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INTRODUCTION.--These Micro-Data Tapes comprise the data collected by the
National Ambulatory Medical Care Suney (NAMCS) in 1973, conducted by the
National Center for Health Statistics (NCHS). The National Ambulatory Medical
Care Survey provides continuous data from samples of patient records selected
from a national sample of office-based physicians. These national estimates
describe the utilization of ambulatory medical care services in the coterminous
United States. In.1973 there were approximately 29,000 patient records
sampled from thel,103 doctors that participated in the suney. For a
description of the sumey design and data collection procedures, see below. For
a more detailed description of the suney design, data collection procedures,
and the estimation process see reference 1.

HISTORY .--To provide more complete and precise information the the
utilization of the nation’s ambulatory care resources and on the nature and
treatment of illness among the population seeking ambulatory care, the NCHS in
1967 began exploring possibilities for sumeying morbidity in private physicians’
offices. A national technical advisory group was established. Initial
discussions resulted in a tentative protocol that called for periodic meetings
of a working group comprised of the Director of the NCHS Division of Health
Resources Statistics, the Project Officer and staff, the contractor’s
representatives, and a consultant group from The Johns Hopkins University in
Baltimore.

The background and development of methods employed for the NAMCS required
exploratory and feasibility studies conducted over a period of 6 years.
Literature review and consultation documented needs and potential uses for
national ambulatory medical care statistics. Information regarding accepted
definitions, uniform terminology, procedural experience, or practical
classifications for the problems and conditions encountered in ambulatory care
settings was found to be limited. First, data collection forms and procedures
were developed and tested by sample physicians in a national field sumey, which
demonstrated the difficulty of achieving high levels of participation. Refined
data collection forms and improved procedures were further tested by a second
sample of physicians in an extensive national survey lasting over 2 quarters in
1 year. Results demonstrated the usefulness of professional endorsement,
procedural efficiency, and minimalwork reqtiirementsin achieving physician-
participation levels exceeding 80 percent.

Finally, with advice and support from the technical advisory group, the
American Medical Association, individual experts, other professional groups,
and elements of the Public Health Service, NCHS initiated the National Ambulatory
Medical Care Survey in 1973. -

SCOPE OF THE SURVEY.--The basic sampling unit for the NAMCS is the physician-
patient encounter or visit. Only visits in the offices of,nonfederally employed
physicians classified by the American Medical Association (MA) or the lunerican
ws~eopathic Association QOA) as “office-based, patient care” were included in the
i?73 NANCS. In sddition, physicians in the specialties of anesthesiology,
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p.’ll ll:llcl y:, findr.nd:iolri:ywere Hel.mlctfrom.thr physfcim universe. Major
●-...,.. .5 ,’<;::-.,;j,?:.->::)1>-C’17.:L’LiXit L2KS }ICC LIiC1.7.1Jd in thC 1973 :}.”XGS were Choser.ade
by ~ekphon~, thosemade outsideof che physician’sofflck,and those made in
hospitalor institutional-settings.It is plannadtoextend the WCS to
includethese-encountersin the future,‘thoughsome complaxmethodologicaland
samplingproblemsmust be .resolvadfirst.

SAMPLINGFRAMEAND SIZE OF SAWLE. The aaspling frake for the NAMCSh
composed of all physicians.containedin tha wter filasmaktdmd by the
AMA and AOA as of December.3%,39.72,who met the $oI.lwcritsria:

Office-based,as defiaedbythe AMAaad AOA;

Princip&llyen8a8edin patientcare activities;

Nonfederally‘employed;

Not In ~eci~t~of..~thmtilo~, pathology,clinicalyathology,
forensicpatholo~.,radiology,-diagnosticzadiology,.pedia~c
radiology,or zherapemic~adfology.

