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Instructions for compleiing questionnaire:

Please be sure to mark a response for every guestion,
unless you have been instructed to skip a guestion.

Your responses will be read by an optical reader. It is
important to follow the instructions below when
recording your answers.

. Use black lead pencil only (No. 2 or softer).

. Do NOT use ink or ballpoint pens.

. Make heavy black marks that fill the circle
completely.

. Erase cleanly any answer you wish to change.

. Make no stray marks on the answer sheet.

EXAMPLES

Proper Mark Improper Marks
O8O X @

EXAMPLES
To record & two To record a ong
To record a year: digit number: digit number:
{example 1916} {example 27} {example 3)
19116 o7 03
@ @@ [ JO,
e D@ D@
@ @) @ @@
3@ @& ol |
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&E (=& alo;
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A. GENERAL INFORMATION I

1. Please record TODAY'S MONTH AND YEAR.

Month Year
() Jan O dul
i) Feb () Aug , q Q'
(yMar (D Sep ()
O Apr O Oct &
Ty May (O Nav (E
() Jun (O Dec | 6
O]
G
2.What is your BIRTH DATE?

Month Da Year
o= 1] [
"y Feb
) Mar () (@) (B @@
) Apr D@ ®OE
O May 2@ @@
) Jun EE @6
) Jul ® ®®
O Aug ® ®E
(O Sep & 010
() Cct 7 @@
() Nov (5} ®E
() Dec B @ |_ @@

3.What is your SEX?
) Male
) Female

4. What is your CURRENT MARITAL STATUS?
() Maver married
{3 Married
(7 Living together but not married
(") Divorced
1 Widowed
() Separated

5.VWere you or &re you now married to @ medical
radiation worker?
) No
) Yas

&.Which of these categories best describes you?
() White
() Black
(") Asian or Pacific Islander
(") American Indian or Alaskan Native
) Oither, specify

7. Are you of Hispanic origin?
) No
() Yes




8. In what RELIGION were you raised?
(i None
(2 Assembly of God
(_) Baptist
() Christian
i) Chrigtian Science
{_J Church of Christ
I} Gongregational
() Episcopal
{) Jehovah's Witness
() Jewish
() Lutheran
(O Methodist
() Morman or Latter Day Saint
() Pentecostal
() Presbyterian
() Roman Catholic
() Seventh Day Adventis
() Unitarian Universalist
) Other, specify

9. About how TALL are FEET INCHES
you without shoes?

0lo;
10

PEEEEEOE

@EAROWEEE

10. About how much do you POUNDS
usually WEIGH without
clothes or shoes?

L@@
oleld
2@
DO
olol0;
Blo10]
01010

oo}

®®

alo)]

11. Have you ever SMOKED cigarettes regularly for a
period of one year or more?
(O No (GO TO QUESTION 16, PAGE 4)
) Yes

12. Excluding any periods of
time during which you
did not smoke, how
many toial years have
you smoked regularly?

13. During the time you smoked
reqularly, about how many
cigarettes per day did you
smoke?

14. How old were you when you
started smoking regularly?

15. How ald were you when you
stopped smoking?

() Currently smoking

(GO TO QUESTION 16, PAGE 4)

TOTAL
YEARS
SMOKED

NO. OF

CIGARETTES

PER DAY

AGE
STARTED

AGE

STOFPPED
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16.

17.

18.

In this section we are interested in your exposure to radiation
while TRAINING and/or WORKING with medical radiation, such as
x-ray, radionuclide, radiotherapy, ultra sound or MRI pracedures.

B. WORKING EXPERIENCE

In what years did you begin TRAINING and WORKING
with medical radiation procedures?

{_) Mever frained ) Never warked

YEAR BEGAN YEAR BEGAN
TRAINING WORKING
0]0) O
OO 010
@@ @eE)
@ D10,
OO o10
®® ®6
@O 20
O D0
@@ ®
@E (@) @4
In total, how many years have you NUMEBER
TRAINED and/or WORKED with OF YEARS

medical radiation procedures? Exclude
years when you were not personally
waorking or assisting with medical
radlation procedures for patient care.

If none, record "00" and go to Question
28 on Page 6.

(Record information about other
occupational radiation exposures in
comments section on back page of
guestionnaire).

@EEOEOHEEOOOE
EEAREREREE

For each of the following time periods, please indicate
how many years you TRAINED and/or WORKED with
medical radiation procedures. If none, record "00".

NUMBER OF YEARS

Before 1890 or
1950 1950's 1960's 1970's 1880's |later
@@ @O W @6 @ @D
0@ @0 OO [Og @6 @
@ @ @) &) @ &) @
®E) @ @) &) @ @)
®@E @) @ @) @) @

@ ® &) & @) 5

) @ ® ® &

@ @ @ @ @ @

® ® ®

@ @ &) (&) @
HE E 5] |

18. In what year did you siop TRAINING and/or WORKING

with medical radiation procedures?

YEAR
STOPPED

19

() Currently working
(GO TO QUESTION 20)

20. What is your LIFETIME TOTAL RADIATION EXPOSURE

received while working in the field of medical radiation?
{1000 mrad =1 rad =1 rem = 1 cGy = 10 mSv)

() None (GO TO QUESTION 22)

() = 1,000 mrad

() 1,000 - 4,999 mrad

() 5,000 - 2,993 mrad

) 10,000 - 24,999 mrad

() 25,000 - 48,899 mrad

{) = 50,000 mrad

) Don't know (GO TO QUESTION 22)

21. Is your answer estimated or taken from your
dosimetry reports?
(O Estimated
() From dosimetry reports
("} Cembination of both

22. While working in the field of medical radiation, about

how many times were you removed from receiving
additional radiation exposure for any length of time
because you reached your exposure limit?

) None

(&%

Oe2-4

(O5-9

O 10+

() Don't know

23. About how many times has your WHITE BLOOD

CELL COUNT been depressed below normal as a
result of working in the field of medical radiation?
) Nong

1

(O2-4

()5-9

)10+

_} Don't know

) Mever tesied




24, Please indicate how frequently you worked or assisted on & regular basis with each of the following procedures during
the specified calendar years. | you never worked with a particular procedure, mark the circle for "Mever worked with" and
leave all other columns blank for that procedure.

