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Initial Health Check-in

Survey Name Initial Heaith Chedk-in
Started 14 MAR 2021 26

Completed In

How are you feeling today?

Fever Check

Since your COVID-19 vaccination. have you had a fever or felt feverish?

Symptom Check

Have you had any of these symptoms today where you got the shot (injection site]?

ant i injection. | got shooting pains
oulder through my neck. My wrist felt weak and mp. My throat and
jection. They gave me one 25 me liquid cap of Diphenhydramine

Health Impact

Did any of the symptoms or hesith conditions you reported tnday cause you to-

Be unable to wark of amend school
Be unable to do your normal daily activities
G ithe

fth

Were you pregnant at the time of your COVID-19 vaccination?




Daily Health Check:

Survey Name
Starten

Compietzd in 152 minutes

How are you feeling today?

Fever Check

Have you had a fever or felt feverish today?

Yes.

Do you know your highest temperature reading from today?

‘Yes - in degrees Fahrenheit

Enter your highest tempersture reading from today {degrees Fahrenheit). (1021

symptom Check

Have you iad any of these symptoms togay Where You Eot te shot (injection site)?

Health impact

any oT the SYMPLoms or Nealth CONTItioNS you FepOred T3y CUSE YOu to:

Be unable to work or attend school
Be unable to 4o your normal daily activities
Get care from a doctor or other healthcare professional

What type of healihcare visit did you have?

‘Telehesith, virtual health, or email healith consultation

Daily Health Check-in

Survey Name:

a1minutes

Fever Check
Have you had a fever or felt feverish today?

Yes

DO You know your highest Temperature reading Trom today?

‘Ves -in degrees Falrenbeit

-1 G &

Enter your highest temperature reading from todsy [degrees Fahrenheit). (1048

Symptom Check

Have you ad any of These sympIoms Toaay Were You got the shot (injection sitef?

n my fingers and tingling

Health impact

Dict any o the sYmpLoms or Nelt CONGItions You FepOrted 1003y CUSE You

Be unable to work or attend school
Be unable to do your normal daily activities.
Get care from a doctor of other healthcare professional

‘What type of heslthcare visit did you have?

‘Tesaneartn, virtual iealit, or emsail heafth consumation




Daily Health Check-in

Survey Name:
Started

Compileted In 328 minutes

How are you fesling today?

Fever Check

Have you had a fever or felt feverish today?

Yes

Do you know your highest temperature reading from today?

‘Yes - in degrees Fahrenheit

Enter your highest tempersture reading from today {degrees Fahrenheit). (891

Symptom Check

Have you had any of these symptoms today where you got the shot {injection site]?

Headache

Muscle of bogy aches

Fatigue or tiredness

Health Impact

Did any of the symptoms or health conditions you reported today cause you to:

Be unable 1o Work or attend school

Be unable to do your normal daily activities

Get care from a doctor o other healthcare professional
b -

What type of heaithcare visit did you have?

Telehealtn, virtual health, or email health consulation

sald they may need to 'on Monday after an

Daily Health Check-in

Survmy Nama
Staried

Complatad in

How ara you fesling today?

Fever Check

Have you had a fever or feb feverish today?

Yes

Da you knaw yaur bighest temperaturs reacing fram today?

Yoz - In dogrees Fahrenhait

Enter your highest temperature reading from today {degress Fabvenhale]. 101

Symptom Check

Hawe you had amy of thess symptoms today whers yeu got th shot (injection site)?

Have you axperienced any of thea symptoms taday?

Health Impact

Déd any of the cymptams or hesith concltions you reparted indsy cause you tar
B unsbia to werk or aftend shaol
B unatia 1 da your nanmal dally acivities
Gt care from 2 doctor or other heaitheare professional

‘What type of healtheare visi did you hawe?
Telshaaith, virtual hasith, or ol hasith consultation
Qutpationt cliaic or urgent care clinke visit




Daily Health Check-in Daily Health Check-in

Survey Name: Dally Health Check-in
Survey Name Daily Health Check-in

Started 20 MAR 2021 2251
Started 21 MAR 2021 2145

Completed in 317 minastes
Completed in 212 minutes
How are you feeling today?
How are you feefing today? =
Good
Fair
Poor
Fever Check
Fever Check Have you Nad a Tever of Teft Teverisn tooay?
Have you had a fever or felt feverish today?

