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[bookmark: _Toc38442421]Coronagenes Questionnaire

[bookmark: _Toc38442422]Section A:  About you, your health and symptoms
We would like to know about you and any existing health conditions and any flu-like symptoms you have experienced recently.

1. How would you describe your ancestry?
a. European heritage
b. Sub-Saharan African heritage
c. Hispanic/Latino
d. East Asian
e. South Asian
f. West Asian/Middle Eastern/North African
g. Native American
h. Pacific Islander
i. More than one ancestry
j. Don't know
k. Prefer not to answer
l. Other, please specify

2. In what country were you born?
3. (a) Were your parents born in the same country as you? Yes>skip to next
No. (b) In what country was your mother born?
(c) In what country was your father born?
4. What is your height?
5. What is your weight? 
6. What is your blood type
a. Options are blood type O, A, B, AB, don't know.
7. What is your main occupation? FOLLOW VIKING2 WORDING  AND OPTIONS
8. What is the highest level of education you have? FOLLOW VIKING2
9. What is your income level? 
a. Below average
b. Average
c. Above average
10. Have you smoked at least 100 cigarettes in your entire life? (There are 20 cigarettes in a pack.)?
a. Yes
b. No
c. Don't know
d. Prefer not to answer
11. When you smoke/have smoked, how many cigarettes do/did you usually smoke daily?
a. I haven't smoked regularly
b.  1-10
c.  11-20
d.  21-30
e.  31 or more
f.  Do not know
g.  Prefer not to answer

12. Do you or did you smoke a pipe? Used to/ still do/never did
13. Do you or did you vape? Used to/ still do/never did
14. Do you suffer from any of the following conditions (please tick all that apply)?	
If yes, please tell us exactly what you have:
Yes		Free text to expand
a. Hypertension (high blood pressure)
b. Diabetes (Type 1 or 2)
c. Cardiovascular (heart) disease
d. Chronic kidney disease
e. Chronic liver disease
f. Anaemia (low levels of red blood cells or haemoglobin)
g. Asthma
h. COPD, bronchitis or emphysema
i. Cancer 
j. Digestive disorder (e.g. Crohn’s disease, ulcerative colitis)
k. Neurological disorder  (e.g. epilepsy, Alzheimer’s)
l. Movement disorder (e.g. Parkinson’s, Huntingdon’s)
m. Autoimmune disease (e.g. Multiple Sclerosis, rheumatoid arthritis, lupus, psoriasis)
n. A weakened immune system 
o. Chronic Fatigue Syndrome or Myalgic encephalomyelitis (M.E.)
p. None of the above

15. How do you rate your general health?  (excellent, good, fair, poor, don’t know, prefer not to answer)
16. In general do you have any health problems that require you to limit your activities?(yes/no)
17. Do you need someone to help you on a regular basis? (yes/no)
18. In general, do you have any health problems that require you to stay at home? (yes/no)
19. In case of need, can you count on someone close to you? (yes/no)
20. Are you pregnant?
21. Do you regularly use a stick, walking frame or wheelchair to get about? (yes/no)
22. Do you take any medications on a regular basis? (Yes, No, Don’t know)
If Yes [tick all that apply]

a. An ACE inhibitor to treat high blood pressure (e.g.  lisinopril, enalapril)
b. A beta-blocker to lower blood pressure (e.g. metoprolol, atenolol, propranolol)
c. An angiotensin II receptor blocker (ARB) to treat high blood pressure (e.g. candesartan)
d. A statin to lower cholesterol (e.g. atorvastatin, simvastatin)
e. Nonsteroidal anti-inflammatory drugs for pain relief (e.g. ibuprofen, nurofen, aspirin, naproxen, celecoxib, diclofenac, indomethacin, piroxicam, naproxen)
f. An opioid for pain relief (e.g. percocet, hydrocodone, tramadol)
g. The thyroid medication, levothryroxine
h. Metformin, a medication for diabetes
i. A proton-pump inhibitor used to treat stomach ulcers (e.g. omeprazole)
j. The bronchodilator to help breathing: albuterol/Ventolin/salbutamol
k. An SSRI anti-depressant (e.g. sertraline, fluoxetine, citalopram, trazodone, escitalopram)
l. An oral steroid (e.g. prednisone, methyl-predinsolone, dexamethasone)
m. Chemotherapy or immunotherapy for cancer
n. Immunosuppressants (e.g. corticosteroids, methotrexate, biologics)
o. Antibiotics (e.g. amoxicillin, ciprofloxacin, doxycycline)
p. Blood thinners or anticoagulants (e.g. warfarin, aspirin)
q. Pollen allergy medications (anti-histamines e.g. loratidine/claritin)
r. Paracetamol/acetaminophen

23. Do you usually bring up phlegm/sputum/mucus from the lungs, or do you usually feel like you have mucus in your lungs that is difficult to bring up, when you don’t have a cold?

