency, polycystic kidney, kidney defect or
other defect, stones, vesicoureteral reflux, bladder prolapse, infections, blood and/or protein in the
urine, urinary incontinence, enlarged prostate, other prostate problem (16)
10 | Awi L(oixa) maew,(9) DT DNy (7)N210 DAY (AAMRARIMK) YR NYIa0n a7nn
D D D D N9 L (NM1oR7N9 /Mni'op?no) nnn MNEe ,0MnN/ann nne L(8) |ann/omnn nouita L (18))FMF D D D D D D D D
AN T N7
,Metabolic, Hormonal (Endocrinal) Disease: Including diabetes (7), Blood lipids (9), Gout
,(Gaucher's disease, FMF (18), thyroid (8), parathyroid, pituitary (prolactinoma / prolactinemia
.growth disorders, hyperhidrosis
11 | 200,070 DWAPR AYI9N DT NS0 DRAMIN DDA ,NMIX NIAIY INAIT NIYNN L[I0'NA ,DTA NdWN
D D D D (25) o'wTin 3 7yn NOwiMnN DIN N7NN NIXKWI /0T'X ,|I0'NN NDIYNL NYI9N ,7Tain D D D D D D D D
Vascular System, Inmune Systems, Infectious Diseases: Including anemia, irregular blood

,count values, blood clotting disorder, splenomegaly, immune system disorders, (AIDS / carrier
chronic fever for more than 3 months (25)
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C. Declaration of Health — This declaration shall apply separately to insured adult, to spouses and to each of the insured
children-continuati

Ty | aTm/ja NIX W DN VO - X7/ P Ino 1770w | 2770w | 3770w | 4770w
WK Spouse (D'™a102 DIYY NDONW) V9N NITNN [I7RY K77 W' D" X'N NAYNN DX name of name of name of name of
Primary Indicate yes / No — Provide further details when necessary. child 1 child 2 child 3 child 4

When answering “yes”, please complete the detailed illness

SEELRL questionnaire (number appears in parentheses)
1INAIX NIV'AY? DFTAYINN ['2AN INY'A 7¥X DX - NId>AYN '9%7 NI7Nnn V'S
P X7 | P | &7 2?NIN2N NIDIWNAN NI IX NN NIYI9A/NI7nn/ omim pavn 17ana P{X2| P | X7 | P [X7]| P | N7
Yes | No | Yes | No | Details of ilinesses by system — have any of the applicants been diagnosed over the course of | Yes| No [ Yes| No | Yes| No | Yes | No

?their lives with deformities / illn | disorders in one or more of the following systems
12 | aymo A9 1w Ny :omdMa niva (17) oon nivnn (19) ofpasn ,0-nwn ,T7wn NdWN
D D D D 07190 NP7T NI D'PI9N N7NN L0019 L,|T'0 NNM2A ,27001 ,NI7INA N2 L,(5) 22 'axd NI /DTaa D D D D D D D D
.ANTNYZ20 , NN NIY'YNN MINON ,NA7XMINA'D 01917 ,NINAY
,Skeletal System, Muscles, Joints (19) Arthritis (17) Knee problems: Including fracture
dislocation, tendonitis / ligament damage, back pain (5), vertebrae problems, Ankylosing
,Spondylitis, Osteoporosis, Perthes disease, osteoarthritis, Rheumatoid .arthritis, lupus
fibromyalgia, Chronic Fatigue Syndrome, scleroderma

13 | /aniroo 7 YN0 WA 2T IR VA NI e
D D D D nniIzZ'e9 N'Mp7T Y N7nN Q1Y 21T IR/ Y2)  NIZX ,ANTER ,012'919 ,0'TRMI0D NIdN |(Y;I6;I:nll'|;:;? D D D D D D D D

Skin and Sex Systems: Including psoriasis, pemphigus, eczema, scarring, skin affliction and/or
tumor, inflammatory skin disease, papilloma / Condyloma (26)
14 ((27) 12 'ran 7N 0177 - N101Y D*TAYINN 737 2D N>WN
D D D D I/l 7aya Moy D'NINY L,DvTYUN Y m(ur/% IX D770 NNTIN NI79N L[IM9 1K1 NEAI7IEZDA N2 D' D D D D D D D D
[N DI NNYNI
.[I"M92 NI'va IR/l NINAYN NOVI7A 7 N7Tan tpMaa
:(Reproductive Systems for all applicants (27) (For children from the age of 12
Female: gynecological and/or fertility problems, recurring miscarriage, breast enlargement or
.reduction, past caesarean sections and/or currently pregnant
.Men: Prostate Enlargement and/or fertility problems
15 | %22m ix ,nATIN NIv'IN Y210 N IR/, ANK TOM IX IKY NIOAN TIV'0 N70a NP INA 7apn ' DA
D D D D v 0i7wY ,20W7 D17 ,UWBDD; ,wa7nn7 ,n7pnnY? ,ynann7 ,nimw? 70K7 nixan Inl‘vwsnnl nr?x j\{ak} D D D D D D D D
7R MI7IYD VI DTR NITVA IX ITY 'WXARY WUNnwn IR/ 02170 IK NITH D10
.0'DNON 9I¥1 I KIX (172 K7 N'WAV NN NN DX - T7' VYNT)
Do you presently receive and/or did you receive a Long-Term Care Benefit from National
Insurance Institute or from another institution and/or suffer from repeated falls, or limited in the
,performance of one of the following activities: eating, drinking, bathing, taking a shower, dressing
undressing, standing up, lying down, fecal or urinary continence, mobility, or walking and/or use
—an aid or the help of another person in the performance of these activities. (excluding a child
whenever the disability is natural in view of his age) please provide further details and attach
documentation

:Notes / ninyn
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r of Medical Confidentiality N'NI9 NI

