Proposal for Health Insurance - Foreigners in Israel ﬁ)
Subject to the enclosed Health Declaration, which constitutes an integral part of the L H AREL

Insurance Proposal
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This form is intended for men and women alike. Please fill in this form fully and accurately
04/2020 N1ITAN

Attn.

Harel Insurance Company Ltd.

Foreign Employees / Tourists Insurance Section

3 Abba Hillel Street, PO. Box 1951, Ramat-Gan 5211802, Fax: 03-7348083
email: fax7930@ harel-ins.co.il

Insurance & Finance
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fax7930@harel-ins.co.il ;7N 03-7348083 :0j79,5211802 |2 N1 ,1951 .T.1,3 770 NAN

Name of agent |210N QW | Agent no. |2101 150N

Name of supervisor NPS5NN 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).

N10'AN "JINAN DITYWN 7Y NYSWN 727 NNt 100 D NWYN XYW 70D NINN My NIYNYT 1101 IXID NAIWN 2'wn 1y

101D NN NIN NIX - 7°NITA 19N 0'DNOoN 7277 721X DX ININ N1AN NIY12 DR I TN (19700 150107 PN INJW! nor7190 1DNnon

|ND NINT 'Y NIN 'INIW! ANITA 1IN DIDNODN 72177 721X12 ON,|'D17'NT DNYIND 0192 '7°NIT NAIND

(Nn17wnN TVINA 9N D'Y'DINN 0MIDTYN 0'01D7 ONNNA YNIA' D'DNONN NITWN)

The purpose for coming to Israel INW'T nyan nyn' piotyan
Other industry / "N [] Construction / M2 [] Agriculture / NINTpPN ] Nursing care / TIY'O []
" Insurance applicant personal details niv*aY Tnyinn 01 [
First name '01D DY | Middle name 'WXNKX DY | Last name nN5WN NV | Passport No. [ID7T 'ON
Country of origin NXIN YN | Date of birth NT"J NN | First date of [lWNRT JNN | Gender [] Male V1] I'n
insurance nnoinv []Female nmam ]
| | | | | | | | |
The work for whichyou  11yN'J j710'VN | Date of entry N01D 1NN | *Insurance period requested NYPIAnNN NIvAaN NoIgn*
came to Israel INWT NYAN | to Israel INW'T | From INNN| To TINN TY
Zip code TI7'N | Town 'Y | House No. 'ON | **Street 2N NAInD**
na
E-mail for personal notifications and mailings NI'WU'N NIYTINT 7"NIT | Cellphone No. T |I970 'ON | Telephone [1970 ‘'ON
AT 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.
.N10IAN 'VID [T 'IXND 12D YAITA NIVAN N'T'NN TYIN ,NNANN NN 2'ND 1IN DT YP1a0 NN 2 nniun's*

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

any matter related to insurance. D'DNON IN/I NIYTIN NITYUNL NNANN DX WYNWN (7'0YNN NAIND - NAIND XINK KTY TOOW 127 DDON NI 1T YITHH*

Details of previous insurance policies D'NTIP NIV'A '01D

Have you ever been insured by Harel or any other insurance company? [_|No []Yes | D[] N7[] 220NN NI 112N IX ININA N0IAN NI DN
If yes, indicate company and the policy number/health care provider membership | 'NIN'Y {790 J¥N 12N/N0'7I5N 1D0NI NNAN 1TXA |"¥,]D DN

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

I I 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
L [BmOF

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: e Weight in kg: e

2. |[JDo you use, or have you been using narcotics?
] Do you drink, or have you been drinking alcoholic beverages regularly? Please specify the

quantity of consumption: B 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 notyet takenit, or notyet 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: oo .

5. |During the last 10 years, have you been hospltallzed? 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. |0 The nervous system [ Cerebrovascular accident (stroke) ] Epilepsy []Multiple sclerosis

[ Muscular dystrophy or other atrophic disease [ Reoccurring 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:CINo [ VYes, if "Yes” please Specify: ...
3. |Heart: [JCardiac arrhythmias [ Heart disease [JHeart failure [J Heart attack [JCongenital
heart defect [JCatheterization

[] Heart valve diseases, other heart disease / problem:[JNo [ VYes, if “Yes” please specify:.........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) [J 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 |[No
issues specified below:

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

problem [ONo [JVYes, if “Yes” please specify: ... . . . . . e

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

Other respiratory system disease / problem [INo [JYes, if "Yes” please SpeCify: ...

7. |Digestive system [] Ulcer (duodenum / gastnc DHeartburn |:| Crohn's disease DColltls ] Reflux
CdHemorrhoids [JFissure / Fistula [ Bowel obstruction [ Pancreatic diseases / infections
L] Esophagus [ Gallbladder [J Gall-bladder stones

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

8. |Liver:[J Jaundice [JHepatitis B, C, D [JFatty liver [(J Cirrhosis, oth-
er digestive system disease / problem [INo []Yes, if "Yes” please specify: ...

