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CONSENT FORM:
INTRA-VITREAL INJECTION J

Diseases of the retina and choroid that cause reduction in visual acuity, quality of vision and visual
field, on a background of the growth of pathological blood vessels in the eye and leakage from blood
vessels in the choroid and retina, have been treated in recent years by injection into the eye of
substances that suppress a protein called VEGF (Vascular Endothelial Growth Factor).

The main conditions in which an injection into the eye is performed are: growth of blood vessels from
the choroid on a background of macular degeneration or other diseases, retinopathy on a background
of diabetes, occlusions of blood vessels in the retina and edema of the retina. Additionally, there is a
possibility of injecting steroids to the vitreous of the eye as a treatment for edema of the retina and
uveitis.

The treatment is given under local anesthesia, at a frequency that is adapted to the patient’s disease

and his response to the treatment. It has been explained to me that the rate and duration of treatment
depend on the level of response to the treatment. In most cases, repeat injections are required,
sometimes monthly, for an unlimited amount of time.

| 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: other pharmaceutical
preparations, photodynamic therapy and laser treatment. | have been explained the prospects for
improvement, the side effects and the risks involved in each of these procedures.

It has been made clear to me that injection of Avastin to the eye, if performed, is given outside of the
manufacturer’s indications (  OFF LABEL), and its long-term effects are not known.

| hereby declare and confirm that | have been explained the possible side effects of injection of the
medication into the vitreous cavity, including: eye pain, subconjunctival hemorrhage, black spots in
the visual field, edema or irregularity of the corneal surface, uveitis, visual disturbance, sensitivity to
the injected medication and/or to the disinfectant and/or to the antibiotic given in the framework of the

treatment. In most cases, these side effects resolve by themselves or respond to treatment, but it is
sometimes a long time until complete recovery.

| have also been explained the possible complications, including: retinal detachment, formation of
cataract, elevated intraocular pressure,

intraocular hemorrhage and bacterial intraocular infection (endophtalmitis). In most cases, the
complications can be treated with additional medications or operations, but in certain cases, these
complications could cause absolute loss of vision and shrinking of the eye.

| hereby give my consent to perform the primary treatment, including the planned series of injections.

| hereby 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 treatment, it will turn out that there is a need to be
broaden its scope, alter it or to perform other or additional procedures for the purpose of saving the
eye or preventing physical damage, including surgical procedures that cannot now be anticipated with
certainty or completely, but their significance has been made clear to me. | 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.

Patient's Signature / n/7910nn nn'nn:
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My consent is given also for performing local anesthesia, after having been explained the risks and
complications of local anesthesia given as eye drops, including: sensitivity, redness and discomfort.

I 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.

Patient's Name (n/7910nn Dw):

Last Name / nnown nw First Name /'vno nw  Father's Name /axnnw ID No./.t.n

| hereby declare and confirm that | have been given a detailed oral explanation by Dr. (3"7):

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

concerning the need for an intra-vitreal injection to

[ ] the right eye (' 'v) (specify the name of the medication/s [ni/nann ow |"¥]*: Avastin (]'voax) /
Lucentis (0'v1017) / Eylea (n"7'x) / Ozurdex (opTunix) / other (AnKx): )

[] the left eye ("xnw ') (specify the name of the medication/s [ni/noinn nw |»x]*: Avastin (]'voax) /
Lucentis (0'v1017) / Eylea (n"7'x) / Ozurdex (opTTIX) / other (AnK): )

due to: [_] wet macular degeneration (AMD) (2100 "71m un) [ ] macular edema (M%7 npxa)

[ 1 uveitis (nmavn ') [ other (nx):

(henceforth: the primary treatment).

Date /7xn Time / nyw Patient's Signature / n/7910nn nn'nn
Guardian's Name (Relationship) / Guardian's Signature (for incompetent, minor or mentally ill patients) /
("j7) o19NVI9KRN DY (w21 N7IN IX 'O ,|'T 7109 7¥ NNPN2) 0I9NVI9KN NN'MN

| hereby confirm that | have given the patient (n/7910n%) / the patient’s guardian (7w 0I19NVIDXY
n/7910nn)* 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.

X'N/RIN 1 WINTN VNP 'Y AMRN 7D NXR *N/7910n0 7w 0191NVISKYT / N/79101Y ND 7V 'MNA0N D N/AYKRN IR
.OXI702 M0N0 DX N/1an D MyRIYY INXR7 1191 nndon 7y n/onn

Physician's Name / n/konn nw Signature / nm'nn License No. / 'y 190n

* Cross out irrelevant option / "\nimn nx /pnn
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