Amendment 1 – Questionnaire
Impact of the COVID-19 Pandemic on the Health of Women with Endometriosis
Personal Code:
- Mother’s first name (1st letter): ____
- Mother’s maiden name (1st letter): ____
- Mother’s birth month (3rd letter): ____
- Place of birth (last letter): ____
- Father’s first name (1st letter): ____

a) Personal Data
1. Age:
________________________________________
2. Height:
________________________________________
3. Current weight:
________________________________________
4. Weight before the pandemic:
________________________________________
5. Smoking:
☐ Yes    ☐ No
6. Current pregnancy:
☐ Yes    ☐ No
7. Previous pregnancy:
☐ Yes    ☐ No
8. Number of pregnancies:
________________________________________
9. Number of births:
________________________________________
b) Medical History
1. Current medication:
________________________________________
2. Change in medication during the pandemic?
☐ Yes    ☐ No
Reason:
________________________________________
3. Why was the medication changed?
________________________________________
4. Previous surgeries:
________________________________________
c) Endometriosis
1. Age at first menstruation:
________________________________________
2. Cycle regularity (25–35 days):
________________________________________
3. Duration of menstruation:
________________________________________
4. Menstrual bleeding before COVID-19 vaccination:
________________________________________
5. Change after vaccination?
☐ Yes    ☐ No
6. Symptoms after surgery:
________________________________________
7. Change in symptoms after vaccination:
________________________________________
8. Main place of treatment:
________________________________________
9. Change in treatment during pandemic?
☐ Yes    ☐ No
If yes, how:
________________________________________
d) COVID-19
1. Vaccinated against COVID-19?
☐ Yes    ☐ No
2. Number of vaccinations:
________________________________________
3. Type of vaccine:
________________________________________
4. Concerns due to endometriosis:
________________________________________
5. COVID-19 infection?
☐ Yes    ☐ No
Confirmed by antigen test:
☐ Yes    ☐ No
Confirmed by PCR test:
☐ Yes    ☐ No
Duration of infection:
________________________________________
6. Symptoms (tick):
☐ Cough ☐ Fever ☐ Headache ☐ Nasal congestion ☐ Limb pain ☐ Loss of smell ☐ Loss of taste ☐ Nausea ☐ Vomiting ☐ Diarrhea ☐ Pneumonia
7. Hospitalization?
☐ Yes    ☐ No
Duration:
________________________________________
e) Medical Care During the Pandemic
1. Inpatient treatment for endometriosis?
☐ Yes    ☐ No
2. Other inpatient treatment:
________________________________________


