Post COVID-19 Infection Questionnaire

1. Your Name 

2. Contact Number

3. Are you using mTOR inhibitors (sirolimus or everolimus)? 
Yes
No
4. Type and dosage of mTOR inhibitors

5. Do you require oxygen therapy before infection? 
Yes
No
6. Oxygen therapy condition

7. Pulse oxygen saturation (room air, at rest)

8. SARS-COV-2 Vaccination
Not vaccinated
Dose 1: Date____
Dose 2: Date____
Dose 3: Date____

9. COVID-19 symptoms: [Multiple-Choice Question]
Nasal Congestion
Runny Nose
Sore Throat
Headache
Loss of Smell
Loss of Taste
Fatigue
Fever
Chills
Muscle Pain
Joint Pain
Dry Cough
Productive Cough
Hemoptysis (Coughing up Blood)
Diarrhea
Nausea
Vomiting

10. Date Nasal Congestion Started [Date/Time Question]
Is Nasal Congestion Resolved? 
Yes
No
Date Nasal Congestion Ended [Date/Time Question]

11. Date Runny Nose Started [Date/Time Question]
Is Runny Nose Resolved?
Yes
No
Date Runny Nose Ended [Date/Time Question]

12. Date Sore Throat Started [Date/Time Question]
Is Sore Throat Resolved?
Yes
No
Date Sore Throat Ended [Date/Time Question]

13. Date Headache Started [Date/Time Question]
Is Headache Resolved? 
Yes
No
Date Headache Ended [Date/Time Question]

14. Date Loss of Smell Started [Date/Time Question]
Is Loss of Smell Resolved? 
Yes
No
Date Loss of Smell Ended [Date/Time Question]

15. Date Loss of Taste Started [Date/Time Question]
Is Loss of Taste Resolved?
Yes
No
Date Loss of Taste Ended [Date/Time Question]

16. Date Fatigue Started [Date/Time Question]
Is Fatigue Resolved?
Yes
No
Date Fatigue Ended [Date/Time Question]

17. Date Fever Started [Date/Time Question]
Is Fever Resolved?
Yes
No
Date Fever Ended [Date/Time Question]

18. Date Chills Started [Date/Time Question]
Is Chills Resolved? [Multiple-Choice Question]
Yes
No
Date Chills Ended [Date/Time Question]

19. Date Muscle Pain Started [Date/Time Question]
Is Muscle Pain Resolved?
Yes
No
Date Muscle Pain Ended [Date/Time Question]

20. Date Joint Pain Started [Date/Time Question]
Is Joint Pain Resolved? 
Yes
No
Date Joint Pain Ended [Date/Time Question]

21. Date Dry Cough Started [Date/Time Question]
Is Dry Cough Resolved? 
Yes
No
Date Dry Cough Ended [Date/Time Question]

22. Date Productive Cough Started [Date/Time Question]
Is Productive Cough Resolved?
Yes
No
Date Productive Cough Ended [Date/Time Question]

23. Date Hemoptysis Started [Date/Time Question]
Is Hemoptysis Resolved? 
Yes
No
Date Hemoptysis Ended [Date/Time Question]

24. Date Diarrhea Started [Date/Time Question]
Is Diarrhea Resolved? [Multiple-Choice Question]
Yes
No
Date Diarrhea Ended [Date/Time Question]

25. Date Nausea Started [Date/Time Question]
Is Nausea Resolved? 
Yes
No
Date Nausea Ended [Date/Time Question]

26. Date Vomiting Started [Date/Time Question]
Is Vomiting Resolved? 
Yes
No
Date Vomiting Ended [Date/Time Question]

27. Date of Positive COVID-19 Nucleic Acid/Antigen Test [Date/Time Question]

28. Treatment Location 
Home
Temporary Facility
Hospitalization
Outpatient Care


COVID-19 Follow-up Questionnaire

1. Your Name [Single-Line Text]

2. Contact Number [Single-Line Text]

3. Did you stop using mTOR inhibitor due to COVID-19 infection? 
Yes
No
Never used

4. Did you experience worsening of dyspnea after COVID-19? 
Worsening of pre-existing dyspnea
New onset of dyspnea
No dyspnea

5. Did your pulse oxygen saturation decrease (lowest value without oxygen) ≥5% after COVID-19? 
Yes
No

6. Did you require additional oxygen after COVID-19?
Required oxygen, similar to pre-infection
Required oxygen, with increased duration or flow rate
Did not require oxygen

7. Did you seek emergency or outpatient care due to COVID-19?
Yes
No

8. Medications used [Multiple-Choice Question]
Antipyretics (e.g., ibuprofen, acetaminophen, naproxen, etc.)
Oral corticosteroids (e.g., dexamethasone, prednisone, etc.)
Intravenous corticosteroids
Inhaled corticosteroids
Paxlovid (nirmatrelvir/ritonavir tablets)
Azvudine
Antibiotics
Other____

9. Were you hospitalized due to COVID-19? 
Yes
No

10. Length of Hospitalization (days) [Single-Line Text]

11. Did you stay in the ICU? [Multiple-Choice Question]
Yes
No

12. Length of ICU stay (days) [Single-Line Text]

13. Did you use mechanical ventilation support?
Yes, non-invasive ventilation
Yes, invasive ventilation (intubation, tracheostomy)
Yes, both non-invasive and invasive ventilation
No

14. Duration of mechanical ventilation use (days) [Single-Line Text]

