Supplementary Table 1. Questionnaire forms for early adverse event surveillance

	On day 1, 3, 7
	Please enter your name.

	
	Please enter your date of birth.

	
	Are you experiencing pain at the site of injection?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have redness at the site of injection?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Are there any restrictions on the movement of the vaccinated arm?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have a fever?

1) Yes, body temperature 37.5~37.9ºC

2) Yes, body temperature 38.0~38.4ºC

3) Yes, body temperature ≥ 38.5ºC

4) No

	
	Do you have chills?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have headaches?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have muscle pain?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you feel tired?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have joint pain?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have nausea or vomiting?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have rash at body parts other than injection site?

1) Yes, only localized

2) Yes, all over the body

3) No

	
	Do you have diarrhea?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have shortness of breath?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Is your face flushed or your lips/mouth swollen?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you have paralysis?

1) Yes, but it does not interfere with daily activity

2) Yes, it interferes with daily activity

3) Yes, it prevents daily activity

4) Yes, it required emergency room visit or hospitalization

	
	Do you experience low blood pressure, shock, or anaphylaxis diagnosed by a physician?

1) Yes

2) No

	
	Please describe if you have any other symptoms.

	On day 28, 90
	Are there any new symptoms developed after vaccination?

If Yes, what are the new symptoms? Please describe.

If Yes, when did you first feel the symptoms? Please describe.