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? COJNo [JYes

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

nary tract disease / problem CINo LI Yes, if "Yes” PIeaSe SPOCITY: ...

11. | Joints and bones: [] Arthritis [JGout [JBack / spine [ Joints []Knees
Other joints and bones disease / problem [INo [ Yes, if "Yes” please SPeCify: ...

12.| Skin and sex diseases: [] Skin tumors [J 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) [ Gynecological system, disease / other

feminine problem [CINo [ Yes, if "Yes” please SPECITY: ...
[J Are you pregnant? [JHave you undergone a cesarean delivery? [1No [ Yes, if "Yes” please

specify when (date): ...

15.|For men: ] Prostate problems [JVaricocele / Hydrocele
Other masculine disease / problem [INo [JYes, if "Yes” please SPeCITY: ...

16.| Mental illnesses: Mental illness that was diagnosed by a psychologlst psychiatrist or famlly 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:

0202/50 21'099/Z |OARHOIPMS

Page 3 of 7



Statement of insurance candidate

1.
2.

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

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.

The insurer 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.

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.

Did any insurance company decline or cancel at any time you application for health insurance? [INo [ves, 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 ..

Declaration of Insurance Candidate NIV’ TNYINA NINXN

. S1QNAtUTE OF INSUTance Candidate\ . . Signature of witness\ ................................................
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Declaration of Insurance Candidate NnIv'aY TRYINN NINXN

1. |, the undersigned, hereby request of Harel Insurance Company Ltd. (herein: “the InsureryfCompany/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) lagree 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.

Cs

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.

NAME e Date e Signature X
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Information for the Insurance Candidate NIv'aY TNYINY YyT'n

NDIPNN |12 NIV 'NT DITWNT §1911,H¥12 NIV'AN NN NN J1INNT [N NIV NOIPN DI'O TYINND 0N 90 17NN ,N0!IIDN ININT OXNNA .1
nmum ,NIVIAN NOIPN DI'0 TYINK DN 90 917N 'mN'J AT T2 TIAY'T 'wnn jm TIY 721 NILAN NDINA 127 NIVAN NOIPIN DI'O |'AY
.DINM 102 NdIND NN wnn N0'7197

N'7DY X NI N0 NIPYT DY DTR” 17 ,1998-N"IUN ,NITAN DY D'YINT NIIDT |IMIY PINA INTTAND N30 0Y DTN 2'NY 70D .2
12 Y NI [DTY NIN ”nnﬂlm D"NN NINAN NITIX TN DINN2 NINN [DINA ITIFON Unzm NIV WNR ,NINTIN NYIAP NI0AET NIANYT
AT wxw N7'NN2 0YIDIN '01OY 7Y NIV'AN D10 myxr)m

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.

Detalls of policyholder / present employer 'NdI1A P'oynn / no0'J15n Jya '01d
Name of Employer / Policyholder 0V | ID number 1.1 '0N | Telephone No. |I9'7lJ 'on
E-mail for receipt of notices, information and mailings Address of Employer N2> | Cellphone No. T 1970 'ON

DOIPTEYTR NIYTIN NI2P NINT T'NIT

Receipt of all the information in the Policy |210 NI'7'y5'7 NVIANN NIY'N

"ININ"T WINT NNT 7701 1T AYIANT WD 702 NIyl v 7o09 e '23/70,N0"JIDA 'TYW NIV!AN D107 TWRN NN
NIDN2 [IRY ININA NUIAN IX [NY mo"mm 0N'd NINNT ,NY'ANY mem DRONA IN/I NILNDAN JD NN MIAYE DR “IKIN"D 72741
ATAYIANT VINN Myl 12T 927 MWD wnwIl,Is0nn 2100 10,1700 INID X 91N INY NIVAN D10 [N n|o"7|9

....................................................................... 4 :nuiann nomn
.N0"7192 W NIV D107 MR 702 N2AYIP NY'ANT DNIYEN DDRONN IN/ NIANNN PRYN YT

I hereby permit my insurance agent for the Policy, MI/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 Insured N,

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'A "MIXIN 1IN'NYT 'DINVI'N PYUDD

