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New employee kit - guest lecturer/researcher from abroad 

For your convenience, here are the forms necessary for your admission into 
the computerized human resources system for the purpose of making the 
academic appointment. 

Completing the assessment and signing all the forms are a condition for 
the actual start of the transaction. 
Do not start the deal without returning a full kit to the department. 

must be attached to the kit :passport. 

Please fill out the forms listed below and return them to the employing unit : 

 Personal details sheet
 Consent form
 Consent form
 Commitment to confidentiality
 Commitment form for proper use of the university's ICT resources
 Pension insurance arrangement
 General approval regarding employer payments to a pension fund and an 

insurance fund instead of severance pay
 Nonresident declaration 
 Electronic funds transfer form
 Medical insurance offer
 Medical insurance offer
 Application for payment of salary to a guest from abroad Appendix C
 Safety instructions form

We will be happy to be at your service at any time: 

-Employment in research positions / non-teaching academic position / senior

academic staff : mrs. Koffman Inbal 53367 ) external 04-8249367) or by e-mail :

iheflinger@univ.haifa.ac.il 

- Employment of a lecturer in an academic course: ms. Ira Shlemenzon

 52596 (external 04-8240596) or by e-mail: ishlemenz@univ.haifa.ac.il  

mailto:iheflinger@univ.haifa.ac.il
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Personal Information of Visiting Guest Lecturer from Abroad
To be filled in by the department

Please write all answers in clear, legible handwriting.

A copy of your passport must be attached (if you hold Israeli citizenship, please also attach 

a copy of your Israeli ID card).

Personal Details

Last name First name
Passport number Israeli ID number

Gender Last name (in Hebrew) First name (in Hebrew)
Male

Female

Title (certification must be attached):

Prof. Dr. Acct. Judge Adv. Mr. Mrs./Ms.

Date of birth Country of 
birth

Status in Israel
1. Foreign resident

Citizenship

2. Temporary
Resident

3. Tourist

Other

Status
Single Married Divorced Widow/er

Foreign address and telephone 

Area code
Telephone no.

Country
City/Town and Zip CodeStreet and no.
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Address and telephone Number in Israel

Area code 
Telephone no.

Zip code 
City/Town Street and no.

Email - please write clearly Cellular phone no.
Area code 

Bank account information - for recipients of salaries in Israel 

Name of Bank Bank code Branch no. Branch Name Branch address Account no.

Education (copies of all certification must be attached*)

SubjectDate receivedTo (year)From (year)Name of educational 
institution

Degree/diploma*

If you worked at the University of Haifa in the past, fill in the dates and position held

From ___________  to ______________ Position _______________ 

Department_________________

From ___________  to ______________ Position _______________ 

Department_________________
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In case of emergency contact:
Telephone no.AddressRelationName

Other places of work in Israel - during the period of you are working at the University of Haifa

_working    place of work not working

* I hereby affirm that the information I have provided above is correct.
* Responsibility for not filling in the information accurately and clearly lies with me.

Name Date Signature

Declaration
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Letter of Consent 

I, ___________________________, holder of ID card no. ________________________, know that by virtue of my 
being connected to the staff of the University of Haifa, the personal data that I have given to the University are part of 

rpose of 

I am aware and I agree that, if necessary, my name and the contact details, which I have been allocated by the 

The university undertakes not to pass on any information from that data base to external bodies, except for instances 
in which it is bound by law, or to various service providers who assist the University in its routine operation (for 

y employment (the 
Senior Academic Staff Organization, the Junior Academic Staff Organization, the Administrative Staff Organization), 
insurance companies or agents, with whom I have elected to work, pension funds, etc., for the purpose of obtaining 
the services provided by those bodies.  

________________________ ________________________ ________________________ 
Date Signature 
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To:
University of Haifa

Dear Sir/Madam,

Re: Letter of Commitment

I, the undersigned, hereby make the following commitment to you, the University of Haifa:

1. To pay you, as per your request, no later than the concluding date of my work at your
institution, any sum that I may owe you during the course of or in close proximity to the
concluding date of my work there.

2.
created for any reason whatsoever, for something in return or not, whether it involves a gift
or the payment of money, the giving or borrowing or failure to return any property, whether
resulting from the causing of any damage whatsoever, or payment of yours for me or on my
behalf as a guarantee or commitment of any kind of yours for me, whether already carried
out or to be carried out in the future.

3. I hereby issue an irreversible order to deduct any debt as mentioned from my salary, and
provided that the total amount deducted does not exceed one quarter of my salary, so long as
I am still working for you and in the event of the conclusion of my work, you will be
permitted to deduct the debt up to the full amount of my salary, royalties, compensation
and/or other monies that will be relayed to me or my heirs.

Sincerely,

Name: 

Passport no.: 

Telephone no.: 

Signature: 
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Confidentiality Agreement

I, the undersigned, ________________________________________ hereby agree to the 
following with the University of

1. As of ,the University will employ me.

2. a. I will maintain total confidentiality with regard to all information and knowledge of the
University and of any third party that is in contact with the University and that has 
become available to me due to my position or in the course of my work.

b. Any information, knowledge, idea, invention, discovery, development, product and
process and all ownership of documents, plans and copyrights and patent rights and
samples related to my work at the University and/or created during the course of my
work at the University and/or stemming from it shall be fully owned by the University
and the agreement specified in subsection A shall apply to them as well.

c. The obligations in subsections A and B shall be in effect during the period of my
employment at the University and after it with no limit on time and place.

d. If I violate this said agreement, I can expect immediate dismissal with no right to end
of employment compensation and I will also be required to pay compensation for
damages caused or to be caused to the University as a result of the violation of my
agreement.

e. This agreement shall not apply in the event of each of the following circumstances:

(1) General professional knowledge acquired before the start of my employment at the
University, or information I knew and/or possessed prior to the start of my
employment at the University.

(2) The information entered the public domain after publication or in some other way.

(3) The information reached other sources after the rights were purchased or in any
other legal manner.

(4) Information that I am legally required to disclose to a given body.

Date Name of employee Signature
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Re: Agreement to Make Proper Use of University Communications Resources

I, the undersigned:

Last name First name Department

exclusively in accordance with the terms specified below.

1. The
for the requirements of my research/job/studies at the University of Haifa and not for personal or
commercial objectives or for use by any other parties.

2. The use of my personal home computer, where the University is the Internet Service Provider for it,
will be subject to the restrictions of the law. Any actions that violate the laws of the state should be
refrained from, such as downloading/uploading material protected by copyright; prohibited accessing
of computers; and/or publicizing offensive, sexual, or racist material that may harm any person,
corporation and/or any other group.

3. I hereby state and confirm that I will not relay passwords for the computer to any other party. I am
aware that I am not permitted to transfer the right to use University computers to a third party without
first obtaining the written consent of the head of the computerization unit.

4. In the event I require computer resources for purposes unrelated to my work or studies, I will contact
you in advance to obtain your written approval and will relay to you a signed monetary commitment
as required.

5. I hereby state and confirm that all partial or full information about the computer software, data, files
and so on that do not belong to me and/or which I was not authorized specifically to use, and which
reaches me during the course of using University computers, constitutes confidential information.

I hereby agree not to copy and/or use such information or part thereof and/or to relay such information
to any third party without your specific and written consent.

6. I am aware that damaging, data, software or hardware of the computer systems of other users or the
functioning of the University network, constitutes damaging University property and is contrary to
the regulations of the Computer Law 5755-1995. In such an event, the University shall be authorized
to prevent me from continuing to use the computerization services.

