
Dear customer,                                                    
 
You are certainly aware of the importance of complete health insurance during your stay 
in Israel. Please fill in the application form and we will prepare your personalized 
magnetic insurance card and make sure that you are insured from the moment you land 
in Israel. 
 

Complete Health Care – By AYALON - Insurance Co. 
 

“Atid Bari”, an insurance agency based in Israel (www.israelinsurance.net) has been able 
to put together a comprehensive package for complete health care for tourists, visitors 
and Yeshiva students from overseas who come to visit Israel. 
 

Includes: 
 

 Complete doctor care including night house calls – with no deductible! 
 Medical care in over 400 Leumit clinics nationwide 
 Hospitalization coverage throughout Israel.  
 Emergency Room visits. 
 All Prescription medicine Free! – no deductible 
 24 Hour Medical Hotline, for specialists in any field. 
 Special Benefit – First Aid Dental Insurance 

                           And more… 
   

And all this coverage for a low price of – $1 a day 
 

Please fill in the accompanying forms and send them to “Atid Bari” in one of the 
following three ways: 
 
1. Fax to “Atid Bari” at: 972-3-6399596 
 
2. Mail forms to: “Atid Bari” / 2 Yegiyah Kapayim St. / Tel Aviv / 67778 / Israel   
 
3. You can also scan in and send the forms by e-mail to atidbari@zahav.net.il 
 
 

Please keep the following information handy for your stay in Israel: 
 

• For more information, check out our website: www.israelinsurance.net 
• In Israel, for appointments with specialists or questions about the clinic nearest to 

you, please call the Insurance Center: 1800-606464 - 24 hours a day! 
• To verify the forms were received, or to extend your coverage, or for signing up or 

processing questions, please feel free to e-mail atidbari@zahav.net.il or call the 
“Atid Bari” Office number: 03-6399990 9 AM – 4 PM Sunday-Thursday. (For 
emergencies – 24 hours: Eitan 050-5212464)  

• Critical questions can be sent to Michael Nadel as well, at mediart@012.net.il 

http://www.israelinsurance.net/
mailto:atidbari@zahav.net.il
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mailto:atidbari@zahav.net.il
mailto:Mediart@012.net.il


 
 
 
PROPOSAL FORM FOR FOREIGN NATIONALS MEDICAL INSURANCE, HEALTH  

DECLARATION AND WAIVER OF MEDICAL SECRECY  
 

:סוכן' מס                      

 
I hereby request to insure myself: 

(dd/mm/yy) 
From __/___/___  until  ___/____/____ , 

(optional) - &  from __/___/___  until  ___/____/____ . 
 
First Name: _________________________ Family Name: ___________________________ 
 

)עברית(שם פרטי  ___________________       ____________________: )עברית(שם משפחה :
 
IMPORTANT: Passport No: ____________________   Nationality: ____________________ 
 
Date of birth: ____________________  Sex: M/F Personal Status: S / M / D / W 
 
Contacts in Israel 
No Family Name First name Telephone No. 
1    
2    
 
Address in Israel:  ___________________________________________________________ 
               City  Street  No.  Zip Code                                                         
Address to send card:  ___________________________________________________________ 
                        City  Street  No.  Zip Code                                            
Phone no. in Israel  _________________________________ 
 
Mobile phone:          

 
Address abroad _________________ City: _____________ Street: _________________ 
 
Home phone no. abroad: _____________________  Name of Doctor: __________________ 
 
Hospitalization and prior diseases abroad: _______________________________________________ 
 
___________________________________________________________________________________
    
 

WAIVER OF MEDICAL CONFIDENTIALITY 

 
I hereby release the hospitals and the physicians from their obligation concerning medical 
confidentiality, and I empower them to furnish Ayalon Insurance Company Ltd all the data required by 
the latter, and undertake to cause that a similar power of attorney be given by each of the forgoing 
persons. 
I hereby agree to release the waiver of confidentiality. 
 
________________________     ______________________ 
            Signature                                         Date 

 
 

Your Personal Insurance Contact – Michael Nadel mediart@012.net.il

mailto:mediart@012.net.il


Policy No.  

