Online Resource 1. Household questionnaire

	I
	Household Situation
	
	

	1
	How many people, including yourself, do you live with (how many household members)?
	
	

	2
	If there are persons who are currently living apart from your household but lived together before that, please circle all applicable numbers and indicate the number of persons in each household (These people do not include current household members).
	1. Person living alone away from household
	

	
	
	2. Person living away from household for study
	

	
	
	3. Have a member in a welfare facility for the aged
	

	
	
	4. Have a child in a support facility for the handicapped
	

	
	
	5. Residents in social welfare facilities other than 3 and 4
	

	
	
	6. Those who are hospitalized for a long term (resident registration is transferred to the hospital).
	

	
	
	7. 1 to 6 not applicable
	

	3
	Please circle the following questions about the type of dwelling you live in.
	1. Owner-occupied house
	

	
	
	2. Private rental housing
	

	
	
	3. Company housing, public employee housing, and other salaried housing
	

	
	
	4. Public rental housing such as Urban Renaissance Agency and public corporations 
	

	
	
	5. Rented room and others
	

	4
	Please indicate the number of rooms and the floor space in your residence.
	
	

	5
	Please write down the total household expenditure during the month of May (exclude taxes, social insurance premiums, etc.).
	
	

	5-1
	If you have a child who has not yet entered elementary school, please write down the childcare expenditure during May.
	
	

	5-2
	Please indicate the status of your sending money to your separated parent(s) or child(ren) during May.
	
	

	
	The following should be filled in for all household members, one row per person.
	
	

	II
	Status of Household Members
	
	

	1
	Please circle the highest income earners.
	
	

	2
	What is your relationship with the head of household?
	
	

	3
	What is your sex?
	Man/Woman
	

	4
	What is your date of birth?
	
	

	5
	What is your marital status?
	1. Married
	

	
	
	2. Single
	

	
	
	3. Divorced
	

	
	
	4. Widowed
	

	6
	What is your health insurance plan?
	1. National health insurance (municipality)
	

	
	
	2. National health insurance (association)
	

	
	
	3. Employee insurance (Insured person）
	

	
	
	4. Employee insurance (Dependents）
	

	
	
	5. Medical care system for the latter-stage elderly (people aged over 75 years or people aged 65 to 75 with certain disabilities)
	

	
	
	6. Others
	

	7
	What type of pensions or "onkyu" do you receive?
	1. Basic Pension
	

	
	
	2. Basic Pension and Employees' Pension
	

	
	
	3. Basic Pension and Mutual Aid Pension
	

	
	
	4. Basic Pension, Employees' Pension, and Mutual Aid Pension
	

	
	
	5. National Pension
	

	
	
	6. Welfare Pension
	

	
	
	7. Employees' Pension
	

	
	
	8. Mutual Aid Pension
	

	
	
	9. Pension ("onkyu")
	

	
	
	10. Others
	

	
	
	11. Do not receive any of these.
	

	8
	For only those with a child that has not yet entered elementary school: who takes care of the child?
	1. Parents of infants
	

	
	
	2. Grandparents of infants
	

	
	
	3. Licensed daycare centers
	

	
	
	4. Unlicensed daycare facilities
	

	
	
	5. Kindergarten
	

	
	
	6. Certified kindergartens
	

	
	
	7. Others
	

	9
	Do you need help or supervision due to a disability or physical impairment?
	Yes/No　
	If no, go to question 10.

	9-1
	Please circle the status of independence in daily living.
	1. Has some kind of disability but is mostly independent in daily life and can go out on his/her own.
	