7. In the event I have and/or obtain a database (in any media whatsoever) containing personal
information about individuals, I agree to report this to you, and to act as per the requirements of the
Privacy Protection Law 5741-1981 and in accordance with your instructions.

8. I agree to use the computer resources only in accordance with the information security procedures as

9. This agreement relates to every computer that is the property of the University and/or that is connected

10. I am aware that if I violate any of the commitments made in accordance with this document I will be
responsible for all direct or indirect damage that is caused to the University and/or to any third party,
as a result of it.

Sincerely,

Date Signature

| Human Resources Department | 
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Application for a Pension Insurance Arrangement- who is not an Israeli 
citizen - holds a foreign passport

For more information you can contact by email: ishlemenz@univ.haifa.ac.il phone:

1
2

3

X
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General Approval of tions to a 
Pension and an Insurance Fund in Lieu of Severance Pay

Pursuant to Section 14 of the Severance Pay Act, 5723-1963 (hereinafter the Act), I 
confirm that any payments made by an employer as of the date of publication of this 
approval into a comprehensive pension plan in a provident fund for non-insurance 
pensions within the scope of the Income Tax Regulations (Rules for approving and 
managing provident funds), 5724-1964 (hereinafter the Pension Fund), or for 
managerial insurance that includes the possibility of an allowance in such an 
insurance fund (hereinafter the Insurance Fund), including payments made by 
combining payments to a pension fund and an insurance fund (hereinafter the
employer s contributions will replace the severance pay due to the said employee in 
respect of the salary from which the said payments were made and for the period paid 
(hereinafter Salary of Dismissed), provided that all of the following conditions are 
met:
1. . :

a. The pension fund is not less than 14.33% of the dismissed salary or 12% of the
dismissed salary if the employer pays for its employee, in addition to
contributions to supplement severance pay to a Provident Fund or an insurance
fund in the name of the employee at a rate of 2.33% of the dismissed salary.
If the employer did not pay in addition to the 12% and the stated 2.33%, their
contributions will only come from 72% of the employee s severance pay.

b. The insurance fund has not less than one of the following:
1) 13.33% of the dismissed employee s salary, if the employer also pays

for its employee monthly income in the event of lost capacity to work,
in a plan approved by the Commissioner of Capital Markets, Insurance
and Savings at the Ministry of Finance, at the rate necessary to secure at
least 75% of the dismissed employee s salary or at a rate of 5.2% of the
dismissed employee s salary, whichever is lower (hereon: payment for
loss of work capacity insurance).

2) 11% of the dismissed employee s salary if the employer also contributed
to loss of capacity to work insurance, in which case the employer s
payments will come to only 72% of the employee s severance pay.
Besides these, contributions to supplement severance pay to a provident
fund for severance pay or an insurance fund in the name of the employee
at a rate of 2.33% of the salary, the employer s contributions will come
instead of 100% of the employee s severance pay.

2. No later than three months from the beginning of the implementation of the
employer s payments, a written agreement is to be drawn up between the
employer and the employee, in which:
a. The employee s consent to the agreement under this approval of the Form
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detailing the employer s contributions and the pension and insurance funds, 
as the case may be. The said agreement will also include the wording of this 
approval.

b. The employer s waiver in advance of any right they may have to
reimbursement of funds from their contributions. This holds unless the
employee s right to severance pay is denied in a judgment pursuant to
Sections 16 or 17 of the Act and to the extent that it was revoked, or the
employee withdrew funds from the Pension Fund or the Insurance Fund not
due to a qualifying event. In this regard, a Qualifying Event is death, or
disability, or retirement at sixty or more.

c. This approval does not derogate from an employee s right to severance pay
under the Act, a collective agreement, an extension order, or an employment
contract, for wages over the dismissed wage.

15 Sivan 5758 (9 June 1998)

If a collective agreement is signed that applies to me and stipulates payment 
arrangements for the Provident Fund / Managerial Insurance / Pension Fund, 
severance pay will apply to the provisions of this agreement instead of the terms of 
the above general approval.

The employee s signature on this document constitutes an agreement on their
part to an arrangement regarding the provision for a severance pay account in 
the provident funds as aforesaid instead of the payment of severance pay 
according to Section 14 of the Severance Pay Law.

Name of employee: ______________ Signature: ______________ Date: ______________
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declaration Nonresident

Re: My non-resident status for income tax purposes

In accordance with your request, I hereby declare that during the tax 
year _______________ my "life center" is not in Israel (See below for 
details) and that I have not resided in Israel for more, than 183 days of 
this tax year, and as a result, I hereby declare that I am not a resident of 
Israel for income tax purposes, and therefore I ask to be regarded as a 
foreign resident, as far as income tax is conceded.

"Life center"  refers to the place of residence of the family, their house, 
belongings, the place containing the children's school, place of regular 
employment, financial assets, and the location of organizations and 
institutions participated in.

I am aware of the legal implications of any false statements made in this 
declaration.

I hereby declare that I am resident of _______________________ and 
that I report to the income tax authorities there all income that I receive.

Sincerely

Name  _____________________________________________

Address       ______________________________________________

Passport Number       _________________________________

Country Issuing Passport  _________________________________

Identity Number (If relevant)  _________________________________
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University of Haifa

Please use this form for EFT (Electronic funds transfer) requests only

Please enter full details of the Guest Lecturer for EFT request + add a clear copy of 
the Passport:

Name of account holder________________________  

Name of the Bank _____________________________ 

Bank Address _________________________________ 

Bank account__________________________________

Swift Code____________________________________

Iban__________________________________________

For U.S.A accounts Only:

Routing number: ___________________________

Kindly submit this form to the Salary Department, to Lena Tusov: 
YTUSOV@UNIV.HAIFA.AC.IL 
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For guest lecturers from abroad who hold B1 work visas ONLY 

Dear Lecturer,  

Israel, we kindly request that you complete the insurance application forms and health declaration and 
return the forms to us as soon as possible, so that we can send them to the insurance company for 
approval. This benefit will be credited to the salary for tax purposes.  

During your stay in Israel, you will be insured by Harel Insurance Company through its subsidiary, Harel 
Yedidim. Medical services will be provided to all guest lecturers through Clalit Health Services, the largest 
medical service system in Israel, at its clinics located in Haifa and throughout Israel.  

The insurance will cover you during your stay in Israel. If you plan to go on vacation or attend a 
conference abroad, please contact Harel Yedidim at  03-6386216 or by e-mail: y_health@yedidim.co.il 
in order to arrange "Blue Passport" travel insurance.  

The employee insurance complies with the requirements of the Foreign Workers Law,  1991 and the 
Foreign Workers Order. In addition, you may insure yourself with any other policy independently.  

As noted, we request that you send the application forms to the inviting department as soon as possible.
*After receiving confirmation from the insurance company, we will send you the policy and instructions
on what to do if you need medical attention. In addition, if you have any problem, you are invited to call
the Harel Yedidim office  03-6386216 or Ms. Einat Cohen of Harel Yedidim   054-5297775.

* If there is any change in your health condition between the time you sign the health
declaration and the beginning of your actual employment, you are required to notify the
insurance company.

We wish you a productive and enjoyable stay in Israel. 

