Supplemental Digital Content 2:  V-safe for mpox survey content.

[bookmark: _Toc118445430]Registration and addition of dependents, v-safe mpox

First Name: _________
Last Name: __________
Mobile Phone (+1): _________ 

Date of Birth:
  Month (select from drop down)
  Day (select from drop down)
  Year (select from drop down)

Sex assigned at birth (select from drop down):
  Male
  Female
  Other
  Prefer not to answer

How do you currently describe yourself? (select from drop down)
  Male
  Female
  Transgender
  None of these
  Prefer not to answer


ZIP Code: _________ (limit to 5 numeric)

What is your ethnicity (select from drop down)? 
  Hispanic or Latino
  Not Hispanic or Latino
  Unknown or prefer not to answer

What is your race? (select one or more)
  American Indian or Alaska Native
  Asian
  Black or African American
  Native Hawaiian or other Pacific Islander
  White
  Other
  Unknown or prefer not to answer

If adding a dependent to a registered account:

Relationship (select from drop down):
  Adult relative or friend
  Child or adolescent in my care
  Other

Their First Name: _________

Their Last Name: _________

Their Date of Birth:
  Month (select from drop down)
  Day (select from drop down)
  Year (select from drop down)

Their Sex assigned at birth (select from drop down):
  Male
  Female
  Other
  Prefer not to answer

How do they currently describe themselves? (select from drop down)
  Male
  Female
  Transgender
  None of these
  Prefer not to answer

Their ZIP Code: _________ (limit to 5 numeric)

What is their ethnicity (select from drop down)? 
  Hispanic or Latino
  Not Hispanic or Latino
  Unknown or prefer not to answer

What is their race? (select one or more)
  American Indian or Alaska Native
  Asian
  Black or African American
  Native Hawaiian or other Pacific Islander
  White
  Other
  Unknown or prefer not to answer


[bookmark: _Toc118445431]Entry of vaccine information, v-safe mpox

How many doses have been received in total?
 1
 2
Which monkeypox vaccine did you/they receive (select from dropdown)?
 JYNNEOS
 I don’t know
(“FIRST” or “SECOND” displays according to dose being recorded)  
Tell us about the FIRST/SECOND monkeypox vaccine dose.
When did you/they get this monkeypox vaccine? 
  Month (select from drop down)
  Day (select from drop down)
  Year (select from drop down)

Where did you/they get this monkeypox vaccine? (select one)
  Arm, below the elbow
  Arm, above the elbow
  Leg
  Back

Did you/they receive any other vaccine on this date?
  No, only this vaccine
  Yes, another vaccine also on the same date
(If yes and age ≥18 years) 
Please indicate which additional vaccine(s) you/they received (select one or more):
  COVID-19
  Hepatitis A
  Hepatitis B
  Flu (influenza)
  Tetanus (Tdap or Td)
  Shingles
  HPV
  Meningitis
  Pneumonia
  Other/don’t remember
(If yes and age 7-17 years)
Please indicate which additional vaccine(s) you/they received (select one or more):
  COVID-19
  Flu (influenza)
  Tetanus (Tdap or Td)
  HPV
  Hepatitis A
  Hepatitis B
  Polio
  MMR (measles, mumps, rubella)
  Chickenpox (varicella)
  Meningitis
  Pneumonia
  Other/don’t remember
(If yes and age ≤6 years)
 Please indicate which additional vaccine(s) they received (select one or more):
  COVID-19
  Flu (influenza)
  Hepatitis B
  Rotavirus
  Tetanus (DTaP or Td)
  Hib (Haemophilus influenzae type b)
  Pneumonia
  Hepatitis A
  Polio
  MMR (measles, mumps, rubella)
  Chickenpox (varicella)
  Other/don’t remember


(If COVID-19 vaccine selected)
Please indicate which COVID-19 vaccine was received:	
	  Janssen/Johnson & Johnson
  Moderna
  Novavax
  Pfizer-BioNTech
  Other
  Don’t know