PROCEDURES YOU Never | BEFORE 1980 FREQUENCY | 1980 - 1988 FREQUENCY |1890 OR LATER FREQUENCY
WORKED WITH worked [ ey of Naver or Neeree
w_l_th rarely Manthly Weekly Dslly rerely Manthly Weekly Dally rarely Monthly Weshly Dali
Fluarescopy () 5 T e il VO 0 T Y o I | (T T O L 3
Dental X-ray O B SR AN O iR ) @0 Q@ Oy @)
Routine Disgnostic X-rays () [ T LT T O O 0O O OO 00
Multi-film Procedures (g.g.. IVP) D] 8 R Bl I [ R S T EN SRSy
Other Anglography O oS T o S G O 0 O & @ Q'O
Portable X-ray O SO S B0 0 D @St s e T @
CAT or CT Scan %! 26 80 O O O O 2 I T 5 VY 2"
interventional Radiography @ & e =G EFE B 50 iRl =
Diagrostic Aadionuciide ® O O 9 0 o O O O Q8 0
Diagnostic Ultrasound & R BT Rl £ VT T G 2 B e 1T <5 TS o) R 3
External Beam Therapy (MaV) ] Gy ol o) O O O O OO B O
Orthovoltage Therapy O (] @ ik i e =R A e O @=O
Brachytherapy (radium or athar) 9] T A YRRE o ({0 T 00 N 0 R O O (0 O
Radioactive lodine Therapy O OUEIOFE GUA BN S B, EHRNEY D
Other Radienuclide Therapy 2 i O o R O O O O OO O 0O
Microwave or Utrasound
Diathermy o @ 0 B 5 8 S e IR B &)
Mammegraphy O D & & & G 0 ©C © 8 0 O
MBI, Magnetic Reasonance
Imaging 2 S o I L @) CJ' CE' 'D =G = O
Any other procedures, specify:
O 6 0 M T 2 0 O O O QO 8 0O

25. Please indicate how frequently you HELD PATIENTS during any x-ray, radionuclide, or radiotherapy procedures
listed above during the specified calendar years. If you never held a patient during any procedure, mark the circle
for "Never held" and leave all other columns blank.

Mever
H Mever or HNever ar
HELD PATIENTS held rarely Monihly Weekly Dally rarely_Monhly Woskly Daly rarely Moty Weskly Dally
8 O O 0O © O O O O 0 0 0 O

BEFORE 1980 FREQUENCY

1880 - 1988 FREQUENCY:

1890 OR LATER FREQUENCY

26. Please indicate how often you wore a LEAD APRON or stood behind a LEAD SHIELD while working or assisting
with any procedure listed above during the specified calendar years. If you never used a lead apron or shield,

mark the circle for "Never used" and leave all other columns blank.

Never BEFORE 1980 FREQUENCY | 1980 - 1989 FREQUENCY |1950 OR LATER FREQUENCY
USED LEAD APRON used Hizves or Hever or Hover o
OR SHIELD raraly Monlhly Woekly  Dally rarzly Monthly Weekly Dally rarely Manthly h‘ae::ly Daily
@ Q0 O @ e il o T C ¢ O O

27. Please indicate how often you developed or processed X-RAY FILM during the specified calendar periods. If you
never developed or processed x-ray film, mark the circle for "Never processed" and leave all other columns blank.

Neier BEFORE 1980 FREQUENCY 1980 - 1969 FREQUENCY  |1920 OR LATER FREQUENCY
X-RAY FILM processed Heves or Hever ar Miver or 5 s
FROCESEING rarely Monlily Weskly Daily rarely Manthly Weekly Daily rasety_Moninly Weekly y
@) O 0O 0 QS T @ s &R
-5- 1] [ ] E B
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C. PERSONAL MEDICAL EXPOSURES

In this section we are Interested in radiation exposure YOU
RECEIVED AS A PATIENT, MOT procedures performed BY YOU.

28. Please indicate how frequently you had any of the following DIAGNOSTIC PROCEDURES during the specified
calendar years. If you never had a particular procedure, mark the circle for "Never had” and leave all other
columns blank for that procedure. Please count the number of times you had a procedure, NOT the number of

individual films taken.

() | have not had any of the procedures listed balow (GO TO QUESTION 28)

BEFORE 1380 1980 - 1989 1830 OR LATER
o H‘gﬁfgggﬁ &0 NEVER | NUMBERTIMES | NUMBERTIMES | NUMBERTIMES

HAD 0 1 2-4 5410 1 2-4 5 | 0 1 2-4 5

Upper gastrointestinal saries @] 00 @ alt 8 8 Ol 0 I
Barium swallow © B glloTe g 0@
Barium enema @) Qe & 8l 0 5D gl o Q& O
Cholecystogram or cholangiogram O eSO OE OleEEEOSD
Retrograde or infravenous pyelogram o e gl @ 9 e g O O
‘Renal arteriogram O S eirloaeE o LysE oS sks RSN Sl eN e
Urathragram or cystogram O [ S 1 @@ O O g O 8O O
Muiti-film procedure, other than above @) () (5 Y i T = e N G e (| 6 R T VI 8
Angiogram, other than above O O O Q0 9|8 QOO @ Q
Fluoraseopic procedure, other than above &% Gl el e o 1eNE el @hver He S oSN a)
CAT or CT scan @] G 0O 0 0|l @ O 010 0 O O
MAI procedure O i erae e nbe e reis el OISR G ¢ SN,
Skull x-ray O |O 60 0|0 O O 0|0 O 0 O
Gervical spine x-ray O GreneEelsiar eI O 9o €8] G 90
Sinus x-ray O 0 B 9e 0 e Ole O O O
Head/neck x-ray, other than above @ CEOEOEOIDEOFOEDIESROSEE0
Collar bong x-ray O G ) O O G Ol © © G
Shotiider x-ray O B D B R e GRS S Ol M G & S G RS )
Rib x-ray @ @ Oene: B O e ) B 1D
Thoracic spine x-fay @) B O eI e F O QIO O NOES SN OO,
Lumbar sping x-ray O g 0 0ol 09 0l 0 9 O
Lumbosacral sping x-ray '®) LGB (@l ieiEs =0l ‘:;} @) Q Q O
Abdomean x-ray O Ao e 0e 0 g 8l O 0 O
Kidney/uretar/bladder x-ray O EEEaEeERIe =0 (@ er HeEE 0 iaiE &
Pelvis x-ray Q @ G G-0la 8 86 8|8 8 0 O
Extremities (arms, legs) x-ray O QEEEOEOHICIE OO0 0Ha G
Mammography x-ray O O O 0 DG O @ 810 & 8

