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FORM NHS-HIS4 	 U.S. DEPARTMENT OF COMMERCE
(7.1 	1-87) B U R E A U  O F  T H E  C E N S U S  


A C T I N G  A S  C O L L E C T I N G  A G E N T  FOR T H E  

U.S. PUBLIC HEALTH SERVICE 

Book , of Books 

U.S. HEALTH INTERVIEW SURVEY 

NON-FOSDIC SUPPLEMENT 

FOOTNOTES 	 PSU Segment No. Serial No. Sample No. 

B-
J 

INTERVIEWER CHECK ITEM After asking Q. 10 on the Hospital Page, check one of the following boxes and follow the instructions. 

--	 O N o  hospitalizations - Leave Doctor's and Surgeon's Bill Supplement blank 

nHospi ta l i za t ions  - Fill m e  Doctor's and'SurgeonBsBill Supplement for each completed stay. 

HOSPITAL PAGE DOCTOR'S AND SURGEON'S BILL SUPPLEMENT- F i l l for each completed hospital  stay. 

la. What was the amount of the doctor's and surgeon's bill for this stay? 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 -. -.------ =.--


ntries in Qs. 9 and 10 include payments 

2a. Did (will) health lnsuronce pay any part of the doctor's and surgeon's bill? 

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

b. What is the nome of the Insurance Plan? 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 I 

For each Health Insurance Plan named, ask: 	 .-----------------------------~----

d. mat was (will be) the amount pald by (Name of plan)? 	 I 
I 

I 


. . .  
Enter total amount paid by health insurance in line A Source of Payment Dollars I Cents 

Enter any amount paid by Social Security Medicare in line B 5;. .. . ;. . ...::..:.:.:. ..; ..... . . . -. . .. : ..,........ .. . ..: , ,.. 

If total amount ~d i s  the same or greater than the amount I 

I
of the bill, a s k c  .4. 1=Health Insurance-All plans excl. Medicare I
3a. Who paid (will pay) the (remainder of the) doctor's and surgeon's bill? 	 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  I 

_ - - _ _ - _ - _ - - _ - - - - - - - - _ - - C - - - - - - - - - - - - - - - - - - - T - - - -

b. Did m y  other person or agency poy m y  other part of the doctor's and surgoonls bill? 	 I 

B. z G S o c i a l  Security Medicare 	 I 


a y e s - ~ s kc =NO-GO to d 	 I 

. . 	 I 


_ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - , . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1 


c. Who was thls? Mark appropriate box and reask b. .: C. a(Self and Family 	 1 
I 


,,,,,,,,-,,,,,-,,,,-,-------.,,-,---,------------------------------,-----L----

I 


d. What was the amount pald by - -1 
. . 	. - :D. amother-Specify I 


I 

. . ... . I 


Interviewer: After totaling all sources of payment for the doctor's and surgeon's bill, check one of the following boxes: Total of above-include I 
I 


amount paid by health 

=Total mount  paid (to be paid) agrees with amount of doctor's bill-Go to Q. 11 insurance-

I 
I 


O T o t a l  amount paid (to be paid) does not agree with amount of the doctor's bill-Resolve difference with respondent 

NOTE: Turn to back cover (p. 12) for additional Doctor's and Surgeon's Bill Supplement. 
-



- - - - - - - - - - - - - - -  

NOTE: Fi l l  pages 2-11 after asking Q. 27 on the Fosdic Questionnaire. Begin with the Interviewer Check Item below. 

0 
INTERVIEWER CHECK ITEM r O N o t  id Labor Force 

or I'nder 17 

If person i s  under 17 years, or not in Labor Force (Q..26 a-d blank) check "Not in Labor Force." 0 C S o  work-loss days-in L F  

Go to next person 


If in Labor Force (Q .  26 filled) refer to Ques~ion 13 and make appropriate entry. EWork- loss  days 
Go to 48 


Earlier you said h a t  - - lost - - days from work during the past 2 weeks - (If self-employed, ask b; for other workers, ask a) 

4a. Was - - paid ony wages by his employer for the days that he last? 40. 

