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mun. Chișinău, str. Serghei Lazo, 10/5
QUESTIONNAIRE
MAJOR AUTOHEMOTHERAPY WITH OZONE
[bookmark: _GoBack]I. Patient personal data

Full name: _____________________________________________________________
Date of birth: __________________________________________________________
Phone number: __________________________________________________________
Home address: __________________________________________________________
Passport data / IDNP: ___________________________________________________
II. Medical questionnaire before the procedure
1. Do you have severe heart disease?
□ Yes □ No
2. Have you had a recent heart attack or stroke (within the last 6 months)?
□ Yes □ No
3. Do you suffer from uncontrolled hypertension or hypotension?
□ Yes □ No
4. Do you have hematological disorders (thrombocytopenia, severe anemia, leukemia, hemoglobinopathies)?
□ Yes □ No
5. Are you taking strong anticoagulants (e.g., warfarin, heparin)?
□ Yes □ No
6. Do you have a history of epilepsy or seizures?
□ Yes □ No
7. Do you suffer from hyperthyroidism?
□ Yes □ No
8. Do you have glucose-6-phosphate dehydrogenase (G6PD) deficiency (Favism)?
□ Yes □ No
9. Do you have active autoimmune diseases?
□ Yes □ No
10. Have you recently received immunosuppressive treatment (high-dose corticosteroids, chemotherapy)?
□ Yes □ No
11. Do you have an ongoing severe acute infection (high fever, sepsis)?
□ Yes □ No
12. Have you undergone recent major surgery (in the last 2–4 weeks)?
□ Yes □ No
13. Are you pregnant or breastfeeding?
□ Yes □ No
14. Do you have severe liver or kidney failure?
□ Yes □ No
15. Have you had an organ transplant?
□ Yes □ No
16. Do you have severe allergies (anaphylaxis) to medications or medical substances?
□ Yes □ No
17. Have you ever had adverse reactions to ozone therapy?
□ Yes □ No
18. Do you suffer from severe respiratory diseases?
□ Yes □ No
19. Do you have advanced varicose veins, phlebitis, or recent thrombosis?
□ Yes □ No
20. Do you have diabetes mellitus?
□ Yes □ No
21. Have you had recent gastrointestinal bleeding?
□ Yes □ No
22. Do you currently have an acute viral infection (flu, COVID, etc.)?
□ Yes □ No
23. Have you been recently vaccinated (in the last 7 days)?
□ Yes □ No
24. Do you have any other serious medical condition not listed above?
□ Yes □ No
25. Have you previously tolerated blood collection without reactions (dizziness, fainting, palpitations)?
□ Yes □ No
III. Informed consent

I, the undersigned, hereby declare that:
1. I have received full information about the nature of the procedure, its purpose, and its risks.
2. I understand that the procedure involves collecting, processing, and reinfusing my own blood.
3. I am aware of possible reactions: weakness, dizziness, irritation, or allergic responses.
4. I have provided my doctor with truthful information regarding my health condition.
5. If I conceal medical information, I am personally responsible for any consequences.
6. I voluntarily agree to undergo the procedure.
7. I consent to the processing of my personal data in accordance with Law no. 133/2011 of the Republic of Moldova.
IV. Signatures

Patient: _____________________ Signature: ____________________ Date: ___________
Doctor: ______________________ Signature: ____________________ Date: ___________
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