29, Please indicate how frequently you had DENTAL OR CHEST X-RAYS during the specified calendar years. If you
never had a particular procedure, mark the circle for "Never had" and leave all other columns blank for that
procedure. Please count the number of times you had a procedure, NOT the number of individual films taken.

PROCEDURES BEFORE 1980 1980 - 1989 1990 OR LATER
PERFORMED ON YOU MEVER NUMBER TIMES NMUMBER TIMES NUMBER TIMES
HAD O 1-910-24 25+ | 0 1-910-24 25+ ) 0 1-8 10-24 25+
Dental x-ray O 00 O O O O 0. i O
Chest x-ray ] O OEEOECe =0 o l SRHGI=2C a0,
.6~




30. As a PATIENT, have you undergone any RADIOTHERAPY '
procedures, including radium implanis or other D. HISTORY OF ILLNESS
brachytherapy? Here we are interested in procedures
performed ON YOU, not those performed BY YOU. 32, Have you ever been told by a doctor that you
) No (GOTO QUESTION 31) had any type of CANCER?

() Yes —# Please indicate whether you recsived radiotherapy 1o any of ) No (GO TO QUESTION 33, PAGE B)
the foliowing body areas for cancer or any other candition () Yes — Plsase mark "YES" for sach type of cancer
during the specified calendar years. If you did not receive you have had diagnosed by a doctar and
radiciharapy during a specific time period. leave items undar specify the year of first diaonosis. Include only
bt oo Henk et i eyl o e etz o
particular body area, mark the circle for "Never recaived Mark hare YEAR GF FIRET
and leave all other columns blank for that body area. for "Yos™ DIAGNOSIS
PRIMARY CANCER N
BODY AREA Before 1980 | 1980-1989 | 1990+ rralt S T
TREATEDWITH | Never For Not for Far Mot for Far Mot for BONE s v wmrsrrarevarsonnesones O gl
RADIOTHERAPY |Asceived | CancerCancer | CancerCancer | Cancer Cancer Brain or Central Nervous System . () —» 19
BIBHRL . v v e —# 19
Head or neck O B O O QO 0O —
Carvix (InVasive) ..., .ovvvrins 0O —» 19
Shoulder @] 2 I I ) SIS Colon . R g g
ConnectiveTissue (Soft Tissus
Chest or spine @] ) G Q Q Gl ) SAIEAMAY s ¢ s s e ) —» 10
Esnphague: . s ddiimsivaiassy O —»
Abdomen O D, O O @S]
Hodgkin's Disease .. ........... *:J' —* 13
Palvis 0 @: & O O i) Kaposi's Sarcoma. . ............ O —» 10
Widney O —» 19
Extremities 0 G)==(E) 0 O = | e A S (O — 19
Other, specify: O () ) 0 O @rge! Leukemia, Acute Lymphocytic ... — 18
Leukemia, Chronic Lymphocytic O =19
Leukemia, Acute Myeloid ar
Granulocytic ...ccviviriaiiis ) —= 1

31. As a PATIENT, have you undergone any NUCLEAR MEDICINE Leukemia, Chronic Myeloid or
procedures? Here we are interested in procedures performed Granulocytic ...........co.. . — 18
ONYOU, not those performed BY YOU. Leukemia, oiher than above or
O No (GO TO QUESTION 32) type UnkRown . . . .ueesins . ) —P 18
(U Yes —» Please indicate whether you received any of the following

radionuclides for a diagnestic or therapeutic reason during ey cvsosrsmimmanminmm mon ) —= 13
!helspenitjed v.:a1elndar j-'EEIFf.I”]:"GU did not receivel Lung or Bronchus .. ........... ) —» 19
radionuclides during a specific time period, leave items Lymphoma, Non-Hodgkin's ....O —» 19
under that column blank. If you never received a particular Ltk ¢ k O —> 1
radionuclide, mark the circle for "never received" and leave YTEPNOT RO NANAWI s A S
all other columns blank for that radionuclide.
Melanoma . ...ooeevvrvnrenns %‘, —» 10
Multiple Myeloma ............. i) —» 13
TYPE OF . Elﬁiure 1330 1?:0 = 1329 F:Bﬂﬂ:ﬂ Oral Gavity or Pharynx ........0) —» 18
RADIONUCLIDE | o ) | iaancsis Therapy |Diagnosls Therepy. |Dignosis Therapy 0 A L
Pancréas ......i.oieeeeieenndlD = 18
127 |odina O @ O £2h 6 2 1@
DOBEIR cocosrimimmsan i O — 13
125 |ndine g @] & D B 5 BLEALINT v s waim s s O—»w
emach s s R s 0 —+ 19
som Techneeium | O N 0D B D) g et © e T L
201 Thallium 0 EaEas O O [SEEm Thyrold Lo ivciimasissdD—r
Ulerus (endometrium) ......... O—»1e__
Other, spacify: @) Gy ) 0. O @ i ) Skin, Basal Gell Garcinoma ... O — 18
Skin, Sguamous Cell
Carcinoma «....ooveeeinn, () —2 18
Type unknown O &R S O O O O
I I Other cancer, specify below ... —» 1a

i i | £ =] H BN




33. Have you had any of the following conditions or

procedures listed below diagnosed by 2 physician?
2 No (FEMALES GO TQ QUESTION 34; MALES GO
TO QUESTION 53, PAGE 9)