The 1973 NAMCS.~3e inczudedl,695physiclans: 1,629”HDFSand 66
doctorsof osteopathy. Samplephysicianswere :Zcreenedat the time @f the
surveyto assurethat they met the iabove-mantbned cr~terla;z54 physicians
did not meet all of the srie~ xmd He, tkake, ruled out of scope
(ineligible)for the study. The :mnst freq~z reasonsfor being out of scope
were that the physicianwas xatired,dacaaad.,cm employedin teaching,
research,or admlniatrat$on.“’Oftie 2,441 In-scope (tigible) physicians,
1,103 (76.5percent]par~~cipated~ the -study.The physicianuniverse,sample
size, and responseratesbyphysidanspecialty”are shownin table I. Of the
participatingphysictane,346 @xysiciansamno patientsduringtheir assigned
reporting”periodbecauseo.f ~tlons,, llbass, or other reasons forbeing
‘temporarilynot in pra~

SampleDesign. The 19?3 “MAWS Mtikbsd.a multistageprobabilitydesign
that involvedprobabilitysamplesof primary samplingunits (PSU+S),physid.an
practiceswithin PSU’S,and patkxt Visks within practices. The first-stage
sampleof 87 PSU’S was -selectedby the Natloqal.OpinionResearchCenter (NORC),
the organizationresponsiblefor fieldoperationsundez contractto the NCBS.
A PSU is a county, a group of adjakentcouxxtles,or a standardmetropolitan
statisticalarea @MSA). A modifdd probabilityproportional-to-sizeprocedure
using separatesampling“framss‘forSMSA’S sad for normetropolitm countieswas
employed. After.sortingand%trxmMying by size,region, and demographic
characteristics,each frame wa idividedInto sequentialzones of 1 million
residents,and a randomnumberlwasdrawn to detarmlnewhich PSU came %x&tothe
samplefmm each :zone.
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si!lectcJ
(AMA) and American Osteopathic Association _(AOA). Within each PSU, all eligible
physicians were arranged by nine specialty groups: general and family practice,
internal medicine, pediatrics, other medical specialties, general surgery,
obstetrics and gynecology, other surgical specialties, psychiatry, and other
specialties. Then, within each PSU, a systematic random sample of physicians
was selected in such a way that the overall probability of selecting any
physician in the United States was approximately constant.

The final stage was the selection of patient visits within the annual
practices of sample physicians. This involved two steps. First, the total
physician sample was divided into 52 random subsamples of approximately equal
size, and each subsample was randomly assigned to 1 of the 52 weeks in the
survey year. Second, a systematic random sample of visits was selected by
the physician during the assigned week. The sampling rate varied for this
final step from a 100-percent sample for very small practices to a 20-percent
sample for very large practices as determined in a presurvey interview. The
method by which the sampling rate was determined is described in refer~ce 12.

Data Collection.—The actual data collection for the NAMCS was carried
out by the physician aided by his office staff when possible. Two data
collection forms were employed by the physician: the Patient Log and the
Patient Record (Figure 1). The Patient Log is a sequential listing of patients
seen in the physician’s office during his assigned reporting week. This list
served as the sampling frame to indicate the visit for which data were to be
recorded. A perforation between the patient names and patient visit
characteristics permitted the
confidentiality.

Based on the physician’s
each physician was assigned a

physician to remove patient names and protect

estimate of the expected number of office visits
patient-sampling ratio. These ratios were

designed so that about 30 Patient Records were completed durtig the assigned
reporting week. Physicians expecting 10 or fewer visits each day recorded
data for all of them, while those expecting more than 10 visi.ts,perday
recorded data for every second, third, or fifth visit based on the predetermined
sampling interval. These procedures minimized the data collection wor’kloadand
maintained approximate equal reporting levels among sample physicians
regardless of practice size. For physicians assigned a patient sampling ratio,
a random start was provided on the first page of the log, so that predesignated
sample visits on each succeeding page of the log provided a systematic
random sample of patient visits during the reporting period.

Data Processing and Medical Coding.--In addition to the completeness checks
made by the field staff, clerical edits were performed upon receipt of the
data for central processing. These procedures proved quite efficient, reducing
the item nonresponse rates to a negligible amount--2 percent or less for all
data items.