I D y e s - A S &  O N o - ~ g k  

- _ - - - - - - - - - _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - . . - - - - - - - - - - - - - - -

2UYe s ~ ~ i ~ o - ~ a k  
b. Does - - have any insurance that pays him for the income he lost on these doys? b. 

c 
d-R --

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - . - . . - - - - - - - - - * m - - * -

c. Did he receive his full day's pay for a l l  of these - - days he lost? C. 
I @YCS-AS&

f-h 
2 =NO-AS& 

d-h
- - - - - - - - - - - - - - - - - - - - - - ' - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - d . ; . & - . - w * * - - d  

Dollars I Cents 

d. In total, how much income did - - lose because of the - - days he lost from work? d-
I 

$ II- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . . - . . - - C - - - - - - * - , - - - -

e. I s  this before or after taxes? o.. r E B e f o r e  2 a . 4 f t e r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 -- .1,.11- ...-I--

Dollare I Cent8 

f. How much does - - usually earn per week? 
I 
I . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ."..--.-4....~-*--.i.. 


g. I s  this before or after taxes? 9. I [Before 2 a A f t e r  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ~ r r  - &-..I+-- w e , - - +  

Ask if "Yes" in 4a or 4b: h. r =Sick leave plan 
h. Did - - receive this income for these days through a sick leave plan, loss-of-pay insurance, or some other way? 

2 @Loss-of-pay insurance 
3 m o t h e r  - Specify 

-".. *8 I.>. 

FOOTNOTES: 



-- 

- - - - - - - - -  

These next quostions an obout heolth insurance. We are interested in  a l l  kinds of health insuronce which pays for MOST KINDS of illness. However, we &not wmt  
to include insurance which poys ONLY for occidmts. 

50. Ir anyono i n  h e  family eovorod by a heolth insurance plan which poys dl or port of a hospital b i l l?  

=Yes-Ask b and c 

b. 	 Whot i s  ((re n m e  of the p lm?  - Record in Table H. 1. 

c. I s  ayone ' in  6. family covered by ony othor health insurance plon which poys ol l  or port of o hospital bi l l? I I 
=Yes-Ueask b a d  c DNo-comple te  Table H.I .  for each plan reported 

60. (Besides tho - - plon you told me obout) i s  ayone in the fomily covered by o heolth insurance p l m  	 1' 

which pays o l l  or port of o surg.anes bi l l?  

b. 	 What i s  the name of the plan? - Record in Table H.I. I 1 
c. 	 I s  anyone i n  the fomily covorod by m y  othmf hwlth insurance plon which poys a l l  or port of a surgeonas bi l l?  

0y e s - ~ e a s k  b and c ONo-Complete Table H.L E each plan reported 

70. (Boaides the - - plan p u  told me obout) i s  onyone in the family covered by a heolth inhronce plon which 


poys al l  or part of o doctor's bi l l  for home colls or office visits? 


O Y  es-Ask b and c =No-Go to 8a 

b. 	 Whot i s  h e  name of h e  plon? -Record in Table H. I. 

c. 	 Is  ayone i n  the fomily covered by m y  other hmlth insumnce which poys o l l  or port of o doctor's b i l l  


for home colls or office visits? 


=Yes-Reask b and c ONo-comple te  Table H.1.  for each plan reported 

80. (Besides the - - p l a  you told me obout) i s  myone in  the family covered by-o deductible heolth insuronce plon which poys some port 


of o b i l l  for doctor visits or for hospital or surgical care, ofter o certain amount has been poid by the family? 


=Yes-Ask b and c U N o - G O  to 98 

b. Whot i s  the nome of the plon? -Record in Table H. I. 	 . 
I 

c. 	 I s  anyone in  the fomily covered by m y  other deductible heolth insuronce p l m  which poys some part of o b i l l  for 

doctor visits or for hospital or surgical core ofter o certoin omount hos been poid by the family? 

