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Primary Insured's Age * - or - Primary Insured's Date of Birth *
[ Month ~ - Day » - Year ~

At time of coverage start date

Primary Insured's Gender *
Male -
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Length of Coverage

Country of Citizenship *

Country of Residence *

Primary Destination Country *

Length of Coverage

Country of Citizenship *

Country of Residence *

Primary Destination Country *
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Start Date * End Date *
1 September 2021 »
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Country of Citizenship *

Country of Residence *

Primary Destination Country *

Country of Residence *

Primary Destination Country *

--- Select a Country -

(n'xpnx

--- Select a Country -
United States

United Kingdom of Great Britain and Morthern

Ireland

Canada

Afghanistan
Aland Islands

--- Select a Country -

.nvIANN 7w DNIANN YOX DX N2

--- Select a Country -
United States

Ireland

Canada

United Kingdom of Great Britain and Morthern

Afghanistan
Aland Islands
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Length of Coverage Start Date * End Date *

Hl
01-5ep-2021 10-5ep-2021

]

Country of Citizenship *
Y P United States -

Country of Residence *
Israel -

Primary Destination Country *
--- Select a Country —- -

--- Select a Country -

United States l}
United Kingdom of Great Britain and Northern
Ireland

Canada

Afghanistan

Aland Islands
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Selected Coverage Options:
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Payment Frequency: Term:

One-Time Payment 10 Day(s) (Edit)

Please click on a premium amount to purchase that coverage type.

Maximum Limit Maximum Limit Maximum Limit Maximum Limit
R 50,000 100,000 500,000 1,000,000
Premium Amounts Premium Amounits Premium Amounts Pramium Amounts
50 Os16.3 (52038 (O529.00 Os31.63
5100 5140 Os17.03 (52552 (2783
5250 (%1290 Os16.30 (Os23.20 (52530
5500 Os11.61 Os14.67 Os2088 Os2277
$1,000 (%1032 Os13.04 Os1856 Os20.24
$2,500 (%9.03 Os11.41 Os16.24 Os17.71
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Primary Insured Information

First (Given Name) / Last Name B

First Mame Last Name

(Surname) *

(Mw 01" ,uTIN) DTN RN
Date of Birth *

Month ~ -| Day ~ |- Year ~

(n2j71 — FEMALE ,001 — MALE) yonn |'n

Gender
Male -

NTYUN DX 7'8UNY7 D'¥'700 X . AVIN IX )X 722 'R N (1277 1901 IX NINT 1901 1INdY7 NINWOX W'
R ah!

Government Issued ID Number

:01I2] NY'0IN '"'INRNY XTI

Important Dates

Requested Coverage Effective Date *
9 g 01-Sep-2021

Requested Expiration Date *
9 P 10-Sep-2021
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Residence Address

Address *

Address 2

City *

County/Region

State/Province .
--- Select a State or Province --— -

[U.5 & Canada Only)

Zip/Postal Code *
Country* Israel -
Telephone *

Mobile/Other Telephone

Fax

Email Address *

Re-Type Email Address *

Other Email Address
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Payment Information

Payment Type *

SUBSCRIPTION. The undersigned on behalf

—- Select Payment Type -

--- Select Payment Type —
American Express

Discover

on, al
warrants it is signing on his her own behalf d prhack plies
Trust, ¢/o MutualWealth Management Groug quest

. Mastercard L
Insurance Corporation (the Company) on the ny's 2
Medical Group, Inc. (IMG). The applicant(s) uj Visa emp
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Credit Cards

Mame on Credit Card *

Card Number *

Expiration Date *
Maonth - Year -

Card Security Code *

Re-Type Card Security Code *

COPY FROM-1 1n2a ,nuiann "¢ DMiann NAIMDY DAT 'RIYKRD 0'01D 1w [IAwnn 2I'n N2INd DX

Billing Address

Copy From
PY --- Select an Address — -

- Select an Address —

Address * .
Residence

&7
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Billing Address

Copy From
Py - Select an Address -— -

Address *
Address 2
City *
County/Region

State/Province .
--- Select a State or Province --- -

[U.5. & Canada Onhy)

Zip/Postal Code *

Country *
--- Select a Country --- -

Telephone *
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| agree to the processing of my personal information to provide the services | have purchased, including to administer claims, and to receive member communications, in

accordance with IMG's Privacy Policy.

