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The objective of the operation is to remove surplus skin and fat tissue in the eyelids. The operation does not
remove wrinkles at the corners of the eyes. The operation can be performed as part of a facelift.

The operation is usually performed under local anesthesia with the addition of tranquillizers.

It has been explained to me that | will (wam) / will not (w1 X7)* need to have the eyelid stretched sideways or
upwards.

| hereby declare and confirm | have been explained the side effects that follow the primary operation, including:
pain, discomfort, swollen eyelids, dryness of the conjunctiva or tearing, subcutaneous hemorrhages around the
eyes, red eyes and an itching sensation. The scars will be clearly visible for a number of weeks, after which they
will blur to a large extent.

The possible complications have also been explained to me, including: infection, the appearance of cysts in the
region of the sutures, prominent scars, changed shape of the aperture between the open eyelids, eyelid traction,
damage to the lacrimal glands causing dryness of the conjunctiva or tearing, chronic pain in the operated
region, temporary or permanent loss of eyelashes, asymmetry between two sides of the eye, and in rare cases,
bleeding which would necessitate an urgent operation.

| hereby give my consent to perform the primary operation.

My consent is hereby given also for performing local anesthesia, with or without intravenous injection of
sedatives, after having been explained the risks and complications of local anesthesia, including various levels
of allergic reaction to the anesthetics, and possible reactions to sedatives, which might, rarely, cause
disturbances to breathing and disturbances to heart function, mainly in people with heart disease and people
with disorders of the respiratory system.

| know and agree that the primary operation 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:
(n/79100n0 DY) Last Name / nnswn nw First Name /'019 nw Father's Name / axn ow ID No./.t.n

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

Last Name / nnown nvw First Name / '01o nw
concerning an operation of the upper (ji"7v) / lower (jiInnn) eyelid / both eyelids (n"oyoyn 1w)* of the right (m:) /
left (7xnw) eye / both eyes (n"1'vn mw)* (henceforth: “the primary operation”).

Date /79 xn Time / nyw Patient's Signature / n/7o10nn nn'nn
Guardian's Name (Relationship)/ Guardian's Signature (for incompetent, minor or mentally ill patients)/
(nanj7) oroNVIDRN DY (w21 n'7IN IX 'O ,'T 7109 7U Mj7N) 0I9MNVISRN NNMN

| hereby confirm that | have given the patient (n/7910n%) / the patient’s guardian (n/7910nn 7w o19NVISXY)* 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.

1191 NN20N 7V N/DNN RD/RIN D1EYNTA VN 7'W'7 NINKN 72 IR *N/7910n0 7W 0191NVI9KYT / N/7910NT ND 7V2 'MN10N D NAYNN IR
.DXI7N2 20N DX N/]fan D 'MynIvY INKY?

Physician's Name / n/konn nw Signature / n'nn License No. / "o 190n
* Cross out irrelevant option / nirnn nx /pnn
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