Proposal for Health Insurance - Foreigners in Israel

Subject to the enclosed Health Declaration, which constitutes an integral part of the @H AREL

Insurance Proposal Insurance & Finance
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This form is intended for men and women alike. Please fill in this form fully and

accurately

08/2020
Attn Taav
Harel-Yedidim, Division for Overseas Visitors and Students D'LVITIVDI 2"1N NP2NN D -2RN
Beit M.A.H., 12 Hahilazon st, 8th Floor, Ramat Gan 5252276 5252276 11 nn1 8 nmip 21 12NN ,.N.N.A MM
Tel: 03-6386216 Fax: 03-6874534 03-6874534 :opa 03-6386216 :na7v

Email: y_health@yedidim.co.il y-health@yedidim.co.il :7"x11

Name of agent |210N QY | Agent no. |2101 10N

Name of supervisor NPo5NN DY | Proposal no. nyXxnn 150N

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. The policy documents will be sent to your mobile phone number available to the Harel Company. If you wish to receive these
documents by e-mail, you should fill in your e-mail address with the personal details. Alternatively, if you want to receive these document by Israel
Post, please note this here

(the documents will be sent according to the most recent details that appear in our files at the time of sending).
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The purpose for coming to Israel YNW'Y nyan nyn' piotyan
Other industry / "X [] Construction / M2 [] Agriculture / NINIPN [] Nursing care / TIV'O []
Insurance applicant personal details niv'a"Yy THYINA '01D
First name '015 OV | Middle name 'WXNN DY | Last name NNS5YN NV | Passport No. [I>7T 'ON
Country of origin NXIN YN | Date of birth NT"7 NN | First date of [lWUNT JNN | Gender [_] Male iL] I'n
insurance nnuiy []Female nam [
| | | | | | | | |
The work for whichyou  11yn‘7 310"y | Date of entry N01D 1NN | *Insurance period requested NnUPIann NIv'an NoIpn*
came to Israel INIWT NYAN | to Israel INIYT | From NN | To TINN TY
Zip code TIj7'N | Town 'V | House No. 'ON | **Street 21N NAIND**
na
E-mail for personal notifications and mailings NI'W'N NIVTINT J”NIT | Cellphone No. T |I970 'ON | Telephone [1970 'ON
DT No.

*Note: The requested date does not bind the Company; the effective starting date of the insurance is as noted on the Insurance Details Page.
.NIVAN '01D OTA |'IXNAD 11N YAIPTN NI01AN N'TNN TYIN,N1ANN AN 2NN 11N DT YPIan 7NN A nniwn's*

**am aware and | agree thatif | do not fill in an address, the address of the employer will serve the Company for sending notices and/or documents in

any matter related to insurance. DQ'NON IN/I NIYTIN NITYUNL NNANN DX WUNWN (7'0YNN NAND - NAIND XINN XTY TOOW 127 DDON NI 1T YITHH*

Details of previous insurance policies D'NTIP NIV'A 'O1D

Have you ever been insured by Harel or any other insurance company? [_|No []Yes | D[] N7[] 220NN N0 112N IX ININA N0IAN N DN
If yes, indicate company and the policy number/health care provider membership | 'NIN'Y {790 J¥N 12N/N0'JIDN 1D0NI AN 1T "N, D DN

number: NINNA
Insurance period NIV'AN NDIPN | Company name N1ANN DY | Policy No. N0'"JID 'ON | Membership No. 12N 'ON
From AIINNN | To AINNTY

[ I [ I
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Health Condition Statement for Medical Insurance -
Foreigners in Israel

Subject to the Health Insurance Proposal included, which is an inseparable part of the Health Condition Statement.

@ | Particulars of the Insurance Applicant
Passport No. Last Name First name Date of birth Sex
I N (LU=

In this Health Statement you should answer the following questions by marking “v" on the column of the appropriate
answer. If the answer to any of the questions is "Yes" you have to attach an up-to-date certificate from the attending
physician, addressing the stated problem, test results, the manner of treatment and the current status.

