Appendix 1 
Family history of cardiovascular disease
Do you have any parents or sibling(s) with any of the following conditions? You can choose several options. Answer as accurately as you can.
Response options: Yes / No / Don't know
1. Diabetes
1. High blood pressure
1. Heart disease
1. Sudden cardiac death
Personal history of cardiovascular disease, symptoms, or conditions
Do you have, or have you previously had, any of the following diseases, symptoms or conditions? It is possible to choose several options.
Response options: Yes / No
Diabetes
High blood pressure
Arrhythmia (irregular heartbeat)
Coronary artery disease
Dyslipidemia (blood lipid disorder)
ICD/Pacemaker
Chest pain
Syncope (fainting/passing out)
Regular medication
Do you use any medications regularly?
Response options: Yes / No
State which medicines you use and the strength and dosage of the medicine (Example: 1 alvedon dosage of 500mg daily):
Dietary supplements
Do you use any diet supplements?
Response options: Yes / No
State which diet supplements that you use. Please specify the strength and dose. Answer as accurately as possible.

