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OGS COLLABORATIVE COHORT OF COHORTS
FOR COVID-19 RESEARCH (C4R)
COVID-19 QUESTIONNAIRE WAVE 2
Partcipant ID: VERSION: 10 3012012021
Oa) Date of Collection / / Ob) Staff Code

Oc) C4RDBS ID

Instructions: This form should be completed by the coordinator while interviewing the participant over the
phone or in person.

Interviewer: Greetings. Your responses to this survey will contribute to a better understanding
of COVID-19 and the way it affects people like you. If you have not had COVID-19, we expect
that the survey will take 5 to 10 minutes. If you have been diagnosed with COVID-19, we will
have some additional questions, so the survey may take up to 30 minutes. Thank you so much
for your participation in this important research.

0d) Would it be okay to ask you questions about COVID-19 related experiences today?

D Noo
[ vesi>

0d1) If no, when would it be convenient to call back? D D / D D / D D D
Thank you. We will call again. —

Oe) May we also call you in the future to see how you are doing and ask you these questions again?

D Noo
[]Yes:

COVID-19 TESTING

The following questions will be about your experience since you completed the last COVID-19
guestionnaire.

1) Since the last COVID-19 guestionnaire, have you ever had any kind of test for COVID-19? Please
include all types of tests you have had that could show current or past infection (e.g., nose, spit, blood,
PCR, antigen, or antibody tests).

D No>
(1 ves: -

[ ] Unsures
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

la) If No or Unsure, please specify:

—[Go t0 Q7
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

2I) Other reason not listed

(] Nos— [Go to Q3

[ ]Yes:

211) If yes, please specify:

3) Since the last COVID-19 guestionnaire, have you ever had any kind of test that showed you had
COVID-19? Please include all types of tests.

(I No-—[Go to Q7
(] Yes: —[Go to Q4

[ ] Unsures

3a) If Unsure, please specify if you would like to provide some information on why you are unsure:

—[Go to Q7

4) When was it that you first had a test that showed you had COVID-19? (Please estimate if you are not

sure: |1/ LTI oomiyyyy)

5) What type of test was your first COVID-19 test?

5a) Nose (“nasal”, “nasopharyngeal”) swab

D Noo
[]Yes:

5b) Throat swab
D Noo
[]Yes:
5c) Spit (“saliva”) test
[ 1 Noo
|:| Yes:

5d) Blood test (including “blood draw,” “dried blood spot,” or “finger prick”)

D Noo
[]Yes:

5e) Other type of test

I Noo—
|:| Yes:

5el) If yes, please specify:

6) Would you be willing to send a copy of your COVID-19 results to the study?

[ Noo - [Go to Q16
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

[J Yes: - [Go to Q1)

COVID-19 SELF-REPORT

Since we know that some people may have had COVID-19 without having had a positive test, we want to
ask a few more questions.

7) Since the last COVID questionnaire, do you think that you have had COVID-19?
[] Yes, definitely;
[ ] Yes, I think so.

[ Maybe: -
[JNo: -

8) When did you think you had COVID-19? (Please estimate if you are not sure):

LI T L] mmiyyyy

9) Were you tested at that time?

I Noo—
[]Yes:

10) What type of test was it?

10a) Nose (“nasal”, “nasopharyngeal”) swab

D Noo
[]Yes:

10b) Throat swab
D Noo
[]Yes:
10c) Spit (“saliva”) test
[ 1 Noo
|:| Yes:

10d) Blood test (including “blood draw,” “dried blood spot,” or “finger prick”)

D Noo
[]Yes:

10e) Other type of test

D Noo
[]Yes:

10el) If yes, please specify:

11) Would you be willing to send a copy of your COVID-19 results to the study?
[ 1 Noo— |Go to Q13
[ ]Yes:— Go to Q13
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

12) Why didn’t you get tested for COVID-19 at that time?