[J 1 agres to receive relevant information and other communications from IMG about insurance coverages and service options. | understand that | can withdraw my consent at any time,

Signature of Applicant, Guardian, or Proxy (Required):

By checking this box, | agree to have my credit card or applicable account charged 58.00 USD and | have read and agree to all terms, conditions, and other statements on this page.

Simcha Israeli
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DECLARATION OF MEDICAL INSURANCE

Certificate Number:
Product Type:
Effective Date:
Expiration Date:
Deductible:
Maximum Limit:

01-Sep-2021

0.00 USD
L

Supplemental Accidental 0.00 USD

Death:

Patriot America Plus

05-Oct-2021 12:01 AM EST

Certificate Type: 0521
Premium: 54.40 USD
Adventure Sports: No
Evacuation Plus Rider: No

certificate.

These amendments shall at all times be subject to the full terms, conditions, definitions, and exclusions contained i

he

Insured Person(s)

Date of Birth

Insured ID

Residence Address:

Phone: [

Administered By:
Insurer:

INTERNATIONAL MEDICAL GROUP, INC. as agent for the Insurer
Sirius Specialty Insurance Corporation

In witness whereof this certificate has been signed,

as authorized by the insurer, by

(Do U nble
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Please select an option for verifying your account. *

@® Certificate or Group Number
O Insured or Member ID

PATA D

SEARCH

oI'n ¥ NS0 MY ,UTINN ¥ NINDO 'MY) NN/"/ywww vniI9a NVIANA YW AT70 PINN DX TP
SEARCH yn'71 ,nn91¥ NI7a 1NN 11IN2Y71 2TYN N2 YinY? DA [N (Mwn 7w NN9o yax ,wTina

Please select an option for verifying your account. *

@ Certificate or Group Number
O Insured or Member ID

PATMED

Please enter your Date of Birth *

MM/DD/YYYY o

Date of Birth is required.

SEARCH CLEAR
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Personal Documents

Insured Description Effective Date
G Visa Letter 09/01/2021
] ID Card 09/01/2021

Declaration Page 09/01/2021

IJJ UnitedHealthcare r IMG
L Jd
UnitedHealthcare Options PPO
Health Plan (80840) 911 87601 04 Group Number: 76570070
Member ID: G Payor ID: USNO1

l‘. Points of Care
fx Discount
Insured: QG

Insured Effective Date: (D Bin No.: 610020

IMG Insured ID: D Rx Group #: IMG427

IMG Certificate Number: (G IIIIENED PCN#: URX001
Pharmacy Help Desk

800.329.0988

Possession of this card does not guarantee coverage.

This plan contains precertification requirements. Failure to comply will result in a reduction of benefits.
MEMBER SERVICES:
Telephone: +1.317.655.4500
Email: customercare@imglobal.com
Website: www.imglobal.com (Live Chat available)

Online Provider Network: www.imglobal.com/provider

PROVIDER SERVICES (all inquiries):

For providersin the USA: For providers outside the USA:
Telephone:  1.888.543.1238
L Telephone:  +1.317.655.4500 r
Website: www.usnetworksuhc.com Fax: +1.317.655.4505
Mail Claims to: Mail Claims to:
UHC Global Intgmational Medical Group, Inc. L JW
Claims Department
PO Box 30526 PO Box 9162

Salt Lake City, UT 84130-0526 Farmington Hills, Ml 48333-9162

Expiration Date ¥ Actions

10/05/2021 PDF  Email
10/05/2021 Email
10/05/2021 PDF Email
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