Section A: General Questions Yes |No

1. |Height in cm: Weight in kg:

2. |[JDo you use, or have you been using narcotics?
] Do you drink, or have you been drinking alcoholic beverages regularly? Please specify the
guantity of consumption: glasses per day.

3. |During the last 10 years, have you been referred to any of the following examinations (other than as
part of routine checkups)and not yet taken it, or not yet had a final diagnosis determined for you, such
as: chronic illnesses, catheterization, bone mapping, echocardiography, MRI, CT, ultrasound (other
than as part of routine prenatal care), biopsy, occult blood, colonoscopy or gastroscopy, autoimmune
diseases including lupus (if "Yes”, please submit a certificate from the attending physician, stating the
reason for performing the examination, the examination outcomes and final diagnosis).

4. |Are you now, or have you been sometime during the last 10 years, about to undergo a surgery /
transplantation? Please describe in details: ..

5. |During the last 10 years, have you been hospitalized? Please describe in details the reason for
hospitalization and the treatment that you have received.

6. |During the last 10 years, have you been taking, or have you received a recommendation to take,
medications regularly? Please describe in details the problem for which you are treated / have been
treated, the treatment, and for how long have you been taking the said medication?

7. |Have you been diagnosed as suffering from any allergies? Please describe in details: ...

Section B: Have you been diagnosed with any illness, syndrome, disorder related to one or more of the issues
specified below:

1. | The nervous system [ Cerebrovascular accident (stroke) (] Epilepsy []Multiple sclerosis
[1Muscular dystrophy or other atrophic disease [JReoccurring dizziness [JHeadaches

[JBalance disorders[] Fainting [JParkinson's syndrome []Alzheimer's disease []Trembling

[J Mental retardation [J Autism [J Down's syndrome [J Cerebral palsy [ Poliomyelitis (infantile
paralysis) (] Gaucher's disease []Loss of sensation (numbness) [] Attention deficit disorders
[IMigraine [ Have you applied to a physician with complaints regarding declined memory (dementia)
(] AIDS [ HIV carrier [ Lupus

If the answer to one or more of the questions above is "Yes”, please attach an up-to-date letter from
the attending neurologist.

2. |Eyes and vision: []Cataract [JRetina and cornea problems [] Glaucoma
[J Inflammations of the eye [] Strabismus [] Blindness

Other eye disease / problem: CJNo [ VYes, if "Yes” please specify: ...

3. |Heart: [JCardiac arrhythmias [JHeart disease [JHeart failure [J Heart attack [JCongenital
heart defect [JCatheterization

[] Heart valve diseases, other heart disease / problem: [JNo [ VYes, if “Yes" please specCify:........oo.....

4. |Blood vessels: []Varicose vein (in the veins of the legs) [ Carotid artery (in the arteries of the neck)
[ Coagulation disorders [ Blood disease DVT (Thrombosis) [] PVD (Peripheral Vascular Disease),

other vascular disease / problem [INo [JYes, if "Yes” please SPeCITY: ...
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& | Particulars of the Insurance Applicant

Section B: Have you been diagnosed with any illness, syndrome, disorder related to one or more of the | Yes
issues specified below:

5. |Metabolic diseases: [] Thyroid gland [JLymph node []Salivary gland []Sweat gland []Pituitary
gland []Diabetes [JHypertension [JHigh levels of fats / cholesterol, other metabolic disease /

problem CINO [IYeSs, if "Y&S" PIEASE SPOCITY: .o

6. |Respiratory system: [JAsthma [JTuberculosis [JCOPD (chronic obstructive pulmonary disease)
[JHay fever [JRecurrent respiratory infections and Shortness of breath []Collapsed lung
(Pneumothorax) [ Cystic Fibrosis

Other respiratory system disease / problem [INo [ Yes, if “Yes” please specify:

7. | Digestive system:[] Ulcer (duodenum / gastric) [1Heartburn [ Crohn's disease []Colitis [JReflux
[JHemorrhoids [ Fissure / Fistula [JBowel obstruction [JPancreatic diseases / infections
[JEsophagus []Gallbladder []Gall-bladder stones