() Yes —» Please mark "YES" for each conditien you've had

dizgnosed by a physician and indicate the time
period when you were first diagnosed with that

condition.
YEAR OF FIRST DIAGNOSIS
1900+
1985 - 1988
1980 - 1984
Markhere <1980
far "Yes"

MEDICAL CONDITION " ]
Angina Pectoris ......oociviiiiiann 00— 000008
e R S O— 0000
Arthritis, Rheumatoid .. ..........c.. O—- 0008
Arthritis, Oer ........ocovnevuianns O— 0000
Breast Disease (Fiorocystic or Other

BEmiY e sm s ws s s s s s O— Q000
Breast Implant, Silicone ............0—= 0000
Bronchitis, CAIOMIC . ...vveceascsries O— 0000
Catarmels o i s s b s Q— 0R0E
Cataract Extraction ..........ooien. O— 000
Cholecystectomy ....iciieeaiviozs O—= 0000
Cholesterol, Elevated (240 or greater) . O —»= OO 00
Corcnary Bypass . ......coiiauiaias O— 0000
Diabetes Melltus . ....o..ooueaeses O—- 0000
EMPHYSEME ~.vvevereenrenneenns O— 0000
Fracture of Hip or Forearm .......... O—C0O00
GIAUCOMIE .\ eieeeeennnriaanans O—- 0008
Hypertension (High Blood Pressure). . O —» DDDQ
Hip Replacement .........cooireeen. O— 0000

Macular Degeneration of Retina ..... O— 0000
Myocardial Infarction (Heart Attack) .. O— 0000

OSIBOPOMOSIS & ieessinrerssivanas O—= 0000
Pulmonary Embolus .....ccoooean. O— C000
T n) <] HEE |- R P O— 008 O O
Sl TOVA).. - - oes s s s 1Y 0 C— Q000
Thyroid Canditions:
ABNOME - oovvvnrrnrecanss O— 0000
GOIET voca v e s wiem aceace O—= 0000
Hyperthyroidism .......-... O—= 0000
HypothyroidiSm - ..oooervee O— 0C00
e T O— 0000
Other benign thyrold

condition, specify below ... O —»= OO O C

Ulcer, Gastric or Duodenal ,......... O —= 0000

-B8-

E. FEMALE GYNECOLOGICAL HISTORY

(MALES GO TO QUESTION 53, PAGE 9)

34. How old were you when AGE
you first started having PERIODS
MENSTRUAL PERIODS? STARTED )

=i

(ra)

OICIIGIOICIDIOISIS,

35. Have your MENSTRUAL PERIODS stopped
permanently?
) Yas, menstrual periods stopped.
() Had manopause, but now have periods due to hormone
replacement therapy.
(O No, still menstruating (GO TO QUESTION 39)
() Not sure (GO TO QUESTION 33}

36. How old were you when AGE
your natural MENSTRUAL ';E"If:tll-'guhé-
-
PERIODS stopped? SYORRER %%
ke
(343
5@
o,
®@®
@
®
37.What is the reason your natural MENSTRUAL
PERIODS stopped?
O Surgery 38. How many ovaries
() Natural manopause were removed?
(change of life) () Bath
) Undernourishment )} One
() Excessive exercise ) None

() Other, specify () Don't Knaw

399, Have you ever taken BIRTH CONTROL PILLS (oral
contraceptives) on a regular basis?
O Ne (GO TQ QUESTION 41) () Yes

40. Altogether, what was the total number of years
you took BIATH CONTROL PILLS (oral
contraceptives) on a regular basis?

() <1 years () 5-9years
(31 -2vyears () 10+ years
13-4 years

41, Have you ever taken oral or other ESTROGENS for
symptoms or conditions related to MENQ_F&UEE?
(I No (GO TO QUESTION 46, PAGE 8) () Yes




42, How old were you when AGE
you first took ESTROGENS STARTED
for a reasan related io
MENOPAUSE?

D@

H{=3 (=]

s
P

) ,’G?l =Y |'\r;a:"| |'j.=-_: {
e
(QISIOID

(=) ()

(=) (=)
(@) =) &) @

43, Altogether, what was the total number of years
you regularly took ESTROGENS for symptoms
related to MENOPAUSE?

C <1 years (O 5-Qyears
(L) 1- 2 years () 10+ years
(O 3-4 years

44. Are you currently taking ESTROGENS for
symptoms related to MENOPAUSE?
QO No O Yes

45, Have you ever taken oral PROGESTINS (such as
Provera) in combination with estrogens for
symptoms or conditions associated with
MENOPAUSE?
O No O Yes

46. Did you ever take DES (diethylstilbestrol) to prevent
miscarriage during any of your pregnancies?

O Ne {2 Don't know
O Yes
47. Did your mother take DES while she was pregnant
with you? B
{J No {Z Don't know
O Yes

48. Have you ever had a BREAST BIOPSY or aspiration
{needle inserted to remove fluid)?
CINe (GO TOQUESTIONS53) () Yas, biopsy only
() Yes, biopsy and aspiration (C) Yes, aspiration only

49, How old were you when AGE
you had your first BREAST

BIOPSY or aspiration?

@EEEEEEEEE
@) @ @) @) @ E 5 E)

50. How many BREAST BIOPSIES or aspirations
resulted in a diagnosis of breast cancer?
() None (1 or more

51. How many EREAST BIOPSIES and/or aspirations
DID NOT result in a diagnosis of breast cancer?
() None ()5-6

Q2
U1 (J3-4 C 7+

52. Please indicaie the results of all breast biopsies
and/or aspirations. For each result marked,
record the year the first biopsy or aspiration was
done for that condition. MARK ALL THAT APPLY.

