Supplementary Material 1：Questionnaire on Baseline Characteristics and Symptom Assessment

INSTRUCTIONS FOR PARTICIPANTS:
This part questionnaire aims to understand the long-term health status following a SARS-CoV-2 infection. It consists of three parts: (A) Demographic Information, (B) Acute Phase of SARS-CoV-2 Infection, and (C) Post-COVID-19 Condition (Long COVID) Assessment. Please answer all questions as accurately as possible based on your personal experience. All data collected will be used for medical research purposes only and will be kept strictly confidential. Thank you for your contribution.

Section I. Demographic Information
1. Gender: □ Male □ Female
2. Age: ______ years
3. Height: ______ cm
4. Weight: ______ kg
5. Education level: □ Did not complete high school / No diploma
□ High school / Vocational / Technical school  □ Associate degree / College degree
□ Bachelor’s degree   □ Master’s degree or advanced degree (e.g., MSc, MA, MD, PhD)
6. Annual household income: □ < 80,000 RMB □ 80,000–150,000 RMB
□ 150,000–300,000 RMB □ 300,000–1,000,000 RMB □ > 1,000,000 RMB
7. Ever smoking: □ Yes □ No
8. Alcohol abuse: □ Yes □ No
9. COVID-19 vaccination status:
□ 3 doses (including booster) □ 2 doses □ 1 dose □ Unvaccinated
10. Comorbidities (please check all that apply):
□ None □ Chronic obstructive pulmonary disease (COPD)  □ Asthma
□ Bronchiectasis □ Interstitial lung disease (ILD) 
□ Obstructive sleep apnea syndrome (OSAS) □ Hypertension
□ Cardiovascular disease (CVD) □ Arrhythmia
□ Hyperlipidemia □ Diabetes mellitus (DM)
□ Chronic renal failure (CRF) □ Connective tissue disease (CTD)
□ Cerebral stroke □ Malignancy
□ Other : ____________________



Section II. Acute-phase Information During SARS-CoV-2 Infection
1. Have you been infected with SARS-CoV-2 more than once?
□ No □ Yes, number of infections: ____ times 

2. First SARS-CoV-2 Infection
2.1 Date of diagnosis: ____ / ____ / ____ (YYYY/MM/DD)
2.2 Diagnostic method (excluding contact history and clinical symptoms):
□ PCR positive □ Antigen positive
□ Antibody positive □ Radiologic findings suggestive of viral pneumonia
□ without any laboratory or radiological confirmation
2.3 Hospitalization:
□ No □ Yes, days hospitalized: ______
2.4 Use of antiviral medications:
□ None □ Nirmatrelvir / Ritonavir (Paxlovid)
□ Azvudine □ Molnupiravir
□ Other: ____________________
2.5 Acute symptoms during the first infection
Please indicate whether the following symptoms were present:
	□ Fatigue
□ Fever
□ Sweats
□ Chills
□ Post-exertional malaise
□ Weight loss
□ Cough
□ Expectoration
□ Shortness of breath / Chest distress
□ Wheezing
□ Dyspnea
□ Decreased activity tolerance
□ Sore throat
□ Chest pain
□ Palpitations
□ Hair loss
□ Skin rash
□ Hearing loss / Ringing in ears
□Vision problems (blurry vision, light 
sensitivity, difficulty reading or focusing, 
floaters, flashing lights, “snow-like” vision)
□ Abdominal pain
□ Constipation
□ Diarrhea
□ Anorexia
□ Vomiting
□ Thirst
	□ Joint / Spine pain
□ Muscle pain
□ Weakness in arms or legs
□“Brain fog”/ Problems thinking or 
concentrating
□ Dizziness
□ Headache
□ Numbness / Tingling
□ Paralysis
□ Seizures
□ Loss or change in smell
□ Loss or change in taste
□ Tremor
□ Forgetfulness
□ Problems with balance
□ Slowed movements
□ Anxiety
□ Depression
□ Sleep disorders
□ Pelvic / Genital pain
□ Changes in sexual desire or capacity
□ Bladder problems (incontinence, difficulty 
passing urine, incomplete emptying)
□New or worsening symptoms of allergic rhinitis
□ Sneezing