Other digestive system disease / problem [INo []Yes, if "Yes" please specify:

8. |Liver:[J Jaundice [JHepatitis B, C, D [ Fatty liver [J Cirrhosis, oth-
er digestive system disease / problem[INo [JYes, if "Yes” please SPECITY: ..o

9. |Hernia: Location of the hernia: In the diaphragm /in the navel / in the right groin / in the left groin

Have you undergone a surgery to treat the hernia? [JNo [ Yes, when (date)?
Is the problem solved? CINo [JYes

10.|Kidney and urinary tract: []Recurrent infections [JKidney and urinary stones []Kidney cysts
L] Anomalies of urinary tract L] Renal failure, other kidney and uri-

nary tract disease / problem [JNo [ Yes, if "Yes” please specify:

11.|Joints and bones: [] Arthritis [JGout []Back /7 spine [JJoints []Knees
Other joints and bones disease / problem [INo [ Yes, if “Yes” please SpeCify: ...

12.|Skin and sex diseases: [[] Skin tumors []Skin lesions []Psoriasis [] Sexually transmitted diseases
[ Syphilis
Other skin and sex diseases disease / problem [ No [ VYes, if "Yes” please specify:....

13.|Malignant tumors / diseases (cancer).

14.|For women: [] Breasts (including breast enlargement) [J Gynecological system, disease / other

feminine problem [JNo [JYes, if "Yes” please specify:
[] Are you pregnant? [JHave you undergone a cesarean delivery? [1No [ Yes, if "Yes” please

specify when (date):

15.| For men: [] Prostate problems []Varicocele / Hydrocele
Other masculine disease / problem [JNo [JYes, if "Yes” please specify:

16.| Mental illnesses: Mental iliness that was diagnosed by a psychologist, psychiatrist or family physician.

17.|Nose, ear and throat diseases: [ ] Sleep apnea syndrome []Nasal polyp [ Sinusitis
Other nose, ear and throat disease / problem [JNo [ VYes, if "Yes” please specify:

0202/80 62099/ |OARHOIPMS
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Statement of insurance candidate

1. I'hereby declare that all the answers are correct, complete and given of my own free will.

2. The answers specified on the Health Statement and any other information to be provided to the insurer as well as the insurer's commonly
accepted terms and conditions for this purpose shall serve as essential stipulations of the insurance contract between you and the insurer
and shall be inseparable part thereof.

3. Theinsurer may decide to either except or reject the application without having to justify its standpoint. For your information, the insurance
contract enters into force only after the insurer issues a written confirmation on admission of the insured for insurance and after the initial
insurance premiums are paid in full. This precondition of full payment of the initial insurance premiums shall not apply if the insurer receives
means of payment through which the insurance premium can be collected.

4. The information included in this document is essential for your joining the policy and for all other intents and purposes pertaining to the
policies and the handling thereof. The Company and other companies of the Harel Group (Harel Insurance Investments and Financial Services
Ltd. and its subsidiaries) and / or anyone on their behalf will use the said information, including the processing, storage and use thereof for
any purpose pertaining to the policies and other legitimate purposes, even by delivery of the said information to third parties operating on
behalf of the Harel Group.

5. Has any insurance company ever dismissed or canceled your health insurance application? [INo [ves, if "Yes” please specify: Specify

The Insurance Candidate has signed this Health Condition Statement Form after having received an explanation of its content in a language in
which he/ she is fluent.

Date ... . Signature of Insurance Candidate\ . Signature of witness\ ......................................................