(If COVID-19 vaccine not selected, and first dose of Jynneos)
Did you/they receive a COVID-19 vaccine before your/their FIRST dose of monkeypox vaccine? 
  Yes
  No

(If Yes) Please indicate which COVID-19 vaccine it was (if more than one, pick the one closest to monkeypox vaccine)	
	  Janssen/Johnson & Johnson
  Moderna
  Novavax
  Pfizer-BioNTech
  Other
  Don’t know

(If Yes) Please indicate whether this COVID-19 vaccination was received:
  within 1-7 days before first dose of monkeypox vaccine
  more than 7 days before first dose of monkeypox vaccine

(If COVID-19 vaccine not selected, and second dose of Jynneos)
Did you/they receive a COVID-19 vaccine between your FIRST and SECOND dose of monkeypox vaccine? 
  Yes
  No

(If Yes) Please indicate which COVID-19 vaccine it was	
	  Janssen/Johnson & Johnson
  Moderna
  Novavax
  Pfizer-BioNTech
  Other
  Don’t know

(If Yes) Please indicate whether this COVID-19 vaccination was received:
  within 1-7 days before second dose of monkeypox vaccine
  more than 7 days before second dose of monkeypox vaccine

Did you/they receive vaccination to prevent monkeypox due to a known or suspected exposure to monkeypox? (only displayed for dose 1)
  Yes
  No

Did you/they ever receive a smallpox or monkeypox vaccine before May 2022? (only displayed for dose 1)
  Yes
  No
  Don’t know

At the time of this monkeypox vaccination, did you/they have an immunocompromising condition or were you/they taking immunosuppressive medications?
  Yes
  No


At the time of this monkeypox vaccination, did you/they have or had you/they recently had any of these conditions  (Select all that apply)

Atopic dermatitis, psoriasis, or eczema
    Eye disease treated with topical steroids
    Heart problems
    None of the above


(The following question about pregnancy and breastfeeding is only asked if age ≥15 years and sex at birth ≠ male)
At the time of this monkeypox vaccination, were you/they (select one or more):
 Pregnant
 Breastfeeding
 Prefer not to answer or None of the above

At the time of your dose 1 monkeypox vaccination, did you/they have or had you/they recently had any of these conditions  (Select all that apply)

Atopic dermatitis, psoriasis, or eczema
    Eye disease treated with topical steroids
    Heart problems
    None




[bookmark: _Toc118445432][bookmark: _Toc58310889]Health check-in surveys, v-safe mpox

Notes: 	Pregnancy test questions are only asked for v-safe mpx participants who recorded sex at birth as female, other or prefer not to answer at registration and who are ages ≥15 years 

<  > indicates information that is filled based on registrant information

Language that differs in surveys for dependents is noted in italics

Day 28, 35, and 42 surveys after dose 1 will only display if participant first answers a question indicating they have not received their 2nd dose; if they indicate 2nd dose has been received, they will be directed instead to record their 2nd dose in v-safe mpx so that they receive the appropriate post-dose 2 survey
[bookmark: _Hlk49964594][bookmark: _Hlk40694959][bookmark: _Hlk56342858]	
Day 0

Hi <NAME>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.
[bookmark: _Hlk56369859]
How are you/they feeling today?
  Good
  Fair
  Poor

Fever Check (all participants)
Since your/their vaccination, have you/they had a fever or felt feverish?
[bookmark: _Hlk56369561]  Yes
  No

(If Yes) Do you know your/their highest temperature reading from today?
Yes
No

(If yes to temp reading) Please enter your/their highest temperature reading from today in degrees Fahrenheit: __

Symptom Check (for participants ages ≥3 years at dose 1) 
[bookmark: _Hlk40769706]Have you/they had any of these symptoms today at or near the monkeypox injection site?

Select all that apply.
 Pain
 Redness
 Swelling
 Lump, mass or nodule
 Underarm swelling/tenderness (same side as injection)
 Rash at or near injection site
 Itching
 None

	(If any symptoms checked)
How would you rate your/their symptoms?

