
ULTRA 2 BASELINE 1

Family name: ...............................................................................................................

Surname: ...............................................................................................................

Address: ...............................................................................................................

...............................................................................................................

Tel. Private:.............................. at work:.........................................

ID-No: |___|___|___|



ULTRA 2 BASELINE 1(physician administered questionnaire)

1. ID-No:    |___|___|___|

2. Date of birth: |___|___|.|___|___|.|___|___|
          d      d        m     m         y      y

3. Sex: ❏  male ❏  female

4. Are you at currently working? ❏  yes ❏  no

4.1 If you are do you work
full time ❏  yes ❏  no
part time ❏  yes ❏  no

4.1.1 Are you exposed to fumes, gases, dust or smoke at work?
 ❏  yes ❏  no

4.2 If you are not working, are you currently:
 unable to work ❏  yes ❏  no
 unemployed ❏  yes ❏  no
 retired ❏  yes ❏  no

housewife/houseman ❏  yes ❏  no

Check of inclusion / exclusion criteria
5. Age: 50 + ❏  yes ❏  no

6. Did a doctor diagnose coronary heart disease ❏  yes ❏  no

7. Did a doctor diagnose angina pectoris ❏  yes ❏  no

8. Did a doctor diagnose a myocardial infarction ❏  yes ❏  no
      If ‘yes’,
      8.1 How many infarctions did you have?   |___|
      8.2 When did you have your last infarction? |___|___|.|___|___|.|___|___|

         d      d        m     m         y      y

9. Have you had a coronary by-pass surgery ❏  yes ❏  no
    or a balloon-dilatation
       If ‘yes’,

9.1 When did you have your last coronary bypass-surgery?
      |___|___|.|___|___|.|___|___|
          d     d          m     m         y      y



      9.2 When did you have your last balloon-dilatation?
       |___|___|.|___|___|.|___|___|

          d     d          m     m         y      y

10. Did a doctor diagnose a stroke ❏  yes ❏  no
      If ‘yes’,
      10.1 How many strokes did you have?    |___|
      10.2 When did you have your last stroke?     |___|___|.|___|___|.|___|___|

         d      d         m     m         y      y

11. Do you suffer from diabetes? ❏  yes ❏  no
      10.1 If ‘yes’, is your diabetes treated with insulin? ❏  yes ❏  no

12. Do you have a pace maker ❏  yes ❏  no

13. Do you smoke now? (yes: > = 1 cigarette/year) ❏  yes ❏  no

Check of NYHA criteria:

14. cardiac diseases and
      14.1 Symptoms only on severe exertion. Almost normal
    lifestyle possible ❏  yes ❏  no
      14.2 Symptoms occur on moderate exertion. Patient
    has to avoid certain situations such as carrying
    shopping several flights of stairs ❏  yes ❏  no
      14.3 Symptoms occur on mild exertion 

  Activity is markedly restricted ❏  yes ❏  no
      14.4 Symptoms occur frequently, even at rest. ❏  yes ❏  no

Suitability for the study

15. Are you prepared to come every second week at the
      same time to the examination for 1.5 hours? ❏  yes ❏  no

16. Do you plan to leave the city for holidays for
      weeks or months during the next 6 months? ❏  yes ❏  no



17. Are you prepared to complete the diary daily? ❏  yes ❏  no

18. The patient understood all questions and could
      complete the diary. ❏  yes ❏  no

19. Is the patient able to perform an acceptable lung
      function test? ❏  yes ❏  no

20. Is the patient able to perform the exercise challenge? ❏  yes ❏  no

21. Are there other reasons for exclusion ? ❏  yes ❏  no

      If ‘yes’, what: _______________________________________________

22. Is the patient suitable for the study? ❏  yes ❏  no

23. The written consent was signed and the patient
      got a copy ❏  yes ❏  no

24. Height     |___|___|___| cm

25. Weight |___|___| kg

Date:      |___|___|.|___|___|.|___|___|
         d      d        m     m         y      y

Name of the examining person: ________________________________________

Remarks: _________________________________________________________



INTERVIEW

Medication
Are you taking any medicine? ❏  yes ❏  no

(Record dose taken for each period of the day; it is assumed that medication is prescribed after breakfast, lunch, dinner or before sleep)

Brand and strength Dose at
breakfast

Dose
at lunch

Dose at
dinner

Dose before
sleep

doctor
administred

as
needed

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes

❏  yes ❏  yes



ULTRA 2 BASELINE 2 (self-administered)

1.  Identification No: §        |___|___|___|

2.  Marital status:          married ❏     single ❏     divorced/seperated ❏     widowed ❏

3.  Years of education (including primary school and vocational training) : |___|___|

4.  Have you had wheezing or whistling in your chest at any time in the last 12
     months? ❏  yes ❏  no
     If ‘no’ go to question 5,
     if ‘yes’: 4.1. Have you been at all breathless when
        wheezing noise was present? ❏  yes ❏  no
 4.2. Have you had this wheezing or whistling
        when you did not have a cold? ❏  yes ❏  no

5.  Have you had an attack of shortness of breath that came on during the day
     when you were at rest at any time in the last 12 months? ❏  yes ❏  no

6.  Do you usually cough first thing in the morning in the winter? ❏  yes ❏  no

7.  Do you usually cough during the day, or at night, in the winter?
 ❏  yes ❏  no
     7.1 If ‘yes’:
           Do you cough like this on most days for as much as three
           months each year? ❏  yes ❏  no