Sincerely,  
Human Resources Department  

The Department of Academic Staff
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Proposal for Health Insurance - Foreigners in Israel 
Subject to the enclosed Health Declaration, which constitutes an integral part of the 

Insurance Proposal Insurance & Finance 

SAFE STAY+ 1MI!>, n10 1:i'J il)J�il 
'JM,w•:i a 1,t D 1'T:ll)J 
mo•J.'J ny�nnrJ 1191 •n'JJ. p'Jn n11n1Jn n911�1Jil rnN 11J.n n,n�n'J ")19JJ. 
□'Jl!.11 jJ1111J 191/IIJ. ill 0910 N°JIJ'J 19jJi1 /Ill .lnNJ □11J.ll □11!.Jl'J 1Yl 11J 0910i1 
This form is intended for men and women alike. Please fill in this form fully and
accurately
08/2020

Attn 

Harel-Yedidim, Division for Overseas Visitors and Students 
Beit M.A.H., 12 Hahilazon st, 8th Floor, Ramat Gan 5252276 
Tel: 03-6386216 Fax: 03-6874534 
Email: y_health@yedidim.co.il 

"Tl:J.::>'7 
D•Ul"TlUt>l '7"m nj7'7nl'l D•"T•"T•-'7M1il 

5252276 11 nn, 8 nmj7 21 111'7•nn ,.n.M.l'l n•:::i. 
03-6874534 :t>j7!:I 03-6386216 :111:1'1u

y_health@yedidim.co.il :'7"Ml"T 

Name of agent pIQil Dl!J Agent no. pIQil 19Qt) 

Name of supervisor njJ9tJil Dl!J Proposal no. ilYYilil 19QtJ 

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). 

nl01J.il 1
1:11om Dl'll!Jn 'Jy ilY!>l!Jil 7:,'J i11ilnl 'JD• p ill!JYn N'Jl!J 7)) .1nli11) I"1YJ. rn'JNl!J'J il])I ilN'JI) ilJ.ll!Jn J.11!Ji1'J 71'Jy 

101!) nN N'JI) NJN - 'J"NrrJ. l'JN 01)1)01) 'JJ.jJ'J 711Y1J. ON .'JN1i1 n1J.n n11!J1J. 011j)i1 7'Jl!J T111il ll!>'lOil l!)Ol)'J 71'JN ln71!J1 i1Q1'Jl!>i1 1)1)01) 
------ IN) nNl l":::i NJN 'JN11!J' lNITJ. l'JN 0')1)01) 'JJ.jJ'J 71I:::ilJ. ON ,l'!>l'J1n'J O"l!J'Nil 701!)J. 'J"NIT nJ.ln) 

(m'Jl!Jl)il TYIIJJ. 11'l:::iN O'Y'!>ll)il 011DTYi1 01019'7 ONnilJ. Y!!IIJ.1 01)1)01)i1 m'Jl!JO) 

The purpose for coming to Israel ':JN11U 1':J n)J.m ll)JD':J j110 1)Ji1 

Other industry/ 7nN D Construction / l"J:l D Agriculture / rnN'JjJn D Nursing care/ llY'Q D

ll Insurance applicant personal details nm•:i.':J TD)JIDil 1019 m 
First name 1lJ79 Dl!J Middle name 'YYtJN Dl!J Last name iln91!JtJ Dl!J Passport No. 1011 'Qt) 

Country of origin NYltJ y1N Date of birth ill 1'J 7 11Nn First date of lll!JN17 11Nn Gender D Male l)T □ l'tJ
insurance nnlJDl!J □ Female ilJ.jJ) □

I I I I I I I I I 
The work for which you llYl'.l7�IQ'Yil Date of entry ilQ 1D 7'7Nn *Insurance period requested m!JjJIJ.Oil mo1J.i1 n!>Ipn* 
came to Israel 7Nll!J' nYJil to Israel 7Nll!J 17 From 7 11NntJ To 7 11Nn 1y 

I I I I I I I I I I I I I I 
Zip code lljJ'tJ Town l'Y House No. 'QtJ **Street J.lnl :nJ.ln)** 

n•J. 

E-mail for personal notifications and mailings nl'l!J'N rny1Iil'J 'J"Nl1 Cellphone No. 1 111 II97lJ 'QtJ 
!
Telephone II97lJ 'QtJ 

0 1711'11 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 .
. mo1J.i1 1019 'l1J. 111!!10:> ll'il YJ.ljJil n101J.i1 n'J•nn 1ym ,i11J.ni1 nN J.11no 111N ill l!JjJIJ.O 711Nn :7J.1'J nml!Jn'J* 

**I am aware and I agree that if I 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. □')tJQtJ IN/I rny1Iil ni'Jl!JtJJ. il7J.nil nN l!JtJl!Jn jJ'QYtJil nJ.ln) -nJ.ln) N7tJN N'Jl!J 'J))l!J 7)7 □•)QtJ 'lNI •'J yn•** 

m Details of previous insurance policies D1D'Tlj1 mo•:i. 1019 E] 
Have you ever been insured by Harel or any other insurance company? □No □Yes p □ N'J □ ?mnN nllJ'J. nlJ.nJ. IN 7NlilJ. nlJIJ.t) n 11il □Nil 
If yes, indicate company and the policy number/health care provider membership 'nll'l!J jJ9Q 'JYN 7J.n/ilQ 17I!)il 19QtJI illJ.n IT'NJ. l"Y ,p ON 
number: :rnN °7J. 
Insurance period mo1J.i1 n!>Ipn Company name illJ.nil Dl!J Policy No. ilQ 17I9 'Qt) Membership No. 7J.n 'QtJ 
From 
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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. 

r@ Particulars of the Insurance Applicant

Passport No. 

I
Last Name 

I
First name 

I
Date of birth 

I
Sex 

I I I I I □M □ F

In this Health Statement you should answer the following questions by marking "✓" 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. D Do you use, or have you been using narcotics?

D Do you drink, or have you been drinking alcoholic beverages regularly? Please specify the

quantity of consumption: ___________________________ glasses per day.

3. During the last 1 o 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 1 o years, about to undergo a surgery/

transplantation? Please describe in d eta i Is: ------------------------------------------------------------------------------------

5. During the last 1 o years, have you been hospitalized? Please describe in details the reason for
hospitalization and the treatment that you have received.

6. During the last 1 o 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. D The nervous system D Cerebrovascular accident (stroke) D Epilepsy D Multiple sclerosis

D Muscular dystrophy or other atrophic disease D Reoccurring dizziness D Headaches
D Balance disorders D Fainting D Parkinson's syndrome D Alzheimer's disease □ Trembling

D Mental retardation D Autism □ Down's syndrome D Cerebral palsy D Poliomyelitis (infantile

paralysis) D Gaucher's disease D Loss of sensation (numbness) D Attention deficit disorders

□ Migraine D Have you applied to a physician with complaints regarding declined memory (dementia)
□ AIDS □ HIV carrier D 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: D Cataract D Retina and cornea problems D Glaucoma
D Inflammations of the eye D Strabismus D Blindness

Other eye disease I problem: D No D Yes, if "Yes" please specify: ----------------------------------------------------

3. Heart: D Cardiac arrhythmias D Heart disease D Heart failure D Heart attack D Congenital

heart defect D Catheterization

D Heart valve diseases, other heart disease I problem: D No D Yes, if "Yes" please specify: _______________

·----------------------------------------------------------------------------------------------------------------------------------------------------

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

other vascular disease I problem D No □ Yes, if "Yes" please specify: ----------------------------------------------

·----------------------------------------------------------------------------------------------------------------------------------------------------

Il l I Ill 11111111111111111 1111111 111 
"dt33539 

Page 2 of8 33539 - 7tJ0t) �10 



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: D Thyroid gland D Lymph node D Salivary gland D Sweat gland D Pituitary
gland D Diabetes D Hypertension D High levels of fats I cholesterol, other metabolic disease I
problem □ No D Yes, if "Yes" please specify: ·------------------------------------------------------------------------------