12a) | didn’t know how/where to get tested

D Noo
[]Yes:

12b) It was hard to get tested (e.g., long lines)

D Noo
[]Yes:

12c) | was afraid to get tested

[ 1 Noo
|:| Yes:

12d) I didn’t think | needed to be tested

D Noo
[]Yes:

12e) | was worried about the cost

D Noo
[]Yes:

12f) | was worried about the consequences of being diagnosed with COVID-19

[ 1 Noo
[ ]Yes:

12g) A healthcare provider told me that a test was not necessary

D Noo
|:| Yes:

HEALTHCARE PROVIDER

13) Since the last COVID guestionnaire, has a healthcare provider ever told you that you had COVID-19?
[ ] Yes, definitely;
[] Yes, probably or suspected.

[JNos— [Go to 16

14) When a healthcare provider told you that you had COVID-19, did you have any of the following?

14a) Symptoms of COVID-19 (e.g., fever, cough, trouble breathing)

D Noo
[ ]Yes:

14b) Close contact with someone who had COVID-19

[ 1 Noo
|:| Yes:

14c) Other
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

[ 1 Noo
|:| Yes:
14c1) If yes, please specify:

15) For ascertainment of medical records from healthcare provider:

15a) Name of doctor/clinic/hospital:

15b) Street address of doctor/clinic/hospital:

15c) City of doctor/clinic/hospital:

15d) State of doctor/clinic/hospital:

15e) Zip code of doctor/clinic/hospital:
15f) Contact number of doctor/clinic/hospital: D D D - D D D - D D D D

COVID-19 RE-INFECTION

16) Has a healthcare provider ever told you that you may have gotten COVID-19 a SECOND time, or that
you have been “re-infected” with COVID-19?

(I Noo—
[]Yes:

17) Not counting your original infection, how many more times do you think you have been re-infected with
COVID-19?

[ ] One:
[] Two.
[ ] Threes

[ ] Four.
I:‘ FiVEs

18) When do you know or think you were first re-infected with COVID-197? (Please estimate if you are not

sure): D D / D D D D mm/yyyy

19) At that time, what made you think you had been re-infected?

19a) | had another test that showed that | had COVID-19

D Noo
[]Yes:

19b) | had symptoms of COVID-19 (fever, cough, trouble breathing)

D Noo
[]Yes:

19c¢) | had close contact with someone who had COVID-19

[ 1 Noo
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

[]Yes:

19d) Other

D Noo
[]Yes:

19d1) If yes, please specify:

20) The first time you were re-infected, how did your symptoms compare to your first infection with COVID-
192
[ ] Worse than the first infection:
[ ] About the same as the first infection;
[ ] Better that the first infections
[ 11 had no symptoms.

COVID-19 HOSPITALIZATION

21) Since the last COVID-19 questionnaire, have you had an overnight stay in a hospital for any iliness related to
COVID-19?
[ ] No2 — Go to Q41

|:| Yes:
[ ] Unsures

21a) If Unsure, we will not ask you any more questions about COVID-19 hospitalization but please

specify why you are unsure: — |Go to Q41

22) Since the last COVID guestionnaire, how many times have you been admitted to the hospital for COVID-
19 or COVID-19 complications? D D times

23) Over this period, when was the first time you were hospitalized for COVID-19 or complications thereof?

L T L] mmvyyyy

24) Which hospital were you admitted to?
24a) Hospital name:
24b) Hospital city:
24c) Hospital state:

25) How many nights did you spend in the hospital? D D D nights

26) While in the hospital, did you receive oxygen (by mask or nose)?
|:| No2
|:| Yes:
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Participant ID:

FORM CODE: COF

27) While in the hospital, did you have a breathing tube or ventilator?

[ ] Don’t knows

26a) If Yes, number of days needed: D D D

|:| No2
[ ]Yes:
[ ] Don’t knows

27a) If Yes, number of days needed: D D D

VERSION: 1.0 10/21/2021

28) While in the hospital, were you in the intensive care unit or did you have ICU monitoring?

|:| No:
[ ]Yes:
[ ] Don’t knows

28a) If Yes, number of days needed: D D D

29) While in the hospital, did you receive dialysis?

|:| No2
[]Yes:
[ ] Don’t knows

29a) If Yes, number of days needed: D D D

30) While in the hospital, did you receive any other treatments?

|:| No>
[ ]Yes:
[ ] Don’t knows

30a) If Yes, please specify:

30b) If Yes, number of days needed: D D D

31) After this hospitalization, did you:

[ ] Return home?:

[ ] Go to a nursing or rehabilitation facility?,
[ ] Go to live in the home of family or friend?s
[] Other?,

31a) If Other, please specify:
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

32) Over this period, when was the second time you were hospitalized for COVID-19 or complications thereof?