Yes, always;   Yes, Sometimes;   No;   Unsure

24. We are interested in whether you experienced any symptoms that someone with a seasonal cold or flu might have. Did you experience any of the following symptoms (more than normal) this year? Please indicate which months you experienced them, please tick all that apply   [GRID]    
Jan	Feb	Mar    Apr  Last week
a. No cold or flu symptoms
b. Decrease in appetite
c. Nausea 
d. Diarrhoea and/or vomiting
e. Runny nose
f. Sneezing
g. Blocked nose
h. Loss of sense of smell or taste
a. Which tastes did you lose? All/sweet/sour/salty/bitter/spicy
b. Did you completely lose your sense of smell or can you still smell some things?
i. Sore throat
j. Lump in your throat
k. Headache
l. Dizziness
m. Dry cough
n. Productive cough (with sputum)
o. Unusual Shortness of breath
p. Difficulty breathing
q. Heart or chest pain
r. Fever/chills (temp > 38O C)
s. Feeling suddenly warm and then cold again
t. Difficulty sleeping
u. Felt more tired than normal
v. Severe fatigue (e.g. inability to get out of bed)
w. Numbness or tingling somewhere in the body
x. Feeling of heaviness in arms or legs
y. Achy muscles
z. Confusion, disorientation or drowsiness

If none ticked in last week column, skip to question 25 If none ticked for all skip to Q26

25. If r) ticked in LAST WEEK, ask:   What was the highest temperature you recorded? __._OC

26. If you have had any of the symptoms above in the last week:
a. when did the first one start?
1   2  3  4  5  6  7  days ago         Can’t remember
b. when did the last one finish?
1   2  3  4  5  6  7  days ago         Can’t remember          I still have it/them
26 Did you seek medical attention for your symptoms?  (tick all that apply)
 No 
I phoned my doctor or health care service
I visited my doctor
I went to hospital but was discharged
I went to hospital and was admitted
I was admitted into intensive care unit at a hospital
27. Did you take any medication to treat your flu/cold like symptoms?     [tick all that apply]
Paracetamol / acetaminophen
Ibuprofen 
Antibiotics
Other, please specify……….   [free text]
28. Do you think that you have or have had COVID-19?   
Yes, confirmed by a positive test
Yes, suspected by a doctor but not tested
Yes, my own suspicions
No
ALTERED TO
Do you think that you have or have had COVID-19?   

No, my own suspicions
No, confirmed by a negative PCR/antigen test (often a swab of the nose or throat)
No, confirmed by a negative immunity/antibody/serology test (often a blood test)
No, confirmed by a negative test, but I don't know which type

Yes, confirmed by a positive PCR/antigen test (often a swab of the nose or throat)
Yes, confirmed by a positive immunity/antibody/serology test (often a blood test)
Yes, confirmed by a positive test, but I don't know which type
Yes, suspected by a doctor but not tested
Yes, my own suspicions
Don't know.

[bookmark: _GoBack]SAME FORM GIVEN FOR QUESTIONS ON HOUSEMATES AND FIRST DEGREE RELATIVES.


29. Have you been in close contact with anyone with COVID-like symptoms in the last two weeks?
Yes, I was in contact with a confirmed/tested COVID-19 case
Yes, I was in contact with a person with COVID-19 symptoms
No, not to my knowledge
30. Has anyone else in your household had flu-like symptoms? 
(a) Yes / No (skip forward)
b What symptoms did they have (REPEAT symptom list 18a-z without time columns)
c When did their first symptom start? DATE
d When did their last symptom finish? DATE
e Did they seek medical attention for their symptoms? (tick all that apply)
no
 phoned doctor or health care service
visited doctor
went to hospital but was discharged
went to hospital and was admitted
was admitted into intensive care unit at a hospital
31. Where are you right now?
-	I’m at home. I haven’t been to the hospital for suspected COVID-19 symptoms.
-	I’m at the hospital with actual or suspected COVID-19 symptoms.
-	I’m back from the hospital
32. Have you ever been part of a research study such as UK Biobank or the Nurse’s Health Study) before? Y / N
If Yes please tell us which one (string): 
33. Before movement restrictions applied because of the pandemic, how did you usually got to work?  
a. train
b. bus
c. tube/underground/subway train
d. walk
e. bike
f. motorbike
g. boat
h. multiple forms of public transport
i. private car
j. work at home