	
	
	2. Lives independently indoors but
requires assistance to go out.
	

	
	
	3. Requires some assistance living indoors and spends most of the day sitting in bed.
	

	
	
	4. Spends all day in bed and requires assistance to urinate/defecate, and for meals and dressing.
	

	9-2
	How long has this condition existed?
	1. Less than 1 month
	

	
	
	2. More than 1 month but less than 3 months
	

	
	
	3. More than 3 months but less than 6 months
	

	
	
	4. More than 6 months but less than 1 year
	

	
	
	5. More than 1 year but less than 3 years
	

	
	
	6. More than 3 years but less than 5 years
	

	
	
	7. More than 5 years but less than 10 years
	

	
	
	7. More than 10 years but less than 20 years
	

	
	
	8. More than 20 years
	

	9-3
	For those aged ≥40 years: are you certified as needing long-term care?
	Yes/No　
	

	9-4
	Do you live with someone who mainly helps and watches over you?
	Yes/No　
	

	9-5
	What is your relationship with the person who is primarily helping or looking after you?
	1. Spouse
	

	
	
	2. Child
	

	
	
	3. Spouse of child
	

	
	
	4. Parents
	

	
	
	5. Other relative
	

	
	
	6. Provider (home helper, etc.)
	

	
	
	7 Others (e.g., volunteer, neighbor)
	

	9-6
	What is the gender of the person who is primarily helping or looking after you?
	Man/Woman
	

	10
	Please circle the school you are currently attending or the school from which you last graduated.
	1. Elementary school or junior high school
	

	
	
	2. Highschool
	

	
	
	3. Vocational school
	

	
	
	4. Junior college or technical college
	

	
	
	5. University
	

	
	
	6. Graduate school
	

	11
	Are you a member of a public pension plan? If yes, what kind of?
	1. National Pension Plan Category 1 insured persons 
	

	
	
	2. National Pension Plan Category 2 insured persons
	

	
	
	3. National Pension Plan Category 3 insured persons
	

	
	
	4. Not covered by public pension
	

	12
	Do you have children living separately?
	Yes/No　
	

	13
	What is the status of your work during May?
	1. Mainly working 
	If you chose 5, 6, or 7, go to question 18.

	
	
	2. Mainly housework but also working
	

	
	
	3. Mainly commuting to school but also working
	

	
	
	4. Other type of working
	

	
	
	5. No work, commuting to school
	

	
	
	6. No work, housework only
	

	
	
	7. Others
	

	14
	How many days and hours per week do you work in a week?
	
	

	15
	Regarding your main job: please indicate when you started working.
	
	

	16
	Regarding your main job: which of the following applies to your job description?
	1. Administrative Professionals
	

	
	
	2. Professional and technical occupational worker
	

	
	
	3. Office Worker
	

	
	
	4. Sales personnel
	

	
	
	5. Service occupation
	

	
	
	6. Security occupation
	

	
	
	7. Agriculture, forestry, and fishery worker
	

	
	
	8. Production process worker
	

	
	
	9. Transportation and machine operator
	

	
	
	10. Construction & Mining
	

	
	
	11. Transport, cleaning, packaging
	

	
	
	12. Non-classifiable occupation
	

	17
	Regarding your main job: are you employed or self-employed?
	1. Regularly employed (employees with no fixed term of contract)
	

	
	
	2. Regularly employed (employers with a contract term of more than one year)
	

	
	
	3. Non regularly employed (more than 1 month but less than 1 year)
	

	
	
	4. Non-regularly employed (less than one month)
	

	
	
	5. Board member of a company or organization
	

	
	
	6. Self-employed with employer
	

	
	
	7. Self-employed without employer
	

	
	
	8. Family employee (assistance in own business)
	

	
	
	9. Home business
	

	
	
	10. Others
	

	17-1
	Regarding your main job: what is your designation at the place of employment?
	1. Regular staff/employee
	

	
	
	2. Part-time
	

	
	
	3. Part-time ("albeit")
	

	
	
	4. Dispatched worker of a worker dispatch undertaking
	

	
	
	5. Contract employee("keiyakushain")
	

	
	
	6. Contract employee ("shokutaku")
	

	
	
	7. Others
	

	17-2
	Regarding your main job: how big is your company?
	1. fewer than 5 employees
	This is the end of the questionnaire.

