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INTRODUCTION
Why are we asking you to fill out this survey?
This is important! We care deeply about properly evaluating your child's symptoms, assessing the quality of life of families, identifying problems in caring for children with these syndromes, understanding parents' challenges, types of support, and finally, gathering scientific data that can be used to present the challenges and issues facing your children and you to the appropriate decision-makers. 
Furthermore
Filling out this survey implies consent to use the data contained within it for scientific purposes. Participation in the study is voluntary and completely anonymous. I kindly ask you to provide your answers. 
QUESTIONNAIRE
(Questions regarding clinical problems in children diagnosed with Kabuki or CHARGE syndrome)
Child's Name and Surname:
· Date of Birth:
DEMOGRAPHIC DATA
1. Sex of the person filling out the survey:
· ☐ F
· ☐ M
2. Age of the person filling out the survey:
3. Education (of the person filling out the survey):
· ☐ Primary
· ☐ Vocational
· ☐ Secondary
· ☐ Higher
4. Education of partner:
· ☐ Primary
· ☐ Vocational
· ☐ Secondary
· ☐ Higher
5. Marital status of the parents of the child with Kabuki or CHARGE syndrome:
· ☐ Married
· ☐ Partnership
· ☐ Divorced
· ☐ Single parent
6. Does your child, to whom this survey pertains, have siblings?
· ☐ Yes
· ☐ No
Please state the number of siblings and their ages:
· ☐ Older, how many? Age?
· ☐ Younger, how many? Age?
7. Place of residence:
· ☐ Village
· ☐ Town up to 50,000 inhabitants
· ☐ City up to 100,000 inhabitants
· ☐ City up to 250,000 inhabitants
· ☐ City over 250,000 inhabitants
FAMILY HISTORY
· Are the parents related (consanguineous)?
· ☐ Yes
· ☐ No
MOTHER
· Year of birth:
· Diseases:
· ☐ Yes
· ☐ No
(If yes, what kind?)
FATHER
· Year of birth:
· Diseases:
· ☐ Yes
· ☐ No
(If yes, what kind?)
DISEASES IN THE FAMILY
(e.g., congenital defects, intellectual disability, genetic syndromes, pregnancy failures, neonatal/infant deaths, other)
OBSTETRIC HISTORY
· Number of pregnancies:
· Miscarriages: ☐ Yes ☐ No — Number:
· Stillbirths: ☐ Yes ☐ No — Number:
Pregnancies (Year of birth + sex + health problems):
· Pregnancy I:
· Pregnancy II:
· Pregnancy III:
· Pregnancy IV:
· Pregnancy V:
· Pregnancy VI:
· Next:
FETAL HISTORY OF THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. Possible abnormalities in imaging studies:
· a) 1st-trimester Ultrasound (e.g., NT, nasal bone, other):
· b) Mid-pregnancy Ultrasound (e.g., developmental defects, other):
2. Exposure to harmful factors during pregnancy (what, when):
3. Course of pregnancy:
· ☐ Normal
· ☐ Abnormal
If abnormal, what problems occurred:
· ☐ Respiratory tract infections
· ☐ Bleeding
· ☐ Edema
· ☐ Hypertension
· ☐ Proteinuria
· ☐ Thyroid diseases
· ☐ Other:
DIAGNOSIS OF SYNDROME
1. During pregnancy:
· ☐ Yes
· ☐ No
In which week of pregnancy:
· On Ultrasound: ☐ Yes ☐ No
· On Amniocentesis: ☐ Yes ☐ No
2. After birth:
· ☐ Yes
· ☐ No
At what age:
CHILDBIRTH
1. Mode of delivery:
· ☐ Vaginal delivery
· ☐ Cesarean section
· ☐ Forceps
· ☐ Vacuum extractor
2. Week of pregnancy (Gestational age / Hbd from health record book):
3. Complicated:
· ☐ Yes
· ☐ No
Cause:
4. Amniotic fluid:


· ☐ Clear
· ☐ Turbid
· ☐ Green
· ☐ Bloody
5. Apgar Score:
· 1 min.:
· 3 min.:
· 5 min.:
· 10 min.:
6. Birth metrics:
· Weight: g
· Length: cm
· Head circumference: cm
7. Jaundice:
· ☐ Yes
· ☐ No
Max bilirubin value: mg%
FIRST MONTH OF LIFE OF THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. Course of the neonatal period:
· ☐ Uncomplicated
· ☐ Complicated
2. Possible respiratory support:
· ☐ CPAP
· ☐ Ventilator
· ☐ Oxygen incubator
3. Congenital pneumonia:
· ☐ Yes
· ☐ No
4. Other infections:
5. Hospital stay:
· ☐ < 5 days
· ☐ 15 days - 2 weeks
· ☐ > 2 weeks - 1 month
· ☐ 1 month
6. Hearing test:
· ☐ Normal
· ☐ Abnormal
7. Child's health problems (developmental defects?):
DEVELOPMENT OF THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME (CALENDAR)
Enter in which month of life the event took place:
1. Motor skills:
· a) Sat briefly when placed: Month of life: _____ | ☐ Does not sit
· b) Sitting up independently: Month of life: _____ | ☐ Does not sit
· c) Independent walking: Month of life: _____ | ☐ Walks holding hands | ☐ Does not sit
· d) Pincer grasp: Month of life: _____ | ☐ Absent
· e) Using a spoon/fork: Month of life: _____ | ☐ Absent
2. Feeding:
· a) ☐ Exclusively breastfed | ☐ Bottle-fed | ☐ Mixed feeding: breast/bottle
· b) Eating from a spoon: Month of life: _____ | ☐ Absent
· c) Drinking from an open cup: Month of life: _____ | ☐ Absent
· d) Chewing and swallowing solid foods: Month of life: _____ | ☐ Absent
· e) Eating most meals independently: Month of life: _____ | ☐ Absent
3. Speech and social development:
· a) First words with understanding: Month of life: _____ | ☐ Does not speak words
· b) About 8 words: Month of life: _____ | Number of words: _____
· c) Simple sentences: Month of life: _____ | ☐ Does not form sentences
· d) Reaction to own name: Month of life: _____ | ☐ Absent
· e) Joint attention, following pointing: Month of life: _____ | ☐ Absent
· f) Following commands: Month of life: _____ | ☐ Does not perform
4. Cognitive domain:
· a) Looks at an appropriately named object/picture: Month of life: _____ | ☐ Does not perform
· b) Easily finds hidden objects: Month of life: _____ | ☐ Does not perform
· c) Points to one body part: Month of life: _____ | ☐ Does not perform
· d) Knows several body parts: Month of life: _____ | ☐ Does not know
· e) Plays simple symbolic/pretend games: Month of life: _____ | ☐ Does not play
· f) Begins to understand the concept of time: Month of life: _____ | ☐ Does not understand
· g) Counts to 10 and beyond: Month of life: _____ | ☐ Does not perform
· h) Copies a triangle and simple geometric figures: Month of life: _____ | ☐ Does not perform
5. Physiological needs:
· a) Signals during daytime starting from: Month of life: _____ | ☐ Does not perform
· b) Signals at night starting from: Month of life: _____ | ☐ Does not perform
IMAGING STUDIES PERFORMED TO DATE IN THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. Transfontanellar ultrasound:
· ☐ Yes ☐ No
· ☐ Normal ☐ Abnormal
2. Brain Magnetic Resonance Imaging (MRI):
· ☐ Yes ☐ No
· ☐ Normal ☐ Abnormal
3. Computed Tomography (CT) of the head:
· ☐ Yes ☐ No
· ☐ Normal ☐ Abnormal
4. Other additional tests:
SURGICAL PROCEDURES OR INJURIES IN THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. Surgical procedures:
2. Injuries:
CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. Stayed/stays at home:
· ☐ Up to 2 years of age
· ☐ Up to 4 years of age
· ☐ Up to 7 years of age
· ☐ Permanently
2. Attended/attends nursery:
· ☐ Yes
· ☐ No
3. Attended/attends kindergarten:
· ☐ Mainstream
· ☐ Integrative
· ☐ Special needs
4. Attended/attends school:
· ☐ Mainstream
· ☐ Integrative
· ☐ Special needs
5. Primary medical care:
· ☐ Yes
· ☐ No
6. Specialist medical care:
· ☐ Yes
· ☐ No
Which:
· ☐ Physiotherapy
· ☐ Speech therapy
· ☐ Special educator
· ☐ Psychologist
7. Vaccinations according to the current schedule:
· ☐ Yes
· ☐ No
Additional:
8. Other therapies:
9. Diet:
10. Chronic medications taken:
GENETIC TEST RESULTS OF THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
1. (Gene name and mutation symbol, e.g., KMT2D; 15536G>A; Arg5179His):
2. Test was performed: ☐ Before birth ☐ After birth
3. Gene:
· ☐ KMT2D
· ☐ KDM6A
· ☐ CHD7
· ☐ Other gene (which?)