6. Respiratory system: D Asthma D Tuberculosis D COPD (chronic obstructive pulmonary disease)
D Hay fever D Recurrent respiratory infections and Shortness of breath D Collapsed lung
(Pneumothorax) D Cystic Fibrosis
Other respiratory system disease I problem □ No D Yes, if "Yes" please specify: -------------------------------
·----------------------------------------------------------------------------------------------------------------------------------------------------

7. Digestive system: D Ulcer (duodenum/ gastric) D Heartburn □ Crohn's disease □ Colitis D Reflux
D Hemorrhoids D Fissure I Fistula D Bowel obstruction D Pancreatic diseases I infections
D Esophagus □ Gallbladder D Gall-bladder stones
Other digestive system disease I problem D No D Yes, if "Yes" please specify: ___________________________ ________
·-----------------------------------------------------------------------------------------------------------------------------------------------------

8. Liver: D Jaundice D Hepatitis B, C, D D Fatty liver D Cirrhosis, oth-
er digestive system disease I problem D No D 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? D No D Yes, when (date)? -------------------------------
Is the problem solved? D No □ Yes

10. Kidney and urinary tract: D Recurrent infections D Kidney and urinary stones D Kidney cysts
D Anomalies of urinary tract D Renal failure, other kidney and uri-
nary tract disease I problem □ No D Yes, if "Yes" please specify: ----------------------------------------- ____________
·-----------------------------------------------------------------------------------------------------------------------------------------------------

11. Joints and bones: D Arthritis □ Gout D Back/ spine D Joints D Knees
Other joints and bones disease I problem □ No D Yes, if "Yes" please specify: __________________________ _______
·-----------------------------------------------------------------------------------------------------------------------------------------------------

12. Skin and sex diseases: D Skin tumors D Skin lesions D Psoriasis □ Sexually transmitted diseases
□ Syphilis
Other skin and sex diseases disease I problem □ No D Yes, if "Yes" please specify:----------------------------
·-----------------------------------------------------------------------------------------------------------------------------------------------------

13. Malignant tumors I diseases (cancer).

14. For women: D Breasts (including breast enlargement) □ Gynecological system, disease I other
feminine problem □ No D Yes, if "Yes" please specify: ------------------------------------------------------------
□ Are you pregnant? D Have you undergone a cesarean delivery? □ No □ Yes, if "Yes" please
specify when (date): ----------------------------------------------------------

15. For men: D Prostate problems D Varicocele I Hydrocele
Other masculine disease I problem □ No D Yes, if "Yes" please specify: -------------------------------------------
·-----------------------------------------------------------------------------------------------------------------------------------------------------

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

17. Nose, ear and throat diseases: D Sleep apnea syndrome D Nasal polyp D Sinusitis
Other nose, ear and throat disease I problem □ No D Yes, if "Yes" please specify: ______________________ ______
·-----------------------------------------------------------------------------------------------------------------------------------------------------

Please provide details· ·---------------------------------------------------------------------------------------------------------------------------------------------· 
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00 Statement of insurance candidate 

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

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 Ha rel Group (Ha rel 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 Ha rel Group.

5. Has any insurance company ever dismissed or canceled your health insurance application? D No D Yes, 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 t she is fluent. 

Date·----------------------------------· Signature of Insurance Candidate\ __________________________________ Signature of witness\. __________________________ _ 

[j Confirmation of admission terms and conditions

IP 

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 mo 13', "TD)IID., )l"T1D 

nio•:i 101 Dl'Jl!Jn'J <]19:>:i ,<J:li!7'.l n101:iil n91pn nN h7Nil'J 1n1J n101:iil n91pn Dl'O 1y100 D'll' 90 7'Ji10:i ,i101'J19il 1Nm'J DNnil:i .1 

n91pn Dl'O lYlllll D'll' 90 <]l'Jn 7nN'J .7l 1'.llY:> 11'.lY l'l!Jllll ll'il llY 'J:>1 nllJ''.lil n:>7Nil 11:i'J nllJ''.lil n91pn Dl'O 1''.ll!J il91jJnil l'l'.l 
.Din•n 71'Ji1:i il:>n:> il 1iln ill!J1n ilo•'Jm'J rn97lJ:li!il ,n101:iil 

n•'J:>l!J IN n11!J9] ,n1019 rnp'J DY DlN" 17jJ, 1998-n"ll!Jn ,rn'J:um DY D 11!JJN'J nl'l:>l ll'lll!J jJln'.l 1n11m:> ,rn'J'.lllll DY DlN ll'ill!J 'J:>:> .2 

llnlN p1y NJN ,"D117jJ'Yil D11nil •omno 1rn1 IN lnN Dmn:i 1nlilll 191N'.l llljJ9n 'J'.lllll il'Jl!J'.l 71!JN ,n•mt IN ilYl'.ljJ ,n1'.l1lJ1llljJ rn:i1'J 
.n ilY:li!il n'J•nn:i D1Y1911l l'lJ791!J ,7'Jl!J nllJ''.lil PIO nlY:li!llN'.l 7:> 'Jy 

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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"'ffi" Declaration of Insurance Candidate 
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@i Declaration of Insurance Candidate mo•:i', "TD)IIDil n,mim U

Cl 

1. I, the undersigned, hereby request of Ha rel Insurance Company Ltd. (herein: "the lnsurer/Company/Harel") to insure me based on the
said in this proposal.
(a) Although it is not legally 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) I authorize 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 (*2735).

5. I hereby confirm that I 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) Do you 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 Ha rel Group (Ha rel Insurance
Investments and Financial Services Ltd. and its subsidiaries) will be used by the Ha rel Group and/or anyone on their behalf,
including for any matter related to the other products and services of the companies in the Ha rel 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 Ha rel Group.

(b) We hereby inform you that there is a possibility that you will receive from the Company or from other companies in the Ha rel 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: Ha rel 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: I, 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) and/or 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 I have suffered from in the past 
and/or that I suffer now and/or that I 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. ___________________________ _ Na me of i nsu ranee Candi dat_ _______________________________ _ Signature \ _________________________________

Witness to the signature (the insurance agent): 

Date. _________________________________________ _ Na me. ____________________________________________ _ I.D. ___________________________________________

License no.·---------------------------------- Signature\ _____________________________________ _ Stam P-----------------------------________ -· 

Detalls of policyholder/ present employer •n:mn p•oyon / no•',1�:m 'Jy:i 10,9 
Name of Employer / Policyholder mu 

I
ID number .tn 'OtJ 

I
Telephone No. II9':JlJ 'OtJ

E-mail for receipt of notices, information and mailings Address of Employer nJ.ln) Cellphone No. 1111 II9':JlJ 'OtJ 
01111111 Yl'tJ ,nlYllil n'np 71I�':J ':J"Nll 
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Candidate's confirmation for insurance agent activity p10 m',•y!>', n11J 1:J.', TD)IIDil ,1�•1< 

"JNlil"J llNilJ nN1 JJ)J.I n ilY'J.nJ llllljJil J)J. 11IJ.YI 1rJlllJ. J9l)J ------------------------------- 'J.l/lrJ ,il01Jl9J. 'Jill nllJ1J.il plOJ llllNrJ l))il 
nl)ilJ. P'Nlll JNlilJ. nlJIJ.rJ l)N lilJ.lll nl01Jl9il lJl119 nlJ.lJ ,ilY'J.nJ D11lllljJil D1)rJOrJil IN/I nlJ.lnJnil J) nN 11IJ.YI 'rJlllJ. "JNlil"rJ JJ.jJJI 

.n ilY1J.nJ Ymil l")YI lJ.T J)J 'nlJlll) lllrJlllJI ,J9lJrJil plOil IJ'il ,n 1nrJJOilJ. 1n1J nN il9"rJ ')Nill nllJ'J.il PIO lilJ. n10'Jl9 