HEALTH DECLARATION FOR MEDICAL INSURANCE POLICY

Details of insured ________________
                                          Passport No.

____________________
         Family Name

________________
     First Name

  ____________                     ___________ ____________________ ______Gender______  
          High                                         Weight            Date of birth                F   /   M

General questions N Y N Y
1 Are you presently ill or did you suffer from any illness in the 

last five years,  or do you know of any health problem or the 
need for surgery?
Detail which illness and when

Do you or did you suffer from illnesses or any phenomenon 
or did any of your relations of the first degree suffer from 
these illnesses?

2. Are you presently or in the past did you receive any 
medicinal treatment?
Detail which drugs.

1 Illnesses of the nervous system and brain:  Paralysis, multiple 
sclerosis, fainting, arthritis, gout, epileptic firs, Alzheimer’s, 
Parkinson’s, motoric disturbances?  Give details  

3. Were you hospitalized at any time in a hospital or an 
institution?  Give details when and the reason for your 
hospitalization and the treatment you received?

2 Illness  of  the  respiratory  system,  asthma,  tuberculosis, 
chronic pneumonia?  Give details.

4. Do you drink alcoholic drinks? 3 Heart and blood illnesses of any type, high blood pressure? 
Give details

5 Do you smoke? / state the number of cigarettes  a day.
Do you drink alcohol of any type?  State what you drink and 
the quantity.
Do you or did you use drugs?.

4 Illnesses of the digestive system, diseases of the liver , 
jaundice?  Give details

6. Did you undergo any laboratory tests and/or medical  tests 
whatsoever in the last 5 years?  Detail the reason, date and 
any abnormal results.

5 Illnesses of the kidneys and the urinary system?  Give details

7. Have you had an accident or surgery?
Give details when and the nature of the surgery or accident.

6 Illnesses of joints and bones, fractures, back and neck aches? 
Give details

8. Did you not work for period exceeding 3 days over the last 
two years?

7. Metabolic illnesses and the immune system, diabetes, thyroid 
glands,  high level of fats in the blood, blood and clotting 
illnesses, osteoporosis, jaundice, anemia?  Give details

9. Have you been given any invalidity rating? 8 Cancer (malignant illness), chronic degenerative  disease? 
Give details

N Y N Y
10
.

Are you assisted by any medical instrumentation?  9 Skin and sexual diseases:  syphilis, Aids, a wound that does 
not heal.

10 Eye diseases, ear diseases including hearing  disfunction, 
throat diseases? Give details.

11 For women only
a. Are you pregnant?
b. Female illnesses:   Menstruation disturbances,  illnesses 

of the breasts including lumps in the breast, the uterus, 
the ovary,  examination to discover a cancerous growth, 
mammography?  Give details.

c. Number  of  children  (including  from  previous 
marriages)

d. Number of pregnancies.  Please state whether there were 
problems during   pregnancy.

e. When  did  you  have  your  last  gynecological 
examination? 



Details of positive findings in the health questions:
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
________________________________________________________________________________________________

I hereby declare that all the details that I gave in the health declaration are correct and full.  If any of the details I gave are not correct 
or complete, Ayalon will be exempt from it liability under the Insurance Contracts Law.

WAIVER OF MEDICAL CONFIDENTIALITY
I the undersigned hereby authorize the Sick Funds and/or their Medical Institutions and/or all doctors, medical Institutions and other  
hospitals, and/or to all insurance companies, and/or to every institution and/or every other factor to give to the insurance company 
hereinafter – “the  Applicant” all the details without exception and  in a form that will be required by the applicant of the state of my health 
and/or  every illness that I suffered in the past and/or am suffering at present and will suffer in the future, and I hereby release you from your 
obligation of medical confidentiality and waive this confidentiality to the applicant.  This letter of waiver obligates me, my estate and my 
legal attorneys and everyone who replaces me.