4. Type of test:
· ☐ Targeted testing of KMT2D, KDM6A, CHD7 genes
· ☐ Multi-gene panel
· ☐ WES (Whole Exome Sequencing)
· ☐ MLPA, aCGH
(Please attach a copy/scan of test results)
CLINICAL PROBLEMS IN THE CHILD DIAGNOSED WITH KABUKI OR CHARGE SYNDROME
NEURODEVELOPMENTAL PROBLEMS
1. Has epilepsy been diagnosed in the child, and if so, when?
· ☐ Yes
· ☐ No
· a) If yes:
· When (please state child's age) did the first seizures occur?
· How many seizures occur per 24 hours, week, month, year (please specify)?
· b) Is epilepsy being treated?
· ☐ Yes
· ☐ No
· If yes, what medications did the child take (type of medication + dosage):
· What medications does the child currently take (child's weight, type of medication + dosage):
2. Has the child experienced/does the child experience seizures with loss of consciousness?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
3. Does the child experience seizures during sleep?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
4. Does the child have episodes of staring/absences that are difficult to interrupt to establish contact?
· ☐ Yes
· ☐ No
If yes, what kind:
5. Does the child report unusual sensations, e.g., headache, nausea, vision disturbances, or other?
· ☐ Yes
· ☐ No
If yes, what kind, how many times, or how often:
6. Does the child exhibit short-term and unusual behaviors that differ from their typical behavior?
· ☐ Yes
· ☐ No
7. Do you observe sudden head drops?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
8. Do you observe falls without a clear cause?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
9. Do you observe sudden jerks or flexing of limbs?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
10. Do you observe abnormal eye positioning to the side, up, or down?
· ☐ Yes
· ☐ No
If yes, how many times or how often:
11. Do you observe involuntary movements (movements independent of the child's will, or movements superimposed on an ongoing action)?
· ☐ Yes
· ☐ No
12. Do you observe involuntary (unplanned) movements when the child is at rest?
· ☐ Yes
· ☐ No
13. Do the above movements occur during sleep?
· ☐ Yes
· ☐ No
14. During a single movement, do other movements unrelated to the activity occur (e.g., tremors or other movements)?
· ☐ Yes
· ☐ No
If yes, what kind:
ENDOCRINE / METABOLIC PROBLEMS
15. Do you observe changes in the child's behavior after a long period without food?
· ☐ Yes
· ☐ No
If yes, what does it consist of? (One sentence)
16. Do you observe periods of fatigue or excessive sleepiness?
· ☐ Yes
· ☐ No
17. Does the child seem tired in the morning hours before a meal?
· ☐ Yes
· ☐ No
18. How many meals does the child eat per day?
19. What is the child's morning behavior before breakfast? (Three sentences)
20. Does the child's behavior change after the morning meal?
· ☐ Yes
· ☐ No
21. How many hours does the child sleep?
22. Is the child fed at night?
· ☐ Yes
· ☐ No
23. Does the child wake up at night?
· ☐ Yes
· ☐ No
24. Do you observe tremors (rhythmic movements of limbs or body parts)?
· ☐ Yes
· ☐ No
25. Has low blood sugar (hypoglycemia) been diagnosed in the child?
· ☐ Yes
· ☐ No
If yes, at what age?
26. Does the child receive glucose?
· ☐ Yes
· ☐ No
If yes, in what form?