Information contained in item 5 (patient’s problem) of the Patient Record2was
coded according to a special classification system developed for that purpose.
Diagnostic information, item 9 of the Patient Record, was coded according to
the Eighth Revision International classification of diseases, aiiaptieci for use in
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were coclcd. A two-way independent verification procedke with 100-percent
verification was used to control the medical coding operation. Differences
between coders were adjudicated at the National Center for Health Statistics.

Information from the Induction Interview and Patient Record was
keypunched, with 100-percent verification, and converted to computer tape.
At this time, extensive computer consistency and edit checks were performed.
Data items still unanswered at this point were imputed by assigning a value
from a Patient Record with similar characteristics; imputations were based
on physician specialty, major reason for visit, and broad diagnostic
categories. .“

Population Figures.—The base population used in computing annual visit
rates is presented in table II. These figures are based on provisional
estimates for the civilian noninstitutionalized population as of July 1, 1973,
provided by the U.S. Bureau of the Census. Because the NAMCS includes data
for only the coterminous United States, the original census estimates were
modified to account for the exclusion of Alaska and Hawaii from the study.
For this reason the population estimates should not be considered as official
population estimates and are presented here solely forthe purpose of providing
denominators for rate computations.

Estimation Procedures.--Statistics produced from the 1973 National
Ambulatory Medical Care Suney were derived by a multistage estimating
procedure. The procedure produ=s:essentially unbiased. national estimates
and has basically three components: (1) inflation by reciprocals of the
probabilities of selection, (2) adjustment for nonresponse, and (3) a ratio
adjustment to fixed totals. Each of these components is described briefly
below.

InfZationby reciprocalsof samplingprobabilities.--Since the suney
utilized a three-stage sample design, there were three”probabilities:
(1) The probability of selecting the PSU, (2) the probability of selecting
a physician within the PSU, and (3) the probability of selecting a patient
visit with the physician’s practice. The last probability was defined to be
the exact number of office visits during the physician’s specified reporting
week divided by the number of Patient Records completed. All weekly

estimates were inflated by a factor of 52 to derive annual estimates.

A@”ustientfornonresponse.--Estimates from the NAMCS data were adjusted

to account for sample physicians who did not participate in the study. This

was done in such a manner as to minimize the impact of nonresponse on final
estimates by imputing to nonresponding physicians the practice characteristics
of similar responding physicians. For this purpose, similar physicians were

judged to be physicians having the same specialty designation and practicing
in the same PSU.



Ratio @“ustment.--A poststratification adjustment was made within each of
nine physician specialty groups. The ratio adjustment was a multiplication
factor which had as its numerator the number of physicians in the universe in
each physician specialty group, and as its denominator the estimated number of
physicians in that particular specialty group. The numerator was based on
figures obtained from the AMA-AOA master files, -and the denominator was
based on data from the sample.

. .

Sampling :”Errors.—Procedur-es for calculating sampling errors as well as
estimates of standard errors of statistics derived from the NAMCS are described
in Appendix I of reference 4.

Patient Weight.—The “patient weight” is a vital component in the process
of producing national estimates from sample data and its use should be clearly
understood by all micro-data tape users. The statistics contained on the
micro-data tape reflect data concerning pnly a sample of patient visits—and not
a complete count of all the visits that occurred in the United States. The
“patient weight” is an inflation factor assigned to each patient record. By
aggregating the “,patientweights” an estimated complete count or national
estimate can be obtafied. ,.

Questions.—Questions concerning data in the tapes should be directed-to
Ambulatory Care Statistics Branch, Division of Health Resources Utilization
Statistics, National Center for Health Statistics, Room 212, 3700 East-West
Highway, HyattsvilJe, Maryland 20782.
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NCHS published statistics from the NAMCS in Series 13 of VITAL AND HEALTH
STATISTICS, PHS No. 1000, Public Health Service, Washington, U.S. Government
Printing Office.