Confirmation of admission terms and conditions

I give my consent, in advance, that as far as it becomes clear, during the underwriting process concerning me, that in order to produce the
requested Insurance Policy, the underwriting terms and conditions set out below are required to be stipulated within the Insurance Policy which
will be issued for me as applicable, then:

No coverage will be provided for an Insurance Event related to:

\

Date Name Passport No. Signature

Information for the Insurance Candidate nivaYy TNYINYI yT'n

NIV 'NT DITWUNYT §1912 ,9X12 NIV!AN NOIPN NN me‘J [N NI0MAN NDIPN DI'O TYIND D'N' 90 17NN ,N0'IIDN 'NINT ONNNA .1
NSIPN DI'O TYIND O'N' 90 §1TN INNT AT 'r:uy:) TIAYJ 'UNN 7' TIY 701 NI0AN NDIND |27 NIV'AN NDIPA DI'O AW NDIPNN |12
.DIN'N 7'I02 N2ND AN NYTN ’10"JID'J mmo:n ,nionn

N'0W IN N'YDL ,N0'D NIPI DY DTR” N7 ,1998-N"1WN ,NITAAN DY DIWINT NPT (MY PIN2 INTTAND ,NI7210 Dy DTN )'NY 70D .2
ININ [DTY NIN,"DMP'YN DINN 'RINAN NI IN TN DINNA NN [DINA ITIFON 72210 '1'7@):1 AWN ,NINT IN NYIAPT N0 NI
AT NyNn nb-nm D'y'oIn 1'015Y TJw N10'aN D10 NIYXNNA D Ty

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

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

1. |, the undersigned, hereby request of Harel Insurance Company Ltd. (herein: “the Insurer/Company/Harel”) to insure me based on the
said in this proposal.

(a) Althoughitis notlegally required that you provide some of the information requested in this document, the information is essential
to adding you to the policies and handling matters related to them. The information will be collected, maintained and processed by
the Company and other companies in the Harel Group (Harel Insurance Investments and Financial Services Ltd. and its subsidiaries)
and third parties that operate for them and/or on their behalf will use them for the purpose of handling the policy and for other
legitimate purposes, including actuary calculations. Additional details can be found in the privacy policy on the Company website.

(b) I hereby declare that all the answers are correct and complete and have been provided of my own free will.

(c) The answers specified in the Health Declaration and any other information provided to the Company, as well as the customary terms
of the Company regarding this matter shall serve as fundamental terms of the insurance contract between you and the Company
and shall constitute an integral part thereof.

2. Beneficiaries in case of death
You may appoint beneficiaries, using the form "Application for update / Change of beneficiaries in case of death”. In the absence of
beneficiary appointment, the amounts will be paid to the legal heirs under the law, according to inheritance or probate order.

3. Procedure of Joining: The company is permitted to decide whether to accept or deny the proposal. For your information, the insurance
contract will become effective only after the Company issues written confirmation of acceptance of the candidate for insurance. If
further processing requires the clarification of terms, underwriting and acceptance for insurance, the policy shall not be issued for the
insurance candidate and shall not become effective until completion of the procedures for the insurance candidate.

4. (a) lauthorize my insurance agent for the policy, whose details appear at the beginning of this proposal, to submit to Harel and to
receive from Harel in my name and for me all notices and/or documents related to the process of underwriting and the process
of joining this policy.

(b) I'agree that the insurance policy of the insurance plans requested in this proposal be delivered to me by means of the agent whose
details appear at the beginning of this proposal.

(c) If you wish to receive the policy and/or the information in the framework of the underwriting procedure and the procedure of
joining this policy directly, as well, you may contact Harel at any time, by phoning Harel («x2735).

5. | hereby confirm that | received essential information regarding the insurance, which included, at the very least, a description of the

main elements of the coverage, the insurance premium, the insurance period, the main insurance amounts and the main limitations
of liability, and regarding my possibility of obtaining full details about them.

6. Agreement to Use of Information and Receipt of Advertising Material no | yes

(a) Doyou agree, beyond the requirements of the law or agreement, that the information included in this document, as well
as additional information about you that is or will be possessed by other companies in the Harel Group (Harel Insurance
Investments and Financial Services Ltd. and its subsidiaries) will be used by the Harel Group and/or anyone on their behalf,
including for any matter related to the other products and services of the companies in the Harel Group (in the field of
insurance, long-term savings and finances) and in their marketing, including allowing the said companies to inform you
of products and services, and also for the purpose of handling other policies and/or insurance products, long-term savings
and financing that you hold, processing and storing the information, and also for additional uses associated with the
above-said uses and required in order to complete them, and for other related legitimate purposes, including by means
of transferring the information to third parties acting on behalf of and in the name of the Harel Group.

