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DETACHMENT S )

Repair of retinal detachment is performed with the objective of attaching the retina to its place. The
operation is performed by various methods, which in most instances are combined with the
injection of a special substance into the eye. Retinal detachment is a condition in which the retina
is detached from it position, and its ability to receive visual stimulation is impaired. The main
causes of retinal detachment are: trauma, eye diseases (myopia, retinal degeneration) or systemic
diseases such as diabetes. Treatment provided as early as possible is vital for the prevention of
irreversible damage.

The operation is performed under local or general anesthesia.

| declare and confirm that it has been explained to me that there are no methods of treating retinal
detachment other than an operation and/or the injection of gas to the eye.

| hereby declare and confirm that | have been given an explanation of the results that are hoped
for, and of the fact that in some instances, additional operation/s is/are required to return the retina
to its place.

| have been explained the side effects after the operation, including pain, discomfort redness and
swelling.

| have also been explained the possible risks and complications, including: infection and refractive
changes that would necessitate wearing spectacles or altering the previous spectacle prescription.
More infrequent complications include: ptosis, double vision, elevated intraocular pressure,
infections, and even absolute loss of vision in the operated eye and shrinking of the eyeball.

| hereby give my consent to perform the primary operation.

| hereby also declare and confirm that it has been explained to me and | have understood that
there is a possibility that during the course of the primary operation, 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. |
therefore consent 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 during the
course of the primary operation.

My consent is given also for performing local anesthesia, after having been explained the risks and
complications of local anesthesia, including bleeding, infection, damage to the eye, and in rare
cases, loss of vision. If it is decided to perform the operation under general anesthesia, an
explanation will be given to me by an anesthesiologist.

| 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.

Patient's Signature / n/7910nn nn'nn:
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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"Tn):

Last Name / nnown nw First Name / ‘019 nw

concerning the need to carry out repair of retinal detachment in my right ('n*) / left (7xnw)* eye
(henceforth: “the primary operation”).

Date /79 xn Time / nyw Patient's Signature / n/7910nn nn'nn
Guardian's Name (Relationship)/ Guardian's Signature (for incompetent, minor or mentally ill patients)/
(n2j7) oroNvIORN DY (o1 N7IN IX 'O ,|'T 7109 7W N1j7NI) 0I9NVISKN NN'MN

| hereby confirm that | have given the patient (n/7910n%) / the patient’s guardian ( 7w o19NVI9KY

n/7o1onn)* 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 YNTN VDA 7'W7 MMKRN 7D X *N/7910N0 7Y 019NVISKYT / N/7910N7 N9 7Y2 'MN20N D NAWNRN X
.DNI7N2 M0N0 DX /AN D '"MyDIYY INK7 1191 Nndon 72y n/Dnn X'/RIN

Physician's Name / n/konn oy Signature / nn'nn License No. / ["&m™ 190n

* Cross out irrelevant option / Axnimn nx '/pnn
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