1. --National Center for Health Statistics: National Ambulatory Medical
Care Suney: Background and Methodology, United States. VITAL AND HEALTH
STATISTICS. Series 2-No. 61. DHEW Pub. No. (m) 74-1335. Health Resources
Administration. Washington. U.S. Government Printing Office. March 1974.

2.--Nattonal Center for Health Statistics:- The National Ambulatory .
Medical Care Survey: Symptom Classification, United States. VITAL AND
HEALTH STATISTICS. Series 2-No. 63. DHEW Pub. No. (HI/A)74-1337. Health
Resources Administration. Washington. U.S. Government Printing Office,
May 1974.

3.--National Center for Health Statistics: Eighth Revision International
Classification of Diseases, Adapted for Use in the United States (ICDA). PHS
Pub. No. 1693. Public Health “Service. Washington. U.S. Government Printing
Office, 1967.

4.—National Center for Health Statistics: The National Ambulatory
Medical Care Sumey: 1973 Summary, United States, May 1973-April 1974. VITAL
AND HEALTH STATISTICS. Series 13, No. 21. DHEW Pub. No. (~) 76-1772.
Public Health Service. Washington. U.S. Government Printing Office, October
1975.

5.--National Center for Health Statistics: National Ambulatory Medical
Care Suney: May 1973-April 1974. Monthly ’Vital Statistics Report, Vol. 24,
No. 4. DHEW Pub. No. (HRA) 76-1120. Public Health Senice. Rocbille,
Maryland. July 14, 1975.

6.—Induction Interview Form. National Ambulatory Medical.Care Survey.
National Opinion Research Center. University of Chicago. OMB No. 068-S72106.
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XI. ‘TechnicalDescription of Tapes.

Date Set Name: : NAMC1973

Number of Reels: 1

Number of Recording Tracks: 9

Density (bpi): 1600 .

Language: “ ZMDIC

“Tarity: ODD .

Record Length: . * =

.Blocksize:”
~-3 +o~3

PAGE 8

Number .ofRecords: 29,102
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III. TAPE RECORD FORMAT -

This section consists of a detailed breakdown ofmeach tape record, providing
a brief description of each item of data included in the records. The data are ~
arranged sequentially according to their physical location on the tape record.
Unless othemise stated in the “item Description” column, the data are derived
from the patient record (figure 1). The AllA-andthe induction interview

,,

(reference 6) are alternate sources of..data;while’’’k#ecomputer generates
other items by

Item
No.

1
101

1.2

2
2.1

2.2

3

4

5
5.1
5.2
5.3

6

7

Field

@W!

4
2

2

4
2

2

1

1

12
4
4
4

1

1

recoding selected data items.

Tape
Location

1-4 -
1-2

3-4

5-8
5-6

7-8

9

10

11-22
11-14
15-18
19-22

23

24

Item Description and Codes

Date of visit
Month of visit
01-12: January-December

Year of visit
Last 2 digits of year

Date of birth
Month of birth
01-12: January-December

Year of birth ~
Last 2 digits of year

sex
l=Female
2=Male

Race
l=White
2=All other

Patient Problems (see reference 2-for codes)
Most important problem #1
Most important problem #2
Other problem

Seriousness o: Problem
l=very serio~s
2=serious
3=slightly serious
4=not serious

.

E\rerSeen ?atie;t Before
l=no
2=\7c.s, icr problem in item-5
3=~’es,but net for problem in item 5
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Item
XJO.-

8

9
9.1
9.2
9.3

10
iO.1
10.2
10.3
10.4
10.5
10.6
10.7
10.8
10.9

10.10
10.11

Field
Length

14
1
1
1
1
1
‘1
1
1
1
1
1
1
1
1

12
4
4
4

11
1
1
1
1
1
1
1
1
1

1
1

Tape
Location

25-38
25
26
27
28
29”
30
31
32
33
34
35
36
37
38

39-50
39-42
43-46
47-50

51-61
51
52
53
54
55
56
57
58
59

60
61

Item Description and Codes

Ifajorreason for this visit
Acute problem (l=yes and 2=no)
Acute problem, follow-up

##

Chronic problem, routine
!1

Chronic problem, flare-up
t!