G

We hereby inform you that there is a possibility that you will receive from the Company or from other companies in the Harel Group
to which your details are provided (insofar as you consented to providing them with your details), marketing offers and advertising
materials about products and services of the company and/or the companies in the Harel Group, as relevant, by means of fax, email,
an automatic dialing system or short message service (SMS) texts.

If you do not agree to receive marketing offers and advertising material as said, you may inform us of your refusal or change a previous
choice at any time using the "Refusal of Advertising and Marketing Offers Form” which is available on the Company website at www.
hrl.co.il/pirsum or by contacting us in writing at the address: Harel Building, Health Division, Personal Overseas and Foreign Resident
Health Division, 3 Aba Hillel, POB 1951, Ramat Gan 5211802, or by calling: 03-7547777.

Additional information about the privacy policy of the institutional bodies of the Harel Group is found on the Group website at
www.harel-group.co.il

7. Waiver of medical confidentiality: |, the undersigned, hereby give permission to the HMO (kupat holim) and/or its medical institutions
and/or the IDF and also to all the other physicians and psychiatrists, medical institutions and other hospitals, the National Security
Council (Malal) andsor the Ministry of Defense and/or any other insurance company and/or any other institution and party, insofar as
necessary in order to examine the rights and obligations according to the policy and/or for the purpose of the procedure of examining
my acceptance for the insurance requested, to provide Harel with all the information and details held by the company, without
exception, in the form requested by the Requester, regarding my health condition/s, any disease that | have suffered from in the past
and/or that | suffer now and/or that | will suffer in the future, and I relieve you of the duty to maintain medical confidentiality and
waive confidentiality in favor of the "Requester.” This waiver is binding of my estate and legal representatives and anyone who comes
in my place. This waiver shall also apply to my minor children.

Date Name of insurance Candidat . Signature \ .............. .

Witness to the signature (the insurance agent):

Date Name I.D......

License no. ..... . Signature \ ......... Y= 1001
Detalls of policyholder / present employer 'Nd1A P'oyna / no'7ivn Yya '01d
Name of Employer / Policyholder 0V | ID number .. 'ON | Telephone No. [1970 'ON
E-mail for receipt of notices, information and mailings Address of Employer NAIND | Cellphone No. T |IE)'JU 'on

DAOIITIEYT'R L NIYTIN NTAP INT TNIT
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Candidate’s confirmation for insurance agent activity |210 NI'7'y5'7 NIV'AT THYINN NIY'N

"ININT WINT NRT 9021 1T NY'ANT NIWPN 702 N1yl INwA 7190 '2)/7N,N0"7192 'Y NIV'AN [DI0T TWKRN 1IN
N1DN2 [PXY ININA NUIAN 1IN [12W NI0MTIDN VNS NINNT ,NY'ANT DNIYIN DDA0NN 1IN/ NIAINDNN 7D NN NIAYIE DY "ININ'D 72771
JTRYIANT VAN Myl AT 927 'MW WnwJi,I50nn DIoN 1N ,1TND0NA INID NN NDHN INY NIV D10 [N NI0'JID

.4 v Tovinn nomn
.N0'J192 1IW NIL'AN D107 NMIN 722 1NAYIF NY'ANT DNIYWEN DDNONN IN/I NIANDNN '(PRYA ,NYITY

I hereby permit my insurance agent for the Policy, Mr/MS ... , to handle on my behalf and for me all matters related to
this claim, including submitting to Harel and receiving from Harel on my behalf and for me all correspondence and/or documents related to
a claim, including details of the policies under which | am insured by Harel that are not necessarily policies for which the insurance agent to
whom | assign power of attorney in this consent of mine is the handling agent, and to serve as my representative for all intents and purposes
related to this claim.