NITaynn ,0"KI9N NITOMN ,0'R9NN 757 |d1,N'9107 IX/I D'RIDIN A'NITOM IX/1 DINKRN DURIDIN N'TAWY? IR/ INKR 912 757 IX D710 N9Ip? NN [N ,n"nn X
NINM2AN NDYWY? ,NIKNAN TwnY L[Invan Twnl "Ny NRIvwY ,n'019n NnIp? ,Nivxa NNaNY ,MIR? NivaY T0mM7 ,wo1n NIXNA NIXDIN ,0NNKRN 071NN 'NAl
I RxI' X77 0'019N 75 NXL"wpann” (707 n"ya 703 nisipl 0019 N nopn 7TanY Ix/l n"ya nivra% nnan 71an? 1on ,01on Twnl FoI7IND 7n1n,nTinan
D"IXAN NINAXRI KXNN 72 21, TNy N2 N7NRY IR/ WD N2 7N IRY IR/ 12w N2 'M7nw n7nn 75 7v IR0 NIk axn v "wpann” Ty waThe nnixar 770
7 MDD K71 ,0MR MNI7NN IR/ MINDA A¥AT7 YA 752 NIRI9 NIFTIO 7V "MW NAINN 7'W'7 10119W DTX IX 912 72 1INWN 1K RIS faxvn7 DIYENI DODNIYIA
YNT 72TV 723 ,'MINMAY VAN 722 2IWN 'Y ARIMY YT 79 qIoX7 "wpann" DR N9 X |2 .IMKD YT 10mn 73 1975 XINW'd a10n nyfani nyv 75 0
'NQI 12TV DX ,'MIR 2NN DT MY 2ND . TA%2 NIYRAN AW NIvMAY 9 IX7 QY yT'na ¥in'ya .Niv'an NIdN '9-7y NN NN DD N2 Y
D'91AN 72 7¥ YT MARNA YN INKR IR RO VTN 73 7y n7n &' 1981 - X'nwnin ,NIrvnon naan 7in 973 DA N9 IT NWPA .MIpn2 R M 721 DUInD 'Nd

M7 ononn
| the undersigned, grant permission to the health fund or any other body or institution and/or its other medical employees and/or its medical institutions
and/or its branches, as well as to all of the physicians, medical institutions, laboratories and other hospitals, mental health clinics, the National
Insurance Institute, insurance companies, pension funds, the IDF and the Ministry of Defense, Ministry of Health, district health offices, the Population
Authority and the Ministry of the Interior, to provide Migdal Insurance Company Ltd. And/or Migdal Makefet Pension funds and Provident Funds Ltd
hereinafter the “petitioner”, with all of the details without exception and in the manner requested by the Petitioner regarding the state of my health
and/or any iliness that | had in the past and/or presently having and/or will have in the future, as well as any finding and diagnosis in your possession
relating to my medical situation. | release all aforementioned body or institution or individuals from the obligation to maintain confidentiality with regard
to the state of my health and/or my illnesses as aforementioned, and | shall not have any argumentation or claim of any kind against anyone thusly
providing this information. | also empower the Petitioner to collect all information it may deem important regarding my health, inasmuch as it is needed
for the purpose of sorting the rights and obligations due to me per the insurance plans. Information will be used done only for the purposes of
insurance enrollment and settlement of claims. This waiver shall bind me, my estate or those legally empowered by me or anyone who comes in
my stead, this request shall also apply with respect to the Privacy Protection Law 1981 and to all medical or other information found in the databases
of all of the aforementioned bodies or institutes.

18 72 TV DTV A%/ 'WUKY Tavin Nn'Mn
. \Signature of Primary Applicant AT NA/a N
KRN Representative of applicants under Signature of
Date the age of 18 k| Spouse
anmn Ty ]210 DY ]p10 Nn'NN
Witness to Agent 1210 190N Signature
Signature Name Agent No of Agent |

E. Declarations (Mark X if relevant): (o171 ox N¥awna X [no7 w') NINNXN .0

We the undersigned request to be insured pursuant to the terms of the insurance selected in this health application form after founding it/them to be
suitable for our needs and based on the contents to this health application form we declare and undertake the following:
DIN¥N X IT NY¥NQ NINKD 7V JAN0oNAL 1'7¥7 NINKNIM [/ANIR 1INYAY INKY 1T NY¥NA 1/NNN1IY NIVTAN 'XINY7 DXNNA INIXK NVAY D'YPAN VN DMINNN 3R
707 Darnnnl
TIXYIN IX7 210D TI91 'M72 77N WIann NIVMAN ATINY 0'01 1IWNW!l NIX7AI NI IT NY¥N NNA0NA MIoNY NIIYNN 1D ,'7 YIT :AY¥N] 10mY yTnY aWwpa mnxa .1
72 NIZ1Y9 VIl NIVA *71Nan DI7wN L)' 0I7WN N'aa ,Nio™vIo

NIV 7N N72R7 NIdTA N7*7W7 IN DMNDIM NIV *7INAN DI7YNY7 IX/I NO™I9N 710127 DNAT7 D717V N1 IN IR NI'RY NAIWN

1. Declaration regarding information provided in the health application form: | acknowledge that the answers | provided within the framework of this health
application form are correct and complete and they shall serve as a basis for the requested insurance contract constituting an integral part thereof as well as
for the purpose of issuing policies, collection of related fees, payment of insurance benefits and execution of related actions. Incomplete or dishonest answer
may lead to the cancellation of the policy and / or to the payment of reduced insurance benefits or the denial of the .right to receive insurance benefits.

,D'MINIVPX 01N 7V 002NNA 'NIVTAN [12'0N NIX N2V NNANN LI'D WY DIN'A 7W 1'702 AN |2 1dIND NIY Tavinn DX 7277 nnann nndon D ™7 YT :n1va? a'ap .2

770 M0N0 .AY¥NN DX DN72P X7 IN DN72p DX 7 IW'TIN Mo oy i ,NnN2nn 7¥ DIN'NN NIMFTNY 27 0'wa ,'03177 INK YT 7D IR ,'RIDT YT ,0"00'000 DN

RN NYXNA 2700 N1AWNN NNANN 'RON7 T2V NNONNY NIIYANE NN2NN KON P T-70 NPRIDT NP'TA PT27 2*NNN IR ,NNANN =7V 127 WATX DX ,DIN'NN

.NIAN '019 T2 VAN TVINN ' NIVAN N7NNN

2. Enrollment: | acknowledge that the consent of the company to enroll the applicant to the insurance plans is dependent, inter alia, on an underwriting process
according to which the company evaluates the insurance risk based on the actuarial data, statistical data, medical data, or any other relevant information,
considering the company’s underwriting policy, and only upon the completion of the process | will be notified whether the health application form is accepted
or rejected. Within the framework of the underwriting process, if | will be so required by the company, | undertake to undergo a medical examination by the
company’s physicians and the answers provided by me to the company’s physicians shall be considered as part of my health application form. The insurance
commencement date is the date specified on the Insurance Specification Sheet.

2101 ¥ 2EN2 IX A701AY NTIO NYDNY ND0ID NIBIXAN NI/MOD0N NIYNMdN 71012 YW 2PN XIX ,NINKA NNX NYDN 7101 NIRRT A7 X7 nana D 2 uim .3
NINX NI/NITIO! NIYNNONA NINIY ANIA 710127 DNAY7 21YY NNKR DFTIO! NNDN 7101 .NIvNN IX/I NITNYA D'wONY7 NIFTIO™ NINdNA ‘7D
3.1 acknowledge that the company may not make the cancellation of one plan conditional on another, save for the cancellation of a supplemental
plan attached as an endorsement to a cancelled basic plan or the cancellation of all basic plans for those purchasing transplants and/or
medications. The cancellation of one basic plan could may lead to the cancellation of a discount given for an/other basic plan(s).

