[bookmark: _GoBack]Occupational Health Survey Questionnaire

Number:              
· Gender:  Male   Female
· Age:      years
· Profession:             
· Work duration:           years 
· History of Dust Exposure:  Yes  No       
Years of Dust Exposure:       years   
Type of work:            
· Diagnosed with Silicosis:  Yes  No    
Stage of Silicosis:         stage
Year of Diagnosis:         

Instructions: Please mark a checkmark (√) for options that apply and provide any additional information in the blank space next to the question. Thank you for your cooperation and support.
· Basic Information
1. Height:       cm    
Weight:       kg
2. Systolic Blood Pressure:       mmHg   
Diastolic Blood Pressure:       mmHg 
Heart Rate:       beats/min
3. Smoking Status
Smoking    Yes  (      cigarettes/day, years of smoking:      )     No 
4. Alcohol Consumption
Alcohol     Yes  (      mL/day, years of drinking:       )         No 
5. Past Medical History:                                                   
6. Family History of Lung Cancer:                                                   
· Current Health Status
1. Hypertension                                         
 Yes         No         Additional information:                             
2. Diabetes                                             
 Yes         No         Additional information:                             
3. Other Cardiovascular Diseases Besides Hypertension (Including Coronary Heart Disease/Myocardial Infarction/Myocardial Ischemia/Arrhythmia, etc.)   
 Yes         No         Additional information:                             
4. Pulmonary Diseases (Including Chronic Obstructive Pulmonary Disease/Asthma/Pulmonary Collapse/Active Pulmonary Tuberculosis, etc.)                                
 Yes         No         Additional information:                             
5. Fibrotic Diseases Outside the Lungs
 Yes         No         Additional information:                             
6. Liver or Kidney Dysfunction                                        
 Yes         No         Additional information:                             
7. Malignant Tumors                                            
 Yes         No         Additional information:                             
8. Autoimmune Diseases                                     
 Yes         No         Additional information:                             
9. Medication Treatment in the Past 3 Months                              
 Yes         No         Additional information:                             
10. Infection or Communicable Diseases in the Past 3 Months
 Yes         No         Additional information:                             
11. Received Glucocorticoids or Other Immunosuppressants in the Past 6 Months              
 Yes         No         Additional information:                             