LI O] mmvyyyy

33) Which hospital were you admitted to?
33a) Hospital name:
33b) Hospital city:
33c) Hospital state:

34) How many nights did you spend in the hospital? D D D nights

35) While in the hospital, did you receive oxygen (by mask or nose)?
|:| No2

[ ]Yes:
[ ] Don’t knows

35a) If Yes, number of days needed: D D D

36) While in the hospital, did you have a breathing tube or ventilator?
D No2
[]Yes:
[ ] Don’t knows

36a) If Yes, number of days needed: D D D

37) While in the hospital, were you in the intensive care unit or did you have ICU monitoring?
|:| No2

|:| Yes:
[ ] Don’t knows

37a) If Yes, number of days needed: D D D

38) While in the hospital, did you receive dialysis?
D No2
[]Yes:
[ ] Don’t knows

38a) If Yes, number of days needed: D D D

39) While in the hospital, did you receive any other treatments?

D No2
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Participant ID: FORM CODE: COF
P : VERSION: 1.0 10/21/2021

[]Yes:
[ ] Don’t knows
39a) If Yes, please specify:

39b) If Yes, number of days needed: D D D

40) After this hospitalization, did you:
[ ] Return home?:
[] Go to a nursing or rehabilitation facility?,
[ ] Go to live in the home of family or friend?;
[] Other?.

40a) If Other, please specify:

COVID-19 SYMPTOMS

41) When you knew or thought that you had COVID-19 did you have any symptoms?

[1Noo—
[]Yes:

42) Overall, when your COVID-19 symptoms were at their worst, did they interfere with (prevent you from
going about) your daily activities?
[ ] Not at allx
[] Alittle bit,
[ ] Somewhats
] Quite a bits
[ ] Very muchs

43) If you reported COVID infection the last time we asked you these questions, how did your symptoms
compare to that first infection with COVID-19?
[ ] Worse than the first infection.
[ ] About the same as the first infection.
[] Better than the first infections
[ ] 1 had no symptoms,

44) When you had COVID-19, did you have a fever that started or got worse during the period that you had
COVID-19?
D Noo
|:| Yes:

44a) If Yes, how many days did you have this symptom? D D D
44b) If Yes, do you still have this symptom?

D Noo
[]Yes:
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Participant ID: FORM CODE: COF
P : VERSION: 1.0 10/21/2021

45) When you had COVID-19, did you have shortness of breath that started or got worse during the period
that you had COVID-19?

|:| Noo
[]Yes:

45a) If Yes, how many days did you have this symptom? D D D
45b) If Yes, do you still have this symptom?

[ 1 Noo

[ ]Yes:

46) When you had COVID-19, did you have a cough that started or got worse during the period that you had
COVID-19?
D Noo
[]Yes:

46a) If Yes, how many days did you have this symptom? D D D
46b) If Yes, do you still have this symptom?

D Noo

[]Yes:

47) When you had COVID-19, did you have chest pain that started or got worse during the period that you
had COVID-19?
D Noo
[]Yes:

47a) If Yes, how many days did you have this symptom? D D D
47b) If Yes, do you still have this symptom?

|:| Noo
[]Yes:

48) When you had COVID-19, did you have abdominal pain that started or got worse during the period that
you had COVID-19?
|:| Noo
[]Yes:

48a) If Yes, how many days did you have this symptom? D D D
48b) If Yes, do you still have this symptom?

[ ] Noo
[ ]Yes:
49) When you had COVID-19, did you have nausea that started or got worse during the period that you had
COVID-19?
[ ] Noo
C4R COVID-19 Questionnaire Wave 2, COF, Version 1.0 Page 11 of 33

All of the questionnaire references are listed on Page 33.



Participant ID: FORM CODE: COF
P : VERSION: 1.0 10/21/2021

[]Yes:

49a) If Yes, how many days did you have this symptom? D D D
49b) If Yes, do you still have this symptom?