INNTAND DTIR 'XI9T A¥N YW1 A10Y IX/I "MWIOX NOIFNY QI9d N'AY 712'1 D'NX'7NA N0™7ISN 'KINYT DNNNA YAj71 NIVAN N'IDNA 10N D IWKNI DDon X 7 yim 4
.2004 - T"ownn DTIR 'RI9T AX¥N 'Y7 NIXIINL (NIVA 'TINA D'RIN) NIVAN 70V 7Y NIF'SN NNENA
4.1 acknowledge, consent and confirm that the coverage under the plan is determined according to the full terms of the policy and may be subject to
a qualification period and/or exclusion due to a pre-existing medical condition as defined in Control of Insurance Business Regulations
(Conditions in Insurance Contracts) Provisions regarding a Pre-existing Medical Condition, 2004.
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E. Declarations (Mark X if relevant) — continuation NN - ("7 DX N¥awna X noY7 ') NNNXA .0

,N7271 DIN'N ,0'NIN 1N 70N JWNAY D'YATI DINRD DTTAYIND 1'7'°K1 NILMAYZ D'TAYIND N 77N 9IX7 TWOKX 12 DIna D 7 YIT* :NID0Xa '7a .5
.DIN'NA 70 DINA 77 [N2N NIVMAY DNITAYIN - DFTAYIND IN' 1A% .0727"7 AWOKY DFTAYIN DNIX NIVAY 172N
5. Enrollment Procedure: | acknowledge that where some of the applicants are found eligible while other applicants are required to continue
a process of verification of terms, underwriting and enroliment, the eligible applicants shall be enrolled. The status of the remaining applicants
will be reviewed only at the end of the underwriting process.

] 1am interested in this separation option. T 71¥'9 NINWONA ["Iyn IR

710 NIWTINT Yann 72 01 77021 ,00'7190 DY WA "l 12T 727 /7w NI7Y D I D DY/AWRD 1R 0Ty 7w NI 'wXRY noin/atan e onra .6
XM NITIR YTN N72E7 U7 DAUNdY7 Aatn N2/[a% ('Mw T niva 'u1e 9T ,NINI 1712) NIFTN DNnon IN7Y' aImn N2/j2 7¢ N namd 7'w7 N1y DX .no*™7ion
JYIRD TR NN2NN 7Y 010I'RD IR T IIX7 122 DY §'0IN7 IX NNY7 JNNYORA NIV 102 NI0aN
6. Representation/Primary Insured of Applicants: I/we confirm that the Representative is my/our delegate for all matters concerning this policy,
including concerning notifications on the cancellation of the policy. Whenever there is a different address of a spouse the Disclosure Specification
Sheet and the Annual Report will be sent to the spouse to the address that was noted. For information about the insurance products on
harhabituach, you can change or add an adult name for identification on the .company's website and in the personal area

,AYY" DN X7 DM a1 1.6.2018 nira no19n WIT'N .NILMAN 'VID T2 AUPID NI'D NIVRAD NOIPN NIYE NI7NNIE NITRI9 NIRXIA AIon NIrdNY? .7
YIT'NA TYina Aann "'y Yagny n'maoai,0nIv D'XINA IX D'XIN DNINXA ,'M'RNN 1ToNN NINIINY qi1922
7. For Medical Expenses and Serious llinesses plans: The insurance period is as specified in the Insurance Specification Sheet. Renewal of
the policy on the 1.6.2018 and in the consequent two years will be in accordance with the legislative framework, under the same terms or
under different terms at a premium to be determined by the company at the time of the renewal.

8. Applicants who wish to be enrolled in the Shaban complementary -2 X [no - "2y n'7wn NIt niva7 9oxa n'wpan .8
surgery insurance - check X in
[ acknowledge and declare that: 11D XN YRN N7 YIT

MN'WY) "2UN NISNNWNY? 12yni 7un DNY N0'7192 NOIDAN NN A2 NIV 71NN M7IY! 1'D 7V WK ,0'7UN NIV DIINN NO'7I9N 'S 7V D'NINY |A2 110N X
1"awnn nIyann NIRXINN |27 No*7190 '9 7V NodNN NINY 7w 70192 NIKYIND |2 WI9NN DX D7UN (NV2NN) NN2aNN NI .(D'7INN NISIZA 0901 NINMA
.NN2NN DY DD0NAY NIN'Y "INN 7¥X D'NINYIYT [N 10N .N0'™7I9] NYIAPN NMPNYT TV NNTI

.N0™I9N '© 7V I'MINDT WIN'M? NN2N7 N9Y7 |21 "awn ' 7y IMMI'DT winm? 0'7INN NoIE7 D97 Tayimn 7y ,nim1a 122 10 win'n? .2

NPT NN K72 N2 DM7IYNR NIVAN 7MNAN WK N2IM) "IURIN 7pwnn” 'nio 1o Nya NOIM A2 NIVAN MTA 0DINY IT NN A2 NIVKN T A
.(J"awa niyann

.0"7In N9I NYTIN Tvinn om' 60 M2 "pwxin 7pwnn” 'niva 107 1127 wipa?i nnan? nins? myimn 'RT ["awn 15N NNann Droa LT

A. The coverage for operation pursuant to the policy is supplemental, in accordance to which, insurance benefits will be paid for surgeries
covered by the policy whose costs exceed the participation of Shaban (additional health services provided by the Health funds), namely, the
company (insurer) will pay the difference between the actual surgery cost covered by the policy and the expenses reimbursed by Shaban,
up to the maximum amount specified by the policy. The coverage applies to surgeries by service providers under agreement with the
company.

B. To realize coverage for a surgery, the applicant must contact the health fund to realize his rights pursuant to Shaban as well as the company
to realize his rights pursuant to the policy.

C. The premium for this plan is lower than insurance premiums for plans covering “from the first Shekel on” (MeHashekel Harishon - a plan in
which insurance benefits are paid irrespective of the rights under Shaban).

D. Upon termination of Shaban membership, the applicant may contact the company and request a coverage “from the first shekel

on” (MeHashekel Harishon) within 60 days of notice from the health fund.