	
	
	2. More than 5 employees but fewer than 30 employees
	

	
	
	3. More than 30 employees but fewer than 100 employees
	

	
	
	4. More than 100 employees but fewer than 300 employees
	

	
	
	5. More than 300 employees but fewer than 500 employees
	

	
	
	6. More than 500 employees but fewer than 1000 employees
	

	
	
	7. More than 1000 employees but fewer than 5000 employees
	

	
	
	8. More than 5000 employees 
	

	
	
	9. Government administration office
	

	18
	Are you looking for a job with an income?
	Yes/No　
	If no, this is the end of the questionnaire.

	18-1
	How would you like to work?
	1. Regular staff/employee
	

	
	
	2. Part-time employee
	

	
	
	3. Temporary employee of a worker dispatch agency 
	

	
	
	4. Contract employee/fixed-term employee
	

	
	
	5. Self-employed
	

	
	
	6. Others
	

	18-2
	Are you able to get to work right away?
	Yes/No　
	

	18-3
	If you are able to get to work right away, are you looking for work now?
	Yes/No　
	

	
	If you are not able to get to work right away, what is the reason?
	1. Childbirth/childcare
	

	
	
	2. For care/nursing
	

	
	
	3. Not confident about my health
	

	
	
	4. Others
	


Online Resource 2. Health questionnaire
	1
	Please state your sex and date of birth.
	
	

	2
	Are you currently in a hospital or clinic or in a long-term care insurance facility?
	Yes/No
	If no, this is the end of the questionnaire.

	3
	Are you aware of any illness or injury that has made you feel unwell in the past few days?
	Yes/No
	If no, go to question 4.

	3-1
	What is(are) the symptom(s)? Please circle the number of all symptoms that apply to you.
	
	

	
	Please indicate the number of the symptom that concerns you the most.
	
	

	3-2
	Do you receive any treatment for the name of the symptom that concerns you the most? If yes, circle all the apply.
	1. Visit hospital or clinic
	

	
	
	2. Receive oriental medicine (acupuncture, moxibustion, massage), or judo therapy
	

	
	
	3. Self-medication
	

	
	
	4. Receive other treatment
	

	
	
	5. Do not receive any therapies
	

	4
	Are you currently visiting a hospital, clinic (medical or dental), oriental medicine (acupuncture, moxibustion, massage), or judo therapist for an injury or illness?
	Yes/No
	If no, go to question 5.

	4-1
	What type of injury or illness are you attending for? 
	1. Diabetes
	

	
	Please circle all the injury or disease names that apply to you and also check the ones that concern you the most.
	2. Obesity
	

	
	
	3. Dyslipidemia
	

	
	
	4.Thyroid diseases
	

	
	
	5. Depression or other mental illness
	

	
	
	6. Dementia
	

	
	
	7. Parkinson's disease
	

	
	
	8. Other neurological diseases
	

	
	
	9. Eye disease
	

	
	
	10. Ear disease
	

	
	
	11. Hypertension
	

	
	
	12. Stroke
	

	
	
	13. Angina pectoris/Myocardial infarction
	

	
	
	14. Other cardiovascular diseases
	

	
	
	15. Acute nasopharyngitis
	

	
	
	16. Allergic rhinitis
	

	
	
	17. Chronic obstructive pulmonary disease
	

	
	
	18. Asthma
	

	
	
	19. Other respiratory illnesses
	

	
	
	20. Diseases of the stomach and duodenum
	

	
	
	21. Liver and gallbladder
	

	
	
	22. Other digestive system diseases
	

	
	
	23. Dental disease
	

	
	
	24. Atopic dermatitis
	

	
	
	25. Other skin diseases
	

	
	
	26. Gout
	

	
	
	27. Rheumatoid arthritis
	

	
	
	28. Arthropathy
	

	
	
	29. Stiff shoulders
	

	
	
	30. Lumbar spondylosis
	

	
	
	31. Osteoporosis
	

	
	
	32. kidney disease
	

	
	
	33. Benign prostatic hyperplasia
	

	
	
	34. Perimenopausal or postmenopausal disorders
	

	
	
	35. Bone fractures
	

	
	
	36. Injuries and burns other than fractures
	

	
	
	37. Anemia/blood disease
	

	
	
	38. Malignant neoplasm
	

	
	
	39. Pregnancy/childbirth
	

	
	
	40. Infertility
	

	
	
	41. Others
	

	
	
	42. Unknown
	

	
	Only those aged ≥ 6 years old will answer the following questions.
	