D Noo

[]Yes:

50) When you had COVID-19, did you have vomiting that started or got worse during the period that you had
COVID-19?
D Noo
[]Yes:

50a) If Yes, how many days did you have this symptom? D D D
50b) If Yes, do you still have this symptom?

|:| Noo

[ ]Yes:

51) When you had COVID-19, did you have diarrhea that started or got worse during the period that you had
COVID-19?
|:| Noo
[ ]Yes:

51a) If Yes, how many days did you have this symptom? D D D
51b) If Yes, do you still have this symptom?

[ ] Noo

[ ]Yes:

52) When you had COVID-19, did you have body or muscle aches that started or got worse during the
period that you had COVID-19?
[ ] Noo
[ ]Yes:

52a) If Yes, how many days did you have this symptom? D D D
52b) If Yes, do you still have this symptom?

D Noo

|:| Yes:

53) When you had COVID-19, did you have weakness or fatigue that started or got worse during the period
that you had COVID-19?
D Noo
|:| Yes:
53a) If Yes, how many days did you have this symptom? D D D
53b) If Yes, do you still have this symptom?

D Noo
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Participant ID:

FORM CODE: COF
VERSION: 1.0 10/21/2021

[ ]Yes:

54) When you had COVID-19, did you have runny or dripping nose that started or got worse during the
period that you had COVID-19?

|:| Noo

[]Yes:

54a)

54b)

If Yes, how many days did you have this symptom? D D D

If Yes, do you still have this symptom?

|:| Noo
[]Yes:

55) When you had COVID-19, did you have chills that started or got worse during the period that you had
COVID-19?

|:| Noo

[ ]Yes:

55a)
55b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

|:| Noo

[ ]Yes:

56) When you had COVID-19, did you have a headache that started or got worse during the period that you
had COVID-19?

|:| Noo

[ ]Yes:

56a)
56b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

[] Noo

[]Yes;

57) When you had COVID-19, did you have a sore throat that started or got worse during the period that you
had COVID-19?

[ ] Noo

|:| Yes:

57a)
57b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

D Noo
[]Yes:
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Participant ID:

FORM CODE: COF
VERSION: 1.0 10/21/2021

58) When you had COVID-19, did you have a stuffy nose (nasal congestion) that started or got worse during
the period that you had COVID-19?

|:| Noo

[ ]Yes:

58a)
58b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

[ 1 Noo

[ ]Yes:

59) When you had COVID-19, did you have new loss of taste or smell that started or got worse during the
period that you had COVID-19?

D Noo

[]Yes:

59a)
59b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

|:| Noo

[ ]Yes:

60) When you had COVID-19, did you have confusion that started or got worse during the period that you
had COVID-19?

|:| Noo

[ ]Yes:

60a)
60b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

[ ] Noo

|:| Yes:

61) When you had COVID-19, did you have trouble sleeping that started or got worse during the period that
you had COVID-19?

[ ] Noo

|:| Yes:

61a)
61b)

If Yes, how many days did you have this symptom? D D D
If Yes, do you still have this symptom?

D Noo

|:| Yes:

62) When you had COVID-19, did you have conjunctivitis that started or got worse during the period that you
had COVID-19?

D Noo

|:| Yes:
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

62a) If Yes, how many days did you have this symptom? D D D

62b) If Yes, do you still have this symptom?
D Noo
[]Yes:

63) When you had COVID-19, did you have skin changes that started or got worse during the period that
you had COVID-19?
D Noo
[]Yes:

63a) If Yes, how many days did you have this symptom? D D D

63b) If Yes, do you still have this symptom?
|:| Noo
[ ]Yes:

64) When you had COVID-19, did you have any other symptom that started or got worse during the period
that you had COVID-19?
D Noo
[]Yes:

64a) If Yes, please specify:

64b) If Yes, how many days did you have this symptom? D D D

64c) If Yes, do you still have this symptom?
D Noo
[]Yes:

COVID-19 RECOVERY

65) Following your COVID-19 infection would you say you are completely recovered from COVID-19 now?