8.  Do you usually bring up phlegm immediately after getting up?
 ❏  yes ❏  no
     8.1 Do you bring up phlegm like this on most days for as
           much as three months each year? ❏  yes ❏  no

9.  Did a doctor ever tell you that you had
      high blood pressure ❏  yes ❏  no
      diabetes ❏  yes ❏  no
      cardiac rhythm disturbances ❏  yes ❏  no
      myocardial infarction ❏  yes ❏  no
      stroke ❏  yes ❏  no
      angina pectoris ❏  yes ❏  no
      chronic ischemic heart disease ❏  yes ❏  no
      cor pulmonale ❏  yes ❏  no
      cardiac insufficiency ❏  yes ❏  no



      congestive heart failure ❏  yes ❏  no
      valvular defect ❏  yes ❏  no
      other heart problems ❏  yes ❏  no
      asthma ❏  yes ❏  no
      chronic bronchitis ❏  yes ❏  no
      COPD ❏  yes ❏  no
      emphysema ❏  yes ❏  no
      pneumioconiosis ❏  yes ❏  no
      nasal allergy  including hay fever ❏  yes ❏  no
      chronic renal diseases ❏  yes ❏  no
      other chronic diseases ❏  yes ❏  no
      If ‘yes’, specify .......................................................................................................

.......................................................................................................

......................................................................................................

10.  In general, would you say your health is:

 ❏  excellent
 ❏  very good
 ❏  good
 ❏  fair
 ❏  poor

11.  The following items are about activities you might do during a typical day. Does
yourhealth now limit you in these activities? If so, how much?

a. Vigourous activities, such as running, lifting heavy objects, participating in
strenuous sports

❏  yes, limited a lot
❏  yes, limited a little
❏  no, not limited at all

b. Moderate activities, such as moving a table, pushing a vacuum cleaner,
bowling, or playing golf

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

c. Lifting or carrying groceries

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all



d. Climbing several flights of stairs

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

e. Climbing one flight of stairs

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

f. Bending, kneeling, or stooping

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

g. Walking more than a mile

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

h. Walking several blocks

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

i. Walking one block

❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all

j. Bathing or dressing yourself

 ❏  yes, limited a lot
 ❏  yes, limited a little
 ❏  no, not limited at all



12. How much bodily pain have you had during the past 4 weeks?

 ❏  none
 ❏  very mild
 ❏  mild
 ❏  moderate
 ❏  severe
 ❏  very severe

13 During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside and housework)?

 ❏  not at all
 ❏  a little bit
 ❏  moderately
 ❏  quite a bit
 ❏  extremely

14. Does your well-being depend on the weather?

❏  not at all
❏  some what
❏  a lot

15. Are you taking any capsules containing vitamins? ❏  yes ❏  no

     15.1 If ‘yes’,

❏  daily 
❏  once a week
❏  as needed

16. Is your home/apartment

facing the street ❏  yes  
facing a backyard or a park ❏  yes
facing both, the street and the backyard ❏  yes

17. Is your dwelling

      one family house detached from any other house ❏  yes ❏  no
      one family house attached to one or more other houses ❏  yes ❏  no
      apartment/more family house ❏  yes ❏  no
      Neubaublock (only in Germany) ❏  yes ❏  no



18. When was this building originally built?

 Less than 1 year ago ❏

 1990 - 1997 ❏

 1980 - 1989 ❏

 1970 - 1979 ❏

 1960 - 1969 ❏

 1945 - 1959 ❏

 before 1945 ❏

19. How many floors are in this building? |___|___|

20. At which floor is your home? (basement/1st floor =1) |___|___|

21. Does your home have central heating? ❏  yes ❏  no

      21.1  If ‘no’,which of the following fuels do you use for heating

 coal, wood ❏  yes ❏  no
 gas ❏  yes ❏  no
 electric ❏  yes ❏  no
 oil ❏  yes ❏  no

22. Do you regularly use a gas range or gas oven for cooking? ❏  yes ❏  no

23. Do you sleep with the windows open at night
      mostly during the winter months? ❏  yes ❏  no

24. How much are you annoyed by the traffic noise at home if the windows are kept
      open? (please circle the number)

no annoyance |___|___|___|___|___|___|___|___|___|___|  unbearable annoyance
0    1     2     3     4     5     6      7     8     9    10

25. How much are you annoyed by air pollution at home i. e. smell of the traffic and
      industry, when you keep the window open? (please circle the number)

no annoyance |___|___|___|___|___|___|___|___|___|___|  unbearable annoyance
0    1     2     3     4     5     6      7     8     9    10



26. Does anyone regularly smoke inside your home? ❏  yes ❏  no

     26.1 If ‘yes’, how many people in your household smoke
   inside your home regularly? |___|___|

     26.2 How many cigarettes, pipes or cigars are smoked daily inside your home?

cigarettes |___|___|
cigars/pipes |___|___|

27. Do people smoke regularly in the room where you work? ❏  yes ❏  no
❏  don’t work

28. Have you ever smoked for as long as a year? ❏  yes ❏  no
      (‘yes’ means at least 20 packs of cigarettes or
      12 oz (360 grams) of tobacco in a lifetime)

       If ‘yes’,

       28.1   How old were you when you started smoking?    |___|___| years

       28.2   When have you stopped smoking?        19 |___|___|

       28.3   Before you stopped smoking, how much did you smoke on average?

Number of cigarettes per day |___|___|
Number of cigarillos per day |___|___|
Number of cigars per day |___|___|
Pipe of tobacco in grams per week     |___|___|___|

29. What is today’s date? |___|___|.|___|___|.|___|___|
     d      d        m     m        y      y