	

	5
	Do you currently have any health problems that affect your daily life?
	Yes/No
	If no, go to question 6.

	5-1
	Which of the following has affected your health? Please circle all that apply.
	1. Activities of daily living
	

	
	
	2. Going out
	

	
	
	3. Work, housework
	

	
	
	4. Exercise
	

	
	
	5. Others
	

	6
	During the past month, were there any days when you were unable to perform your usual activities due to health problems? If yes, how many days?
	Yes (number of days)/No　
	

	7
	How is your current health status?
	1. Good
	

	
	
	2. Fairly Good
	

	
	
	3. Normal
	

	
	
	4. Not so good
	

	
	
	5. Bad
	

	8
	Do you currently eat or drink health foods like supplements?
	Yes/No　
	

	
	Only those ≥12 years will answer the following questions.
	
	

	9
	Are you currently experiencing any problems or stress in your daily life?
	Yes/No　
	If no, go to question 10.

	9-1
	What is the cause of it? Please circle the number of all causes that apply to you. Please indicate the number of the cause that concerns you the most.
	1. Relationships with family
	

	
	
	2. Relationships with non-family
	

	
	
	3. Love/Sex
	

	
	
	4. Marriage
	

	
	
	5. Divorce
	

	
	
	6. Bullying/sexual harassment
	

	
	
	7. Lack of purpose in life
	

	
	
	8. Lack of free time
	

	
	
	9. Income, finances, debt
	

	
	
	10. Own illness/care 
	

	
	
	11. Family illness/care
	

	
	
	12. Pregnancy/Childbirth
	

	
	
	13. Childcare
	

	
	
	14. Housework
	

	
	
	15. Own schoolwork/exams/
advanced study
	

	
	
	16. Children's education
	

	
	
	17. Own work
	

	
	
	18. Family work
	

	
	
	19. Housing/living environment (e.g., pollution)
	

	
	
	20. Others
	

	
	
	21. Do not know
	

	9-2
	How do you discuss your problems and stress? Please circle all the belongings that apply to you.
	1. Talk to a family member
	

	
	Also, please fill in up to two main numbers that apply.
	2. Talk to a friend or acquaintance
	

	
	
	3. Talk to my boss at work or teacher at school 
	

	
	
	4. Counseling in public institutions
	

	
	
	5. Counseling service at a private institution
	

	
	
	6. Consult with a doctor at a hospital or clinic
	

	
	
	7. Counseling section of TV, radio, newspaper
	

	
	
	8. Consultations other than 1 to 7
	

	
	
	9. Want to consult but cannot consult anyone
	

	
	
	10. Want to consult but do not know where to consult
	

	
	
	11. Do not need to consult
	

	10
	What was your average amount of sleep per day in the past month?
	1. Less than 5 hours
	

	
	
	2. More than 5 hours but less than 6 hours
	

	
	
	3. More than 6 hours but less than 7 hours
	

	
	
	4. More than 7 hours but less than 8 hours
	

	
	
	5. More than 8 hours but less than 9 hours
	

	
	
	6. More than 9 hours
	

	11
	In the past month, have you been getting enough rest through sleep?
	1. Not enough
	

	
	
	2. Fairly well
	

	
	
	3. Not very well
	

	
	
	4. Not at all
	

	12
	How often during the past 30 days did you feel nervous?
	1. All, 2. Most, 3. Some, 
4. A little, 5. None
	

	
	During the past 30 days, about how often did you feel hopeless?
	1. All, 2. Most, 3. Some, 
4. A little, 5. None
	

	
	During the past 30 days, about how often did you feel restless or fidgety?
	1. All, 2. Most, 3. Some, 
4. A little, 5. None
	

	
	How often did you feel so depressed that nothing could cheer you up?
	1. All, 2. Most, 3. Some, 
4. A little, 5. None
	

	
	During the past 30 days, about how often did you feel that everything was an effort?
	1. All, 2. Most, 3. Some, 
4. A little, 5. None
	

	
	During the past 30 days, about how often did you feel worthless?
	1. All, 2. Most, 3. Some, 4. A little, 5. None
	

	
	Only those ≥20 years old will answer the following questions.
	
	

	13
	How many days a week do you drink alcohol (sake, shochu, beer, western-style alcohol, etc.)? Please circle all the number that apply to you.
	1. Every day 
	If you chose 6, 7 or 8, go to question 14.