[ ] Noo
[]Yes:

65a) If Yes, how long did it take for you to recover? D D months D D days

66) At this time, do you have problems with your memory?
[ ] Noo
[ ]Yes:
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

67) At this time, do you have problems with paying attention?
[ ] Noo
[ ]Yes:

68) At this time, do you have problems with your appetite?
D Noo
[ ]Yes:

69) At this time, do you have problems with feeling lightheaded?
|:| Noo
[ ]Yes:

70) At this time, do you have trouble sleeping?
[ ] Noo
|:| Yes:

71) At this time, do you have periods of racing heart?
D Noo
[]Yes:

72) At this time, do you have inability to exercise at a pre-COVID level?
|:| Noo
[ ]Yes:

73) At this time, do you have inability to return to work or school (if you were working or in school pre-
COVID)?

[ ] Noo
[ ]Yes:

74) At this time, do you have inability to return to your usual pre-COVID activities?
D Noo
[]Yes:

75) At this time, do you feel weak, tired and/or sick 24-48 hours after physical activity?
|:| Noo
[]Yes:

76) At this time, do you have other symptoms?
[ ] Noo
[ ]Yes:

76a) If Yes, please specify:
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Participant ID: FORM CODE: COF
P : VERSION: 1.0 10/21/2021

77) How worried are you that COVID-19 infection is going to have a long-term effect on your health?
[ ] Not at all worried:
[ ] A little worried-
[ ] Very worrieds

78) If there is anything else that you would like to share about your COVID-19 recovery experience?

D Noo
[]Yes:

78a) If Yes, please specify:

COVID-19 IN YOUR COMMUNITY AND SOCIAL NETWORK

79) Other than yourself, do you know anyone personally (for example, friend, family, or co-worker) who has
had COVID-19?
D Nog
[]Yes:

79a) If Yes, how many? D D D (may be approximate)

80) Other than yourself, do you know anyone personally who has been hospitalized for COVID-19?

D Nog
[]Yes:

80a) If Yes, how many? D D D (may be approximate)

81) Do you know anyone personally who has died from COVID-19?
D Nog
[]Yes:

8la) If Yes, how many? D D D (may be approximate)

COVID-19 VACCINE ATTITUDES AND BELIEEFS

82) Have you received a vaccine for COVID-19?

[ No>— [Go to Q83

[]Yes:

[] Unsure; —»

82a) If Yes, which vaccine did you receive?
[ ] Moderna:
[ ] Pfizer,
[ ] AstraZenecas
[ ] Johnson & Johnsons
[ ] Don’t know,
[ ] Others
82al) If other, please specify:
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

82b) If Yes, how many vaccine doses did you receive?

[ ] One:

[] Two,

82b1) When was the first dose? / (mmlyyyy)

82b2) When was the second dose? / (mmlyyyy)
— |Go to Q84
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

C4R COVID-19 Questionnaire Wave 2, COF, Version 1.0 Page 19 of 33

All of the questionnaire references are listed on Page 33.



FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021
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Participant ID: VERSION: 1.0 10/21/2021
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

T
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

COVID-19 PANDEMIC IMPACT ON BEHAVIOR
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FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

118) In the 3 months prior to the pandemic (January to March 2020), did you regularly walk for exercise?

[ 1 Noo
[]Yes1

118a) Are you doing this activity now?
[ 1 Noo
[]VYes:

118b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:

[ ] Less,
[ ] Same amounts;

119) In the 3 months prior to the pandemic (January to March 2020), did you regularly do vigorous activities
(like running) for exercise?
|:| Noo

[ ]Yes:1
119a) Are you doing this activity now?

|:| Noo
[ ]Yes:

119b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:
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Participant ID: FORM CODE: COF
P : VERSION: 1.0 10/21/2021

[ ] Less;
[ ] Same amounts

120) In the 3 months prior to the pandemic (January to March 2020), did you regularly watch shows or
movies?

D Noo
[ ]Yes:1

120a) Are you doing this activity now?