________________________________________ / :rnu1J.J TrJYlrJil nn1nn 
.il01Jl9J. 7Jlll nllJ'J.il plOJ illjJrJ J)J. llJ.YI' ilY'J.nJ D11lllljJil D1)rJOrJil IN/I nlJ.lnJnil 'jJnYil ,7ny111J 

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 Ha rel and receiving from Ha rel on my behalf and for me all correspondence and/or documents related to 
a claim, including details of the policies under which I am insured by Ha rel that are not necessarily policies for which the insurance agent to 
whom I 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 andtor 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 nio•::1. 1,:itm ,in 11<'1 10J,0J 1M pvmo 

□')Im 010J. JY nNH JNllll'J. nllJ'J.il nllJ.n J)J. 7Jlll nllJ'J.il 11YlrJ nN DllrJJ. nlNlJ 7J 11l19N'lll nlJJ.INrJ l))ll))'N lnN ilrJ'jJil llilil jJllll nlllll
llilil fJllll nllll7J 71u19 nN 11J.YJ 1J l"JIYrJ 7J'Nlll JJJ .DmJ.n oy llllfJ 11Y1J 71JY ,□'Jlmil nN 11J.YJlll l"JIYrJ 7J'NI ilT'rJJ. .□il'JN 11J.YJ DNlll
nJ.lnJJ. illJ.nil Jill l))ll))INil lnNJ. D11jJil D1NnrJ illlljJJ. 091lJ NJrJJ IN ,D1lJ19il nN 11J.YilJ NJlll illlljJJ. JY illJrJ □1nnJ 7nlllll9NJ. ,llrJN)
n11J.n J)J. 7Jlll nllJ1J.il 11YlrJ nN nlJJ.INrJil l))llJJ1Nil lnNJ. DllrJJ. nlNlJ 7rJrJ ymn D1)1nJil nlJ.Yil 1N ,7ny111J .www.harel-group.co.il
nl01Jl9 JY ilJn ,llrJN) YT'rJ nlOilJ illlljJJ. nllllil 1) J.J □'Ill .D1lJ19il nN l'J.YilJ NJlll illlljJJ. JY illJrJ □mnJ 7nlllll9NJ. .JNllll'J. nllJ'J.il

.n il0'Jl9 'J.lJ Dl llJ.YI' NJ □')lnJil ,□')lnJil nlJ.YilJ. l")IYrJ 7)'Nlll lJ.YJ. nYTlillll J)) ,7) .nl'T1ny1 nlrJ"jJ 
11111111 0 111mn n111 ni:i.ynlll l"JIYll 111'1',lll 71l1Nll 11111 illJll •no•nn:i. :nio•J. •7:�lll 1in 1111'J 101101'Ni1 fJlllllllilll 0 111m n1on'J illlljJJ. □
01101 1Ni1 1n111:11111111':1 •mo ymn •nll.lpJ.'J □NnilJ. 0 111mn n1:1yn 1111 1:, •'J yn• .11nn pill.I 1111l.17'J o:,n1:1n:1 0 1'Ji11non •'Jll.l nio•:i.n •1�11l 

.o:,n1:1n:1 0 1'Jn1mn 1'Jll.l nio 1J.i1 11�11l nmN 0 111m 11nn pill.I 1111l.17 'Jll.l no:11111on 

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. 
D Request to remove information from the internet interface for locating insurance products: with my signature below, I hereby confirm 
that I do not wish for you to deliver the information regarding my insurance products managed by your company to the Capital Market 
Authority. I 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/ 7 11111n / n10 1J.'J Tll)llllil Olli ID no./ 111i1T 7900 Signature/ no 1nn 
Name of insurance applicant 

Primary insured/ 1 1l1N7 nOIJ.ll 
\ ____________________________ 

Agent's Declaration (required clause that the agent must sign) (p1oil no•nn'J ilJ.m "l'YO) pion n,mm 
:11:,1�':1 □Nin nl0 1J. n)l�ill Tll)llllil 1)1� 111 1::i.'J p10i1 nlil�il 

lJ19J.I, nllJ'J.J 'lll'Y l")YJ nllJ'J.il JY njJ9rJi1 111n nlNllilJ □NnilJ. nllJ'J.J D 1/TrJYlrJil 1)1Y nN 1n71J. i111)rJi1 7'Ji1 nllOrJJ. ,:, llllNrJ ')N 
nN Oil/lJ 11110m ,Di7/11)1YJ D1/DNIJ)il J)rJ"jJ nllJ'J. J101Jl9J nll'lll J.J):) IN ilJ.nlil ,'101) J1901i1 IN/I nllJ'J. '11)1Yil ,D 1/TrJYlrJil 1)1Y J)N 1n111J.

.llllTJil 1nlill'.lil YT'rJil 1D

___________________________________________ / • pi Oil J1rJ1nn --------------------------------------------------. 'l)IOil Dill ----------------------------- ·711NJ1 

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, I 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, I 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 I gave him/her/them 

Date------------------------------ Name of agent------------------------------------------------- Signature of agent\ ___________________________________ 

Calculation of Insurance Premium 

Total insurance 1rJT J"ilO Discounts% % ilnlil 
premium in lei lcJ-J. nllJ1J. 

n1u11J □'rJ' ·on 
No. of days covered 
by the insurance 

mo•:J. 1 0T :J.1�•n 
Daily cost 
in lei 

lc)-J. J)lrJII nlJY 

� 

a

� 

I� 

.l'J mJ.lllil i191lJJ. 11:,in 1'J lJ.OlilllJ lnN'J nio 1J.'J Tll)llllil 11 1:l onm i1T il)l�il 0910 
The Insurance Candidate signed this Proposal Form after its content had been explained to him in a language he understands.

Signature of the Employer 

Stamp & signature of the employer jJ'OYrJil 1111'11nl nnrnn Name of the employer jJ'OYrJil Olli Date 

'------------------------------------------------------------------------ ----------------------------------------------------------------

Signature of the Insurance Candidate 

Signature ill'.l 1nn Name of insurance applicant 

'------------------------------------------------------------------------
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i.J•oyon no•nn 
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� Payment by credit card - Collection dates 11nVJM 010,:, my�DM� c1'JVJn IEP 
according to the arrangement of the Insured/Payer D'JllJDn/nOl�Dn 'JllJ ,Ton'J DMnn� :n11�.m 1T)IID 
with the credit card comoany 1M,VJMn n,�n DY 
You can pay in several installments according to the insurance period: :rnuI:ii1 n9IjJn '9J □'l'.llJllln 7901'.lJ. □JlllJ InIJ 
No. of days □'l'.l' '01'.l 1-90 I 91-180 I 181-240 I 241-365
No. of payments DI1'.l1Jllln '01'.l 1 I 2 I 4 I 6 
Insurance applicant personal details n101J.'J 10)JIIJi1 1019 
Last name i1n91lll'.l Dill I First name 'lJ19 Dill I Passport No. IDll 1901'.l 

Provision of credit card holder 0Jlll0i1 1019 
ID number .T.n '01'.l First name 'lJ19 Dill I Last name i1n91lll'.l Dill 

I I I I I I I I 
Exp. date l)J 'lfJlnJ. Card No. 01lJ1) '01'.l 
·------------------ I ·----------------------· I I I I I I I I I I I I I I I 
Cellphone No. 111] I19JlJ '01'.l Zip Code lljJ11'.l I Town J.llll" 1st. and house No. 1901'.li J.lnl 