Prenatal care
Iv

Postnatal care
:*

Postoperative care
*I

Well adult/child exam
?t

Family planning
91

Counseling or advice
II

Immunization
PI

Referral
M

Administrative
11

Other
11

Physician’s principal.diagnosis (see reference 3 for codes
First diagnosis associated with item 5A
Second diagnosis associated with item 5A
Other significant current diagnoses

Treatment/Service ordered or provided
None ordered (l=yes and 2=no)
History/Exam

II

Lab Procedure/Test
11

X-rays
11

Injection or Immunization
?1

Office Surgery
It

Prescription Drug
?I

Nonprescription Drug
11

Psychotherapy or Therapeutic
Listening

II

Counseling or Advice
11

Other
II



Item
No.”

11
11.1
11.2
11.3
11.4
11.5
11.6
11.7
11.8

12

13

14

15

1973 AMCS MICRO-DATA TAPE
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1

Tape
Location

- 62-69
6Z

63
64
65
66
67
68
69

70

71-80

81

82-83

DOCUMENTATION PAGE 11

Item Description and Codes

Disposition of visit
No follow-up planned
Return at specified t,ime
Return if needed
Telephone follow-up
RSferral
Return to referring physician
Admit to hospital
Other ‘
. .

Duration of visit
1=0 minutes

2=1-5 minutes
3=6-10 minutes
4=11-15 minutes
5=16-30 minutes
6=31-60 minutes
7=60+ minutes

(l=yes and 2=0)
U
11

11

!1

II .

II

Patient Weight

A right justified, alphanumeric integer developed by
the NAMCS staff for the purpose of producing national
estimates from sample estktes. See section on
“Estimation Procedures” on page 47 of reference 4,

and also notes on page 6 of these documentation.

Geographic Region (Based OKIactual location of “
physician’s practice.
l=Northeast
2=North Central
3=South
4=West

Metropolitan/Nonmetropolitan (Based on actual
location in conjunction with the Bureau of the Census
definition.)

.

Ol=Standard ~IetropolitanStatistical Area (SMSA)
02=Non-SMSA ..
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Item Field Tape
No..JE!2.@l Location Item Description and Codes

16 1 84 Physician Specialty Group (Derived
Interview-see reference.) .

17 85

:.
l-General/Family Tractice

2-Internal Medicine
3-Pediatrics
4-(3ther

SURGICAL SPECIALTIES

5-General Surgery
6-Obstetrics and Gynecology
7-Other -

OTHER SPECIALTIES

8-Psychiatry
9-Other

from Induction

Type of practice (Derived from Induction
Inteniew—see reference 6.)

l-solo
2-Partnership
3-Group
4-Other
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Definitions of Certain Terms Used in this Document.

office (s) . --Premises that the physician identifies as locations for his
ambulatory practice. ‘Responsibility over time fo; patient care and precessional
services rendered there generally resides with the individual physician rather
than with any institution. :.

.

-Am3ulatoqjpatient.--An individual presenting for personal health sem-tees,
neither bedridden nor currently admitted to any health care institution on the
premises. -

Physician.--Can be classified as either:

In-Scope: All duly licensed doctors of medicine and doctors df osteopathy
currently in practice who spend some time in caring for ambulatory patients
at an office location.

.
Out-of-scope: Those physicians who treat patients only indirectly,
including specialists in anesthesiology, pathology, forensic pathology,
radiology, therapeutic radiology, and diagnostic radiology, and the
following physicians.

physicians in military semice

physicians who treat patients only in an institutional setting
(e.g., patients in nursing homes and hospitals)

physicians employed full time by an industry or institution and
having no private practice (e.g., physicians who work for the VA,
the Ford Motor Company, etc.)

physicians who spend no time seeing ambulatory ~atients (e.g.,
physicians who only teach, are engaged in research, or are retired).

