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D'011'S1 NIV Application for Continuing Medical Insurance for
Foreign Workers in Israel - For Harel Policyholders Only
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This form is intended for men and women alike.
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Attn Taa?
Harel-Yedidim, Division for Overseas Visitors and Students D'VITIVDY 2™IN NR?2NN DT T-28N
Beit M.A.H., 12 Hahilazon st, 8th Floor, Ramat Gan 5252276 5252276 p nn1 8 nnmip 12 12NN ,.n.R.A M”12
Fax: +972-3-6874534 Email: y_health@yedidim.co.il y_health@yedidim.co.il :2"x17,03-6386216 :opa
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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 thishere ...
(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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OTHER INDUSTRY / InX [] CONSTRUCTION / |12 [] AGRICULTURE / niXJpn [] NURSING CARE / Tiy'oO [ ]

I, the undersigned, hereby request to arrange medical insurance for 1Ty FOVINN 1T TAYT INIDT NIV JNYT NN YPAN NN X
the foreign worker employed by me, subject to the following: ‘D'NQN 01097 §IDD]

[(IThe employee is now insured at Harel - the policy numberisbelow| 019N ‘0N (90 - ININ2 NYD NLIAN/NVI TV 0
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Membership No.

Insurance period: Lo, Lo, n
From ... [/ Lo, TO [ [, ) I Y
Employee details Talyn '01d
Date of birth NT"7 NN | Last name NN5WN DV | First name '0ND DY | Passport No. [I>7T 'ON
I N I

INWMT YN DYNT PI0'YN INIY'T NOND INN NXIN YN | Gender I'n

The work for which you came to Israel Date of entry to Israel Country of origin Male 101 []
| | | | Female N2 []

Address NAIND | Email I'NIT
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@ | Calculation of Insurance Premium NIL'a 'NT 2IY'N
Total insurance T 2"N0 | Discounts % % NN NI o ‘'on | Daily cost -2 nmr NIy
premiumin@ -1 N0V No. of days covered inw

by the insurance
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[] Continuous extension with the same employer
[] Continuing extension with a new employer

Details of policyholder
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Name of Employer / Policyholder 'oynn oy [ ID number

.Ln'on| Telephone No. [1970 'ON

E-mail I'NIT

Address of Employer

namd | Cellphone No. T 1970 'ON

[]Continuous extension without employer
(Policy between employers) and up to 90 days.
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Payment by credit card

Collection dates according to the arrangement of the Insured/

Payer with the credit card company
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You can pay in several installments by the insurance period:

‘NN NOIPN 197 D!INITYUN 150N DIYWT N1

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

No. of payments n'nIJwn ‘'on 1 2 4 6

Provision of credit card holder INTWUND 0'01D 7y2 NNTIN
ID number an'on|First name '015 DY | Last name nnown nv | Cellphone No. T1 |1I970 ‘0N
Exp. date TV P2 | Card No. 0'01 'ON
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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.
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Signature of the credit card holder / 'NTWUND 0'01D 7y NN'AN

Date / 7NN

The insured signed this Proposal Form after its content had been Explained

to him in a language he understands.

Signature of the Employer
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Stamp & signature of the employer
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Name of the employer j'oynn nv | Date RN
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