D Noo
[]Yes:

120b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:
[ ] Less,
[ ] Same amounts;

121) In the 3 months prior to the pandemic (January to March 2020), did you regularly drink alcoholic
beverages?

|:| Noo
[ ]Yes:1

121a) Are you doing this activity now?
|:| Noo
[ ]Yes:

121b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:

[ ] Less:
[ ] Same amounts

121c) How many alcoholic drinks per week? (drinks/week)

122) In the 3 months prior to the pandemic (January to March 2020), did you regularly smoke cigarettes?

D Noo
[]Yes1
122a) Are you doing this activity now?

D Noo
[]Yes:

122b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:
[ ] Less:
[ ] Same amounts
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FORM CODE: COF

Participant ID: VERSION: 1.0 10/21/2021

122c) How many cigarettes per day? (cigarettes/day)

123) In the 3 months prior to the pandemic (January to March 2020), did you regularly use e-cigarettes
(vaping)?
[ 1 Noo
[ ]Yes:1

123a) Are you doing this activity now?
[ 1 Noo
[ ]Yes:

123b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:
[]Less,
[ ] Same amounts

123c) How many e-cigarettes per day? (e-cigarettes/day)

124) In the 3 months prior to the pandemic (January to March 2020), did you regularly use medical or
recreational marijuana/cannabis?

D Noo
[ ]Yes:1

124a) Are you doing this activity now?
D Noo
[]Yes:

124b) Compared to before the pandemic, are you doing this more, less, or the same amount?
[ ] More:
[]Less:;
[ ] Same amounts

124c) How many uses per week? (uses/week)

125) During the pandemic, are you generally eating and snacking more, less, or the same?
[ ] More:

[ ] Less,
[ ] Same amounts

126) Has your weight changed since March 20207
[ ] Gained weight;
[ ] Lost weight
[ ] No change in weights

127) Were you trying to change your weight since March 2020?
|:| Noo
[]Yes:

C4R COVID-19 Questionnaire Wave 2, COF, Version 1.0 Page 26 of 33

All of the questionnaire references are listed on Page 33.



FORM CODE: COF
VERSION: 1.0 10/21/2021

Participant ID:

128) How does your general health compare to before the pandemic?
[ ] Better,
[ ] Worse;
[ ] About the sames
129) During the pandemic, are you generally sleeping more, less or the same?
[ ] More:
[ ] Less;
[ ] Same amounts

These questions ask about your sleep habits. Pick the answer that best describes how often you experienced the
situation over the past 4 weeks.

130) Did you have trouble falling asleep?
[ ] No, not in past 4 weeks;
[ ] Yes, less than once a week.
[ ] Yes, 1 or 2 times a weeks
[ ] Yes, 3 or 4 times a week,
[ ] Yes, 5 or more times a weeks

131) Did you wake up several times at night?
[] No, not in past 4 weeks;
[ ] Yes, less than once a week-
[ ] Yes, 1 or 2 times a weeks
[ ] Yes, 3 or 4 times a week,
[ ] Yes, 5 or more times a weeks

132) Did you wake up earlier than you planned to?
[ ] No, not in past 4 weeks;
[ ] Yes, less than once a week-
[ ]Yes, 1 or2times a weeks
[ ] Yes, 3 or 4 times a week.
[ ] Yes, 5 or more times a weeks

133) Did you have trouble falling back to sleep after you woke up too early?
[ ] No, not in past 4 weeks;
[ ] Yes, less than once a week:
[ ] Yes, 1 or 2 times a weeks
[ ] Yes, 3 or 4 times a week.
[ ] Yes, 5 or more times a weeks

134) Overall, was your typical night’s sleep over the past 4 weeks:
[ ] Very sound or restful;
[ ] Sound or restful,
[] Average qualitys
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[ ] Restless:
[] Very restlesss

135) During the past 12 months, have you experienced confusion or memory loss that is happening more
often or is getting worse?
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[ ] Do not knows

COVID-19 PANDEMIC IMPACT ON MOOD

For the following questions, please consider your feelings during the past week.