Results of

Mark here — or aspiration for
Biopsies/Aspirations for"yes" ¥  condition
Mo abnormality detected O—=13
Cyst O—s10__
Fibrocystic disease C—»19
Fibroadenoma O—=19__
Hyperplasia O — 19
Atypical hyperpiasia QO—=19_____
Lobular carcinoma in situ ) —» 19
Ductal carcinoma in situ O—»19__
Breast cancer (invasive) (—s1g__
Don't know ) —w 19
Other, specify: O—»19___

F. MALE AND FEMALE REPRODUCTIVE HISTORY

(Both MALES and FEMALES should complete this section.)

53. Have you and your spouse (or partner) ever tried to
become PREGNANT for more than two years without
success?

ONo  {GOTO QUESTION 55)

() Yes —=54, What was the cause? MAFK ALL THAT APPLY
() Owulatory/hormenal problem
() Tubal obstruction or scarring
() Male infertility
) Endometriosis
(C) Other reason, specify:
() Cause not investigated
(U Cause not found

55, For each time you (or your spouse or partner) became
pregnant, please mark the outcome of the PREGNANCY.
Male technologists, include only those pregnancies

for which you were the biologic father.

) Na pregnancies (GO TO QUESTION 58)

PREGNANCY QUTCOME
Live birth  Stillbirth  Miscarriage Abortion
15t Pregnancy () O = o
2nd Pregnancy = (@ 3
ard Pregnancy () ] ) @
ath Pregnancy (O (= <) i
5th Pregnancy () &) {3 o
6th Pragnancy () ) @] B
7th Pregnancy (O O @ O
8th Pregnancy () O Q O
gth Pregnancy () O O O
10th Pregnancy O O @) O
11th Pregnancy ) [y O O
12th Pregnancy O Q O O
(2} Currently pregnant
E EHE i} il H B

Year of first biopsy
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56. For each of your LIVE BORN CHILDREN, please record (a) the sex and year of birth, (b) whether the child ever

had cancer, year of diagnosis, and type of cancer, and (c) whether the child is deceased, year of death, and cause
of death. Do not include adopted, foster, step-children or those who were stiliborn. Start with the oldest live born
child and record in birth order for all live born children.

() | have not had any live born children

(GO TO QUESTION 58)

FIRST CHILD (born alive) THIRD CHILD (born alive)
8. Sex of b. Was this child ¢. Is this child a. Sex of b. Was this child c. Is this child
child ever diagnosed deceased? child ever diagnosed deceased?
) Male with cancer? () No (next child) () Male with cancer? () No (next child)
Y Famale | (O Mo O Dont ) Yes (O Female | ONo O Dont O Yes
() Yes know (2 Don't kniow O Yes know () Don't know
Year of birth |Year cancer diagnosed Year of death Year of birth |Year cancer diagnosed Year of death
19 19 19 19 19 19
© ©©) @ @) @@ o @ (@)
@@ D& D@ alo @) L
@@ @@ @& @@ @& @@
& @) @E @@ ole e @E)
@ @) (@ @) @@ @@ @@ @@
®® & E ®6E) ®E) ®E & @)
©E) ®E) ®E) ©E& ®E ® @
@E @@ @& @@ @@ @
®® ®©® @ ®® alo @O
® ®E &E) @
Type of cancer: Type of cancer:
() Leukemiz Cause of death: () Leukemia Cause of death:
) Lymphoma ) Lymphoma
() Braln ) Brain
() Other, specify () Other, specify
SECOND CHILD (born alive) FOURTH CHILD (born alive)
a. Sex of b. Was this child c. I= this child a. Sex of b. Was this child . Is this child
child ever diagnosed deceased? child ever diagnosed deceased?
O Male with cancer? () No (next child) ) Male with cancer? (O Nao (next child)
) Female | (Mo O Dont ) Yes OiFemale | ONe O Dont ) Yes
O Yes know () Don't know () Yas know () Don't know
Year of birth  |Year cancer diagnosed Year of death Year of birth  |Year cancer diagnosed Year of death
19 19 19 19 ‘ 149 19
o]0 o]0 8]G, Olo OJ0 00!
010, Q@ 010 L@ O 010,
@& @@ @@ D @@ @ E)
DE @@ @ @) @6 @@ @ &)
(@G @ @) @@ @@ @@ @@
®E) &G ) &) ®E @& ®E)
® & ®&E ®E ® & ® & ® &
@ @ @) @i Qe @@ @@
®E @ @) @ @) @ @ @ (@) ®®
@ (&) @ &) @E
Type of cancer: Type of cancer:
) Leukemia Cause of death: ) Leukemia Cause of death:
) Lymphoma () Lymphoma
) Brain ) Brain
() Other, specify ) Othar, specify
E = a 0 -10-




FIFTH CHILD (born alive)

SEVENTH CHILD (born alive) !

a. Sexof b. Was this child ¢. Is this child a. Sex of k. Was this child c. Is this child
child ever diagnosed deceased? child ever diagnosed deceased?
) Male with cancer? () No {next child)  Male with cancer? ) Ne (next child)
O Female| CiNe O Dont () Yes CiFamale| Mo ) Dont ) Yes
() Yes know ) Don't know ) Yes know ) Don't know
Year of birth  |Year cancer diagnosed Year of death Year of birth  |Year cancer diagnosed Year of death
18 18 19 19 19 14
® @© @) 9 (@) (@) (&} @@ @@
@ 010 Q@ @ a (L) LD
2@ 2@ @ E) @ @) @) EX @ E)
@@ ale @@ 2@ ()@ ) @X
® @ @ @@ @) @) (@) (@) (3) @)
®86 56 ®@ GlO), & E ®E
&) &) &) &) (&) (8 @ ®E) ®E
@@ @@ @@ @@ @& @@
& ® & ® @) & ® @
® @@ =@ @ &) (@ EX
Type of cancer: Type of cancer;
() Leukemia Cause of death: (D) Leukemia Cause of death:
(O Lymphoma ) Lymphoma
() Brain ) Brain
(O Other, specify () Cther, specify
SIXTH CHILD {born alive) EIGHTH CHILD (born alive)
a. Sexof b.Was this child c. Is this child a. Sexof b.Was this child c. Is this child
child ever diagnosed deceased? child ever diagnosed deceased?
O Male with cancer? () No (next child) ) Male with cancer? () No (next child)
(O Female| (O Ne ) Dont O Yes (O Female| (O No () Dont O Yes
) Yas know () Don't know () Yas know ) Don't know
Year of birth  |Year cancer diagnosed Year of death Year of birth |Year cancer diagnosed Year of death
19 19 19 19 19 19
©E @ @) ©@© o) @) @ @) © @)
010, 0l @a)y @@ @) @@
@@ @ @) @ @) @& @ e @ &
@& o6y @ @ G @& @ E)
010 (&) () @@ @@ @) (& (@) ()
®E ®E EE &E ®E 6lo
® &) ®® & ©) ®.E) ® & &
D@ @ @) T @) @ @) @) L0
@E @@ E&@ @
®E @ @) ®E) @ &
Type of cancer: Type of cancer:
O Leukemia Cause of death: ) Leukemia Cause of death:
) Lymphoma (0 Lymphoma
{2 Brain (" Brain
(") Other, specify () Other, speciy