Email J"Nll 

19 J)J i17J.ni1 n)J 1J.jJJ □Nni1J. I1i1I Di11l)Jll'.ll J.l'ni1 11'.JDO .nl/i10IJl9J. □1nlJ1J.l'.li1 J) 11::l)J nllJIJ.i1 I1'.ll OIJlllnJ llll'.llll1 01Jlllni1 1),J�l'.JN ,7n)JI11J
.n)JJ n)Jl'.l □i1J. IJIn1lll □111J11lli1I rnuI:ii1 rntno1JI9 Jill □IJlllni1 INrn

.lnN DIJllln 1),J�l'.JNJ 1Tni1i1 nN )J�J.J i17J.ni1 11 1 J)J l)Jnli1 ON NJN ,i1T DIJllln 1),J�l'.JNJ )J�IJ.I 1Tni1i1 ,nllJ1J. I1'.ll Jill 1Tni1 )J�IJ.'lll J))
.i1J/lll1Innlll rnti10IJ191'.l □'lJJ.lli1 □I:11 1 ni1 I 1n 1NllllNi1 01u1) :i1In1 ,i1J/lll1Inn rnuI:ii1 rntno IJ191 i11i1 

.i1T 09IlJJ. I1 I�1'.l 11901'.llll 01lJ1)J i19IJn) ,lnN 1901'.l Nlll"I jJ9]1'1ll 0IlJ1) J.l'nJ □;I 'lfJlnJ. i1Ii1n IT i1Nlllli1 
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 policy/ies iS/are renewed, the credit card will be charged according to the charges that arise from the renewed policy/ies. 
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/ 'lMVJHil 0 10,:> '1)1:l no•nn Date/ 1 1,Hn 

II I I Ill I II II I Ill II 11 111 111111 11 111 
�dt33543 Page 8 of8 33543 - 71'.JOl'.l �10 



To: Human Resources Division Declaration of Disability 
The University of Haifa promotes diverse employment and an adequate
representation of people with specific needs among its employees, including people 
living with disabilities. This declaration form enables you to declare that you have a 
disability and apply for assistance if necessary. 

The information in this Form is intended solely to promote the appropriate 
representation of people with disabilities among the Uni An
employee is not obligated to declare their disability if they do not wish to do so. 
In any case, if an employee declares their disability, the information will be kept 
completely confidential.

A person with disabilities is defined by the Equal Rights for People with 
Disabilities Law as a person with a physical, mental, or intellectual disability,
including cognitive, permanent, or temporary, due to which their functioning is
substantially limited in one or more of the main life areas. 

Examples of Disabilities: Physical disability, mental/cognitive disability,
visual/hearing disability, diagnosed learning/attention deficit disorders, chronic illness
(diabetes/arthritis/muscular dystrophy), disability because of cancer/heart 
event/stroke. 

Mark the statement that is appropriate for you (you can mark more than one 
statement). 

I define myself as a person with a disability as defined by law. 

I have a disability of 40% or more that is recognized by the National Insurance
Institute / Ministry of Defense / Income Tax / Ministry of Health.
I have undergone vocational rehabilitation for job placement by the National
Insurance Institute / the Ministry of Welfare / the Ministry of Health / the
Ministry of Defense.
I am an IDF disabled [veteran].

Adjustments:

I wish to be contacted regarding work adjustments due to my disability.

Please fill in your contact information _______________________________

Given name: _________ Surname: __________ ID: __________

Unit: __________ Signature: _________ Date: __________

You can send to Ms. Hava Weidenfeld from the Human Resources Division, who is 
responsible for Diversity Employment:
At fax: 048240479 (2479), email: weve@univ.haifa.ac.il or internal mail.

| Human Resources Department |

טלפון:972.4.8240883+ אוניברסיטת חיפה, שדרות אבא חושי 199, הר הכרמל, חיפה  3103301  | 
 | Tel:3103301University of Haifa, 199 Abba Khoushy Ave. Mount Carmel, Haifa, 

humandiv@univ.haifa.ac.il +972.4.8240883



ACCOUNT NAME BANK NAME BANK'S ADDRESS ROUTING NUMBER (USA) ACCOUNT NUMBER

SWIFT CODE / BIC IBAN   (EUROPE)



Guidelines Regarding Employee Safety 
The Regulations of the Labor Inspection Organization (Provision of Information and 
Training of Employees), 5759-1999, establish directives regarding the provision of 
up-to-date information to an employee concerning risks in the workplace, as well as 
providing up-to-date instructions for the safe use, operation, and maintenance of 
equipment, materials, and work processes. 
This booklet is intended to draw your attention to safety risks you may be exposed to 
while on the University premises. 
You are requested to read this instruction booklet carefully and observe the health and 
safety rules. Please note that these directives are basic guidelines only and do not 
replace additional instructions that the University publishes or that will be published 
in the future. Likewise, these guidelines do not replace or substitute any previously 
published or future safety-related laws or regulations. 

General Safety Directives 

Medical examinations 
o As part of the process of your appointment by the University, you will be

asked to fill out a Health Declaration  Form. Filling out the Form is
mandatory.

o Later in your work at the University, you may be directed to carry out periodic
examinations if you are engaged in a type of work that requires these
examinations.

o You must arrive to perform the tests at the place and time to be determined.
o If your position requires contact with various chemicals, it is imperative that

you use personal protective equipment, including gloves of the type
appropriate for that work.

Environmental Quality 
o Smoking  Smoking on the University grounds is prohibited except for areas

that have been so designated and marked. Avoid smoking and if you are still a
smoker, make sure to carefully put out the cigarette only in those places where
smoking is allowed.

o Do not dispose of cigarette butts in baskets and trash cans.

First Aid 
o Rule: First aid to an injured person shall be provided only by a person who has

been trained and authorized to do so. Unprofessional treatment can be
dangerous.

o If you are injured during your work, immediately contact the University
infirmary located in the main building on the 500 floor, Room 520. Phone:
52237.



o If a foreign body has entered your eye/s  do not try to take it out on your
own. Your eyes are too precious for you to rely on unprofessional help.

o If a chemical has entered your eyes  rinse with water for at least 15 minutes
and seek treatment.

o If your colleague is injured  don t be unnerved  immediately call a qualified
person with first aid experience.

Malfunctions or safety hazards 
o If you discover a malfunction, safety hazard or immediate risk (such as fluid

leaks, gas leak smell, smoke, fire, breakage, etc.), stop what you are doing and
report immediately to your supervisor or the 57000 hotline from any landline
phone on campus or to 04-8280700.

o Provide event details and exact location.
o Ensure your message has been received and the hazard has been removed.
o Avoid blocking passageways, emergency exits, and fire stations. Make sure

others do the same.

Electricity 
o An electrical appliance or electrical installation is not safe if improperly used.

Leave repair work to a qualified electrician, avoid improvised electrical
arrangements, and do not attempt repairs if you are unqualified.

o The DIY rule does not apply to electricity. If your electrical appliance is out of
order, disconnect it immediately from the electrical current, notify your
supervisor, and hand it over for repair. This is especially true for portable
electric appliances (drills, grinders, etc.). Make sure that the connectors and
insulation are in good condition.

o Place electric cords so that they do not become an obstacle to the movement of
people or equipment.

o If you notice a breakage, crack, or defect in the tool, stop your work and notify
the supervisor.

o If you feel an electrical shock, immediately stop using the appliance and
disconnect it from the electric current.

o Do not perform electrical work  replacing light bulbs, repairing outlets or
plugs, etc., unless you are a certified and approved electrician.