Name of insured_____________________________________   Passport No. ______________________

Signature of insured ________________________________ Date: ____________________________

Name of witness to signature ________________________ Id. No. ___________________________

Signature of witness ______________________________ Date ____________________________

INSURED’S  DECLARATION
1. I  hereby declare, agree and undertake that:

(1) All the answers are correct, complete and given of my own free will.
(2) The responses  detailed in the health declaration and all other 

information given to the insurer and all the conditions acceptable with 
the insurer for this purpose, will be a fundamental condition of the 
insurance contract between me and the insurer and will be an integral 
part of the insurance contract..

(3) The insurer has the authority to decided to accept the proposal or reject 
it without being required to justify its decision.  I know that the 
insurance contract comes into force only after the insurer issues a 
written certificate of accepting me for the insurance and after the first 
insurance fees have been fully paid.

2. I know that:
According to this policy the insurance company will be exempt from 
providing service regarding a defect, illness from birth, including my 
health condition and/or a medical phenomenon and/or medical illness, 
whether it is being treated, and/or not, or their results, whether directly 
or indirectly caused and/or became more serious due to my state of 
health that existed prior to the date of start of the insurance and all this 
subject to the aforesaid in the Foreign Workers Order.

3. I hereby declare that no insurance company rejected my health 
insurance proposal.

DECLARATION OF POLICY HOLDER
As far as I know, the declaration by the insured is correct and I do not know of any defect, illness from birth including genetic illness and/or 
state of health and/or medical phenomenon and/or illness, whether treated or not, and/or the results, whether directly or indirectly, which 
were caused and/or became more serious due to the state of health thatexisted prior to the date of the start of the insurance and/or all other  
information which, had been brought to the knowledge of the insurer, the insurer would not have engaged in this policy and insure the 
insured.
Agreement to exclusion conditions on acceptance  

I agree that the request for insurance will be issued:
 With a medical supplement payment on condition that 

it does not exceed 75%.
 With  an  exclusion  to  the  Company’s  liability 
according to which it will not be responsible for existing 
disabilities  and/or  health  limitations  of  the  insurance 
candidate, their results and consequences.

Signature of the Insured ___________________________

♥ This declaration was signed by the insured after the contents  had been explained to him/her in a language he/she understands.

Signature of the insured  

Name of the insured_______________    Signature of the Insured   ___________ _________   Date of signature___________________



 
 

 
Payment is accepted by credit card using this form. Please calculate the amount of days that you will be 
visiting Israel and multiply by $1 (or by $2.50 for maternity coverage). You can pay for multiple people 
with this one form. 
 
Important Note: We generally accept up to four payment installments for a year, but often the Israeli 
company that processes the payments cannot get the credit card companies in the U.S to process the 
installments for us and the card is refused. In such cases, multiple payments will not be an option and 
we will have to charge the full amount in one payment. 
 
If you would prefer to mail us a check, please note that we will not be able to process your forms until 
the check arrives. Please write the check out to: “Ayalon Insurance Co” and mail it to:  
 

“Atid Bari” / 2 Yegiyah Kapayim St. / Tel Aviv / 67778 / Israel 
 

  
PAYMENT THROUGH CREDIT CARD 

  
 
  
 
 

Type of credit card: MasterCard ___Visa ____Diners card ____ American Express___ 

  
NUMBER OF CREDIT CARD __/__/__/__/__/__/__/__/__/__/__/__/__/__/__/__/__ 

 
 
Paying for:  
Name of Main Insured: __________________________________  
Name of Spouse (if applicable): _______________________    
Name of Child 1 (if applicable): _______________________    
Name of Child 2 (if applicable): _______________________   
Total amount of days to pay for _________________     Total amount of money _________________  

  
Validity of Credit card ______/_______ Name of credit card holder ______________________________  

 
Address of credit card holder _________________ Passport no / ID no. __________________________ 

 
Tel. No. _____________________       

 
No. Of payment 1 ___ 2___ 3____ 4____ Credit payment. (See note above about problems with credit)  

  
I hereby confirm reading the above and authorize you to charge my credit card for the amount that will be 
mentioned in the price offer of “Ayalon insurance company ltd”  
There will be no responsibility of “Ayalon insurance company ltd” regarding Health services, their quality 
or any of availability.  

  
    

X _________________________                X_______________________________ 
Signature of card holder                                                                              Date: 


	                           And more…
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