Yes
No

Do you knaw your highest

‘Ves -in degrees Fahrenheit
Do you know your highest temperature reading from today? degress ek
P —— - member the resding
— fdn't take my tempersture
¥es - Indegrees Celsius
[ ing From tod: Fahrenheit). ‘1008
Mo - | don't remember the reading I iay (degrees Fahrenheit).

No - 1 didn't take my temperature

Symptom Check
Enter your highest temperature reading from today (degrees Fahrenheit). (691

Symptom Check

Have you had any of these symptoms today where you got the shot (injection site)?

Redness

ling

Itching
Mild

Moderate

Severe

Have you experienced any of these symptoms today?
chills
Headache
Joint pains
Muscle or body aches
Fatigue or tiredness

Ay ciner symptoms o ritions you want to report Jaw pain severe enough s Nand fo open my mouth
MNausea

03, dizzaness, Ietnargy. ISgS DUCIE WNEn ITYINg to Walk, Neck B2in and SINMess, brain Tog
Vorniting
Headache
Diarrhea
Abdominal pain
Rash, not Including the immediate area around the Injection site
None

Any other symptoms or heaith conditions you want to report | Jaw pain, brain fog. lethargy,

Health impact

Did any of
Be unabile to work of attend school

Be unable to da your normal daily activities
Get

Mild
Moderate

Mone of the above
severe .
'What type of healthcare visit did you have?

Health Impact
Did any of the symptoms or health conditions you reported today cause you to:

Be unable to work or attend school be Teleheaith with schedulied appolniment on Monday -nurses keep asking If Ive recelved a
Be unable to do your normal daily activities all from CDC based on severity and durstion of fever and sympioms

e om 2 doctor or other healthcare o




Weekly Health Check-in

Survey Name Weekly Health Check-in
Started 28 MAR 2021 22201

Completed In 3.05 minutes

How are you feeling today?

Good
Fair

Poor

Since your last check-in, have you experienced any new or worsening symptoms or health conditions?

Yes
No

Please describe the symptoms or health conditions.

Chest pain through last night when inhaling, hypotension (90/52) and high resting heart rate (96).

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

None of the above

What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Outpatient clinic or urgent care clinic visit

Emergency room or emergency department visit
Hospitalization

Other - please describe

Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

Yes




Weekly Health Check-in

Survey Name Weekly Health Check-in
Started 05 APR 2021 08:23

Completed In 8.62 minutes

How are you feeling today?

Good
Fair
Poor

Since your last chedk-in, have you experienced any new or worsening symptoms or health conditions?

No

Please describe the symptoms or health conditions.

Nausea, vomiting, ER visit, + x2 urgent care & 4/4/21, 2 chest x-ray, EKG, referral to cardiologist & immunology,
continued symptoms & 100 bpm resting hr & more chest pain. No underlying health conditions. MRI 4/14/21. Dr.no
work thru 4/12. Help mel

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

Mone of the above

What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Outpatient clinic or urgent care clinic visit

Emergency room or emergency department visit
Hospitalization

Other - please describe

Since your last chedk-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

Yes

Since your last COVID-19 vaccination, have you had a home or laboratory pregnancy test that was positive?




Weekly Health Check-in

Survey Name Weekly Health Check-in
Started 12 APR 2021 00:00

Completed In 2.68 minutes

How are you feeling today?

Good
Fair
Poor

Since your last check-in, have you experienced any new or worsening symptoms or health conditions?

No

Please describe the symptoms or health conditions.

Infectious disease expert is going to test for blood clots, send me for CTA scan, MRI is scheduled for April 14,
Neurologist April 16.

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

None of the above
What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Outpatient clinic or urgent care clinic visit

Emergency room or emergency department visit
Hospitalization

Other - please describe

Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?




Weekly Health Check-in

Survey Name Weekly Health Check-in
Started 19 APR 2021 06:03

Completed In 758 minutes

How are you feeling today?

Good
Fair
Poor

Since your last check-in, have you experienced any new or worsening symptoms or health conditions?

Yes
No

Please describe the symptoms or health conditions.

Aphasia, leg pain, continued back ache, severe headache, MRl and Venogram. Venous flow signal in left transverse

and sigmoid sinus, small & irregular. Arachnoid granulation. 2013 MRI showed symmetry and all normal scan in
contrast. Please help mel

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

None of the above

What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Outpatient clinic or urgent care dlinic visit

Emergency room or emergency department visit
Hospitalization

Other - please describe

Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

Yes




42 day Health Check-in

Survey Name 42 day Health Check-in
Started 25 APR 2021 23:08

Completed In 6.32 minutes

How are you feeling today?

Since your last checdk-in, have you experienced any new or worsening symptoms or health conditions?