Fire 
o A fire can spread quickly and become extremely dangerous.
o Put out cigarette butts and place them in the ashtray only when they are

completely extinguished.
o Familiarize yourself with the location of fire-extinguishing equipment and

how they are operated. Make sure access to the fire-extinguishing equipment
is not blocked.

o Fire extinguishing is to be carried out with fire extinguishers marked with the
appropriate signs. Do extinguish with water as it can be dangerous.

o Make sure you know the location of emergency exits and those of the
emergency circuit breakers in case of fire in your work area.

o Fire-extinguishing equipment is intended for emergency use only. Do not use



fire-extinguishing equipment except for its intended purpose. 

Workplace accidents 
o In the event of an accident in the workplace, it is essential that you notify your

supervisor (in their absence, a colleague) and the safety center at 57000 from
any landline phone on campus or 04-8280700.

o Immediate reporting will enable:

Providing the necessary help. 

Eliminating hazards. 

Investigating the circumstances and drawing conclusions. 
After handling the accident, contact the Human Resources Division: 
Ms. Ronit Richker, at the Academic Faculty, Academic Rights Coordinator, Tel. 
52881, 04-8240881. 
Ms. Ilana Glutman Assaf, Administrative Faculty, Head of the Placement and 
Employment Department, by phone: 53184, 04-8249184 Carmit Levy Mashiach, 
Hourly Employment; Coordinator of Hourly Employment and Attendance, by phone: 
52849, 04-8240849 to file a claim for recognizing a hazard. 

Working with a computer 
o Adjust chair height. Your feet should be placed in a flat and stable position on

the floor or footrest.
o There should not be too much pressure on the underside of your thighs, close

to your knees, or on the calves of your legs. Your thighs should be as
horizontal as possible.

o If it is possible to adjust the seat inclination angle, try different ones. You may
need a smaller seat if there is pressure on the hips or calves of your legs.

o Adjust the height of the backrest so that your lower back is supported. Your
buttocks should sit comfortably in the space between the lower edge of the
backrest and the seat.

o Adjust the angle of the backrest to suit you and your work. A slight leaning
back of your posture may be the most comfortable. Try to avoid leaning
forward.

o Consider your shoulders: Are they low and free? If not, you might need to
adjust the table or chair height and obtain a footrest.

o Consider your elbows: Are they loose on your sides? If not, you may need to
learn a relaxation technique. If the armrests are too high, remove them. If the
backrest is too wide, replace it.

o Bring yourself closer to your workstation. Make sure that the keyboard is
positioned at a comfortable height. Your arms should be perpendicular and
your forearms horizontal. If necessary, adjust the table height. Your wrists
should be straight.

o Adjust the keyboard location. It should not be too far away (or your arms will
be outstretched). A 50 mm gap between the desk and keyboard can be helpful
for wrist placement. If your desk has a fixed height, you might [not] be able to
get comfortable for your legs, shoulders, elbows, and wrists simultaneously. If



that is the case, get a footrest. 
o Adjust the position of your monitor. The eye and monitor distance must be

comfortable (it varies from person to person between 45-80 cm). Similarly,
check the viewing angle. A 20° downward viewing angle to the Center of the
screen is reasonable.

o What do you look at most often? What type of work do you do? Do you only
look at the page, only at the monitor, or equally at both? The answer to this
question will help you decide where to place the monitor and page in relation
to each other. Put the item you look at more often directly in front of your
eyes.

o For your safety, check the cables on your workstation.
o Check for reflections on your monitor.

(Taken from the booklet How to Use Your Computer Safely
 published by the Ministry of Health) 

At the end of your workday 
o Lock your equipment and tools.
o Switch off lights.
o Disconnect machines, devices, and other equipment connected to the energy

sources (computer, electricity, air-conditioners, etc.).
Additional general directives: 

o It is the employee s responsibility to inform another person (night watchman
or employee in another room) if they are working alone.

o Do not work in a locked room.



Safety Guidelines for Employees Employed in Technical and 
Laboratory Positions 

These guidelines are general guidelines only. You should also request more focused 
training according to your work. 

Personal safety equipment 
o Be very careful to use personal protective equipment following safety

instructions when working with various tools or materials. If there is a
shortage of a particular protective device, contact the supervisor and get what
is required.

o Protect your eyes with goggles when grinding, welding, engraving, and
cleaning with pressurized air.

o When using acids, adhesives, and chemicals, protect your eyes and face with a
face shield or mask, your hands with gloves, and your body with an apron.

o When working in noisy conditions, always use earplugs or protectors to
protect your ears while working or being in a noisy area.

o In ironworking, transporting and carrying heavy materials, maintenance, and
places where there is a danger to feet, one must be protected with proper steel
toe boots.

Behavior 
o Do not work in an area with a risk factor when you are tired, upset, or sick.

Concentrate on your work, and do not allow yourself or your colleagues to be
distracted. A distraction can cause an accident.

o Remove tools and equipment from passageways/aisles  they can cause
accidents.

o Behave toward your colleagues with care and courtesy  a tension-free
atmosphere prevents accidents.

o Keep the University and your workstation clean, and avoid dumping waste
outside designated locations.

o Do not perform another employee s work without the authority and
qualification to do so. You may endanger yourself and those around you.

Walking 
o Be careful of open pits that have not been adequately fenced off. Inform the

security and safety unit about hazards.
o Do not pass over equipment or pallets placed on the floor.
o Do not pass under a raised load or a loaded crane.
o Do not walk or stand between vehicles, a forklift, or the wall.
o If you notice an obstacle: tools, rods, rollers, rags, etc., move them away and

place them where they will not be an obstacle and cause an accident.
o Shortcuts are always dangerous. Always use the designated paths even though

they sometimes seem longer.
o Stay away from unfamiliar places where you are not required to be.



o Stay away from places where welding and grinding work is carried out; from
areas that produce sparks, dust, chips, etc.; from places where work is carried
out in general, and especially near construction work.

Tools  Machinery and equipment 
o Do not operate a machine, apparatus, tool, or process until you know the

operating and safety instructions and are authorized to operate them.
o Hammers or chisels with mushroomed striking heads may shoot off fragments

and endanger your eyes.
o A broken tool handle (hammer, screwdriver, file) can cause injury.
o Files, screwdrivers, etc., without a handle, can cause injury.
o The widened jaws of wrenches may slip and cause an injury.
o Do not use.

A file as a lever or its end as a reamer/borer.
 A wrong-size wrench on a bolt. 
 Pipe to lengthen a wrench handle. 
 Dull cutting tools that may slip. 
 Hold tools in holsters or toolboxes. Do not hold them in pockets or pants 
belt. 
 Keep proper tools. If required, hand them over for repair or replacement. 

Ladders  High work 
o Work at height will be carried out by an employee authorized to do so and

with the appropriate personal safety and protective equipment, including a
protective cap with a chin strap.

o Always use ladders and scaffolds that are in proper order.
o Avoid climbing up on chairs, pipes, tables, and other improvisations.
o When ascending and descending a ladder, always do so facing the ladder.
o Lean on the ladder at the appropriate angle and make sure it is not prone to

slipping. If necessary, enlist the aid of another employee.

Lifting and carrying loads 
o If you need to lift an object, do so correctly: Bend your legs and use your leg

muscles rather than your back muscles.
o Lift a load only according to your strength. Ask for help or use the auxiliary

lifting equipment at your disposal if necessary.
o Lift a load in such a way that it is always in sight.
o Do not overload lifting equipment beyond the sign showing its permissible

workload.
o Stay away from places where loads are being lifted if you have no connection

with the work.
o Protect your hands with gloves and your feet with safety shoes.
o When lifting with an accessory (chain, cable, etc.), ensure that the accessory is

intact and properly fastened.
o Do not operate a lifting device if you are not authorized to do so, and make

sure you are familiar with its operational and safety instructions.



o Any lifting or carrying of materials shall be done slowly and carefully while
considering the load, the surroundings, and other people in the area.