	
	
	2. 5––6 days a week 
	

	
	
	3. 3––4 days a week 
	

	
	
	4. 1––2 days a week
	

	
	
	5. 1––3 days a month
	

	
	
	6. Rarely drink
	

	
	
	7. Quit drinking
	

	
	
	8. Don't drink/Can't drink
	

	13–1
	How much alcohol do you drink per day? Please circle one number that applies to you in terms of sake.
	1. 180ml or less 
	

	
	
	2. more than 180ml or less than 360ml
	

	
	
	3. more than 360ml or less than 540ml
	

	
	
	4. more than 540ml or less than 720ml
	

	
	
	5. more than 720ml or less than 900ml
	

	
	
	6. more than 900ml 
	

	14
	Do you smoke? Please circle one number that applies to you. How many cigarettes do you smoke per day on average?
	1. Every day 
	

	
	
	2. Smoke occasionally on some days 
	

	
	
	3. Smoked in the past but not for more than one month
	

	
	
	4. Never
	

	15
	Do you do any of the following things for your health on a daily basis? Please circle all that apply.
	1. I eat breakfast, lunch, and dinner regularly.
	

	
	　　 
	2. I eat a well–balanced diet
	

	
	
	3. I eat light–flavored foods
	

	
	
	4. I try not to overeat.
	

	
	
	5. I exercise moderately (including sports) or am physically active.
	

	
	
	6. I get enough sleep.
	

	
	
	7. I do not smoke cigarettes.
	

	
	
	8. I try not to drink too much alcohol.
	

	
	
	9. I try not to be stressed.
	

	
	
	10. Others
	

	
	
	11. I don't do anything in particular
	

	16
	Have you had any medical checkups in the past year? (Excluding the following: cancer–only examinations, maternity examinations, 
	Yes/No　
	If no, go to question 16–2.

	
	dental health examinations, and examinations as medical treatment at hospitals and clinics)
	
	

	16–1
	If yes, on what occasions did you undergo medical checkups? Please circle all applicable numbers.
	1. Medical checkup conducted by the municipality
	

	
	
	2. Medical checkup conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Medical checkup conducted by a school
	

	
	
	4. Medical checkup at own expense
	

	
	
	5. Others
	

	16–2
	If no, for what reason did you not undergo these examinations? Please circle all that apply.
	1. I didn't know.
	

	
	
	2. I could not find the time.
	

	
	
	3. The location was far away.
	

	
	
	4. Because it costs too much.
	

	
	
	5. I was worried about tests such as blood sampling
	

	
	
	6. I was in the hospital at the time.
	

	
	
	7. I don't feel the need to have it every year.
	

	
	
	8. I was confident of my health status and did not feel the need
	

	
	
	9. I can visit a medical institution whenever I am concerned.
	

	
	
	10. I was worried about the result.
	

	
	
	11. It would be troublesome.
	

	
	
	12. Others
	

	17
	Have you had any of the following five cancer screenings in the past year?
	
	

	
	Gastric cancer screening (e.g., X–ray with barium, endoscopy)
	Yes/No　
	

	
	If yes, please circle all the occasions on which you underwent the screening. 
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Lung cancer screening (e.g., chest X–ray, sputum examination, etc.)
	Yes/No　
	

	
	
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Cervical cancer screening (e.g., uterine cytology)
	Yes/No　
	

	
	　　　
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Breast cancer screening (e.g., mammography, breast ultrasound)
	Yes/No　
	

	
	
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Colorectal cancer screening (e.g., fecal occult blood test)
	Yes/No　
	

	
	
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Only women ≥20 years old will answer the following questions
	
	

	
	Have you had any of the following two cancer screenings in the past 2 years?
	
	

	
	Cervical cancer screening (e.g., uterine cytology)
	Yes/No　
	

	
	　　　
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	

	
	Breast cancer screening (e.g., mammography, breast ultrasound)
	Yes/No　
	

	
	
	1. Screening conducted by the municipality
	

	
	
	2. Screening conducted by your employer or health insurance association (including family members' employers)

	
	
	3. Others
	