@Yes-Reask b and c 0 x 0 - C o m p l e t e  Table H.I .  for each plan reported 

-
INTERVIEWER CHECK ITEM 

' C l ! n d .  65-Go to next person 
Mark one box for each persor. 1 
065 or o v e r - ~ s k  9a 


-

90. I s  - - coverod by thot port of Sociol k c u r i y  Medicare A i c h  poys for doctor visits; h o t  i s  the Medicore plon for which he or =Yes-AS& b 

some agency must pay $3.00 o month? 30-GOto next person 


-----,--------------------------------------------------------
- I - - - - -

If person i s  covered bv any insurance plan in Table H.I. ask lor EACH plan: 	 Line ! L i n e  ~ L l n r  

N o . 1  y 0 . I  So. -


b. 	 ISthis the (name of plan) you told me obout before? r y e s  ! E y e s  I O r e s  1 
I Go to next person I 

FOOTNOTES 	 WASH. USE ONLY
4 

u m b e r  (CoverageT:re 
 0f of 
Plan 1 Plans Head 



Name of Plan 

C l ' n d .  65-Go to next person @l'nd. 65-Go to next person person O U n d .  65-00 to next person 
D 6 5 or ovcr- Ask 9a C 6 5  or ovrr- Ask 9a 0 6 5  or over- Aek 9a1 I. 

- - r - - - - - I - - - - -
Line I Line I Line 
No.-1 No.-



rCHECK ITEM 
Check questions 22a-22d and 23c on pages 4 and 5 of the Fosdic Questionnaire. 

personol c o n  some people need.in the home. Please te l l  me if --
needs help in any of the following woys.. 

lo. Does -- need help -
In walking up stoirs or gotting from room to room? ... 

w l d  &ongin# bandages? ................... 

in receiving injections? .................... 

with other trootnents? ..................... 

If "Yee," ask: What kinds of tnotnwnt? 

1 0All of the time 

2 0Part of the time 

(Determine the type(s) of person(s) 
providing the care in question 1 
and mark appropriate box in 

5b. I s  the nurse thot cores for -- o registered nurse,.o practical nurse, or some oher kind of nurse? column (1) of Table H.) 

FOOTNOTES: 1 



Type of persons providing care  
. -

INON-HEALTH 
WORKERS A. 8 . 0  Related household members 

. B. 1 0Related persons not in 
household 

I C.  2 [=1Friend or neighbor -
Specify -

HEALTH 
WORKERS E. 4 nNurse - Repisterrd 

I F. 5 Nurse - Practical or other 
C 

I Specify . , 

During the past two weeks About how maqy hours a day does - - receive.helpI IIs  (relative, nurse, etc.) 
on about how. many days or care from (relative, nurse, etc.)? paid for these services? I

~ ~ 

& d  - - receive help or care 
from (relative, nurse, etc.)? 

. . 

INTERVIEWER: Mark the 0Person 65 + and "Yes" in column (4). Ask Q's 6. 7, and 8. 
appropriate box before going + 

to Q's 6-8. 0Person 55-64 and "Yes" in column (4). Ask Q's 7 and 8. 

0All "NO'S" in column (4) or only "A" checked in column. (1) of Table H. Skip to ques t im 8. 

(2) 

Days I x x  Don't know 

6. Are any of these services .paid for by Medicare?I x 0Don't know 

(3) 

Hourn 1 00 L e s s  than 1 hour 1 xx Don't know 

7a. Who pays (the remainder of the bi l l )  for these services? 

b. Anyone else? 

, cri 
1 Yes 1 2 No 

t 0Self or family 4 0Agency or organization 
(Visiting Nurses Ansociation, etc.) 

z aOther relative or friend s 0Welfare 

I 1 3 0Health insurance 6 0Other - Specify 1 

80. During the past 12 months, has - - received any care at home from a nurse? 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 4  

b. During the past 12 months, ABOUT how many visits did a nurse make to care far - - 7 

= Y e s - A s k 8 6  O O O O N O - S ~ O P  

Number of visits 

I 

FOOTNOTES 

I 

WASHINGTON USE 



-

These next questions ore about motor vehicle accidents, that is, accidents,lnvolving cars, trucks, buses, motorcycles, 

and so forth. We are interested i n  a l l  types of motor vehicle accidents even i f  no one was iniwred. 

loa. ~~~i~~ 	 - been in a motor vehicle accident either as driver), passenger or pedestrkan? 10a.l y e n  - bthe past 12 months, has - ~ s k  I 


G SO - GO to next person
_ _ _ - - - - - i 
- - - - - - - - .  

b. 	 How many motor vehicle accidents has - - been in  during the past 12 months? 


Number o f  accidents , 


. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ _ _ _ _ _ _ _ _ _ _  
c. On what date(s) did the accidenfls) happen? 

