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The use of YAG laser is intended for the treatment of the blurring of vision occurring after cataract
surgery as the result of the opacification of the posterior capsule which holds the artificial lens
(henceforth: “secondary cataract”). Using a laser beam, a small opening is created in the posterior
capsule, allowing light to pass through it, thus improving visual acuity.

| have been given an explanation of the alternative modes of treatment that are possible in the
circumstances of the case and in accordance with my condition, including the prospects and risks
involved in each of these procedures, and the examinations and treatments involved.

| hereby declare and confirm that | have been given an explanation of the results that are hoped for
and of the treatment’s side effects, including: during the initial hours after the treatment, there may be
mildly blurred vision, however, improvement in vision is expected the day after the treatment. It has
been explained to me that in the weeks following the treatment, | might see black, floating spots.
These spots usually disappear. Additionally, it has been explained to me that after the treatment, a
transient increase in intraocular pressure will be felt, which can usually be prevented with eye drops
that | will receive at the end of the treatment.

The possible complications of the treatment have been explained to me, including: a risk of
approximately 0.4% of retinal detachment.

| hereby give my consent to perform YAG laser treatment.

| consent that the hospital treatments be performed by the appointed person as stipulated in the
hospital's regulations and rules, and | hereby declare that | was not promised that all of them or some
of them will be performed by a specific person.

I, the undersigned, am aware that at the time of my discharge, the physician who operates on
me might not be present in the hospital. In this case, | give my consent for any other physician
to perform the discharge procedure on his behalf.

Patient’'s name (Nn/7910nn DW):

Last Name / nnownnw  First Name /'vno nw  Father's Name /axnow IDNo./.t.n
| hereby declare and confirm that | have been given a detailed oral explanation by Dr. (W\"n):

Last Name / nnown nw First Name / '01o nw

concerning the need to perform YAG laser treatment to open the posterior capsule due to secondary
cataract in my [ ] right (') [_] left (7xnw) eye.

Patient's Signature / n/7910nn nn'nn:
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Date /q9xn Time / nyw Patient Signature / n/7910nn nn'nn
Name of Guardian (Relationship) / Guardian Signature (for incompetent, minor or mentally ill patients) /
(n2) o1oNvIDRN DY (w21 n7IN IX 'O ,|'T 7109 7U Mj7NL) 0I9NVIDKN NNNN

| hereby confirm that | have given the patient (7910n) / the patient’s guardian (791000 7w 019NVI9K)* a
detailed oral explanation of all the above-mentioned facts and considerations as required, that |
replied to his/her questions and that he/she has signed the consent form in my presence after | was

convinced that he/she fully understood my explanations.
7V 'MAYN ,WINTN VN 7'W7 INRN 72 IR *N/7910NN 7w 0I9NVIBK /N/7910N7 ND V2 'MN20N D NAWKRN "IN
.DKRI7N2 20N NIX D/]"aN D 'MYDIYY INKRY7 1191 NNnd0NN 7V n/Dnn X'/RIN DI INITRY

Name of Physician / n/xonn nw Signature / nn'nn License No. / rum 1o0n

* Cross out irrelevant option / "1nimin nx /pnn
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