If you have had more than eight live born children, please record answers to Question 56 for the additional children on a
separate sheet of paper and return it with your completed questionnaire.

i




== 57.If any of your live born children had & BIRTH DEFECT, please record the type of defect in the appropriate column
: E = for that child. Mark all that apply for each child. Leave the columns blank for those children who had no birth defects.
; = () None of my children have had a birth defect (GO TO QUESTION 58)
L -
: [{ = BIRTH DEFECT BIRTH ORDER OF LIVE BOREN CHILDREN
[[ = ist 2nd ard 4th ath Bth 7th ath
([ o Cataracis £) &, O D O O ) O
([ == Cleft lip or palate @ O o] @ & @) ] 0
(e Club foot & ) Al O O O & &)
([ == Down's Syndrome O @ O @ O @ &
f{ == Extra fingers. shortenad limbs, or
[ == any other skeletal abnormality ) O @) O O &) O £y
O Hole in the heart or other
({ == congenital heart defect o) ) ) O o @ )] (@]
([ == Hydrocephalus (excess water
([ == around or within the brain) o ] o ) 5 O o )
f{ o Small head size (microcephaly) @) & @) &) o &) & &
H Spina bifida or ather neural tube
([ == defect O @) O O O O O O
([ == Undescended testicle @) @) @) @) @) @] O &)
M - Other birth defects
[ == Specify type of defect(s) @) O O O O @) O O
iy -
Iﬁ[ — If you have had more than eight live born children with a birth defect, please record answers fo Question 57 for the
E‘% - additional children on a separate sheet of paper and return it with your completed questionnaire.
[
: = ‘ G. FAMILY HISTORY I
==
[\ == 58.Please indicate whether any of the following blood related FAMILY 60. Please indicate below if any of your
- == MEMBERS have had CANCER. If yes, please specify the primary female blood relatives, including those
[l - site where the first cancer started and the age at diagnosis. Do not previously reported, have had BREAST
@ = list metastases, or basal or squamous cell skin cancer. E}ANCEH? Mark (%E_I that apply. |
= Mang Grandmother, materna
: : RY E AT
[ MEMBER N Ko e CANGER SITE DIAGNOSIS Q Mather O Grandmother, paternal
[ - () Sister ) Aunt, maternal
'[[ = Father 0 O 0O () Daughter ) Aunt, paternal
- ) Dom't know
| M == Mother 0O O GF 61. Are you a TWIN?
| it[ - () No () Don't know
- Maternal Grandfather & O O—» () Yes, identizal -
ff - (C) Yes, fraternal, same sex
== Maternal Grandmother O O O—> () Yas, fraternal, opposite sex
i () Yes, type unknown, same Sex
= Paternal Grandfather O O O—= 62. How many blood related SISTERS and
- BROTHERS, living and dead, do you
== Paternal Grandmother ) O O—= have? If none or don't know, record "00."
- NO. OF SISTERS NO. OF BROTHERS
== 58, Have any of your blood related BROTHERS OR SISTERS had
= CAMCER?
- O No DONT KNOW (GO TO QUESTION 60) ® @ ®@ @
= () Yes —» |f yes, please specify the primary site where the first cancer (016 D@
- started. Do not list metastases, or basal or squamous call skin e EEY
i cancer. PRIMARY AGE AT @ @
- SIBLING CANCER SITE DIAGNOSIS (@ @
= Sister (O Brother O ® ®
- ® ®
om Sister ) Brother O @ @
=
- Sister () Brother | @) @
=
- 0 B B B -12-




H. VITAMIN AND MEDICATION USE i

B3. Since the age of 25, have you at any time taken any MULTIVITAMINS or other VITAMIN OR MINERAL SUPPLEMENTS
on a regular basis, that is, at least once a week for 6 months or more?

() No
() Yes

(FEMALES GO TO QUESTION 85, PAGE 14; MALES GO TO QUESTION &6, PAGE 14)

For each dietary supplement listed below that you have taken regularly since the age of 25, specify 1) how many
years, 2) during which time periods, and 3) the number of pills or dose, usually taken. Even if you're not sure about a
response, we'd prefer a good guess to a "don't know.” For each supplement that you have not taken regularly, mark
the circle for "Never or not taken regularly” and leave all other columns blank for that supplement.