'01NVI'X PYNNA NIV XN UN'R .9
NIW NI0'AN NNAN 722 7w NI0MAN XN DR 21NN NIXYY 7 IWON'Y NVAIKA VINVI'R NN NP XIND TIWNA ("NIYIR") [1D0'NI NIVA [INN 7IY NIYWA
7'019 NONYT NWRA K717 721N, NINNRYT .1INNAN DY YR TIX'7 77V ,011N10 DX 12V 1y JIRENTNA .DNY7R NIYAY7 11y 1IRY DN 0'021 7V NINTI
www.migdal.co.il :n2m>2 nN1aN 7¥ 01VI'RN ANXKA 70T 091V NIYXNANI PYNNNN
S7RIW NI NNAN 792 779 NI0AN XN DR NVAIRKNN VITVI'RN INKQ TINNA NIXIZ )N YINN ,D2ININ NN 'K ,NVTY
9. On-line Database of Insurance Products
Based on data provided by us, The Capital Market, Insurance and Savings Authority ("the Authority") in the Ministry of Finance has established a
secure website allowing you to view all your insurance products in all insurance companies in Israel. If you wish that we refrain from providing such
data, please contact our company. For your convenience, you can complete a request for the removal of your information via a digital form on our
company's website at www.migdal.co.il
Please note that once we refrain to provide the data you will be prevented from viewing consolidated information pertaining to your insurance
products in all insurance companies in Israel on the aforementioned website.

TNI'VIDD NAAN 7IN '97 NINdonI NNAxA.10
MARNA Y VTN D Y UIT VTN DX JIon? NpIn AN Y nn X710,'MNo0n2al 1IN 1011 I0NKY 9011 VTN 731 NT 1Nona 'MNoNY YTNNY TWUXRN X
MINdIN/NI0™19 7w quIv NI 721VON 71017 wpn My D% wnwl jnyon m Ik/I n"ya 0"011'91 NIV NIPTAXK 7Tan N0 0912 71 NNann 7w yThn
D'TTX7 N2YI' NI0NKI 'MNONY DDNOoNNI YT'NRN D 00N IX .|'TAY NN DIl 0'901 D'NN'Y YR NY'Y' ' AT ,'00'0V0 TIWI NIT'D MY 7Y DMXIN
D'ONIYI Nwn 1727 ,0'790 ,0'7U9NN D' L,D'P'0YN ,NIYN 'NLAN L|I'Y 7wa/Niota 12107 112D L,7"IN ninvnn X7 ,7"INa D'R¥Nan N7R0 N ,0vetY
0VINVI'RN NN AW NIAT 770 NXAP 72U NI'0I9N N1AN NI'TA L(AXIAFN 'POY NIDN X 'TARN N1ANd 'Y 7¢ NNpnd DNKR 0'9127 NnaY) 0''j7oy
.nann 7w nxpz7oxa Ik https://lwww.migdal.co.il
10. Declarations and Approvals pursuant to the Law governing privacy
| confirm that the information | provided in this document as well as any future information | will provide, was provided freely and willfully, and | have
no legal obligation to provide the information. | know that the information will be retained in the Databases of Migdal Insurance Company Ltd. as
well as by bodies or institutes controlled by Migdal Holdings Insurance and Finances Ltd. and/or anyone on their behalf , and may be used for any
matter relating to management, operation and ongoing service of policies/plans/products in my name, segmentation and statistical analysis, direct
mailing, contact, additional services and compliance with legal obligations. | agree that the information and documents | provided And | will deliver
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E. Declarations (Mark X if relevant) — continuation NN - ("7 DX N¥awna X noY7 ') NNNXA .0
will be transferred to third parties Including those who are abroad For the purposes of the above purposes Such as: for insurance agents,
licensees, reinsurers, employers, Admiring factors, suppliers, Subcontractors and business partners Including to other entities in the event of a
change in corporate structure or the sale of the Group's business.. The Migdal Insurance Company Privacy Policy is available to you on the website
https://www.migdal.co.il or in the company's application.

IR QPYUNN T ,|21 7KUY NRIYA NIVAN NN2NA ,NIDNN/NITNYN/7RIU 0NN 1107 NIV NIMID 7W ARIYD NNO019A [120'N1 NIV L|INN 71v NiwA.11

NN |1D0'NI NIV [INN ZIY NIYA 7W INKA NIVAN NN2N NN'Y TTY?1 NI 'NIVA DIRIYAYT [12UnnY? 012'017 JNNYOXA .[N7W NN'WR AN
www.mof.gov.il

11. Capital Market Authority, insurance and Savings publishes a comparison of insurance premiums for covering: in israel/ transplants/
surgeries medications, in the various insurance companies in Israel and the index reflecting Their service level.
You can enter calculator to compare health insurance and the insurance company Service index on the site of the Insurance Capital Market
authority and the savings address: www.mof.gov.il.

[] 12. I received substantial information regarding the insurance, including a 10N NP IR N7 NN k. mimm vyt 7 om 12
description of the main points of the insurance cover, the premium and TNKRNN )'70 NIRYIN 7 110N 21 .NIV2AN NOIPNI N9 ,'NIV'AN
the insurance period. And | was informed and was given the results of NIMI9 N7 7 IWNINY NI0™7I9N |12 D'7TANN AT 77021 DN
the matching process including the differences between the insurance NINK N2'0 72 IN NNaNA 7 N1 NN'Y ,N0™MI9N 'NKIN ,NI0TAN
policies that were suggested to me as well as the insurance premium, .IT NO™7I97 R7IIT 90XN7 7 ymin n7waw
the policy terms, the company's service, or any other reason why | was
advised to join this particular policy.

13. Existing relevant policy(ies): 1021171 NIvMA N/AntE nho™.13

WY |[arma/pa| oe
Primary | Spouse |Children

N7 | p | N2 PN P

No |Yes| No |Yes| No |Yes

A. Do you have an existing relevant insurance policy relating to NI/NDIMY7 '01171 NIV NN N0'™7I9 1T W' DN X
the requested plan/s? If the answer to question Aisyes 1 | [ (] |[] (] | (] l— .

P" X' R N7RYT7 NIwNn DR ?ni/Mupiann

B. Do you intend to cancel or reduce the scope of coverage of NI/N0'™7192 110N O7'N NX |'UFN7 IX 7027 NN DRN .2

the existing policy/s? If the answer to question B is yes 1
g poliey q Y IR Eyuy l_ "IP" X' 2 N7RYY NUWNN DR ?NiI/mntpn
C. | would like that a request for cancellation will be sent to the insuring N0'7191 NNVANN NIV'AN NN2N7 N7YUN 710'AN NYRAY |"11YN IR .2
company of the current policy: nnvEn
O by me Ty

by the insurance agent. Submit a signed cancellation request (form

O 305) to your insurance broker .0imn 305 'on 71012 NWRA 0910 D107 N10N7 W' - NIV 210 *T* 7Y

By Migdal Insurance Company — in the case of cancellation by Migdal, 0910 X7 W' 7Tan T 7V 7101 7W Mpna - 7Tan nivfan nnan Ty