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit your/their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

Pain (if checked)
 Mild
 Moderate
 Severe
Redness (if checked)
 Mild
 Moderate
 Severe
Swelling (if checked)
 Mild
 Moderate
 Severe
Lump, mass or nodule (if checked)
 Mild
 Moderate
 Severe
Underarm swelling/tenderness (if checked)
 Mild
 Moderate
 Severe
Rash (if checked)
 Mild
 Moderate
 Severe
Itching (if checked)
 Mild
 Moderate
 Severe
[bookmark: _Hlk56369663]Have you/they experienced any of these symptoms today? Select all that apply.
Chills
Headache
    Joint pain     
    Muscle or body aches     
Fatigue or tiredness
Nausea
    Vomiting
    Diarrhea
    Abdominal pain
Rash, not including the immediate area around the injection site
Other 
None

	(If any specific symptoms checked)
How would you rate your/their symptoms?

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit your/their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

Chills (if checked)
 Mild
 Moderate
 Severe
Headache (if checked)
 Mild
 Moderate
 Severe
Joint pain (if checked)
 Mild
 Moderate
 Severe
Muscle or body aches (if checked)
 Mild
 Moderate
 Severe
Fatigue or tiredness (if checked)
 Mild
 Moderate
 Severe
Nausea (if checked)
 Mild
 Moderate
 Severe
Vomiting (if checked)
 Mild
 Moderate
 Severe
Diarrhea (if checked)
 Mild
 Moderate
 Severe
Abdominal pain (if checked)
 Mild
 Moderate
 Severe
Rash, not including the immediate area around the injection site (if checked)
 Mild (covering <10% of body)
 Moderate (covering 10-30% of body)     
 Severe (covering >30% of body)
Other (if checked)
 Mild
 Moderate
 Severe


Symptom Check (for participants ages <3 years at dose 1) 
Have they had any of these symptoms today at or near the monkeypox injection site? Select all that apply.
 Pain
 Redness
 Swelling/hardness
 Lump, mass or nodule
 Groin or underarm swelling/tenderness (same side as injection)
 Rash at or near injection site
 None

	(If any symptoms checked)
How would you rate their symptoms?

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

Pain (if checked)
 Mild
 Moderate
 Severe
Redness (if checked)
 Mild
 Moderate
 Severe
Swelling/hardness (if checked)
 Mild
 Moderate
 Severe
Lump, mass or nodule (if checked)
 Mild
 Moderate
 Severe
Groin or underarm swelling/tenderness (if checked)
 Mild
 Moderate
 Severe
Rash (if checked)
 Mild
 Moderate
 Severe

Have they experienced any of these symptoms today? Select all that apply.
Sleepiness  
Irritability/crying
    Loss of appetite
    Vomiting
    Diarrhea
    Rash, not including the immediate area around the injection site
Other 
None

	(If any specific symptoms checked)
How would you rate your/their symptoms?

Sleepiness (if checked)
 Mild (sleepier than usual)
 Moderate (not interested in surroundings or sleeps through meals)
 Severe (sleeps most of the time or difficult to wake)
Irritability (if checked)
 Mild (lasts <1 hour or easily consolable)
 Moderate (lasts 1-3 hours or requires increased attention)
 Severe (lasts >3 hours or inconsolable)
Loss of appetite (if checked)
 Mild (eats less than normal for 1-2 meals)
 Moderate (missed 1-2 meals completely)
 Severe (missed >2 meals or refuses to eat)
Vomiting (if checked)
 Mild (1-2 episodes per day)    
 Moderate (>2 episodes per day)
 Severe (got an IV for fluids)
Diarrhea and aged < 1 year (if checked)
 Mild (liquid stools, same number as normal)
 Moderate (liquid stools, increased number)
 Severe (liquid stools, got an IV for fluids)
Diarrhea and aged 1-2 years (if checked)
 Mild (increase of 2-3 loose stools per day)
 Moderate (increase of 4-5 loose stools per day)
 Severe (increase of 6 or more loose stools per day or got an IV for fluids)
Rash, not including the immediate area around the injection site (if checked)
 Mild (covering <10% of body)
 Moderate (covering 10-30% of body)     
 Severe (covering >30% of body)
	Other (if checked)
 Mild (you notice symptoms, but they aren’t a problem)
 Moderate (symptoms that limit their normal daily activities)
 Severe (symptoms make normal daily activities difficult or impossible)