NEVER
OR TIME PERIODS TAKEN| HOW MANY PILLS HAVE
MULTIVITAMINS TE'EE : HOW MANY YEARS TAKEN? (Mark 2ll that apply) | YOU USUALLY TAKEN?
REGL- 1980- 1985- <2 24/ 56 1 24
LARLY| 1 24 59 10-14 1519 20-24 25s (<1980 1984 1989 1990+ week week week day day
One-a-Daytype (100%AR0A) |1O 1O O O C O O Q|0 O O O|CQ O © O O
High Potency type (More
than 100% RDA such as
Theragran) & @IS G ETES {a GTETE H E O & IRE & e [ & I 0 N = gy
B-Complex e Yy O @ 0 0 018 8 8 9le .0 O g 8
Stressiabs (B-Complex +
Vitamin C) e S IR S SR GRS SIS ST & 1 @SS O © SE O TR &
Other Multivitamins OGS O O -G 0 610D 6 68 9|l & B & O

For any multivitamin you are now taking, please copy the exact type and brand from the label:
) Mot currently taking a multivitamin

[neves

INDIVIDUAL I'?;ir TIME FERIODS TAKEN WHAT DOSE PER DAY HAVE
SUPPLEMENTS  |7auenl HOW MAMY YEARS TAKENT? (Mark all that apply) YOU USUALLY TAKEN?
REGU- 1080- 1985- {Indicate teaspoons or capsules)
LARLY| 4 2-4 58 1014 15-19 20-24 25+ (<1980 1984 1932 19890+ <1 1 2 =2
Cad Liver Ol ar {7} teaspaans
Fehilivergnd| OO & @& @O G O OO0 O D Bl & @ O
{:. capsules
MEVER
I?;'T TIME PERIODSTAKEN| WHAT DOSE PER DAY HAVE
TAKEN HOW MANY YEARS TAKEN? (Mark all that apply) YOU USUALLY TAKEN?
REGU- 1980- 1985- (Select the closest amount)
LARALY| 4 2-4 5.8 10-14 1519 20-24 25+ |=1580 1984 13989 1990+
5000 10000 15000 20000 25000+ Don'l Know
Vitamin A (1.U.) SO0 G O 0 0 B0 O OGO 0 0 8 0
5000 10000 15000 20000 25000+ Don't Know
Bata-Carotens (10) M@ @@ ® & D IGO0 Rg|E @ @ O -0 vD
100 250 500 1000 1500+ Don't Know
Vitamin C (mg) O/ @ & 0 @ g Ol O ( O O 0O 6 0D
100 200 400 GO0 100D+ Don'tKnow
Vitamnin E (LU.) GieTEEET @20 SO0 0O B B tEEeNE
Calcium, Dolomite,
Tums, ete. {mg. of 00 250 500 80D 1200+ Don’l Know
glementalcalcium) | O | O O O O O O OO0 O O O|O0 O© O O 0O O
Vitamin D {along or o =
withcacumorViLA Ol O O O O O O O LR e i A
-13- REm®E [ | | |
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B4,

Which of the following INDIVIDUAL SUPFLEMENTS are
you currently taking on a regular basis? Mulliviiaming
cortain many of these vitamins or minerals. but here
we are interested in supplements thal are taken in
addition to 8 muliivitamin. MARK ALL THAT APPELY.
i None
Brewer's yeasi

| Thiaming

Ribafiavin

Miacin

Vitamin B-B

Folic acid or folata
; Iron

Magnesium

Selenium
3 Ane
. Omega atty acids

MALES GO TO QUESTION 66)

65.

B6.

During how many pregnancies did you take
prescription prenatal vitamins for at least 3
monihs?

' None or naver pregnant
(1 pragnancy

i1 2 pregnancies

_. 3 pregnancies
. 4 pregnancies
_ 5 0R MORE pregnancies

During the past year, on
average, how many days AVERAGE
each month did you take the DAYS PER MONTH
following MEDICATIONS? 224
Pleaze mark one column 15-21
for each medication. 5-14
1-4

<7

MEDICATION

Mone

Acetaminophen (e.g., Tylenol)

Aspirin (e.g., Anacin, Bufferin, Midal, _ 'm
Alka-Selizar) pelSieD!

Cthar anti-inflammatory {g.0., [buprofan,
Matrin, Naprasyn, Advil)

&7.

Thyroid hormones (e.0.. Synthroid) OOEE

Tranguilizers (e.q., Valium)

Have you ever taken prescription DIURETICS on a
regular basis?

(' No (GO TO QUESTION 69)

) Yes

68. On averadge, how long have you taken
prescription DIURETICS on a regulsr basis?
_ =6 months
1 §-11 months
1 1-2vyears
More than 2 years

ot

ATHER FACTORS k
|. OTHER FACTORE i
e mg————1

69. What is the color cf your EYESY

Blue Hazel Other, specily bolow
- Brown Erey
Sreen Elack

70.What do you consider your SKIN complexion to be?
i Fair Medium Dark

71. What was vour natural HAIR COLOR when you were
15 years old?
" Blonde
1 Light brown
1 Dark brown/brunette

Aed or Auburn
Black
Cther, specily balow

72. Have you ever used permanent or semi-permanent
HAIR DYE regularly? By regular use we mean at least
twice a year for 2 consecutive years. Please do not
include temporary rinses or bleach/highlights.

() Nes (GO TO QUESTION 76, PAGE 15}
i) Yes

73. About how many times per year TIMES

did you use permanent or semi- YPEE;HH |l
permanent HAIR DYES? 0; o
TF1j
z) (2}
A
W5
&

D
)

74. For how many years have you YEARS
used permanent or semi-

permanent HAIR DYES regularly? a) g
101}
93
d4ri4)
B

B

=

L

-.E

75. What color permanent or semi-permanent HAIR
DYES did you use the most?
_ Blonde
Brown/brunsite
Black
Red or red/brown
Other, spacity