27. Does the child receive insulin?
· ☐ Yes
· ☐ No
If yes, in what form?
28. Has the child experienced loss of consciousness without seizures?
· ☐ Yes
· ☐ No
If yes, how many times or how often?
29. Does the child feel hungry during the day?
· ☐ Yes
· ☐ No
If yes, how often?
30. Does the child feel the need to drink a large amount of fluids during the day?
· ☐ Yes
· ☐ No
31. Does the child feel the need to go to the toilet frequently?
· ☐ Yes
· ☐ No
32. Does the child feel weariness/fatigue during the day?
· ☐ Yes
· ☐ No
33. Is/was the child treated with growth hormone?
· ☐ Yes
· ☐ No
If yes, from when to when (or for how long) and at what doses?
34. Has pituitary growth hormone deficiency or another form of growth hormone deficiency been diagnosed?
· ☐ Yes
· ☐ No
If yes, at what age was the child diagnosed?
GASTROENTEROLOGICAL / RESPIRATORY PROBLEMS
35. Does the child have dental abnormalities?
· ☐ Yes
· ☐ No
If yes, what kind?
36. Have you noticed swallowing problems in your child:
· a) Solid food: ☐ Yes ☐ No
· b) Liquid food: ☐ Yes ☐ No
· c) Need to wash down bites of food: ☐ Yes ☐ No
37. During meals, does your child choke/gag?
· a) Yes, at every meal: ☐ Yes ☐ No
· b) Yes, more than once a week: ☐ Yes ☐ No
· c) Yes, less than once a week: ☐ Yes ☐ No
· d) Does not choke: ☐ Yes ☐ No
38. Has your child ever aspirated food/liquid while eating?
· ☐ Yes
· ☐ No
If yes:
· a) How many times?
· b) How many times did this require medical help?
39. Does your child ever have wheezing?

· ☐ Yes
· ☐ No
40. Has your child had respiratory tract infections?
· a) Pharyngitis/sore throat: ☐ Yes ☐ No | ☐ Sporadically ☐ Frequently
· b) Bronchitis: ☐ Yes ☐ No | ☐ Sporadically ☐ Frequently
· c) Pneumonia: ☐ Yes ☐ No | ☐ Sporadically ☐ Frequently
41. How many times has your child taken antibiotics due to a respiratory infection?
42. Has your child been hospitalized for other reasons?
· ☐ Yes
· ☐ No
If yes:
· a) How many times:
· b) For what reason:
43. Have you noticed that your child spontaneously regurgitates or ruminates outside feeding times (younger children)?
· ☐ Yes
· ☐ No
If yes: ☐ Sporadically ☐ Frequently
44. Does your child complain of heartburn, pain, or a burning sensation behind the breastbone after eating (older children)?
· ☐ Yes
· ☐ No
If yes: ☐ Sporadically ☐ Frequently
45. Does your child take medications acting on the digestive system?
· ☐ Yes
· ☐ No
46. Has gastroesophageal reflux been diagnosed in your child?
· ☐ Yes
· ☐ No
47. Has asthma ever been diagnosed in your child?
· ☐ Yes
· ☐ No
48. Does your child have anemia?
· ☐ Yes
· ☐ No
49. Has celiac disease (gluten intolerance) been diagnosed in the child?
· ☐ Yes
· ☐ No
50. Does the child suffer from constipation?
· ☐ Yes
· ☐ No
If yes: ☐ Sporadically ☐ Frequently
51. Is the child being treated for constipation?
· ☐ Yes
· ☐ No
If yes, what medications do they take, since when, and what dosage:
OTHER PROBLEMS
52. Has a cancer/tumor been diagnosed in the child?
· ☐ Yes
· ☐ No
If yes, what type of tumor and at what age?
53. Have posture defects been diagnosed?
· ☐ Yes
· ☐ No
If yes, what defect?