Yes

Please describe the symptoms or health conditions.

Drops in blood pressure (85/52 & 100bpm resting her) Chest pain, racing heart, blurry vision, headache, dizziness,
back pain, difficulty with speech, reading, writing walking, MD said symptoms like TlAs, and TBI, referral for neuro-
rehab, physical th

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
‘Get care from a doctor or other healthcare professional

of the abi
What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
‘Outpatient clinic or urgent care clinic visit

work with people with reaction after Covid-19 vaccination

Since your last chedk-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

Do you believe your health problems might be related to your COVID-19 vacdnation?

Since your last COVID-19 vaccination, have you had a home or laboratory pregnancy test that was positive?




3 Month Health Check-in

Survey Name 3 Month Health Check-in
Started 14 JUN 2021 00:30

Completed In 81 minutes

How are you feeling today?
G
Fair
Poor
Since we last contacted you, have you experienced any new symptoms or health conditions?
Yes
N
Please describe the symptoms or health conditions.
Doubled over abdominal pain, blurry vision, cold sweat, leg pain Ringing in my ear, VOR dysfunction. Ongoing

speech therapy, vestibular & physical therapy. All test: no underlying conditions. Next test: Transcranial Doppler (June
21).

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

N fthea
What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Qutpatient clinic or urgent care clinic visit

Emergency room or emergency department visit

Other - pl be Ongoing testing Echocardiogram, Zio patch, EMG, hearing test, VNG, transcranial Doppler,
G, aller; g in July for polysorbate 80, still on full disability, not medically cleared to drive, not cleared to
walk more than 25 minutes a day
Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

Since your last COVID-19 vaccination, have you had a home or laboratory pregnancy test that was positive?

How is your health now compared to before your COVID-19 vaccination?

Worse

Do you believe your health problems might be related to your COVID-19 vaccination?

Yes




< Health Check:

6 Month Health Check-in

Survey Name 6 Month Health Check-in
Started 12 SEP 202123:42

Completed In 6.57 minutes

How are you feeling today?
Good
Fair
Poor

Since we last contacted you, have you experienced any new symptoms or health conditions?

Yes.

Please describe the symptoms or health conditions.

Confirmed elevated sCDA0L & CC5L, diagnosed platelet activation, vascular inflammation, encephalopathy still full
disability, not medically cleared to drive. Negative nucleocapsid test, 6 months of testing confirming no underlying
health conditions.

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities

Get care from a doctor or other healthcare professional

What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Qutpatient clinic or urgent care clinic visit

M Or emer|

Other - ribe 100+ days of speech, physical therapy and vestibular therapy & more to come; still no help
from CISA after 6 months of trying, still no respense from CDC, no help from public health, no help from FDA, needs
to be moved under NVICP

Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you

had COVID-19?

Since your last COVID-19 vaccination, have you had a home or laboratory pregnancy test that was positive?

How is your health now compared to before your COVID-19 vaccination?

Do you believe your health problems might be related to your COVID-19 vaccination?

Yes




Final Health Check-in

Survey Name Final Health Check-in
Started 14 MAR 2022 21:20

Completed In 11.05 minutes

How are you feeling today?
Good
Fa
Poor
Since we last contacted you, have you experienced any new symptoms or health conditions?
Yes

No

Please describe the symptoms or health conditions.
Elevated sCDA0L, VEGF (seen in hypoxia & thrombocytopenia), fusion with defective steriopsis, deficient saccades,

light & sound sensi , dizziness, “presents like TBI,” speech therapy, vision rehabilitation, debilitating
fatigmenstural clotting

Did any of the symptoms or health conditions cause you to:

Be unable to work or attend school
Be unable to do your normal daily activities
Get care from a doctor or other healthcare professional

None of the
What type of healthcare visit did you have?

Telehealth, virtual health, or email health consultation
Outpatient clinic or urgent care clinic visit

Emergency room or emergency department visit

Other - pl ribe Speech therapy, osteopathic rehabilitation, neur on rehabilitation, vestibular therapy,
9 research studies, including spedalist labs. Found S1in non-classical monocytes 6 months post injection with
negative nucleocapsid and negative PCR
Since your last check-in, did you have a positive COVID-19 test or were you told by a health care provider that you
had COVID-19?

No

Since your last COVID-19 vaccination, have you had a home or laboratory pregnancy test that was positive?

How is your health now compared to before your COVID-19 vaccination?

Do you believe your health problems might be related to your COVID-19 vaccination?

Yes

No