-44-




76. During the past year, how often did you drink the following BEVERAGES?

BEVERAGE (AVERAGE SERVING) AVERAGE NUMEBER DF.EEHVINGS CC{NSUMED FJUFIING ?AET YEAR
<1/ 1o |2-3| u 2 (3-4/5-8 1 | & 3 & B4/
i Never|month|menth |month| week | week | week | week | day | day | day | day | day
1008 fruit juice (including fortifled (4-602) | Q| Q1 CQ |1 OQ1 O 1O 01O |1 Q1O 1O OO
Fruit drinks forfified with Vitamin € (4-602) (O | O |O | O (O |O|Q|OC|C| OO | Q| O
Cirange juice fortified with calcium (4 - 6 oz.) 6 L T O U o WO A o T M e T o Y R R Y
Whale milk (4%) (8 oz.) O IONEENEOIEEH @O O] OSSO
Lowiat milk {1 - 2%} (8 oz.) OQI1O|1C|O|Q|0|I0|0|2|0|C[O|C
Skim or nonfat milk (0 - 1/2%) (8 0z.) SRS NS PEGHE | QO OIS G B
Meszl-replacement beverages, such as Instant
Breakfast QIO || G| BN IES sHESHEe NN N
Low-calorie meal-replacement baverages,
such as Slim Fast el lenliel felneiEeRieR el Fel sl Rl ol =6
Cola, regular (12 oz.) OISl | Q|00 QO
Cala, decaffeinated (12 0z.) O |0 o Rl e @ W O 0 e @ i (6 & 8 @l (B ) S
Coftee, regular (6 oz.) o¥ ol fol ey iei vl ieBisl BedEol ol del N
Cofies, decatfeinated (8 0z.) S L T B0 B e T Il I B BN WO T 16 2 T ot @ 1 MR 21 S o
Tea (6 0z.) o Kol Eed el Kol o) He ) Hedped foy Kol ey
Beer (12 0z2.) s (el @ B N Bl i B o= Nel b @ ke M e s S o)
Wine (4 oz.) 'Sl @10l 86 |o ]|l O
Liguor (1 shot) Giia 0| @ | O |0 | O]oo C|O
Water (8 oz.) a1'a| g Bl ||| 0 |e|aaQle a

77. During the past year, how often did you eat the following FOODS?

AVERAGE NUMBER OF SERVINGS CONSUMED DURING PAST YEAR
TYFEQFFOOD <1/ 1 j2-3r ¥ 2 |3-4/|5-6/) W 2/ 3 4 5af
Mever|month |manthjmonth| week | week | week |week | day | day | day | day | day
Fresh fruit O &l @ 1O 1O [0 | OO O] | O | &
Canned fruil el W RS el Hed el kel BO M e, Q|0
Baked, boiled or mashed potatoes (excluding
french frigs) Gleole || elo]|O|C|C | |lO| O
Cooked vegetables (excluding potatoes, rice
or heans) GAEE: [fOVER O e O G [:Gr | C_;_" SN
Beans, such as kidney, pinto,bakedarrefied | O (O | O | O | Q| OO |0 |1Q|1C |0 |0 |0
Lettuce salad O | e |3 Q O g} ':;" Q ‘;:1 9 @] Q
Raw vegetables (excluding leftuce) OO Blelolo|le|| el |La] D
Beef Ololo|o|O|elE|0|8 | a0l
Pork eicl el el szl el ieANciR2ARCAES AL,
Chicken or turkey O|0|C 00|00 0|00 |0 DHES,
Fish (excluding canned fish, such as tuna) GIalGIole]l | ®1Q| O 88 Q) |
1009 fortified cold cereal, such as Product 18,
Total or Just Right - ‘o BN MSE Eel Ee e R S el M) QOO0
High-fiber cereal, such as All-Bran, Grapanuts, - L
'Ii’heaiies. Granola S |le |00l Ol0 ) |40
Any other cold cereal ol e lololelo ol |0 |00
Whole grain breads or rolls, such as rye, B . e il =
pumpernickel, whole wheat o I B W e B e I N Y O T O 0| C {;3 O|O
White bread or rolls g Eﬁ :”;"] Q Q {; |:__3 (:,. E": . r O IL;} g 9,
Coflage cheese or yogurl & HESANSHRENES AR AR LT EE RS EN e
Hard -:!;r soft cheasa}r{a':cluding cottagechesse} | O | O | O[O | O | O ;‘ C‘ f; j f:_jl O 2 1)
Fried chicken, fried fish or fried potatoes o|lo|o|o|o|lo|o|o|g|e|C|0]|0
Cookies, cake or pie el HeNEem el el el el fe 8 ReNES [ M Sk €6 @)




T8. During the past year, on average how many hours per

week did you spend EXERCISING OR WALKING?

HOURS PER WEEK

Exercising strenuously (e.q.,
aerobics, jogging, swimming) OO O OO0

Walking or hiking for exercise O

@]
Walking at home or at work OO0

79. During the past year, on average how many FLIGHTS

OF STAIRS (not individual steps) did you climb daily?
) None

O -2

O3-4

Os5-9

{D10-14

() 15 or more

B3.What is your SOCIAL SECURITY NUMBER?

SOCIAL SECURITY NUMEER

|

A

- I_ = T o -
OICION NOION OTOIOTE
000 | 0@ | 0E
2E0 | @@ | @edE
e @@ | @EeE
OJOION ROIORROIOIOIO]
EEE |Gk | 6
(CICICHROICHRCICIGIC)
0@ @@ | Cel
EEE 0@ | EeE®
LEE | 06 | PG

Your social securily number Iz being requestad under Section 411,
Public Health Service Act [42 USC 285a]. The primary use of this
information is for researchers to locate you in the future and {0 search
wital recards in a follaw-up study conduclad, Addifional disclasuras of
information may ba: 10 the Departmeant of Health and Human Sarvices
contractors, grantees gnd coltaberating researchers and thair staft in
order to accomplish the research purpose for which the recerds are
coflectad; fo a congressional office in response 1o a request mads by
you; and as ofherwise required by Law. Furnlshing your Secial Security
Number Is voluntary, andg you will not be cenied any Federal right,

80. How would you rate your overall health? benafit, or privilege by your refusal 1o disclese &,

() Excellent
) Good

) Fair

() Poor

81. Are you of Celtic or Gaelic ancestry?

O No
) Yes

() Don't know

82, Sometime in the future, would you be willing to

donate a small venous blood sample if we sent you a
convenient collection kit? This would involve having
someone draw your blood, but would not require any
centrifugation or other processing. This would allow
researchers to investigate the long-term effects of
low-level fractionated radiation exposures.

O No, | would not be willing to donate blood

() Yes, | would be willing to donate blood

THANK YOU VERY MUCH FOR YOUR HELP.

Please take a minute or two to recheck your
questionnaire to be sure you have not missed any
questions or skipped any items on the lists or tables,

Please use this space for any additional comments or infermation. FOR OFFICE
USE ONLY
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