Signature of the Insurance Candidate

For your information, copies of the correspondence and/or the documents related to the claim will in any case be sent to the your insurance
agent for the Policy.

Internet interface for locating insurance products NIV’ MXIN NIN'NT 'OINVIN PJYUDD

DIN1 0'02 Y NNTIINIYIA NIVAN NNAN 752 7Y NIVAN MNIN NN 1NN NINTT T AWONIY NVAIND 01X NN DNHIN [INN PIY NIYA
[N PIY NIYAT 101D OIN 1Y) 1D [11YN 1IIRY T0D NN DY W XTIy, 001NN AR 1YY [1IYN IIREATINA .DAMIR 1Y) IRY
NAIND2 NANN Y DINVIRN XL DMFN DINNN NYWPA 0910 XTNT IN,D'0190 X 1AYNT XTW NP TV N0N DINNT JNINWONI INKD
NIN2N 722 19 NIDIAN ¥R DX NVAINGBN 010NN NN 1IN NIXTT RN YINN DAININ NN2AYD XNV .www.harel-group.co.il
NI0MID 7Y 1IN NN YT'N NI0NT NYWPA NWIN 1D 17 DY .0'0IDN NN 11YNT NIY NP Iy N0N DINNT JNNWOND .INIYI NI0AN

ATN0M719 1227 D2 NAYE KT DRININ,DNININ NIAYNL ['IYN IIRY 12y NYTINY 9D, DTNy NN

NITIN DIININ NN NAAYNY [MIYN N1IRY AIUND 1IN 0D 'MNRMNA NIV MIXIN ANT '01N01ND JYUNNNN 01Nl N1on'7 nupa [
010NN NN NINTYT NN YINN 'MYPAT DN DIININ NNAYA XD YT YIT[INN 1Y NIWA'7 DDN12NA 070NN W N101AN NI
.0DN12N2 0'INNNN 'JY NI0'AN MININ NITIN DN [INN PIY NIY1 TY NDAINDD

The Capital Market Authority has created a secured internet website which enables you to view in a concentrated manner your insurance
products from all insurance companiesin Israel, thus based on data we deliver to them. If you do not wish for us to deliver the data, you must
contact our company. If you do not wish for us to deliver your information to the Capital Market Authority as aforementioned, you can sign
the request below not to deliver the information, or fill out the correct form at the company's website www.harel-group.co.il

Be advised, failure to deliver the information will prevent you from viewing on the secured website all of your insurance products from all
insurance companies in Israel in a concentrated manner. You have the option of signing below a request not to deliver the information.
Please note that when filed, the request to remove information as aforementioned will apply to current as well as future policies. Therefore, if
you have announced in the past that you do not wish for information to be delivered, then information will as well not be delivered vis-a-vis
this policy.

[[JRequest to remove information from the internet interface for locating insurance products: with my signature below, | hereby confirm
that | do not wish for you to deliver the information regarding my insurance products managed by your company to the Capital Market
Authority. | am aware that failure to deliver the information as per my request will prevent me from viewing on the Capital Market Authority's
secured website information regarding my insurance products being managed by your company.

Date / 1NN / NIVT TRYIND DY ID no./ NINT 150N Signature / NN'NN
Name of insurance applicant

Primary insured / "W NUIAN L\

Agent’s Declaration (required clause that the agent must sign) (]p10n nR'ANY NaIn §'y0) 2100 AN

221X DNIN NIV NYXAT TRYINA DX 11N1AYT D100 NNNXD

01, NIVAT ainx |“]y'7 niu'an gy NPonNnN TN NINTINT DXNN2 NI0'AT DYTAYIND DX IR NN NNDNN ']"7-'1 NNI0N1 1D TUNND N
NN DN/17 MI0NI,0N/1DIXT DY/DNINN nn'"z Nio'a N0"7I9'7 NN AND IN NANTIN 10D NOOIN IN/I NIV MY ,DY/TNYIND DX NN N1
WITIN MINND VTN 7D

¢/ pron nonn ]plon DY NN

Agent’s Statement of Compliance with Instructions of the Insurance Commissioner’s Circular on the Matter of Joining an Insurance Plan:

I confirm that in the process of selling the products specified in this Form of Joining, | complied with all the instructions of the Commissioner
of Insurance in the Matter of Joining an Insurance Plan, and specifically, I inquired about the needs of the candidates, | proposed insurance
and/or additional coverage, a rider or a service letter to the existing insurance policy that meet/s his/her/their needs and | gave him/her/them

Date o Name of agent . Signature of agent X ..................