[bookmark: _Hlk40696283]Health impact (for participants ages ≥3 years at dose 1) 

[bookmark: _Hlk109227388](If fever or any other symptom checked) Did any of the symptoms or health conditions you/they reported TODAY cause you/them to (Select all that apply)

Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

Health impact (for participants ages <3 years at dose 1) 

(If fever or any other symptom checked) Did any of the symptoms or health conditions you reported TODAY cause them to (Select all that apply)

Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
· Telehealth, virtual health, or email health consultation	
· Clinic visit (doctor’s office, regular healthcare provider or urgent care) 
· Emergency room or emergency department visit	
· Hospitalization	
· Other 


Additional health impact questions for participants who enter v-safe mpx at dose 2 or have not completed a dose 1 survey (if Day 0 survey not completed, these questions move into first survey completed)

Because your/their first survey in v-safe mpx is after dose 2, we would like to learn more about your/their experience after dose 1 as well. Please answer the following questions related to DOSE 1:

Did you/they seek care from a doctor or other healthcare professional related to symptoms or health conditions experienced after your/their FIRST dose of monkeypox vaccine? 
  Yes
  No

After your/their first dose of monkeypox vaccine but before your/their second dose, did you/they have a home or laboratory pregnancy test that was positive? (Asked if participant indicated they were not pregnant when dose 1 and dose 2 received)
  Yes
  No
	  Prefer not to answer


Days 1-7

[bookmark: _Hlk56369724]Hi <NAME>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

How are you/they feeling today? 
  Good
  Fair
  Poor

Fever Check (all participants)
Have you/they had a fever or felt feverish TODAY?
  Yes
  No

(If Yes) Do you know your/their highest temperature reading from today?
Yes
No

(If yes to temp reading) Please enter your/their highest temperature reading from today in degrees Fahrenheit: __

Symptom Check (for participants ages ≥3 years at dose 1) 
Have you/they had any of these symptoms today at or near the monkeypox injection site? 

Select all that apply.
 Pain
 Redness
 Swelling
 Lump, mass or nodule
 Underarm swelling/tenderness (same side as injection)
 Rash at or near injection site
 Itching
 None

(If any symptoms checked)
How would you rate your/their symptoms?

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit your/their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

Pain (if checked)
 Mild
 Moderate
 Severe
Redness (if checked)
 Mild
 Moderate
 Severe
Swelling (if checked)
 Mild
 Moderate
 Severe
Lump, mass or nodule (if checked)
 Mild
 Moderate
 Severe
Underarm swelling/tenderness (if checked)
 Mild
 Moderate
 Severe
Rash (if checked)
 Mild
 Moderate
 Severe
Itching (if checked)
 Mild
 Moderate
 Severe

Have you/they experienced any of these symptoms today? Select all that apply:
Chills
Headache
    Joint pain     
    Muscle or body aches     
Fatigue or tiredness
Nausea
    Vomiting
    Diarrhea
    Abdominal pain
Rash, not including the immediate area around the injection site
Other 
None

	(If any specific symptoms checked)
	
How would you rate your/their symptoms:

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit your/their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

[bookmark: _Hlk40696781]Chills (if checked)
 Mild
 Moderate
 Severe
Headache (if checked)
 Mild
 Moderate
 Severe
Joint pain (if checked)
 Mild
 Moderate
 Severe
Muscle or body aches (if checked)
 Mild
 Moderate
 Severe
Fatigue or tiredness (if checked)
 Mild
 Moderate
 Severe
Nausea (if checked)
 Mild
 Moderate
 Severe
Vomiting (if checked)
 Mild
 Moderate
 Severe
Diarrhea (if checked)
 Mild
 Moderate
 Severe
Abdominal pain (if checked)
 Mild
 Moderate
 Severe
Rash, not including the immediate area around the injection site (if checked)
 Mild (covering <10% of body)
 Moderate (covering 10-30% of body)     
 Severe (covering >30% of body)
Other (if checked)
 Mild
 Moderate
 Severe


