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Proposal Form Health Insurance - Foreigners in Israel  7xaw12 0"t 0fiw? - 'NI191 NI dyyn
Name of the Agent |p1on ow | .Agent No |210 ‘on
noIan/ DT 'on (N Tavn W ongnn O wITnfnonn O wn nioa O

Insurance applicant personal details

niv2Yy Tyvmn '01o .1

Last Name nnown ow | First Name 010 ow | Passport No. [1277 'on
Israel Entry Date 2w nono 'oxn | Country of birth x¥in X | Gender |'"a | Date of birth N7 RN
First 11228 M/ E wifir
Last [Rlak
Home Address n'a nam> | Home Phone na o7 | Mobile Phone T |I970
Insurance Co niva nyan | Insurance Co niv'a nnan W 0mTIR 0niva
Previous Insurances in Israel
From date 1 wnn | From date NN
To date T | To date TIND T Lt
[ Details of policy holder 2'oYNn/no'7Ion W1 ‘019 .2
Address nam> | ID Number .o.nf.r.n | Name oW
WP WK [ID70 w7 wx ow | Mobile Phone 71 1970 | Telephone Number nra 1970
Insurance program wanted NUHAN NIV N'DIM .3
(O Foreigners Care 4 u oIT DT X Moy T o7 - Care 4 u O
(O Tourist Medical Insurance Zxwa 0N'N7? Medical insurance (O
1NN TY 7NN NYRIANN NVa nopm
Insurance period requested: from to
Insurance premium nivan T .4
Total costin $ $-2 nma9 2"ho | No. of days nivan v 'on |Daily cost in § $-nmr o

Payment method

DI7UN [OIX .5

Bank deposit 2"vn - n'v?a nTron O

Standing order 2"yn - yap nxun (O Checks 2'"syn - niknnn O

AN O oM vk O Nr O aion

Credit Card wwwx o'unn O

Telephone No. 1270 | 1D No.

T

Name of card holder

0'072N Yo oW

No. of payment omiwn 'on| Exp. date o070 | Credit card No.

'WOWN Q'DTD 120N

This proposal has been duly signed by the insured after being told of its content in the
language he understands.

The appointment of an agent as delegate of the insured. it is hereby declared and
agreed upon that insurance agent is the representative of the insurer "Ayalon Insurance
Company" Ltd., in everything connected with this insurance proposal, including
negatiations towards signing the insurance contract and everything stemming from it.
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Signature of policy holder  no'71on 7ua namin | Name of policy holder

no'7190 7va oW

Date NN

www.ayalon-ins.co.il mail@ayalon-ins.co.il

10957 .7.11,52008 13-11N1,12 127'0 770 NIN "N N0 NION AN

W,

Your Insurance Contact: Michael Nadel

e-mail: mediart@012.net.il
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EDICAL DECLARATION

Medj 1surapge fi — ical Ins lic

The Joining and heath declaration form
| hereby request to insure my son/daughter in the framework of a Medical Insurance Policy.

Name af the parent holder af the policy:

Family name First ngme Fagsport No.

Child’s name Passport No. Date of birth

The declaration of the child's parent

1.1 hereby confirm that [ have read the explanations to the policy and have understood the nature of the cover,

2. | declare that [ know that the claits resulting from a impaired medical condition. a phengmenon or illness
which existed priot to thig insurance coming into force, will not be covered,

3. | know that medical services for cosmetic sutgery, enemy action, alcohol, drugs, attempted suicide, mental

disorders. road accidents, Aids. aggravation of an existing medical condition. chronic and malignant illness,

periodic medical examinations, pregnancy, venerenl disenses, oplometry services, alernative medicine, dental

treatment apart from first aid, medical treatment outside Isracl, work accidents, will not be covered. This clause is

together with clause 3 in the Insurance Policy which includes all the othet reservations.

We the pareots of the above child hereby declere that the above child is healthy and doss not bave any health
problem whatsoever and does not suffer from one of the following illnesses:

Any vascular illness, heart defect, nurmur. high blood D I Vision or hearing problems
PrEssure.

Any kidney diseases Developmental probletns, leatping problems

Cancer Back and spine problems, joints and bones

Liver, gallbladder. disturbances in digestive system,
dinheles.
Invalidity or any defect,

Does not receive medical or drug trestment on a permanent
basis and is not under medical supervision.
Is not hospitalized in a hospital or any institution

Chronic illness Did not undergo surgery and does not have any need for
surgery.
Nervous disorders, mental illness, epilepsy

Lungs and respiratory system

OCc OO0 oaao

Shovld the response be positive to.one or more of the above items, olease provide details

reement to exclysion conditi
1 agree that the request for insurance will be issued:

O with a medical supplement payment on O With an exclusion to the Company's liability
condition that it dogs not exceed 75%. aecording to which it will not be responsible for
- existing disabiljties and/or heahb limitations of
the msurance candidate, their results and

CONSEUEnces,

Signature of the Ingured

Waiver of medjcal confidentiality

[ hereby waive in my name and the name of my child as its natural guardian, medical confidentiality and empower
the Avalon Insurance Company Ltd, to reeeive in my name or in my child's neme information from any dactor and
from any other medical institution on the subject connection with state of bealth in the past, present and future. 1
hereby release the doctors and the medical institutions from their obligation to maintain medical confideotiality
and ] will not have any contention in delivering the information about these matters.

Date Name of Parent Signature of Parent

Your Insurance Contact: Michael Nadel e-mail: mediart@012.net.il