0 please attach a Cancellation Request Form no. 305 and specify the N0'71I91 NNV2NN NIV'AN NN oW DX |'¥71 305 'on 7101 NYPA

name of the insurance company of the existing policy: ——M8M83 — nnvEn

D- | confirm that | have been informed of the results of the matching 'NINQ NI9'W T 77021 NARNNN )70 NIRXIN 7 NONIY YUK IR . T

[] process including the details of the improvements of the policy terms, N7wWaY NINK N2'0 72 IX NX7NIMN N0™I9] Y7 NNI'Y NN'WA IX 10N

or the service, or any other reason why | was advised to switch policies .N0"719 MW7 '7 ymin
Qe 13 mn 8 Tiny Document Code:1581
0115811700811011222 Migdal Insurance Company
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E. Declarations (Mark X if relevant) — continuation

14 Cancellation of qualification period when canceling a health policy in
another company and purchasing a health policy in Migdal Insurance
Company Ltd:

YN - (*uaI7Y DX N¥avna X [noY7 w') NINNXA .0
NINX NN2N2 NIXMA NO™7ID 7101 YA MWDK N9Ipn 7o 14
:n"ya n1va% "N 7Tana NIXNA NOYIS NYDNI
|'aW D'99INN D'0'N 7V 71 X 7IN' WO NoIpn 71Iv . .X

A

Cancellation of a qualifying period will apply only to the overlapping
coverages between the previous policy that is being canceled and the new
policy, except in any case insurance related to pregnancy and childbirth for

772 vyn? ,NYTNN NO'71I9N |'27 N70aNNN NNTIEN NO'7I9N
NIWOX N9IZN 7INN 12142 2T [1M'07 WPN NI NN
.0'wTIn 6 7w nxipn

NIN'W "And1 IX/I MI07IANK NS0 NIWIR N9IPN 701N K7 . A
N'DIN YD W NNl ,7Tana nuiann 'y WD) DX
NI'TIO! NIV NIMDIN K77 ,NITNWN IX 702 K7W NIDINN
D202 (AN T IR/ J0107 NTA) NIYR NIZNN IX NIDON
.n"w 100,000 2y n71y n*kw NIva

7272 0'DNoN A'¥N7 WATK NIV *72INan7 ny'an nvan nya . .a
DX 1 ( DMI7YN VDI NIV 019 T ) N701AY NO'7I9N
LR NWOX NOIPN "7V 71NN, D NYWYR K7

019N NYIAPN NWIRN NDIZN D 1N ,i790 10N |yn? . .71
0'99IN DI'RY NIV MIdO0I O'I0'D 112V 7INN NO*7I9N 'KaNa
N0™719N |27 N7012NN NO™I9N 2 DM I'N K7 IN/
MIN/'KIN2 'Y 'R P1ENR"YA N7 nNan 7Tana nwTnn
.D"P 'X191 2¥Nn AN 771D No'19n

which a shortened qualifying period of 6 months will apply.

B. A qualification period will not be canceled in an ambulatory supplement
and/or service documents if they were purchased by the insured in,Migdal
Insurance Company Ltd in the case of purchasing a Medications not
included in the healthcare basket plan, or transplants, without additional
basic insurance plans or serious illnesses (Mazor for cancer and/or
extended Mazor) for an insurance amount that does not exceed on 100,000
NIS.

C.When submitting a claim for insurance benefits, | will be required to present
documents regarding the canceled policy (insurance details page and
details of payments) and that if | do not do so, | will be subject to a full
qualification period.

D. For the avoidance of doubt, it will be clarified that the qualification period as
specified in the policy conditions will apply for coverages and insurance
amounts that do not overlap and/or did not exist between the canceled
policy and the new policy at Migdal Insurance Company Ltd. and there is no
change in the policy conditions/exceptions, including an existing medical
condition exception.

18 "7'a Ty D'TRYIN aXY/ 'WUXY ThYIn n'Nn

Signature of Primary Applicant\

Representative of applicants under
the age of 18 %

1T na/ja nn'nn
Signature of
Spouse k|

NN
Date

F. Consent to pre-conditions - | agree and confirm in advance: JWUNIN TIUXNI D'DON 1IN - UKIN 2727 'KIN UK .

122 100% Ty 7w N2 nivxan mMT 72V N'IN'N N90IN D7Y7 DIN'NN )'70 27V WIT 12 Nj7Na DA NI/NYzIann Ni/ntaonn nuo L1
1. Purchase of the requested plan(s) even when as a result of the underwriting process a payment of an underwriting premium up to 100% is required
due to

1 Yann IR/ YN Niva Mpn 73 noid' X7 (wo11 ox) 7"In2 IR/ YaRA NNt '9*7nn 017191071 0'NINY o1 .2
2. The coverage of surgeries and surgery-replacing treatments in Israel and / or abroad (whenever purchased), shall not include any insurance event
related to and / or arising from:

D720 NIy T 1'12'01 MO'7 NINA iral DNV n10'o
Varicose veins on feet U caesarean section and its complications U hernia U hemorrhoid U fissure
0NN NVI7A NIP'WS IN' shalbl nNIpINg onipuIR INWN DT NI DNAX

U hyperthyroidism U cataract U glaucoma U keratoconus U urolithiasis

I/ "'y A MRAN NI DDA NRIST N9OINA NI/NYRIAND NI/NONY 'M7ap DX NRNAY IR DMNXR DN 'RIN Y7 NSRYA AN aana D 7 uir .3
.DIN'NA ™70 DN AYTIA "8 N7WN AT 2IENALMINDAN 1A¥N 122 NIVt 10Y NIvoN IX/I NNNX MianN
.N0'™190 NPONYT 'KIND AN'NNY D'XIN YR 091V N7Y' DIN'AN 7'70 DINA ,NIV'AY DFTNIM D'XIN 1YAP'] AT YR DN X7¥ DNl
3. l acknowledge that the company may determine different underwriting terms and / or make my enroliment in the requested plan(s)
conditional on a higher medical supplement and / or on different and / or additional exclusions due to my health, in such event, | will be
notified at the end of the underwriting process.
In the event that this consent is not signed by the applicant and special terms will be determined, a Conditions Approval Form to be signed
by the applicant will be sent at the end of the underwriting process, as a condition for the production of the policy.