[bookmark: _Toc38442423]Section B:  Your behaviour during the pandemic, and its impact
We would like to understand if your behaviour has changed during the pandemic and if this has had an impact on your wellbeing, as well as some information on your potential exposures, such as if you work in a place with many other people.
1. How many people do you live with and have any of them had flu-like symptoms this year??    
Numeric answer creates the correct number of rows in a table of 8 columns:
Relationship       Sex           Age    Symptoms    Symptom   Start   End   Medical attention
Parent/Sibling/Partner/Child/Friend/Other-specify     M/F/other        number            yes (means row continues)/no (ends this row of table)           26 choices   date    date    no/ phoned doctor or health care service/visited doctor/went to hospital but was discharged/went to hospital and was admitted/was admitted into intensive care unit at a hospital
This doesn't allow for multiple symptoms to be reported nor yet for multiple levels of medical attention. Is there a way for those who say yes to their being flu-like symptoms in the housemate, that another small table appears, in which to assess the symptoms with the usual list of 26 possible symptoms, and the medical attention and dates?

2. What type of accommodation do you live in?
House or bungalow
Flat or apartment
Hostel
Mobile home or caravan
Sheltered house
Other, please specify

3. Do you have access to a garden or balcony?
Yes, a private garden
Yes, a shared garden
Yes, a balcony
No
4. How many rooms are in your home (not including the kitchen and bathroom)?
   	__ rooms

5. Have you been confined at home/self-isolating?
Y/N/PNTS, if yes, since when
6. Have the rest of your household been confined at home/self-isolating?
Y/N/PNTS, if yes, since when
7. During the period of social distancing and isolation or lockdown, how many people have you had close contact with (less than 2 metres) on average every day?
· None
· Only my household
· People outside my household , give number _____
8. Are you working during the pandemic? If yes, go to 9. If no, go to 11 
9. Are you a healthcare worker that has helped to manage patients with COVID-19?
No
Yes, currently
Yes, in the past but no longer
Prefer not to answer
10. How do you get to work? 
· train
· bus
· tube/underground/subway train
· walk
· bike
· motorbike
· boat
· multiple forms of public transport
· private car
· work at home


11. What is the address of your usual work?
String/prefer not to say
12. Have any of the following aspects of your life changed during the pandemic?        [GRID]
                Decreased,     Stayed the same,     Increased,      N/A
Amount you sleep
Amount of physical activity you do
Amount you Smoke/vape
Amount of alcohol you drink
Number of hours you work in usual workplace
Number of hours you work at home
Time spent talking to family/friends
Time spent talking to work colleagues
Practising relaxation/mindfulness/meditation
Time spent listening to the news
Time spent doing hobbies/things I enjoy
Amount you eat
Amount of money I’ve spent

12 . In the last seven days, how often did you:
				Every day;   4-5 days;   2-3 days;    1 day or never
a. speak to people face-to-face
b stay connected with friends or family you do not live with by phone, text or on video calls? 
c. stay connected with colleagues with whom you work, study or volunteer by phone, text or on video calls 
d. Take part in an organized community activity, e.g. volunteering, online community group

13. Over the last 2 weeks, how often have you been bothered by the following problems? 
Not at all;     several days;     more than half the days;     nearly every day
 
1. Feeling nervous, anxious or on edge 
1. Not being able to stop or control worrying 
1. Worrying too much about different things 
1. Trouble relaxing 
1. Being so restless that it is hard to sit still 
1. Becoming easily annoyed or irritable
1. Feeling afraid as if something awful might happen 

14a How often do you feel left out? Hardly ever or never	Some of the time	Often
14b How often do you feel isolated? Hardly ever or never	Some of the time	Often
14c How often do you feel you lack companionship?  Hardly ever or never	Some of the time	Often

15. Is there anything else you would like to tell us about how COVID-19 has affected you?
[Large free text box]
[bookmark: _Toc38442424]Section C: Direct-to-consumer genetic tests

0. Have you ever tested your DNA with a direct-to-consumer testing company, such as 23andMe, Ancestry or FTDNA (Family Finder)? 

Yes > end /No > 

0. If you have the raw data file, it would greatly assist our research if you were able to upload this file at this link. If you do not have the raw data file click here for instructions on how to download it.

UPLOAD LINK

THE END
Thanks very much for completing the questionnaire. If you develop flu-like symptoms, please start the short daily questionnaire, instructions on how to.
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