Supplementary file
Demographic and Clinical Information Questionnaire
Full Name: ..............................................
Age: ................
National ID Number: ..............................................
Gender:
☐ Male
☐ Female
☐ Foreign National
Referral Center: ..............................................
Medical Record Number: ..............................................
Date of Visit: ..............................................
Telephone Number: ..............................................
Place of Residence: ....................................................................

1. Family History
☐ Yes
☐ No
2. History of Tobacco Use
☐ Yes
☐ No
3. Occupation: ..............................................
Occupational Exposure to Hazardous Chemicals or Gases
☐ Yes
☐ No
4. Comorbidities
☐ Diabetes Mellitus
☐ Hypertension
☐ Heart Failure
☐ Renal Failure
☐ Chronic Pulmonary Disease
5. Have you ever been diagnosed with a parasitic infection?
☐ Yes
☐ No
6. If yes, what type of parasite was identified?
☐ Echinococcus
☐ Other: ..............................................
7. Did the infection respond to treatment?
☐ Yes
☐ No
8. Have you had contact with contaminated soil or contaminated water in your workplace or living environment?
☐ Yes
☐ No
9. Have you had contact with animals (e.g., birds, dogs, or rodents) in your workplace or living environment?
☐ Yes
☐ No
10. Have you had contact with soil or stagnant water in your workplace or living environment?
☐ Yes
☐ No

Outcomes
Respiratory Symptoms
☐ Cough
☐ Sputum Production
☐ Dyspnea
☐ Chest Pain
☐ Wheezing
☐ Hemoptysis
Systemic Symptoms
☐ Fever
☐ Weakness
☐ Weight Loss
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