?ctients.--Can be classified as either:

L’?z-secpz: All patients seen by the physic+an or nkmber of his staff in
his office(s).

Om%of-scope: Patients seen by the physician in a hospital, nursing home,
or other extended care institution,or the patient’s home. [Note: If the
doctor has a Privcte office (which fits definition of “office”) located
in a hospital, the ambulatory patients seen there would be considered
“in-scope.“] The following types of patients are also considered out of
scope:



1973 NAMCS MICRO-DATA TAPE DOCUMENTATION PAGE 14

patients seen by the physician in any institution (including outpatient

clinics of hospitals) for which the institution has the prtiary
responsibility for the care of “thepatient over time

patients who telephone and receive advice from the physician

patients who “come to the office only to leave a
insurance forms, or pay their bills. .

.
patients who come to the office only to pick up
prescribed by the physician. “

specimen, pick up

medications previously

Visiti.--A direct, personal exchange between ambulatory pa~ent and the
physician (or members of his staff) far the purpose of seeking care
and rendering health services.

Physician specialty. --Principal specialty (including general pactice) as

designated by the physician at the time of the survey. Those physiciaw
for whom= specialty was not obtained were assigned the principal specialty
recorded in the Master Physician files maintained by the AMA or AOA..

Region of practice location. --The four geographic regions, excluding Alaska
and Hawaii, which correspond to those used by the U.S. Bureau of the Census,
are as follows:

Esw?L

Northeast ..............

North Central ..........

South ..................

West ...................

.. .-
.-

States Included

Connecticut, Maine, Massachusetts,
New Hampshire, New Jersey, New York,
Pennsylvania, Rhode Island, Vermont

Illinois, Indiana, Iowa; Kansas, “
Michigan, Minnesota, Missouri, Nebrasl=,
North Dakota, Ohio, South Dakota,
Wisconsin

Alabama, Arkansas, Delaware,
District of Columbia, Florida, ‘
Georgia, Kentucky,-Louisiana,
Maryland, Mississippi, North Carolina,
Oklahoma, South Carolina,
Tennessee, Texas, Virginia,
West Virginia

Arizona, California, Colorado,
Idaho, Nontana, Nevada, New Mexico,
Oregon,’Utah, Washington, Wyoming
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= ?rzc~ice 2Gcz2iLX:.!.!ztl’opozitc<.stzzzls 0; --Physician’s practice is.
classified by it-slocation in.metropolitm or nonmetropolitan areas. }letro-
polican areas are standard metropolitan-statistical areas (S?3SA’S)as
defined by the U.S. Office of Management and Bud:&c.

The definition of am indiv~dual SMSA involves two considerations:
first, a city-or cities of specified population which constitute the
central city and identify the county in which it is located as the central
county; second, economic andmsocial relationships with “contiguous”
counties which are metropolitan in character, so that the periphery of the
specific metropolitan area may be determined. SMSA’S may cross Stateliness.
In New England SMSA’S consist of cities and towns, rather than councies.
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Tabie I. Distribution of physicians in the universe (MM and AOA) and in the 1973 Kacional
Ambulatoq Medical Care Survey sample by physician specialty, United States,
>ky 1973-April 1974

Physician specialty-

All specialties

General and family practice

}ledicalspecialties
Internal medicine
Pediatrics
Other

Surgical specialties
General surgery
Obstetrics and gynecology
Other

Other specialties
C-zychiatry.
L cher

Gross out of
Universe total Scope

551530 507 82

47,036
24,817
11,634
10,585

63,498
19,406
14,672
29,420

18,322
12,243
6,079

439 68
223 30
103 23
113 15

579 61
178 15
140 1-5
261 31

170 ‘ 43
106 16
64 27

Xet
Total

1441

425

371
193
“80
98

518
163
123
230

127
90
37

Non-
Response

338.