54. Have the following ophthalmological problems been diagnosed in the child?
· ☐ Strabismus (squint)
· ☐ Astigmatism
· ☐ Nystagmus
· ☐ Cataract
· ☐ Myopia (nearsightedness)
· ☐ Hyperopia (farsightedness)
· ☐ Inability to fully close eyelids (lagophthalmos)
· ☐ Excessive tearing
55. Has hearing loss been diagnosed in the child?
· ☐ Yes
· ☐ No
If yes:
· ☐ Conductive
· ☐ Sensorineural
· ☐ Bilateral
· ☐ Unilateral
· ☐ Mild
· ☐ Moderate
· ☐ Severe
56. Has the child experienced/does the child experience ear infections?
· ☐ Yes
· ☐ No
If yes: ☐ Sporadically ☐ Frequently
57. Has hearing loss related to chronic otitis media ("glue ear") been diagnosed in your child?
· ☐ Yes
· ☐ No
58. Were ear grommets/drains used?
· ☐ Yes
· ☐ No
If yes, how many times:
59. Has a cleft palate been diagnosed in your child?
· ☐ Yes
· ☐ No
60. Has palatal insufficiency (velopharyngeal insufficiency) been diagnosed in your child?
· ☐ Yes
· ☐ No
61. Has a cleft lip been diagnosed in your child?
· ☐ Yes
· ☐ No
If yes: ☐ Unilateral ☐ Bilateral
62. Has a heart defect been diagnosed in your child?
· ☐ Yes
· ☐ No
If yes, what kind:
63. Has hypotonia (floppiness/low tone) been diagnosed in your child?
· ☐ Yes
· ☐ No
If yes, was/is it: ☐ Muscle hypotonia ☐ Ligamentous laxity
64. Does the child move around independently?
· ☐ Yes
· ☐ No
If no, what equipment do they use:
65. Has the child been / is the child currently in rehabilitation?
· ☐ Yes
· ☐ No
If yes, using what method:
66. Has your child's development been assessed using a developmental scale (e.g., Leiter, Wechsler)?
· ☐ Yes
· ☐ No
If yes, please indicate:
· a) Date of assessment and score:
· b) Strengths and weaknesses in the assessment: (Three sentences)
67. Is the child under speech therapy care?
· ☐ Yes
· ☐ No
68. Have immunodeficiencies or immunity deficits been found in your child?
· ☐ Yes
· ☐ No
69. Has hypothyroidism been diagnosed in your child?
· ☐ Yes
· ☐ No
70. Have other medical problems not mentioned above been diagnosed in your child?
· ☐ Yes
· ☐ No
If yes, please list them:
FAMILY SITUATION
71. How many people total are in your family?
· ☐ 2
· ☐ 3
· ☐ 4
· ☐ 5+
72. Monthly income for your household falls within:
· ☐ Up to 3,000 PLN
· ☐ 3,000–5,000 PLN
· ☐ 5,000–8,000 PLN
· ☐ 8,000–10,000 PLN
· ☐ Over 10,000 PLN
73. Do you consider your financial situation sufficient to cover all child's needs related to the illness?
· ☐ Yes
· ☐ No
74. Are you gainfully employed?
· ☐ Yes, one spouse
· ☐ Yes, both spouses
· ☐ No
75. Was the child's illness a reason for resigning from work or declining job offers?
· ☐ Yes, for one spouse
· ☐ Yes, for both spouses
· ☐ No
76. How do you rate the quality of medical care needed for your child? (Please evaluate communication with doctors and other medical staff, staff professionalism, access to care)
· ☐ Quality is good / fairly good
· ☐ Quality is average
· ☐ Quality is not good
77. If applicable to you, please indicate which areas of care are most neglected:
· ☐ Not applicable
· ☐ Professionalism of doctors and/or caregivers
· ☐ Access to care
· ☐ Communication with doctors
· ☐ Cost/quality ratio
· ☐ Other (what?)
78. Which family member most frequently cares for the child?
· ☐ Mother
· ☐ Father
· ☐ Grandparents
· ☐ Siblings
· ☐ Other family member
79. Has the illness affected family and/or marital relationships negatively?
· ☐ Yes
· ☐ No
80. Do you have opportunities to pursue your hobbies?
· ☐ Yes
· ☐ No
81. Do you have the opportunity to rest without children? (For example, do you have opportunities for trips or entertainment outings?)
