- INI90 'Ion -
('7mn nXY)

NIAIZ MUTA/NNND IN/I QRN NXY'NNY NIN1Y% AnN>on 091V

CONSENT FORM: 4 N
SMR/SEPTOPLASTY and/or
CONCHOTOMY/TURBINATE A g

REDUCTION
\_ Y,

An operation to straighten or remove a deviated nasal septum (SMR / septoplasty) is performed when air
flow is obstructed to the point of interfering with breathing. There are cases when an obstruction to air
flow is caused by a enlargement and swelling of the nasal conchae, which are located on the lateral
walls of the nose, with our without a deviated septum. In these cases, removal (nn">) / reduction
(mopn) / cautery (manx) of one or both inferior conchae (turbinates) will be required (conchotomy /
turbinate reduction).

The surgery is performed in the nose without any external incisions. The surgeon will determine whether
to leave stents or tampons in the nasal cavity.

The operation is performed under general anesthesia or local anesthesia together with injection of
tranquillizer.

Patient’'s Name (n/7o10nn nw):

Last Name / nnown ow  First Name /'v1o nw Father's Name /axnow  ID No./.t.n
| hereby declare and confirm that | have been given a detailed oral explanation by Dr. (\"T1):

Last Name / nnown nv First Name / '"01o nw
concerning the need for SMR / septoplasty (nx'nn |i;7'n) and/or (1Ix/1) conchotomy (ni/napn nnd) /

turbinate reduction (ni/n*n mopn) on the (Ty¥a) side due to (7w2)

(henceforth: “the primary operation”).

| 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, as well as of the side effects, prospects and
complications that these treatments involve.

| have been explained that there are cases in which the surgery will not resolve the functional problem.

| hereby declare and confirm that | have been explained the side effects of the primary operation,
including: pain and discomfort, bleeding, scabs and bad odor in the nose, and reduced sensation
(usually temporarily) of the upper teeth and hard palate.

In addition, the possible risks and complications of the primary operation have been explained to me,
including: sinusitis; septum perforation that might cause wheezing, scabs and bleeding; adhesions
between the septum and the conchae; change in the exterior shape of the nose; impaired sense of smell
(rare); dryness in the nose; significant bleeding that requires repeat surgical intervention; life-threatening
infection from the tampons, abscess in the septum that requires surgical drainage.

| hereby give my consent to perform the primary operation.

| 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 operation, 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 life or
preventing physical damage, including additional surgical procedures that cannot now be anticipated
with certainty or completely, but their significance has been explained to me. | therefore consent also to
such broadening, change or the carrying out of other or additional procedures, including surgical
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procedures that the institution’s physicians will consider to be vital or needed during the course of 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 anesthetics, and the possible complications of the use of sedatives, which
could, in rare cases, cause disturbances to breathing and disturbances to heart function, mainly in
people with heart disease and people with disorders of the respiratory system.

It has been explained to me that if the operation is performed under general anesthesia, an explanation
of the anesthesia will be given to me by an anesthesiologist.

I 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.

Date /7 xn Time / nyw Patient's Signature / n/7910n0 nn'NN
Guardian's Name (Relationship) / Guardian's Signature (for incompetent, minor or mentally ill patients) /
(") o19NLIDRN DY (w21 n7IN IR 'O ,|'T 7109 7¢ NIj7NA) 0I9NVI9KN NN'NN

| hereby confirm that | have given the patient (n/7910n%) / the patient’s guardiann/7910nn) (7w 019NVIODKRT*
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/NIN D1 WUNTN BN'D 7'W7 AmRN 7D DX *N/7910nn v 019N0I9XT7 / /791017 NS 7v¥a 'MN20N D NAYRN X
.ONRI7N2 M0N0 NN N/AN D 'MyDIYY INKYT 191 nndon 7V n/onn

Physician's Name / n/xonn v Signature / nn'nn License No. / r'wm 1o0n

* Cross out irrelevant option / animin nx */pnn
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