18 7'a Ty DrTNYIN AX)/ 'WUNRY TAYIN NN

Signature of Primary Applicant\ 1T na/ja nnnn

1'IRT Representative of applicants under Signature of
Date the age of 18 k| Spouse k&
e 13 7mn 9 Ty Document Code:1581
0115811700911011222 Migdal Insurance Company
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nnIT NIV m.'m'v "IX'S npP"aynn nS0i N"DNY? NISVXAT DY/TRYIND VYN T

G. Applicant/s Consent to Enroll in an Additional Migdal Plan Compensating a Similar Insured Event
NIYP NI7nNnN :aion NINdNYT NP0 IT ANnXn

MT A0 122D Y7 YT D1ANIT NI MR Y YD Naynn NINK NIV NNANA 1K 7TANd TR 10719 T W' ax 2y NWRIann N'dNY7 qaoxn? wpan mn_]
107190 MY 1w (NI'I9) niva
.NN2N2 NN NO*™7192 0'9011 D10 NWDI IX/I NIV DIDO N7TAN 7w NN DA 7IN' AT YR

[] This statement is relevant to the following plans: serious illnesses.

| approve my enrollment, within the framework of the requested plan, even though there are any other policy with Migdal or with any other insurance
company which provides compensation for a similar insurance event, and | acknowledge that in such case | will be charged insurance premiums for
both policies.

This consent shall also apply in the event of an increase in insurance premium and / or the purchase of additional coverage in an existing policy with
the company.

18 '7a Ty D*TnyIn ¥/ 'UXI TAyIn Nn'NN
Signature of Primary Applicant\ AIT M/ja nn'mn
KN Representative of applicants under Signature of
Date the age of 18 | Spouse x

.Tana qEima nrE NIV %Y AN2NA VYR DAY T2 INNA '
.The aforementioned does not constitute a confirmation of valid existing insurance by the company

H. Consent to Receive Marketing Promotions NI'FI'Y NIMSY7 Nndon .N

lagree [] owon X

I do notagree [] Don X7 N

that the information may be used by the Migdal Insurance Company Ltd. IX/I 7Tan nx¥Iapn nnan Ik n"ya nivaY NNan 7Tan NX wne' yTan D
and/or members of the Migdal Group and/or one on their behalf, for the IX/I DMXIAL DTNV DMOD NITIR YW L 7MY IX7 ,[nyon DI
purpose of marketing and direct mailing of insurance coverage and AN 2 NRTEL,DNWDYT NYXN 011971 DNRE D101'S ,0'MI'019 D'MN'Y
products and/or pension, financial and other services and offers for their ,(SMS) xp 1on nyTn L(7URIT) NNOFYR DYTIN LNYMI0RD NIVXNKA
purchase, via, inter alia, facsimile, electronic mail, SMS, automated 1 ITNYT 721K NY 722w 7 YIT . ANK MIYPEN 'WXNAK 72 IX '0NIVIN AI'N NN
dialing or any other means of communication. | acknowledge that at any IX NIVAN 210 NIYXNK N'PI'YA AXI9SNN NN'YWAN NN0N W7l IT nndonn
time | may revoke my consent and request to be removed from the ,03-9201010 1970 .nNann 7w NINR7N MW TRIN? 09 IX 7Tan NXKA
marketing mailing list by contacting the insurance agent or Migdal website mokedbi@migdal.co.il anuR WNIT

or the company customer service center at telephone 03-9201010,
or via email: mokedbi@migdal.co.il.

18 '7a Ty D'TnyIn a'¥)/ 'UXI TAyIn Nn'Nn
Signature of Primary Applicant\ AIT M/ja nn'mn
KN Representative of applicants under Signature of
Date the age of 18 Spouse x

I. Agent Declaration: D TYUNN "IX - 210N NINN¥N .V

0T 77921 ,N107 9IY ITIN 'O 7V NAIMNN NIKIIN 72 INK XM ,NT 09102 DY/0119NN DY/AXINN NI 70 NNA0NA D TWUKN X
S2'W7 mNN DN NIKY 17'2 0910 MK DN'192 'MAXNY INKR7I DT'-7V '7 NOMY '9) [0 NIIYNN ,NT NYXN 09102 NI7RYA 72 DX 7"10 omninn NX M7xw .1
INX7 ,00/I'DIX IR NI/NNKINN NI/NYRZIANN NI/NDONN DX MYXNE NI01AY 9N Y7 NN 7V Nponn TN NIXINY DXNNA NIV1Y7 DY/Taymn DAY DX 'Mna .2
JIN'D N7RYNN NON NWDA7 QYYD W napna L(NNon 737 ) Nivtan a0 ANK NIYXNNA NP9inn NIVY7 Tyinn 7Y 0'm'pn NI0aN XN D'yl DX NNy
N'1DNY INISIVXN DX 7'W7 'T §'W01 VIIDND WX NVIANNI LITOY NO™MID NAYPY IX ,N7012 XK7Y ,NNIT NIV NPN 1AW D071 NVIANY7 NN X7 D M7
DNYpiann
NN'WAIN0™I9N 'KIN, NIVAN NN NIANYT 17 IWXINY NI07I9N |2 D'7TaNN DX AT 77221 NNRNNN 7*70 NIKXIN DR NIV7 TAyM? 'NYonl 'Maxn S 'nxn 110 .3
,N"'{7 NO'™719 NO7NN 7w NjzNa .NI/NYRIANN NIYNDINT 9I0¥N7 NIV TAYING 'MX700 17w NINK N2'0 7D IK §I0¥N7 Ypan N7 NNand nuian? 'y
.N0'™719 112Y7 NVIANY 'MY7NN N7WAY NINK N2'0 72 IX NN IX 10N 'NIN 1I9'W NIX DA TAYINT 'Max¥n
22 720 AR niryn mT 73 qon 40% Y 0'71y nINNRN NNT7En NIwa [nn 7apn XY NI7Myn mTY NNAn a7 Nivk? Taymn DX My D v 100 4
VYXINY NI0'AN XN DX NIZIYNAN NNANN 7 1901 DX NIVA7 TAyINN 192 MUY D 11D .NNIMKD NNANN DX 'V 71y X D1 N0 91y NI DXInN 772
17
(N2yn1 67 712) 7'N1 NOTX KINY NI01AY TAYINYT ,NIT'S NWIAD 17002 NWYI X7 DIT' PI'v21 D10 NNn¥n .5
11D YN N
.NI01Y7 9I'Y ITIN WATID 701 NITR? NN N7 nwdn NM7En mwn 17nn2 mnay .1
NPV 7W DAMD NN 17 MNon gai 17 I7IYY DY/AXINN 79 'NI0TAN 10N 'y IR NIVAY TavinY Mavn LIUXRIN 17w .01 v pitwn 170 DR Myxa L2
NP DY YY'NN? NIv1Y7 Tayvin? Myxn )3 md Niva7 Tyimn N1'N27 DXNN2 7020 'W¥NXa/ INIT, NI0'AY7 9 TN VIAEn NONRN 'S 7V 'Nivan 10N
JXINN NIVAN NYDI7 WWEA INKR DTR IX NNDWN
NI0MAN 110N MP'W/NNIYRIN NYXNN NN'0N TVIN NINS7 om' 2 1nXY7 *T' 7y yx¥ia 7irwn 7*70 nirol qwnn ,awn 17w .3
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I. Agent Declaration: 1D QUNN "X - [DION NINNXN .V

JMIRYINT AMRNNN ™70 IR TV D N 10 .6
| confirm that as part of the procedure for selling the listed products in this form | complied with the instructions of all the commissioner in according
with the insurance attachment circular including this:

1. | asked the undersigned all of the questions in this health application form, the answers are as provided by them to me and after | presented them
with the Disclosure Form they signed above.