114 ~

82
48
15
19

125
42
32
51

17
44
3

Response

1103 -

’311

289
145
65
79

393
121
93

179

110
76
34

Response
Rate

76.5

73.2

77.9 ~
75.1
81.3
80.6

75.9
74.2
74.4
77.8

86.6
84.4
91.9
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Table II. Estimates of the civilian noninstitutional population of
the United States by geographic -region,metropolitan -

and nonmetropolitan -area,:andsex and age, -
~S of~Novemb= 1, 1973

.-. .— ——- . . .—. .—. —... .—

Gccr.qaphicrcgicm. mtctropolitas-and
“- ““

nonrnc”tropolkan a.r:a,andscx
. .

All Undcrls 15-24 2s4 4%4 65 years
Sgc: }rL~rs yars yczri yeas ad over

Aurcgions , . . . . . .

Norlhcas[ . . . . . . . .
NorlllcenlraI . , . . . . .
SOIIIII. . . .
M’cq. . . .: : : : : :

I .
L?0542al 55,347 “-

Pr

4E.E15212.521
56.65S’15,4S0
64,9X 17.718
35.9771 S,626

I
hkuopolitan area . . . . lwq~7,a14

Mdc

1!

67,976 19,X4
Fcmdc”J:l:lJ:J: 73,650 1E,560

I
Norrmctlopolitan arco . . . ] tA.8G?l~ 17.532

hhk.. . . . . . . . . I 31,s70 8,s54
Fcl:lnl c........ . tl.?yil 3.579

‘Nsmtreqin-ttrouti

37,643 I 5&407 j A?,fil I 2C39S

8.395

II
.11$66 10.949 5.131 ,

J0,414 13J66 1LS16 5?6Q
J~,~95 7s3.90 12,949 6274

6,73S - ‘9,M5 7217 3,7G9

25,B91 I 3S,5R7 I
~9,194

I 13,09s

11,751 - 14,720 ~ 13.438 I 7310
I

s.a70 7,L3S. ,1 6,4?7 I 3,160

..
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TABLE .111. ‘ Estimates of the civilian noninstitutional
population of the United States by age,
color and sex, as of November 1, 1973

—.-. q..._._ —..— . --.——- —.-— _ .-— — .— —

Co40r and scx

AII colors . . .

MzIE. . . . . . .
Fmmle . . . . . .

,
*%itc. . . . . .

Mdc. . . . . . .
Fermlu . . . . . .

Mother . . . . .

Msle. . . . . . .
Fmrale . . - . . ,

II
All

II
Under 1S

mges years

1~
-’L22L
149.54G 7s,208
106,B77 27.139

1S0,222]] 46,S92

61J24 23,S15
92,998 22,776

11

15.24 I2544 I

45.64 65 ycm ●d
Years yem yesrs over

I

37,643 50,4071 42,621 I 2C,395

18,3E5 :s,:26 Zo.?cll‘

I

8,426
19.2S7 26,0:1 22,430 11,969

-#x&-K
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ASSUFFANCEOF CONFIDENTIALITY—AII infmrrmlion which would IIWMII Mcnlification 01 nn Individual,
npracllcc, orrsncslrdllishmcnl will kellcld conlidcnlird, will l]oused only bypcrsonscngulred Innnd b ~G5(y5!3
Iho purpogcs of !hc srrwoy nnd will nnl b disclnsml m rclmrwd 10 olhcr pcrf,ons or used Ior any olhar pu!pnse,

! . OhTE OF VISIT PATIENT RECORD

dxn6-
NATIONAL AMBULATORY MEDICAL CARE SURVEY

.

