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Top Tourists -
Proposal for Health Insurance

All questions must be answered clearly and fully.
Do not use lines or symbols instead of words.
The form is for both men and women.

You must provide full and honest answers to every essential matter you
are asked about, and not doing so may have an impact on the payment
of insurance benefits
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Name of agent. |>10N DY

Agent no.

|2101 190N

Company/collective Name. 2'up7ip/nnann ow | Private company no.

A. Insurance Candidate details
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.9.n ‘on | agreement no in collective policy /

payment per day

NIV TNYINN '019 .X

First name '019 Dw | Last name nnown ov | Passport no. |IDNT 'on
Citizenship nintx | Date of birth nT7 KN | Date of entry to Israel 78U N0 NN Gender/|m
Male /1 O

Female / mjn O

Zip code TIp'n Town House no n1 ‘on street 21NN N2aInd

E-mail for personal nwTINY 77817 | Cellphone no. T 1970 ‘on | Telephone no. [1970 ‘on

notifications and mailings DANIMTI NI'YR

B. Insurance period requested
To

N7 TV | From

NYprian Niv'a NSIp”N .a
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* Note: The requested date does not bind the Company; the
effective starting date of the insurance is as noted on the
Insurance Details Page.
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for the sake of convenience this declaration is written in the masculine form, but it
is intended for both sexesy Please answer all the following questions.

in the "Yes" or "No" column For each question place a check mark v/ and if the

finding is positive, note the question number and the details in the "Details of
positive findings" line.

General questions on the medical state

1. Height meters, Weight

kg
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Diagnostic tests:

Have you undergone in the course of the last 10 years or have you been
given a recommendation to undergo one or more of the following tests:

2.

NI'MINAX NIP'TA

IXN INX DX Y¥27 17 Yin Ik nnnnkn 0wn 10-2 nnay oxn
,n'oipoimx CT ,MRI,A%7 17K ,2%7 19" 7102 NIpHTann N

catheterization, a cardiac scan, echocardiogram, MRI, CT, endoscopy, DT 0091, 1'RAN 7IT'A 11927 NI TA ,A'DI70NV0A ,N'OIFoNI7IR 2
colonoscopy, gastroscopytests for detection of a cancerous tumor, biopsy 210 )
and occult blood? VIX% N2'onl NE*TaN NINXIN ,TVIN ,AP'TAN 210 NIX VY ,]2 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 niyNn 2y NiYRY

and/or medical problems listed below?

?n0N NINIYIN NITKID NIYA IX/I NIYI9N IN/I NI7NNa 7N 77NN NINAIX DX

The nervous system and the brain Multiple sclerosis, muscular

NIIXIDNN L,ZIN'Y ,0NNY (111 ,NXI9 1YL Nl 0'AXY Ndyn

3. |dystrophy, paralysis, spasms (epilepsy), T.I.A, stroke, brain hemorrhage ,( W1 ,(C.V.A) nma nT quw ,'nin 'vin'x, T.LA ,(n'097'9x)| .3
(c.v.a), tremor, ataxia, Parkinson. 1029 77wn irwa niyon

4. |Diagnosed mental disorders and attempted suicide NITARNN |I'0")1 NIINAIRA NI'YOY NIYVION| .4

5 Respiratory system Chronic Obstructive Puimonary Disease (COPD) ,0'TIN2'D 7'00'0 ,copd NINd N*NN'ON NIXM N7NN AN'Wl DT 5

"~ |Cystic Fibrosis, tuberculosis, hemoptysis, repeat respiratory tract infections. .NN'YIN 2172 DTIN D'MIN'T,0T NN ,N9NY )

6. |KidneyRenal failure, renal cysts, renal dysfunction, Prostate. MO NI TFOMA MWAS 11753 NIVOX ,NIT J]TI?JIIEY)ngllg 6
Malignant diseases, malignant or precancerous tumor/s, polyps Detail 0I5 D'OWYID DMIRNN DING IX DYAKAN DYYITA NI YN

7. |the type and method of treatment Enclose AIYINS! DRI Q1Y W ‘yiown lomx o] 7
reports and pathology ' 9 al

8 Infectious diseases, autoimmune diseases, polio, venereal diseases and "2 NI7NN L I'719 ,NIMMKIOIX NI7NN ,NMINT Ninn 3

AIDS/ HIV. Enclose medical documents

D0'"XI91 DNnon qx? wr . HIV xwi/oTxi

Details of positive findings
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For your information - the policy does not provide coverage for due to
avent resulting a pre-existing medical conditio
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Signature of the Insurance Candidate
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Payment can be made in two installments for a period exceeding 90 days. Payments No.

Insurance applicant personal details

niv1aY% TAYINN 'O

First Name 019 DV | Last name nnown nvw | Passport No. |1DT ‘on

Provision of credit card holder n7vUnn 'V

ID number ..n'on | First Name ‘019 nv | Last name nnown v

Zipcode Tijrm Town 1w House no n1a 'on street 2N NaImd

Exp. date (Mwi wTin) TV 97ima | card no. 'NIWN 0'01D 190N
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Cellphone No . T 1970 'on | Email NI
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For your informatjon, the means of payment will be used to pay the insurance fees for all those insured under the ?

The amounts and dates of charges will be a_ccordln% to the Company's ‘determination, according to the terms of payment of the insurance
. L p | he changes made to them from time to time.

This Authorization also be valid for charging a card that will be issued and will carry another number,

as an alternative to a card whose number is indicated on this form.

olicy.
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E. 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

F. Applicant / insurance candidate declaration

| the undersigned, the insurance candidaﬁe,,hereb*l 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 {)roposal 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. lagree that the insurance policy of the insurance plans requested in this proposal
b?tﬁellvered tolme by means of the agent whose details appear at the beginning
of this proposal.

5. Ifyou \F/)vis 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

G. 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 a?hent, to provide Menora Mivtachim
Insurance Ltd. (hereinaftér: 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 releasé 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 m%/
medical condition and/or diseases as foregoing, and | waive such confidentiality witl
res%eot to the Requester, and shall have no claim or demand against you in connéction
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..

H. Information for the Insurance Candidate

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,
|nclud|n? cognitive impairment, whether permanent or temporary, which S|gn|f|ca_ntIK limits
his funcfioning 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.
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| confirm that | have read and understood the contents of this
proposal, including the representations therein.

signature for the Insurance Candidate
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