2. | investigated the applicant's needs for insurance in accordance with the instructions set forth by the Supervisor of Insurance regarding insurance
signup in its Circular regarding insurance enrollment and, after reviewing the list of the applicant’s insurance products using, (at least), the
designated website of the Capital Market, Insurance and Saving Authority), | offered the applicant the plan(s) thatis (are) best suited for his / her
needs. In so far as a compensating plan has been offered, | verified that the applicant has no valid policy concerning a similar insured event,
alternatively, the applicant has confirmed, as specified in section G above his / her enrollment To the requested plan.

3. | here by declare that | displayed and delivered to the candidate for insurance the the results of the matching process including the differences
between the insurance policies that were suggested to him as well as the insurance premium, the policy terms, the company's service, or any other
reason because of | recommended to the candidate for the insurance to enroll to the requested policy. In case of replacing an existing policy, |
displayed to the candidate for insurance also the improvements of the policy terms or the service or any other reason because of | recommended to
the insured to undergo to another policy.

4. | here by declare that | informed the candidate for insurance about the companies from which | am getting Brokerage fees in the last calendar year
above 40% screen of all commission fees that i am getting for all the products from the same insurance industry and that | am marketing mostly
those companies. In addition | mentioned to the candidate for insurance the number of all the companies which are marketing the the insurance
product offered to him.

5. Statements of the agent in initiated marketing that are not made during a physucal meeting, to an insured who is a senior citizen (age of 67or older)
| declare that:
1) During the calendar year,| received training to provide a service to a senior citizen as required by the Insurance attachment circular.
2) | carried out the marketing process in two stages .In the first stage | presented to the insurance applicant the main points of the insurance
coverage of the products marketed to him.
| also suggested too the insurance applicant to consult with a relative or other person regarding the purchase of the proposal insurance.
3) In the second level continuation and termination of the marketing procedure was carried out by after at least 2 days from the date of submission
of the offer .
6. | here by declare that | documented the matching process and its results.
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This form is for women and men alike TAXD DA D'WIY TYI' 0910N

Please fill out the form with a pen only and not with a pencil |NoYa X71 Ta%2 VYA 091VN NX K77 W

Insurance Premium Standing Order Form NIV'AN '"MT DIYYN NXIIN 091V

Form number @ 0910 190N

Please choose one of the following methods of payment : 170" AN 'yxnan TN 1IN v

'NIWN 0'01D1 DIYYN

[] Credit card — (select the correct card type): (D'*xNnn 0'VIdN A0 NX N2 - 'KIYN 0'VD
O Visa O isracard O Biners ) Amercon Express . Loumi Card

0'V1dN 190N 0'VIdN PIN 0'vdn 'wa DY 0'VIdN '2Ya NINT 190N

HNEEENENENEEN HENEREE

7'RIN DNMID0AI D'MI7YNN 19001 11717 720 T 7Y DNNA AT DI7YWN YI¥ 0910 .NIXM2 / DN NIV NIOY7ID A2 "IN I2MNN'Y DAI'NN D7W7 '11X12 D, NINTA TWKRN
N RIWRD '0'0ID NNANYT NI0'AN NNAN VIBNY 9 YA NRIINA NY7 Nyn D2AIN 'RIYKD '0'01D NN2AN7 1'avn? n"'ya niva% nnan 71an7 nxkwan T 7y manai
791I'Y 0'0ID 2AI'N7 DA QPINA N'AN IT ARYWIN D 7 YIT .AToNN DI'0 Tvin 197 ni* 30 NINS7 NIV'AN NNAN7 ANdA YHTIR X7 TIY 72 QI ' AT 170N D DDon

.NK 1901 XW' NT 09101 117 N90NY 0'0dN DIZNA

.NILAN NN T 7Y AR W'Y AN 7D 1A% 'RIYKD NNAN YR DINIM 7'W7 NinKa DI7YNN 1ToN YiXa D Y7 yim

| hereby confirm, that | wish to pay the amounts due by me for life / health policy. This payment order form was signed by me without specifying the
number of payments and their sums as | gave permission to Migdal Insurance Company Ltd. to transfer to the credit card company debits from time
to time by standing order as will be specified by the insurance company and conveyed to the credit card company. | consent that this arrangement will
be valid as long as | do not provide written notice to the insurance company at least 30 days prior to the end of the arrangement. | acknowledge that
this permission will be valid for a card issued to replace the card noted in this form notwithstanding its different number.

| acknowledge that the arrangement of the aforementioned payment is conditional on an authorization from the credit card company
regarding every debit conveyed by the credit card company.

N7 DY/TNYMN 27 112 WEN NINN DX 0197 W' NIVY TAVIN 1'R D7WUNN DX .58 'on nj'T 0910 QX7 W' "NR" 10 DX *
If the_ payer is not an qppllca_nt for_lnsu_rance plea_se *If otherwise marked, an affiliation form No.58 must be attached
specify the nature of his relationship with the applicant

(nj7'1 0910) AN arm NN20/K20 ni/nx DMIn . .
other O spouse O grandfather O Sister/ O parents O N s{g,f;?ﬂ,e”;’f’,&“c’;gﬂm
(affiliation form) grandmother/ brother Date owner(s) *
yajp nX1Ina niwn
Payment by Standing order
7120 DU 'lg?a?‘%gn T"g;‘:ﬁ" Iy (a1n1) 9200 namd nll-l:lo?;%n T™n I:c;zltgl
Name of Bank Number | Number Place Branch address (street) number | -P-O.B Code
22 [12wn 10N |1awn 10 _ToIm T NN / 10™ID 190N
Ban'k account number Account type Instltutlonaf Code Policy / Plan Number
00602

m NINAN NI72aNN DNKR NINS7 N771D0 NRYN

Permission including at least one of the following limitations:

2I'NN DI20 NN DI NRYINN QI NY'PO TVIin

. . NIS/m [ o .