1' 


L - - s - . - 1 - - - - L - - ; _ '  I 

d. Was - - in any other motor vehicle accident during the past 12 months? @ Yes - Reask c and d 


C No - Go to next person 

a 


' 

.Ask for all persons 14 years  of age and older: 110. x v  a I 'nder 	14 years GO LO ,
I1 next 

l l a .  Has - - driven a motor vehicle during the past 12 months? 
X X G S O  person i 

!
CYes - A s k  I l b 

. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ " _ _ _ _ _ - _ _ _ - _ _ - - - - -I 

b. How many years has - - been driving? 	 b. 0 0 0 Less than 1 year 1 
1 

INTERVIEWER CHECK ITEM 	 0 None 

Fill a Motor Vehicle Accident Supplement for each motor vehicle accident reported in Q. 10 above. Number of MVA 

If no motor vehicle accidents reported - fill the Household Page and end interview. supplements: 


FOOTNOTES 



- - -  - - 1 HOSPITAL PAGE ( ~ o n f ' a lDOCTOR'S AND SURGEON'S BILL SUPPLEMENT- F i l l  for each completed hospi+al stay. 

Person No. 

la. What was the amount of the doctor's and surgeon's b i l l  for this stay? il 

b. I s  the f for the doctoh and surgeon's b i l l  included in  the S amount you gave me for the hospital bi l l?


. + y m % : ~ ? % ? % @ ~ ~ ~ * ~ g j ~ ~ 

*<:

& 1=Yes (In a footnote, indicate the -actual amount of the hospital bill after deducting the 
ss doctot$ and suraeods bills. a l so  indicate any chanaes  in the amounts paid by 

,2a. Did (will) health insurance pay m y  part of the doctor's and surgeon's bi l l? = Y e s  =NO-GO to 3 	 - -- --.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 s 


Name of Insurance Plan ' Dollars I Cents  

b. What i s  the name of the Insurance Pl'm? 	 1 


!. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1- - - - - - - - . - - - - - - _ - - - - - - - - 	 t .  - - - - - i----l
r Did (will) any ather health insitmom plan pay part of the domr's and surgeon's bi l l? 	 I 

= Y e s - ~ e a s k  b 

For each Health 

=NO-AS& d 	 _ _ _ _ _ _ _ _ _ _ 
_ _ _ - - - _ _ _ - _ - _ _ _ _ _ _ _ _ _ _ _  1 
i 

Insurance Plan named, ask: 	 t,----,--------,--------, 
.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 I 

-----L----


Id. What was (wil l  be) the amount paid by (Name of plan)? 	 I 

I 


Enter total amount paid by health insurance in line A Source of Payment Dollars I 	 Cen t s  
Enter any amount paid by Social Security Medicare in line B 	 ,. 5, . .... ... . . . . . , .:. .. ...... . .... . ::.:::. .'.> . . .. .. . ..,. , ' .  ,'.. ..... . . . . .  .. . .... . :........I..:...:. . . .  .:.. ...... . . . .:. :......:. : 


If total amount aid i s  the same or greater than the amount 	 I
of the bill, ask%. 	 A. iO H e a l t h  Insurence-All plans excl. Medicare f
3a. Who paid (wi l l  pay) the (remainder of the) doctor's and surgeon's bi l l? 	 I
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  	 ­I-----
. - - - - - - - - - - - - - - - - - - - - - - -

b. Did m y  other person or ogency pay m y  other part of the doctor's and surgeon's b i l l?  	 i 

B. z n S o c i a l  Security Medicare 	 I 


D y e s - A S &  c O N o - G o  to d 	 I 

I. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . .  - - - - - * - - - - 

I 

1 


c. Who was this? Mark appropriate box and reask b. [c. 3 o S e l f  and Family I 	 I I 
---------------------Am-------------------
 -----------------------------L----


1 


d. What was the mount paid by - -3 
D. 4 O O t h r r - S p e c i b  	 I 

I 

I 


Intorviewer: After totaling all  sources of payment for the doctor's and surgeon's bill, check one of the following boxes. Total of above-include 
amount paid by health 


=Total m o u n t  paid (to be paid) agrees with amount of doctor's bill-Go to Q. 11 insurance-
i 


=Total m o u n t  paid (to be  paid) does  not agree with m o u n t  of the doctor's bill-Resolve difference with respondent
I 	 1 

Page 11 
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