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CONSENT FORM: - J
FOR REPAIR OF ANAL FISSURE

The treatment is designed to reduce the spasms of the anal sphincter to alleviate pain and to allow
the fissure / wound in the anal lining to heal. Spasms can be reduced in two ways: first, manual
expansion of the anal sphincter muscle and the second involves a cut (in an operation) of the
internal sphincter muscle. The decision on the treatment method is made at the doctor’s discretion
and based on the findings.

The treatment is usually performed under general or regional anesthesia, and occasionally under
local anesthesia.

| hereby declare and confirm that | have been given an explanation of the alternative modes of
treatment that are possible in the circumstances of the case, including the prospects and risks
involved in each of these procedures.

In addition, it was made clear to me that there is no absolute certainty that the primary treatment
will resolve the problem, and that additional treatment/s might be necessary.

I hereby declare and confirm that | have been given an explanation of the expected side effects
that follow the primary treatment, including pain, discomfort and constipation.

| have also been explained the possible risks and complications, including bleeding, infection to
development of an abscess, and the possibility of the formation of a fistula that occasionally
requires additional operation. In addition, there is a risk of injury to the anal sphincter that might be
manifested in flatulence incontinence and staining of underwear with mucous / feces, and to full
incontinence of bowel movements. Most effects may spontaneously resolve within two months or
after performing exercises to strengthen the anal and pelvic muscles. On rare occasions, the
sphincter will be permanently damaged.

| hereby give my consent to perform the primary treatment.

| hereby declare and confirm that it has been explained to me and | understand that there is a
possibility that during the course of the primary treatment, it will turn out that there is a need to
broaden its scope, alter it or to perform other or additional procedures for the purpose of saving life
or preventing physical damage, including additional surgical procedures that cannot now be
anticipated with certainty or completely, but their significance has been made clear to me, inter
alia, based on the findings revealed in the examination performed under anesthesia (primarily
when a suitable examination could not be performed before the operation due to anal pain). |
therefore consent also to such broadening, change or the carrying out of other or additional
procedures, including surgical procedures that the institution’s physicians will consider to be vital or
needed during the course of the primary treatment.

It has been made clear to me that the primary treatment is performed under general or regional
anesthesia, and an explanation of the anesthesia will be given to me by an anesthesiologist.

My consent is hereby given also for performing local anesthesia, if the decision is made to perform
the primary treatment under local anesthesia, after having had the possible complications of local
anesthesia explained to me, including various levels of allergic reaction to anesthetics.

Patient's Signature / n/7910nn nn'nn:
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| know and agree that the primary treatment and any other procedure will be performed by any
designated physician, according to the institution's procedures and directives, and that there is no
guarantee that it will be performed, fully or in part, by a specific person, as long as it is performed
in keeping with the standard degree of responsibility in the institution and in accordance with the
law.

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:
(/791000 DW) Last Name / nnown nw First Name /'01o nw Father’s Name / axn nw ID No./.t.n

| hereby declare and confirm that | have been
given a detailed oral explanation by Dr. (0"n):

Last Name / nnown nw First Name / '019 nw

of the operation (nin1) / treatment (719'0) of the anal fissure ANAL DILATATION / LATERAL
SPHINCTEROTOMY / Other (hnx)*

Detail (v19): (henceforth: “the primary treatment”).
Date /9 xn Time / nywy Patient Signature / n/7o10nn nn'nn
Name of Guardian (Relationship)/ Guardian's Signature (for incompetent, minor or mentally ill patients)/
(n2n) o1osNvIORN DY (w21 n7IN IR 'O ,|'T 7109 7¥ MjN1) 019NVIDKRN NNNN

| hereby confirm that | have given the patient (n/7910n%) / the patient’s guardian ( 7w o19NVI9KY
n/7o10onn)* a detailed oral explanation of all the above-mentioned facts and considerations as
required and that he/she has signed the consent form in my presence after | was convinced that
he/she fully understood my explanations.

DI YINTN VDA 7W7 AMRN 72 DX *N/7o1onn v o19NVIBKY / N/7910N7 N 7Va 'MNAoN D N/AVWKN X
.DNI7N2 20N DX /AN D 'MYDIYY INKRY 1191 Nndon 7V n/Dnn X'/RIN

Name of Physician / n/konn nw Signature / nn'nn License No. / "o 190n

* Cross out irrelevant option / a\nimn nx /jpnn
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