139) My worries overwhelmed me:

[ ] Not at all,
[ ] A little bit,
[ ] Somewhats
[ ] Quite a bity
[ ] Very muchs

140) | felt uneasy:

[ ] Not at allx
[ ] A little bit,
[ ] Somewhats
] Quite a bits
(] Very muchs

141) | found it hard to focus on anything other than my anxiety:

[ ] Not at all
L] A little bit,
[ ] Somewhats
[ ] Quite a bity
[ ] Very muchs

142) | felt fatigued:

[ ] Not at all,
[ ] A little bit,
[ ] Somewhats
[ ] Quite a bity
[] Very muchs

143) | had trouble starting things because | was tired:

[ ] Not at allx
[ ] A little bit,
[ ] Somewhats
] Quite a bits
(] Very muchs

144) How run down did you feel on average?

[ ] Not at all
[ 1A little bit,
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Participant ID:

[ ] Somewhats
[ ] Quite a bity
[] Very muchs

145) How fatigued were you on average?
[ ] Not at allx
[ Alittle bit,
[ ] Somewhats
] Quite a bits
[] Very muchs

Here is a statement about how you respond to stressful events.

146) | tend to bounce back quickly after hard times:
[] Strongly disagree;
[ ] Disagree;
[ ] Neutrals
[ ] Agree.
[] Strongly agrees

For each of the following items, please provide the response that describes your life.

147) How often do you feel that you lack companionship?
[ ] often,
[] Some of the time:
[ Hardly ever

148) How often do you feel left out?
[ ] Often:
[ ] Some of the time»
(] Hardly ever

149) How often do you feel isolated from others?
[ ] often;
[ ] Some of the time,
[] Hardly ever:

These questions ask you about your feelings and thoughts during the last month. In each case, please indicate
how often you felt or thought a certain way.

150) In the last month, how often have you felt that you were unable to control the important things in your

life?
[ ] Never:
[ ] Almost never-
[ ] Sometimess
[] Fairly often,
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Participant ID:

154) Is there anything else you would like to share about how the COVID-19 pandemic has affected your
mood or mindset?
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Participant ID:

Since we are interested in understanding the health effects of COVID-19, we would appreciate it if you
would notify us if you are diagnosed again with COVID-19. You are welcome to contact us. You are also
welcome to send any COVID-19 test results to us.
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Participant ID:

Citations
The C4R Questionnaire Subcommittee adapted items from the following survey instruments:

MESA COVID-19 Questionnaire
(https://www.phenxtoolkit.org/toolkit_content/PDF/MESA_Questionnaire_Annotated.pdf)

Multicenter AIDS Cohort Study/ Women'’s Interagency HIV Study Combined Cohort
Study (MACS/WIHS-CSS) (https://www.phenxtoolkit.org/toolkit_content/PDF/MACS-WIHS.pdf)

Health and Retirement Survey (HRS).
(https://hrs.isr.umich.edu/sites/default/files/meta/2020/core/gnaire/online/05hr20COVID. pdf)

Behavioral Risk Factor Surveillance System (BRFSS)
(https://www.cdc.gov/brfss/questionnaires/pdf-ques/2019-BRFSS-Questionnaire-508. pdf)

FLU-PRO Instrument, Global Rating of Flu Severity Instrument, Patient Global Assessment of Interference with
Daily Activities (Powers JH, 3rd et al. Reliability, Validity, and Responsiveness of InFLUenza Patient-Reported
Outcome (FLU-PRO(c)) Scores in Influenza-Positive Patients. Value Health. 2018;21:210-218.)

Women’s Health Initiative Insomnia Rating Scale (WHIIRS) (A. Shahid et al. (eds.), STOP, THAT and One
Hundred Other Sleep Scales, 403.)

RAND Social Support Survey Instrument
(https:/lwww.rand.org/health/surveys_tools/mos/social-support/surveyinstrument.

html)

PROMIS Scale (2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.)

Brief Resilience Scale (Smith, B. W et al (2008). The brief resilience scale: assessing the ability to bounce back.
International journal of behavioral medicine, 15(3), 194-200.)

UCLA — 3 items on loneliness scale (Campaign to End Loneliness (UCLA Loneliness Scale, 2004))

Cohen’s Perceived Stress Scale (Cohen, S., Kamarck, T., and Mermelstein, R. (1983). A global measure of
perceived stress. Journal of Health and Social Behavior, 24, 386-396.)
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