Symptom Check (for participants ages < 3 years at dose 1) 
Have they had any of these symptoms today at or near the monkeypox injection site? Select all that apply.
 Pain
 Redness
 Swelling/hardness
 Lump, mass or nodule
 Groin or underarm swelling/tenderness (same side as injection)
 Rash at or near injection site
 None

	(If any symptoms checked)
How would you rate their symptoms?

Mild = you notice symptoms, but they aren’t a problem 
Moderate = symptoms that limit their normal daily activities 
Severe = symptoms make normal daily activities difficult or impossible

Pain (if checked)
 Mild
 Moderate
 Severe
Redness (if checked)
 Mild
 Moderate
 Severe
Swelling/hardness (if checked)
 Mild
 Moderate
 Severe
Lump, mass or nodule (if checked)
 Mild
 Moderate
 Severe
Groin or underarm swelling/tenderness (if checked)
 Mild
 Moderate
 Severe
Rash (if checked)
 Mild
 Moderate
 Severe

	
Have they experienced any of these symptoms today? Select all that apply.
Sleepiness  
Irritability/crying
    Loss of appetite
    Vomiting
    Diarrhea
    Rash, not including the immediate area around the injection site
Other 
None

	(If any specific symptoms checked)
How would you rate your/their symptoms?

Sleepiness (if checked)
 Mild (sleepier than usual)
 Moderate (not interested in surroundings or sleeps through meals)
 Severe (sleeps most of the time or difficult to wake)
Irritability (if checked)
 Mild (lasts <1 hour or easily consolable)
 Moderate (lasts 1-3 hours or requires increased attention)
 Severe (lasts >3 hours or inconsolable)
Loss of appetite (if checked)
 Mild (eats less than normal for 1-2 meals)
 Moderate (missed 1-2 meals completely)
 Severe (missed >2 meals or refuses to eat)
Vomiting (if checked)
 Mild (1-2 episodes per day)    
 Moderate (>2 episodes per day)
 Severe (got an IV for fluids)
Diarrhea and age < 1 year (if checked)
 Mild (liquid stools, same number as normal)
 Moderate (liquid stools, increased number)
 Severe (liquid stools, got an IV for fluids)
Diarrhea and age 1-2 years (if checked)
 Mild (increase of 2-3 loose stools per day)
 Moderate (increase of 4-5 loose stools per day)
 Severe (increase of 6 or more loose stools per day or got an IV for fluids)
Rash, not including the immediate area around the injection site (if checked)
 Mild (covering <10% of body)
 Moderate (covering 10-30% of body)     
 Severe (covering >30% of body)
	Other (if checked)
 Mild (you notice symptoms, but they aren’t a problem)
 Moderate (symptoms that limit their normal daily activities)
 Severe (symptoms make normal daily activities difficult or impossible)


Health impact (for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions you/they reported today cause you/them to: Select all that apply.

Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above
Health impact (for all participants less than 3 years old at dose 1) 

Did any of their symptoms or health conditions you reported TODAY cause them to (Select all that apply)

Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
· Telehealth, virtual health, or email health consultation	
· Clinic visit (doctor’s office, regular healthcare provider or urgent care) 
· Emergency room or emergency department visit	
· Hospitalization	
· Other 


Day 14

[bookmark: _Hlk56370092]Hi <name>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

How are you/they feeling today? 
  Good
  Fair
  Poor

Since your/their last check in, have you/they experienced any new or worsening symptoms or health conditions?
  Yes
  No

(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants ages <3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care) 	
Emergency room or emergency department visit	
Hospitalization	 
Other 




