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Label

If the operation is performed under anesthesia, an explanation will be given to me by an anesthesiologist
and I will sign the designated, general, consent form for anesthesia.

The essence of the medical problem - pain.

The purpose of a peripheral nerve block is to reduce pain, whether as a single treatment or as an adjunct to
medication. Peripheral nerve block, can also be given as a means of surgical anesthesia, separately, or as an
adjunct to general anesthesia or sedation.

The nerve block is carried out by injecting preparations into or around nerves, which causes anesthesia of a
certain area in the body. The effect of the nerve block usually terminates a few hours after the injection of the
anesthetic has ceased.

It was explained to me that in most cases the injection should help relieve my pain, but this goal may not
always be achieved.

Name of the nerve block planned for this operation (1T a'21v9% j221nnn 'axyn nonn DV ):

Existing Alternate treatments for pain relief i.e. systemic pain relief medications were also presented to me.

It was explained to me and I understand the great importance of providing full information about my medical
condition, all my illnesses, current medication therapy as well as known sensitivity to medications and / or
anesthetics, reactions and complications following previous anesthesia of any kind, which occurred to me or
to a member of my family.

I hereby declare and confirm that the possible side effects of this procedure including: pain and discomfort,
pain and pressure when inserting the needle, temporary feeling of numbness and trembling at the beginning of
the effect of the anesthetic; failure to relieve pain after surgery have been explained to me. It has also been
explained to me that with the cessation of the anesthetic effect, it would be a while before sensation and
movement in the anesthetized part of the body returns to normal and a recurrence of pain in increasing intensity
may occur.

It was explained to me and I understand that there is a possibility that during the course of performing the
peripheral nerve block it will become clear that it is necessary to perform local anesthesia, with or without
intravenous injection of sedatives, by the physician performing the operation. My consent is hereby also given
for performing this anesthesia, having been explained to me the risks and complications of local anesthesia
including an allergic reaction to varying degrees to the anesthetics and possible complications of using
sedatives that may rarely cause, respiratory and cardiac disorders, especially in patients with existing cardiac
and/or respiratory disorders.

I was also explained the risks and possible complications, including: allergic reaction of varying degrees of
severity, nerve damage and/or unintentional damage to the spinal cord, pneumothorax, short and transient
epileptic seizure, infection in the injection site that may sometimes require surgical drainage and antibiotic
treatment, hemorrhage in the injection area that might also require surgical drainage. Rarely, severe, and even
irreversible neurological damage to nerve function may occur. The incidence of each of these complications
is relatively low. In rare cases, these complications can be fatal.

Signature of patient / guardian:
(o19MvI9R/N/791000 NN'NN)
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I hereby declare and confirm that it has been explained to me and I understand that there is a possibility that
during the execution of a peripheral nerve block it may become clear that it is necessary to expand or change
the scope, take additional actions and/or preform procedures that could not have been foreseen in advance in
order to save lives or prevent bodily harm. Therefore, I declare that I agree to said expansion, change,
performance of actions and/or additional or different procedures including operations that the Hospital
physicians believe will be essential or necessary during or immediately after the main operation.

I know that since the Hospital is University affiliated and has recognized residency programs, residents and/or
students may take part in my evaluation and treatment, under full staff supervision.

I agree that the treatments at the Hospital 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 hereby give my consent to perform the main operation.

Patient’s Name:
(n/7910nn nw) Last Name / nnown nw First Name 7 'v1o nw Father’s Name 7 axn ow ID No. /7 .T.1

I hereby declare and confirm that I have been given a detailed oral explanation from the undersigned physician
on all of the above, including the need to perform a peripheral nerve block (hereinafter the "main operation")
as well as regarding the possible side effects and risks.

TIxN 7Y AT 99011 ,'7w7 AamRn 73 9y nun DiImnn X9Nnn N9 7¥2a 011951 120N 7 N1 D NIXTA N/AWKRNAL N/AxN IR
.D'MIYONRN D1ID'0NI NI NIYOIN 12T D1 NNy n'72von” 707( 19119 "axy non yixaa

Date/qxn Time/nyw n/7910nn nn'nn Patient Signature

Name of Guardian (Relationship) Guardian Signature (for incompetent, minor or mentally ill patients)
(w91 n7IN IR 'O ,]*T 7109 7W NMjPN1) 019NVIDKN NN'MN)
(n2j7) o1vNLIDKRN DY

I declare that I have fully and completely translated for the patient the contents of this document and the
physician’s explanations into the language / now.

N9YWY X91NN M20N NI NT 110N DIN X D7WI X'7N 91X 7910107 'MNan D n/Axn X

Translator's name Relation to the patient Translator's signature
n/oann oy n/7910n7 Mwp n/Dannn nnmn
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I hereby confirm that [ have given the patient / the patient’s guardian / the patient's interpreter™ a detailed
oral explanation of all the above-mentioned facts and considerations as required and that the patient /
guardian has signed the consent form in my presence after I was convinced that he/she fully understood my
explanations.

V'O 7'WY NMXN 7D DX *N/7910NN W DN / /791000 YW o19NVIBXY? / N/7910NY7 NS 7YA 'MN20N D NAWKN IR
.ONI1702 '"20N DX D/fan D MYDIYY INKY? 191 Nndon 7V n/Dnn 019NvIoRN / N/791000 D1 winTn

Name of Physician / n/xonn ow Signature / nn'nn License No. / jrem 190n

* Cross out irrelevant option / InImn Nx /pnn
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