MEDICAL INFORMATION
AGING

	1. Given Name 
	

	2. Last Name
	

	3. Address
	

	4. Country
	

	5. Phone
	

	6. E-mail
	

	7. Age
	

	8. How can you describe your skin?
	Dry (
Wrinkly (
Thin (
Elastic (
Pigment spots (
Reddening (
Callosity, blisters (
Rash (
Other skin problems (
(Please, specify)



	9. Do you have wrinkles? 
	Many small ones (
Many deep wrinkles (
Few small ones (
Few deep ones (
No wrinkles I am worried about (

	10. In what age did your wrinkles appear?
	

	11. Are you worried about your wrinkles?
	Not at all (
Not much (
A little (
Very much (

	12. Any hair/nail problems?
	Yes (
No (

	13. If yes, what are the problems?
	

	14. Shortness of breath at walking?
	Yes (
No (
Additional info:  



	15. Heartache when exercising or doing physical work?
	Yes (
No (

	16. Do you get tired easily?
	Yes (
No (

	17. To what extent has your physical stamina decreased with years?
	Greatly (
Moderately (
Not much (

	18. Pain in the legs when walking or exercising?
	Yes (
No (

	19. Pain in the legs when resting? 
	Yes (
No (

	20. Sleep problems?
	Yes (
No (
If yes, please, specify and name medications you are taking



	21. Are you easily frustrated by the people around you?  
	Yes (
No (

	22. Has your character changed with years? 
	Yes (
No (
If yes, how?



	23. Has your thinking/memory become slower?
	Yes (
No (

	24. Weight change?
	Gained weight (
Lost weight (

	25. Gait changes?
	Yes (
No (
If yes, please, specify



	26. Eyesight problems
	No (
Far-sighted (
Short-sighted (
Glaucoma ( 

Cataract (
Other problems (
Please, specify 



	27. Swollen face (facial edema)
	Yes (
No (
If yes, when and how often?



	28. Palpitations 
	Yes (
No (

	29. Is it difficult to change activities quickly? 
	Yes (
No (

	30. Your regular day schedule in brief
	

	31. Are you working or retired?
	Working full-time (
Working part-time (
Working from home (
Retired (

	32. Is your work stressful?
	Yes (
Not much (
No (

	33. Do you exercise regularly?
	Yes (
No (

	34. How do you spend your free time?
	

	35. What medicines do you take? 
	

	36. When did you have your last medical checkup? For what reason?  What procedures/exams/tests have been performed?  Please, attach medical records if available. 
	

	37. Do you have hypertension (high blood pressure)?
	Yes (
No (

	38. What is your blood sugar level?
	Low (
Normal (
High (

	39. Serious illnesses in the past
	

	40. Surgeries in the past 
	

	41. Do you have sexual problems?
	Yes (
No (
If yes, please, specify 

	42. What do you expect from stem cell therapy? 
	