· ☐ Yes
· ☐ No
82. Do you receive help from foundations or associations?
· ☐ Yes
· ☐ No
83. Which of the following caregivers/specialists do you use? (You may select more than one answer)
· ☐ Doctor (family doctor, pediatrician, neurologist, geneticist, ...)
· ☐ Speech therapist
· ☐ Nurse
· ☐ Physiotherapist
· ☐ Dietitian
· ☐ Other therapist
84. Do you pay out-of-pocket for the above-mentioned forms of care?
· ☐ Yes, fully
· ☐ Yes, partially
· ☐ No
85. How much do you spend per month on child therapy using the above care forms?
· ☐ Up to 500 PLN monthly
· ☐ 500–1,000 PLN monthly
· ☐ 1,000–2,000 PLN monthly
· ☐ 2,000–3,000 PLN monthly
· ☐ Over 3,000 PLN monthly
86. How many hours per week do you spend performing child rehabilitation yourself?
· ☐ Up to 5 hours weekly
· ☐ Up to 10 hours weekly
· ☐ Up to 15 hours weekly
· ☐ Over 15 hours weekly
87. What rehabilitation methods do you use?
· ☐ Vojta
· ☐ NDT-Bobath
· ☐ Krakow Method
· ☐ Other (what?)
88. Do you receive funding/co-financing for specialized equipment for child rehabilitation and general improvement?
· ☐ No
· ☐ Yes, [2,000–4,000 PLN monthly]
· ☐ Yes, [4,000–6,000 PLN monthly]
· ☐ Yes, [over 6,000 PLN monthly]
89. How often is your child hospitalized or admitted to a rehabilitation center?
· ☐ Once a year
· ☐ Twice a year
· ☐ More than twice a year
90. Do you receive public funding for stays in specialized rehabilitation centers?
· ☐ Yes
· ☐ No
91. What proportion of the total cost for a single stay at a child rehabilitation center is covered by public or other funding? (Percentage of total stay costs):
· ☐ 10%
· ☐ 20%
· ☐ 20–50%
· ☐ 50–70%
· ☐ 50–90%
· ☐ 100%
92. How far from your residence is the hospitalization or rehabilitation center located?
· ☐ <10 km
· ☐ 10–30 km
· ☐ 30–60 km
· ☐ 60–100 km
· ☐ >100 km
93. Are you satisfied with the hospitalizations, treatment outcomes, and cooperation with healthcare providers?
· ☐ Yes, because I believe hospital treatment improves the child's condition.
· ☐ Yes, for other reasons.
· ☐ No, because I believe hospital treatment does not improve the child's condition.
· ☐ No, for other reasons.
94. Has your child's quality of life improved since starting treatment?
· ☐ Yes, greatly
· ☐ Yes, moderately
· ☐ Very little
· ☐ No
KNOWLEDGE ABOUT THE SYNDROME
95. Where do you get your knowledge about Kabuki/CHARGE syndrome?
· ☐ Internet
· ☐ Doctor
· ☐ Associations, foundations
· ☐ Conferences/meetings
· ☐ Other literature
· ☐ Professional literature, scientific articles
· ☐ Other parents
· ☐ Other
96. Have you participated in scientific conferences for people with Kabuki/CHARGE syndrome or other rare genetic syndromes?
· ☐ Yes
· ☐ No
97. Do you regularly follow websites that cover progress in knowledge about the disease?
· ☐ Yes, uptodate.com
· ☐ Yes, mp.pl
· ☐ Yes, wikipedia
· ☐ Yes, rarediseases.org
· ☐ Yes, childrenshospital.org
· ☐ Yes, other (which?)
· ☐ No
98. As a family, are you a member of associations supporting children with genetic syndromes, disabilities, or developmental disorders?
· ☐ Yes (which?)
· ☐ No
99. In your opinion, what is missing to improve the quality of life for your child and the whole family?
· ☐ More money for treatment
· ☐ More time spent with specialists
· ☐ More public awareness/knowledge about the disease
· ☐ Something else?
· ☐ Nothing is missing
100. Do you feel that your level of knowledge about your child's disease is satisfactory?
· ☐ Yes
· ☐ No
101. Do you fully accept your child's illness?
· ☐ Yes
· ☐ No