0'01 7y NXTI TNIYI NIVIAN NINAN 722 17w NIKAN MIXIN DX TN NINTT )7 AWON'W NUAIND LI0IN NN AR [N FIY NI
NIYIT M09 NN 1YY 1D MIYN JINY 70D .1INNAN DY YT IN'T 1Ty, 001NN AR 1AYIY MIYHD JIRENTIN .ONIX 1Y) XY DI
NN2NN YW 0INVIND NN 0PN OIRNA DY 0910 NINT IN,D'0IDN NN 1YNT XTW NWFA 7Y N0N DINNT JNINWONI INKD [INN PIY
702 17w NIUAN MIXIN NN NUAINAN 010NN IR 1IN NINT NN YINN DN NAYA 'R, NYTYT .www.harel-group.co.il N2IN22
9y NIN NINND YT NN0NT NYPA NWIN 1D 27 DY 010190 NN 11YNYT XIW NWPA 7Y 10N DINNT JNINWONL .INIW NIVIAN NNAN

1T 001719 1237 D2 N2V KT DRININ,DRININ NNAYNA [MIYR )INRY 12y NYTINY 730,72 .DITNYI NN NIoYIID

NITIN DIININ AN NRAYNY MIYN NIRY TUND N 0D 'MNNRMNA NIV MXID ININT '01101ND JYNnnn 0 N1on's nupa [
ANNA NINTYT 0D YINA 'MYPAT DNNND DN N2y N D T YIT L InN PIv NIwI'J 0dN12ana 0'01nnn "J¢ N1oan xin
.0dN12N2 0'IN1PN MY NI0IAN MININ AITIN DIND [INN PIY NIYI 'TY NDAINDN VINVINN

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 companies in 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.

[CJRequest 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 / 1"INN | Name of The Insured / NVI2ANN DY ID no./ NINT 150N Signature / nN'NN

Primary insured / '"UX1 NVIAN A\
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Agent's Declaration (required clause that the agent must sign) (jp10n nnR'NNY NaIn §'yo) D100 ANAXN

'Y DNIN NIV NYXAT TRYINA DX 11N1AT D100 NINXN

MYXNI NIVLAYT 5 Y7 NI0AN TY NPONN TN NIXTINT ONNNA NIVAT DY/TNYINND DX N 'NNNA 11D 7PN N1I0NA D UKD N
DN/1DIXT D/0ONINN NIV DN/I1T

/ 210N TIDININ e 210N DY - )INN

Agent's Declaration of Inquiring About the Needs of the Candidate and an Insurance Proposal Fitting His Needs:

| confirm that as part of the sales process, | inquired about the insurance needs of the candidate/s, according to the instructions of the circular
of the Supervisor of Insurance regarding inclusion in insurance, and | offered him/them insurance that fits his/their needs.

Name of agent Signature of agent<\ ........................................................... .

Calculation of Insurance Premium niva 'nT aIY'N

Total insurance INT D"N0 | Discounts % % NN N7 0! 'on

premium in -1 NIV

Daily cost -1 NNk NIy
No. of days covered in

by the insurance

INTUN 0'01D NIYXYNNA DIYUN
DYywnn/nuiann YU 1TOoN DNNNA :NMYAAN FTVID
'NAUNN 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: :NIVAN NOITN BT 0'NITYN 150N 0IYT N1

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

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

Insurance applicant personal details niv'aY7 TNYINN '

Last name NN5WN DV | First name '01D DY | Passport No. |I>7T 150N

Provision of credit card holder Dwnn '01s

ID number .I.N 'On | First name '01D 0OV | Last name nnNobwnN nv
I I N N

Exp. date TV 71N | Card No. 0'01D 'oON

......................................................................... | | | | ] | | ] | | |

Cellphone No. T |1970 'ON | Zip Code TIj7'N | Town 21Y" | St. and house No. 150nN1 AIM

Email TNIT

D 7y NNANN NY'AF'7 ONNNA I DAFTYINE AN 'NID0 .NIN0II9] 0'N0IANN 70 11aY NIVAN 'NT DITYUNT UNY!' DITUNN 'YXNN NYITY
V7 NYN DN 17INMY 0N NIDKAN NIZN0MIID JY DITWNN RN

NN DITWUN 'YXYNXRT 1TNNN DX YXA'T 012NN T 9y UININ ONX NIXR DT DITWUN 'YXNXR'T YN 1TNNN N0 'NT TW 11NN VXA 70D
M/YUTINNW NI/N0MTIIDN DYANN DAINN 22 'NIWND 0'01D 2NN, N)/WUTINA NIYAN NI/NOMTIDIE AN

.NT0DIVA |'I¥N NDONY 0'01D7 NDITND ,ANN 190N XYW 7DAI'Y 001D AI'N'T D) {7INA AN 1T NN

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 policysies 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 / 'xawxn 0'01D Jya nn'nn

Date / pxn

Signature of the Employer

17 M2INN NBWA 11DIN 17 1201NW INK'T NVIAND T 0NN DT AYXD 0910
The insured signed this Proposal Form after its content had been explained to him in a language he understands.

2'oynn Nh'nn

Stamp & signature of the employer

17'0yNN NRMNI NNNIN

Name of the employer

7'0ynNN DY | Date 1NN
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