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גרסה 06/20
טופס הסכמה לטיפול ברדיוכירורגיה בהכוונה סטראוטקטית
STEREOTACTIC RADIOSURGERY (SRS/FSR)





The purpose of radiosurgery treatment is to stop the growth of a brain tumor and/or to minimize or remove it, or to close up any abnormality in the blood vessels (AVM) or to radiate a tiny structure in the nervous system in order to neutralize pathological nerve activity (treatment for chronic pain, epilepsy or movement disorders). 

Radiosurgery treatment is performed using precisely focused beams of ionized radiation (X-rays) in a single treatment or in segments. The high level of focus and precision enable maximum treatment of the target while minimizing damage to surrounding tissue.

In planning radiosurgery treatment, it is necessary to perform brain imaging tests, such as magnetic resonance imaging (MRI) and/or computerized tomography (CT) and/or angiography. A computer calculates the therapeutic radiation dose, its division and focuses it onto the brain target. In performing radiosurgery, a special, stereotactic metal frame built in accordance with the patient's facial measurements, is placed on the patient’s head to prevent any movement during radiation and to enable the technician to position the radiation to hit the target precisely.

Radiation treatment takes approximately 20-60 minutes, after which the frame is removed from the patient’s head and the patient is released from the hospital that same day. 

צורת ההרדמה המלווה פעולה זאת: ללא הרדמה / סדציה*
Type of anesthesia used in this procedure: none/sedation*

* במטופלים שאינם משתפים פעולה תתבצע הפעולה באמצעות סדציה. 
* In the case of non-cooperative patients, the treatment will be performed under sedation. 

:שם המטופל/ Patient's name
	
	
	
	



	שם האב
Father's name
	ת.ז
ID#
	שם פרטי
First name
	שם משפחה
Last name





	

שם המוסד הרפואי / לוגו
מדבקת המטופל





אני מצהיר/ה ומאשר/ת בזאת שקיבלתי הסבר מפורט, בעל פה, על הצורך בביצוע טיפול רדיוכירורגי בגידול במוח/ במום וסקולרי במוח/במבנה זעיר במערכת העצבים/בפעילות עצבית פתולוגית (להלן "הטיפול העיקרי"), מד"ר/פרופ':
I hereby state and affirm that I was given a detailed verbal explanation regarding the need for radiosurgery treatment of my brain tumor /vascular abnormality/pathological nerve activity in the brain (hereinafter, the “primary treatment”), from Dr./Prof.

	
	



	שם פרטי
First name
	שם משפחה
Last name



	
	
	



	חתימת המטופל
Patient's signature
	שעה
Time
	תאריך
Date



I hereby state and affirm that I was given an explanation regarding possible alternative treatments in accordance with the circumstances of my case, such as surgery, normal radiation therapy, therapeutic catheterization, and monitoring only.
I hereby state and affirm that I was given an explanation regarding the anticipated outcomes of the primary treatment, including the possibility that the treatment will not stop the tumor's development /will not completely stop the bleeding from the vascular abnormality in my brain because the scarring and obstruction from such a defect could continue for years, or the possibility that the treatment will not succeed in lessening the pain, epilepsy or involuntary movement in those cases for which the treatment was intended for that purpose.
I hereby state and affirm that the side effects, including headache, nausea and/or vomiting that will gradually subside, and in rare cases, temporary or permanent hair loss in the radiated area, were explained to me.
In addition, I received an explanation of possible complications of the primary treatment, including mild or severe, temporary or permanent neurological damage resulting from damage to areas adjacent to the target areas and which, in rare cases, might require surgery to remove the damaged tissue. It was explained to me that in very rare cases a secondary tumor – either benign or malignant – could develop in the radiated area. I was told that the primary treatment, when given to a pregnant woman, could cause damage to the fetus.
It was explained to me and I understand that there is a possibility that during the radio-surgical procedure it will become necessary to expand the scope of the procedure, to change it or to take additional or different steps that could not be anticipated in advance, in order to save my life or prevent physical harm.  Therefore, I agree also to such expansion, change or 

	

שם המוסד הרפואי / לוגו
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performance of additional or different procedures including procedures that the doctors feel are essential or required during the primary procedure. 

I am aware that if the hospital is affiliated with a university, students may take part in the assessment and procedure under full supervision.

I am aware and consent that the primary treatment and all other measures will be performed by the person so designated in accordance with the hospital’s procedures and provisions, and that I was not promised that these would be performed, fully or partially, by a particular individual, provided they are performed with the accepted liability on the part of the hospital subject to law. 
אני נותן/ת בזאת את הסכמתי לביצוע הטיפול העיקרי.
I hereby give my consent to perform the primary treatment.

	
	
	



	חתימת המטופל
Patient's signature
	שעה
Time
	תאריך
Date



	
	



	חתימת אפוטרופוס
(במקרה של פסול דין, קטין או חולה נפש)
Signature of guardian (in the case of a legally incompetent, minor or mentally ill patient)
	שם אפוטרופוס
(קירבה למטופל)
Name of guardian (relationship to patient)



אני מאשר/ת כי הסברתי בעל פה   למטופל   /   לאפוטרופוס   /   למתרגם של המטופל  את כל האמור לעיל בפירוט  הדרוש וכי הוא/היא חתם/ה על הסכמה בפני לאחר ששוכנעתי כי הבין/ה את הסבריי במלואם.
I hereby confirm that I gave a verbal explanation to the patient/ guardian/ translator (cross out what does not apply) regarding all of the above with the necessary details, and that s/he signed the consent form in my presence, after I was convinced that s/he understood my explanations fully.

	
	
	



	תאריך ושעה
Date and time
	חתימת הרופא
Doctor's signature and stamp
	שם הרופא (חותמת)
Doctor's name
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	קשריו למטופל/ת
Relationship to the patient
	שם המתרגם/ת
Translator's name
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