Machines 
o You may be in a position where you work with machines. Machines can be

your best friend or worst enemy; it is up to you. Working without safety
shields is putting yourself at risk.

o Do not work or operate a tool or machine with an unmounted shield.
o Never disassemble a shield from a machine. Such dismantling will be done by

an employee authorized to do so after the machine has been shut down and
disconnected from an energy source (electricity, air, etc.).

o Stay focused on your work, and avoid distractions.
o Do not operate a machine or facility if you are not authorized to do so or if

there is a concern that you do not know how to operate it.

Hot work and working with flammables 
o Do not perform hot work (welding, cutting, and soldering) except according to

Safety Procedure 07-17.
o When carrying out work using thinners, flammable gases, acetone, etc., you

must exercise caution when placing containers, connecting them to systems,
closing them after use, and preventing leaks and spills.



Behavior During an Emergency 

Suspicious object 
o Immediately notify the Security and Safety Center by emergency phone

number 57000 or external: 04-8280700.
o Keep people away.
o Prevent gatherings by placing guides.

Fire 
o If the automatic alarm was not activated:
o Push the nearest alarm button.
o Immediately notify the Security and Safety Center by emergency phone

number 57000 or external: 04-8280700.
o Try to put out the fire with the help of other people and fire-extinguishing

equipment.
o Order building occupants and visitors to evacuate the building and go to a

meeting point.
o Evacuate the building at your discretion or on the orders of the evacuation

trustees, emergency teams, or fire departments.

Evacuating the injured 
o Call a clinic orderly (ext. 52237, 52703).
o Call an ambulance if required (external phone 101).
o Eye injuries are admitted to Rambam Hospital every day of the week.
o Casualties in a mild condition are accepted at the  Clinic, Accident 

Department, every day of the week.

Evacuating the building 
o In case of fire or earthquake, do not use the elevators.
o When an evacuation order is given: Turn off the lights, disconnect electrical

appliances, and close room windows and doors.
o Escape via the recognized escape routes quickly but carefully  assisted by

guide signs.
o Keep to the right side of the stairs when descending to enable emergency

teams to ascend.
o Do not re-enter the building to find missing people! Notify security personnel

of missing people.
o Follow the instructions given by evacuation trustees and emergency teams.
o When you leave the building, report to the regular meeting point or at a point

according to the directions of the guides.

Entry into and behavior in shelters 



o The order to enter shelters will be transmitted through the Civil Defense s
siren system or other means.

When you hear the alarm try to: 
o Switch off lights.
o Disconnect appliances from electric current.
o Close water and gas valves.

Upon receipt of notification to enter the shelters: 
o Enter the nearest shelter quickly and carefully.
o Allow your colleagues to enter the shelter.
o Avoid making noise.
o Do not smoke inside the shelter.
o Follow the instructions from evacuation deputies and emergency teams,

and assist them in doing their job.



Building Name 
Shelter Location 

Eshkol Tower 
The southern staircase serves as a protected space, and on 

Floor 500 of the main building 

Main Building 
Floor 500: 

 Both sides of the cafeteria 
 Synagogue near the Tower entrance 
 Tunnel parking lot, an inner portion (away from the 

entrance) 

Library: 

Protected space/Shelter in the Office and Collections Wing 
- Inner staircase in the old library

Madrega Building On the lower floor  gym and Hall B. 

The Multi-purpose building Basement floor  shelters 29, 30 and 6 

Rabin Building 
In protected spaces/shelters found on every floor and in parking 

lots in their inner sections (away from the entrance) 

Education Faculty and Jacobs 
Buildings 

Shelters are on Floor 1 

Dormitories Federman 

In this structure, the most protected spaces in descending order of 
protection, the most protected spaces are: 

1. Synagogue and laundry

2. Stairwell (not on the top floor and not in front of the
entrance doorway) 

3. Lower floor parking lot but not near the entrances

Talya 
Each apartment has a protected space 

The Arts Center Protected space/Shelter on each floor and on mezzanine floors 

Student House Protected space/Shelter on each floor 

Health & Welfare Protected space/Shelter on each floor 

Dilan Campus Protected spaces/Shelters 

Entrance floor, Room 014 

1st floor, Room 108 (computers) 

Port Campus Protected space/Shelter on each floor 



Guidelines for a Workplace Accident 
A work accident is an accident that affects a faculty member during or on the way to or from work 

or a professional illness (according to the National Insurance Law, 5728-1968). 

In the event of a work accident, the faculty member will go to a clinic or hospital, as needed, with a 

referral form (NII 250) received from the University infirmary or the Security Division. 

The faculty member must receive from the medical service to which they applied; a medical 

certificate entitled First medical certificate for the injured at work.  

The faculty member must inform the supervisor/unit and the Department of Academic Faculty 

about the accident 

After returning to work, the faculty member interested in submitting a claim to the National 

Insurance Institute should contact Ronit Richker at the Department 

for Academic Faculty, telephone: 04-8240881 or email: rrichker@univ.haifa.ac.il for assistance in 

filling out and submitting a claim to the National Insurance Institute (NII 211) 

The claim form will be sent to the National Insurance Institute, which will examine the claim and 

determine whether it will be recognized as a work accident. 

Treatment will continue upon receipt of the reply from the National Insurance Institute 



Important Information 

Agency Telephones 
University Infirmary 52237 

Security & Safety Departments 52340, 52360 

Safety Department Manager 52360, 23405 

Main Building Manager 52243 
Social Sciences Building Manager 53515 

Education, Jacobs and Health & Welfare 
Buildings Manager 

58230 

Madrega and Multi-Purpose Building 
Manager 

52595 

Dylan Campus  Shift supervisor 052-8666425 

Port Campus  Shift supervisor 052-6178277 

Construction and Maintenance Division 
Center 

58000 

Operation Division 53267 

Senior on-call person (after 16:00) 52360 

Switchboard 52111 

Human Resources Division  in the event 
of a work accident 

58707, 52884 
52879, 52883 

Police 100 

Magen David Adom 101 

Firefighters 102 

Carmel Hospital 04-8250111 

Rambam Hospital 04-8359359 

Bnei Zion Hospital 04-8543111 



Safety Guidelines Academic Faculty Reading Affirmation Form
Regulations of the Labor Supervision Organization (Provision of Information and Training of 
Employees), 5759-1999, establishes provisions regarding the provision of up-to-date
information to the employee; regarding risks in the workplace, as well as the provision of up-
to-date instructions for the use, operation and safe maintenance of equipment, materials, and 
work processes.
This booklet is intended to draw your attention to safety risks to which you may be exposed 
while on the University premises.
You are requested to read this instruction booklet carefully and observe the health and safety 
rules.

You are requested to fill out this Form and return it to the Human Resources Division

To: Human Resources Division
I hereby confirm that I have read and understood the safety instructions customary at the
University of Haifa.
I hereby undertake to act in accordance with these directives, or any other directives that will
be given to me later.

Given name: __________ Surname: ____________

ID: ____________

Position: ___________

Faculty / Unit: ___________

: __________

Date: __________

Copies: Safety Officer

 |  Human Resources Department | 

טלפון:972.4.8240883+ אוניברסיטת חיפה, שדרות אבא חושי 199, הר הכרמל, חיפה  3103301  | 
 | Tel:3103301University of Haifa, 199 Abba Khoushy Ave. Mount Carmel, Haifa, 

humandiv@univ.haifa.ac.il +972.4.8240883

גף משאבי אנוש |  Human Resources Department |  قسم الموارد البشریة
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