Calculation of Insurance Premium Nniv' A 'NT AIY'N

Total insurance  'nT2"N0| Discounts % % NN nivxaJ o 'on | Daily cost -1 NNy
premium in -1 N0 No. of days covered inmw
by the insurance

Signature of the Employer

.17 N12Inn NBWA 110IN 17 120INY 1NXT NIV'AT TRYINA T2 DAN] T NYXN 010
The Insurance Candidate signed this Proposal Form after its content had been explained to him in a language he understands.

P'oyna nn'nn

Stamp & signature of the employer  [7'OyNN NN'NNI NNNIN | Name of the employer 17'0VyNN DV | Date 1NN

Signature of the Insurance Candidate

NIv'AY TRYINA NN'AN

A

Signature NNMN | Name of insurance applicant NIVA7 TNYINN DY | Date 1NN
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INIUN 0'D1D NIYXDNA DIYYUN
DYYUnNN/NLIann YU 1ToN7 DNNNA :N7AIN FTVID
INIUND NNAN DY

Payment by credit card - Collection dates
according to the arrangement of the Insured/Payer
with the credit card company

You can pay in several installments according to the insurance period: :NIL'AN NODIPN DT D'NITYN 150N 0TYT NN

No. of days n'n' 'on 1-90 91-180 181-240 241-365

No. of payments n'NITwUnN 'on 1 2 4 6

Insurance applicant personal details NnIv'a'7 TRYINN '01D
Last name NNSYN NV | First name '015 OV | Passport No. [>T 150N
Provision of credit card holder nwnn '01D
ID number .0 'On | First name '0ND DY | Last name nNoS5wnN nYv

Y I N O
Exp. date TV 771N | Card No. 0'01D 'ON
. | | | | | | | | | |

Cellphone No. TM 1970 ‘0N | Zip Code TIP'N | Town 21YM | St and house No. 15001 aIM
Email TNIT

9 7y NNANN NY'A7'7 ONNNA AP DAMTYINE QNN 'HID0 .NI/N0MII91 DNLVIANN 70 112y NIVAN 'NT DITYUNT UNYW! DITUNN 'YXAN NYITYT
VT NYN DDA 17IN'W DRWATNIOIAN NINO'TID T DITUNN 'RIN

NR DITUN YXHRRT TNNN DX YXAT 112NN T 7Y 09NN DN XIN DT DITWUN YYXRRT VXA 1TNNN N0 '1NT JW TN yXIa 700
.M/YUTINNY NI/N0'TIDN D'YANA DAFND 22 'NIWND 0101 2N, N/WTINA NIYIAN NI/NOMIIDI AN
.NT 0DIVA |'I¥N NDONW 0'01D7 NDITND ,INN 1DON XYW 7DAI'Y 001D AI'NT D) [7INA NN 1T XYW

For your information, the means of payment will be used to pay the insurance fees for all those insured under the policy/ies. The amounts
and dates of charges will be according to the Company’s determination, according to the terms of payment of the insurance policy/ies and
the changes made to them from time to time. If a refund of insurance fees is made, the refund will be made to this means of payment, unless
the Company decides to make the refund to another means of payment.

If the policyries is/are renewed, the credit card will be charged according to the charges that arise from the renewed policyries.

This permission will also hold for charging a card that bears a different number that is issued as a replacement for the card whose number
is noted on this form.

\

Signature of the credit card holder / 'nawxn 0'01D Jya nn'nn

Date /yxn
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