Maximum sum for debit Permission expiry date
(7322 NN Nrvnwnn 7 7,720 Y DTN DN NIZ70 VAW NI72a02 DAY DI'RY DN 20NN T 7V IN7YT DR)
(debits issued notwithstanding the limitations established by the customer will be refused by the bank,
with all the implications involved)

nI72a0 N7 NI'RY D775 ARYANA AN Aynwn L7'Y% NIaxina NisIiZNan NNKX [In'0 'X - DdA? NnNIWNY

Please note — in the absence of any of the above indications, the order is a general permission with no limitations

NI7220 N771D NIRY N1'7'70 NRYWIN
General permission with no limitations

| (We) the undersigned (account holder as appear in the bank records): ‘(7120 902 v'91nd [12wNN /7v1) n"nn 1/IR
9"n / nint 190N n7an nv / answn v 19719 DV 2w (21n1) D10 nam> N oon N R
.Identity / Priv. Corp Surname / Corporation . . House y
Number Name First Name Place Residence (street) humber P.O.B. Postal Code

Hl

n"ya niva%? nnan 7T1an

IR R Migdal Insurance Company

011125990102011021 137mn 12 Tiny Document Code: 112
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HEEEEEE

ITAN

Payment by Standing order — continuation

1. Hereby give an order to establish a standing order in our accounts for
the sums and dates to be presented to you from time to time through the
beneficiary code, subject to the limitations indicated above (inasmuch as
indicated).

2. Furthermore, the following provisions shall apply:

a. We must receive from the beneficiary the details required to
complete the request to establish the standing order.

b. This order can be revoked by notice from me/us in writing to the
bank that shall become valid one business day after the giving of
notice to the bank as well as pursuant to any legal provision.

c. | (We) may cancel a specific debit provided that such notice is
provided by us to the bank no later than 3 business days after the
debit date. Inasmuch as the notice of cancellation is provided after
the debit date, the account will be credited at the value on the date
of cancellation.

d. I (We) may demand from the bank in writing to cancel a debit
whenever it is incompatible with the expiry date specified in the
permission or the sums specified in the permission inasmuch as
indicated.

3. The bank shall not be held liable for the transaction between me (us)
and the beneficiary.

4. A permission that is not used for a period 24 months from the last debit
date is hereby revoked.

5. The bank shall act according to the provisions of this permission,
subject to the provisions of any law and my (our) agreement with the
bank.

6. The bank may, on reasonable grounds, remove me from the
arrangement set forth in this standing order and shall thusly notify me
(us) immediately after making its decision while specifying its the
grounds for its decision.

7.1 (we) consent that this order will be submitted to the Bank by the
Beneficiary.

YN - yag nxIna ol

Ja/miawn arn? axwan 730 n/m1wna opn? Ak s nd? oa/inn L1

T NIYXNX2 20NN "y 0YS1 DYO T Dd7 INXNI'Y D'TVINAI D'AIDOA

,7"10 NI0'71I9N A2 YA NRIIN T 'R ApY NIKXIN N NY7 20mn
.(1Imiow 933) 7'v7 1niow Ni72an7 1952

NIXAN DIKND 170,12 D .2

NXYINN NNPR7 NYRAN 17'M7 D'WITIN 0'0190 NIX 20NN 7297 /' .
.awn arnY

DI' 97IN7 01ONVY 7217 AN NNXRN/' N VTN MY 710127 NIna T AR 2
T2 XA Moy 710127 NN DI 7122 AYTINN [N NKY TR D70V

/T 2v "0n'™M D W Y TINY ,TA%7a1 0'on AI'n 7027 0/'kwN YR a
NYTINY 720 .AI'NN TV INX7 D'poy M' 3 -n NIXR' X7 ,j7127 anda
71010 NYTIA NN DIF )2 QWYY DT QNN TYIM K7 Nana 710an

1'X 2I'NN DX 2I'N 7027 AN22 NYTINA 72200 WINT? /'R /R T
1VA71¥ D'AIDON NX IX ,ARYIN VA7IY Q7INN NP9 TVIN NX DXIN
.IY2j71 DX ,NRYIN

201NN 127 12/71Y Npoy7 Yainn 722 'RINK 1R a0 .3

NN TVIMN D'WTIN 24 99 D9Ipn (Unl wim'y N2 Nyt X9 axvan 4
.N701 ,JNNXN

DOONI [T 22 NIXKIINY §I91 ,NT NXYIN ANd1 NIXIINY DXNMA w9 an .5
.20 127 n/anay

N2'0 17 N'NN DX ,NT NRYIN ANd2 0I9AN ITONN A I/IXRNINT 'RWA 7120 .6
.N2'0N |I'¥ JIN INV7NN N72P NKR? TR ) 7Y 12/'7 vy ,1d% o

.a0mn ™"y 7127 wan I nwpaw n/nnon nx/x L7

J/nmmisoini ni/ndna / nho™7ion 'Ran Moy n"ya nivaY nan 71an 'y nY'7 nyn yap' Imymi 2rnn Dido :NXYINN '019
/Authorization information : The amount and date of debit will be determined from time to time by Migdal Insurance Company|
Ltd. according to the terms of the policy(ies) /plan(s) / addition(s)

We received instructions from

[awna 72 nn'nn
Signature of Account holder/s

*

4951106 T n"o 3063 .7.n n"ya n1va7 n1an 71an 7257 7120 MWK
Bank Permission to Migdal Insurance Company Ltd. P.O.B. 3063 PT Postal code 4951106

- n nIxIN Ny

to honor debits for sums and at dates that will appear by magnetic means
orin lists to be presented by you from time to time in which your account
number is to be specified in accordance with the provision of the standing
order. We duly noted the instructions and will act accordingly as long as
the status of the account allows us to do so: as long as there is no legal
and/or other obstacle to their execution, as long as no written order of
cancellation by the account owners has been received or as long as the
account owner were not removed from the arrangement. This confirmation
shall not affect your obligations towards us as per the Indemnity Letter you
signed.

TN 17 IANNY NN X 101N 'WXNKA 1VI9I'Y DITVINAI DMID0Q DRAI'N T1dY
0II19N7 DXNNA 7901 ,0N2 Al N'NY 7222 DY/1NIAYN 190N WK DY) DYD
JAWNN 2¥N TIY 75 DRNNA 7u911  NIKIND DX 11197 1AYY .AXYINN ANdD]
N7apNN X7 TV 70 .yI¥TA7 DONKR IR DPIN YR DN K7 TIV 7D NRT QWOR!
In jawnn Youa /RN K7 TV 7 IRIawnn 7ua "y anoa 710 Nk 178K
7Yy DNMY 'I9'Wn 2N 97 11'970 DIMI'AYNANNA Ya9' X7 N7 MWR .aToNN

.0oT

{122 |I2wn 190N |1awn 10 TOIN TIZ apon T n"On / no™io 1von
Bank account number Account type|Clearing House Code| Institutional Code Policy / Plan Number
10 712
B:'lanch éank 0 0 6 0 2
RN qnol M 9100 NNNINI AN
Date Bank and Branch Stamp and Signature of Branch
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