3. Second SARS-CoV-2 Infection (if applicable)
3.1 Date of diagnosis: ____ / ____ / ____ (YYYY/MM/DD)
3.2 Diagnostic method:
□ PCR positive □ Antigen positive
□ Antibody positive □ Radiologic findings suggestive of viral pneumonia
□ a clear history of close contact with confirmed cases plus COVID-19 symptoms
3.3 Hospitalization:
□ No □ Yes, days hospitalized: ______
3.4 Use of antiviral medications:
□ None □ Nirmatrelvir / Ritonavir (Paxlovid)
□ Azvudine □ Molnupiravir
□ Other: ____________________
3.5 Acute symptoms during the first infection
Please indicate whether the following symptoms were present:
	□ Fatigue
□ Fever
□ Sweats
□ Chills
□ Post-exertional malaise
□ Weight loss
□ Cough
□ Expectoration
□ Shortness of breath / Chest distress
□ Wheezing
□ Dyspnea
□ Decreased activity tolerance
□ Sore throat
□ Chest pain
□ Palpitations
□ Hair loss
□ Skin rash
□ Hearing loss / Ringing in ears
□Vision problems (blurry vision, light 
sensitivity, difficulty reading or focusing, 
floaters, flashing lights, “snow-like” vision)
□ Abdominal pain
□ Constipation
□ Diarrhea
□ Anorexia
□ Vomiting
□ Thirst
	□ Joint / Spine pain
□ Muscle pain
□ Weakness in arms or legs
□“Brain fog”/ Problems thinking or 
concentrating
□ Dizziness
□ Headache
□ Numbness / Tingling
□ Paralysis
□ Seizures
□ Loss or change in smell
□ Loss or change in taste
□ Tremor
□ Forgetfulness
□ Problems with balance
□ Slowed movements
□ Anxiety
□ Depression
□ Sleep disorders
□ Pelvic / Genital pain
□ Changes in sexual desire or capacity
□ Bladder problems (incontinence, difficulty 
passing urine, incomplete emptying)
□New or worsening symptoms of allergic rhinitis
□ Sneezing



4. Third or more SARS-CoV-2 Infection (if applicable)
4.1 Date of diagnosis: ____ / ____ / ____ (YYYY/MM/DD)
4.2 Diagnostic method:
□ PCR positive □ Antigen positive
□ Antibody positive □ Radiologic findings suggestive of viral pneumonia
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Section III. Long-term Assessment One Year After SARS-CoV-2 Infection

1. Do you feel that you have fully recovered from COVID-19 at present?
□ Yes, fully recovered
□ No, not fully recovered
□ Uncertain

2. In the past month, have you experienced any of the following persistent symptoms that began or persisted at least 3 months after COVID-19 infection?
For each symptom, please indicate:
(1) Whether the symptom is present and persistent for more than 2 months?
(2) Severity (1 = mild, 2 = moderate, 3 = severe)
(3)Whether you believe the symptom is related to SARS-CoV-2 infection (could not be explained by other medical conditions)？
	Category
	Symptom
	Present
	Severity 
(if present)
	Related to
SARS-CoV-2 infection? 
(if present)

