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Following the detailed verbal explanations provided to me by Dr.

Last Name First Name

about the need to undergo surgery:

Diagnosis:

Including the expected results, the risks and the possible alternative treatment methods under the
circumstances of the case, including the prospects and risks involved in each of these procedures and the
tests and treatments involved,

| hereby give my consent to carry out the aforementioned surgery at the hospital (hereinafter - the main

operation).

It has been explained to me and | understand the possibility that during the primary operation the need to
extend or modify the operation, or perform additional or different procedures - may arise, including
additional surgical procedures that cannot be fully or definitely predicted at this time, but their significance
has been made clear to me. |, therefore, also give my consent to such an extension, modification or
performance of different or additional procedures, including surgical procedures, which the hospital
physicians deem essential or necessary during the main operation.

My consent is also given to anesthesia, whether general or local, if necessary according to the judgment
of the treating physicians.

An explanation of the anesthesia will be given to me by an anesthesiologist.
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I know, confirm and agree that the main operation and any other procedure will be performed by whoever is
designated to do so, according to the institutional procedures and directives, and that there is no guarantee
that they will be performed, fully or in part, by a certain person, as long as they are performed according to

the institution’s standard degree of responsibility and according to the law.

Physician's name Date Time Patient’s Signature

Guardian’s Signature

Name of Guardian (Relationship)
(for incompetent, minor or mentally ill patient)

I hereby confirm that | provided the patient / the patient’s guardian® with a detailed verbal explanation of all
the abovementioned, as required, and that he/she signed the consent form in my presence after | was

convinced that he/she fully understood my explanations.

Physician's Name Physician’s Signature License No.

* Cross out irrelevant option.
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