Day 21

Hi <name>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

How are you/they feeling today? 
  Good
  Fair
  Poor

Since your/their last check in, have you/they experienced any new or worsening symptoms or health conditions?
  Yes
  No



(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants ages <3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care)	
Emergency room or emergency department visit	
Hospitalization	
Other 

Have you/they been diagnosed with myocarditis or treated for suspected myocarditis by a doctor since receiving your/their monkeypox vaccination?
	  Yes
  No

Do you/they currently have discoloration at the monkeypox injection site?
  Yes
  No
  I don’t know

Since your/their last monkeypox vaccination, have you/they had a home or laboratory pregnancy test that was positive? (Asked if participant not pregnant at time of vaccination for this dose)
  Yes
  No
	  Prefer not to answer


Day 28
[bookmark: _Hlk44518652]
Hi <NAME>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

[bookmark: _Hlk44518676]How are you/they feeling today? 
  Good
  Fair
  Poor

Since your/their last check-in, have you/they experienced any new or worsening symptoms or health conditions? 
  Yes
  No

(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants <3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care)	
Emergency room or emergency department visit	
Hospitalization	
Other 

Have you/they been diagnosed with myocarditis or treated for suspected myocarditis by a doctor since receiving your/their monkeypox vaccination?
	  Yes
  No




Day 35

Hi <NAME>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

How are you/they feeling today? 
  Good
  Fair
  Poor

Since your/their last check in, have you/they experienced any new or worsening symptoms or health conditions?	
  Yes
  No

(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants ages <3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above
     
(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care)	
Emergency room or emergency department visit	
Hospitalization	
Other 




Day 42

Hi <name>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

[bookmark: _Hlk56370381]How are you/they feeling today? 
  Good
  Fair
  Poor

Since your/their last check in, have you/they experienced any new or worsening symptoms or health conditions?	
  Yes
  No


(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants < 3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care)	
Emergency room or emergency department visit	
Hospitalization	
Other 



Since your/their most recent dose of monkeypox vaccine, did you/they have a positive monkeypox or orthopoxvirus test or have you/they been told by a healthcare provider that you/they have monkeypox virus infection or disease? (If answered Yes on dose 1 survey, does not repeat for dose 2)
  Yes
  No

(If Yes) When were you/they diagnosed? __/__/__ (mm/dd/yyyy)

Do you/they currently have discoloration at the monkeypox injection site?
  Yes
  No
  I don’t know

Do you/they currently have raised scar tissue (keloid) at the monkeypox injection site?
  Yes
  No
  I don’t know


[bookmark: _Hlk56541354]Since your/their last monkeypox vaccination, have you/they had a home or laboratory pregnancy test that was positive? (Asked if participant not pregnant at time of vaccination for this dose and day 21 answer=no)
· Yes	
· No
· Prefer not to answer


Single survey for those joining after Day 48 survey has closed

Hi <NAME>./Hi there.

Let’s start today’s health check-in./Let’s start today’s health check-in for <DEPENDENT NAME>.

How are you/they feeling today?
  Good
  Fair
  Poor

Did you experience any new or worsening symptoms or health conditions after dose 1 or dose 2 of your monkeypox vaccine?	
  Yes
  No

(If yes, for participants ages ≥3 years at dose 1)
Did any of the symptoms or health conditions cause you/them to:
Select all that apply.
Be unable to work or attend school?
    Be unable to do your/their normal daily activities?
Get care from a doctor or other healthcare professional?
None of the above     

(If yes, for participants < 3 years at dose 1)
Did any of their symptoms or health conditions you reported TODAY cause them to: 
Select all that apply.
Be unable to attend daycare/school?
    Be unable to do their normal daily activities?
    Get care from a doctor or other healthcare professional?
None of the above

(If “Get care from a doctor or other healthcare professional” checked)
What type of healthcare visit did you/they have? Select all that apply.
Telehealth, virtual health, or email health consultation
Clinic visit (doctor’s office, regular healthcare provider or urgent care)	
Emergency room or emergency department visit	
Hospitalization	
Other 