	General
	Fatigue
	□
	1□ 2□ 3□
	□Related

	
	Fever
	□
	1□ 2□ 3□
	□Related

	
	Excessive sweating
	□
	1□ 2□ 3□
	□Related

	
	Chills
	□
	1□ 2□ 3□
	□Related

	
	Post-exertional malaise
	□
	1□ 2□ 3□
	□Related

	
	Lose weight
	□
	1□ 2□ 3□
	□Related

	Respiratory
	Cough
	□
	1□ 2□ 3□
	□Related

	
	Expectoration
	□
	1□ 2□ 3□
	□Related

	
	Shortness of breath/
chest distress
	□
	1□ 2□ 3□
	□Related

	
	Wheezing sounds
	□
	1□ 2□ 3□
	□Related

	
	Dyspnea
	□
	1□ 2□ 3□
	□Related

	
	Decreased activity tolerance
	□
	1□ 2□ 3□
	□Related

	
	Sore throat
	□
	1□ 2□ 3□
	□Related

	
	Sneeze
	□
	1□ 2□ 3□
	□Related

	
	New/worsening symptoms of allergic rhinitis
	□
	1□ 2□ 3□
	□Related

	Cardiovascular
	Chest pain
	□
	1□ 2□ 3□
	□Related

	
	Palpitations
	□
	1□ 2□ 3□
	□Related

	Skin
	Hair loss
	□
	1□ 2□ 3□
	□Related

	
	Skin rash
	□
	1□ 2□ 3□
	□Related

	Hearing / Vision
	Hearing loss/ringing in ears
	□
	1□ 2□ 3□
	□Related

	
	Vision problems
	□
	1□ 2□ 3□
	□Related

	Gastrointestinal
	Abdominal pain
	□
	1□ 2□ 3□
	□Related

	
	Constipation
	□
	1□ 2□ 3□
	□Related

	
	Diarrhea
	□
	1□ 2□ 3□
	□Related

	
	Anorexia
	□
	1□ 2□ 3□
	□Related

	
	Vomiting
	□
	1□ 2□ 3□
	□Related

	Endocrine
	Thirst
	□
	1□ 2□ 3□
	□Related

	Musculoskeletal
	Joint/spine pain
	□
	1□ 2□ 3□
	□Related

	
	Muscle pain
	□
	1□ 2□ 3□
	□Related

	
	Weakness in arms or legs
	□
	1□ 2□ 3□
	□Related

	Neurological
	Brain fog/problems thinking or concentrating
	□
	1□ 2□ 3□
	□Related

	
	Dizziness
	□
	1□ 2□ 3□
	□Related

	
	Headache
	□
	1□ 2□ 3□
	□Related

	
	Numbness/tingling
	□
	1□ 2□ 3□
	□Related

	
	Paralysis
	□
	1□ 2□ 3□
	□Related

	
	Seizures
	□
	1□ 2□ 3□
	□Related

	
	Loss of or change in smell
	□
	1□ 2□ 3□
	□Related

	
	Loss of or change in taste
	□
	1□ 2□ 3□
	□Related

	
	Tremor
	□
	1□ 2□ 3□
	□Related

	
	Forgetfulness
	□
	1□ 2□ 3□
	□Related

	
	Problems with balance
	□
	1□ 2□ 3□
	□Related

	
	Move slowly
	□
	1□ 2□ 3□
	□Related

	Psychological
	Anxiety
	□
	1□ 2□ 3□
	□Related

	
	Depression
	□
	1□ 2□ 3□
	□Related

	
	Sleep disorders
	□
	1□ 2□ 3□
	□Related

	Reproductive & Urological
	Pelvic/genital pain
	□
	1□ 2□ 3□
	□Related

	
	Sexual desire/capacity
	□
	1□ 2□ 3□
	□Related

	
	Bladder problems
 (incontinence, trouble passing urine or emptying bladder)
	□
	1□ 2□ 3□
	□Related




3. Recovery of work/study capacity：
Compared with the period before acute COVID-19, has your working or study time (hours per day) changed?
□ Reduced or completely stopped
□ Same as before / Increased

5. Physical activity:
Since your COVID-19 infection, have you attempted any physical exercise or rehabilitation training?
□ Yes □ No

6. Have you experienced any other respiratory infections(including mycoplasma, chlamydia, influenza A/B virus, other viruses, bacteria, fungi, etc.) since your first COVID-19 infection?
□ Yes □ No
If Yes, please provide information for each infection below (add rows if needed):
6.1 Date of infection: ____ / ____ / ____ (YYYY/MM/DD)
6.2 Was this infection confirmed?
□ Confirmed (by pathogen testing or physician diagnosis)
□ Not confirmed (symptom‑based only)