2. DATE OF 1111’tTll I4. Colotlon I5. PATIENT’S PFIINCIPAL PROBLEM(S) I6. SEI’IIOIJSNESS OF
flACE “ CFJMPLAINTIS)i OR SYMPTOMIS] THIS VISIT PROBLEM IN ITEM 5a

) / [h Datient”s own words) (chock OIIC)

1 [~ FEMALE I soOTHER

I I

3 ❑ SLtGtiTLY SERIOUS

‘J I_l MALE 4 Cl UNKNOWN b, OTI+EFI ~ U NOT SEFiiOUS
I 1

B. MAJOIT !IFASON(S) FOfl THIS VISIT (ChBckall major reasons)

01 D ACUTE PnOEILEM .O ❑ VVEL~ ADULT/CHiLD EXAM

I~Z ~) ACUTE PROBLEM. FOLLOW.uP D* ❑ ~AMILY PLANNING

III ,[_J CHITONIC PROBLEM, nOUTINE lb ❑ cOUNSELING/ADVICE

,)4 u Clir{oNIC PRoOLEM, FLARE-UP It U IMMUNIZATION

,,+ {“J PFiEllATAL CAFIE II ❑ REFEnRED BY OTHER ~tiYS/AGENCy

or [j POSTNATAL CAn E Ii ❑ ADMINISTRATIVE PURPOSE

,,J ❑ POSTOPERATIVE CARk 1
10❑ CFTHEn [Sp,xilv)

_.— ——
( 0iwr,71iw mocndtm),.

1 ~. TITEATf,lENT/SEFIVICE OnOEflEO OR PllOVID~O THIS VISIT ($Jec# d/ Ihl apply) “—-

01 n NONE oRDl:nED/PROVIDEll 07 r-J

OJ ~ GENE F!AI- HISTOnY/EXAM Om❑

.1 [J LAB pnOCEDUn E/TEST Oa,’o

‘~~ ~ X-RAYS

J’, u lNJECTION/iMMUNIZATION 10 ❑

‘“ Cl OFFICE stJ[lGICAL TREATMENT It ❑

(Specify]

P17ESCFIIPTION DRUG

NON-PRESCRIPTION DnUG

PSYCtlOTHERAPY/THERAPETUIC
LISTENING

MEDICAL COUNSELING/ADVICE

OTHER (Spedy)

Ilsr.1 Gt!fl 5 DEPAFSTMENT OF HEALTH, EDUCATIOF
FIEV. 4-73 FUDLIC HEALTH SCI’IVIC

HEALTH SFRVICFS AND MFfJTAL II EALTH
NATIONAL CCNTEII FOR tlCALfli :

7. HAVE YOU EVFII SEEN
THIS PATIENT BEFORE 7

! n’ YES z~NO
+’

If YES, ~or the pro frlem

indicated in ITEM 5.7?

9. PHYSICIAN’S PFFlltCIPAL OIAGNOSIS 1111SVISIT

a. DIAGNOSIS ASSOCIATED WITH ITEM 6a ENTRY— . .

b. OTHER SIGNIFICANT CURRENT DIAGNOSES
(In order of importance]

—.

I 11. tI,SISOS,TION~Vl!W

~Chech all that apply) ‘

NO FoLLOW-UP PLANNED ,

RETURN AT SPECIFIED TIME 1

RETURN IF NEEDED, PIR,N.

TELEPHONE FOLLOW-UP PLANNED

REFERRED TO OTHER
PtlYSICIAN/AGENCY

t

RET!JRNED TO REFEnRING
PliYSICIAN

ACiMIT TO HOSPITAL

12. DUnATION OF “
TRIS VISIT ( ~i~:!~
~il~lly spmt with
~hysicianj

MINUTES

4

● a OTHER (Speclty)

r -.
US3WELFANE Clh!.11. tGfl S721(11;

EXPIRATION OA1 F C13U175
)F41NISTWA110N
,TIsTICS
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1973 Fwlcs USER OUESTIOXMIRE

In order to improve the NCHS Micro-Data Tape Release program,
we would appreciate your assistance in regard to the following questionnaire,

Name:
Title:

.
.

Organization:
Address:

Date of Lape purchase:
w

Type of organization (university, insurance, etc.):

1.

2.

3.

4.

5.

Have you used this tape?

Did you have any

Did you have any

computer

analytic

(If not,

problems

problems

What output was produced using

How was this output used?

please indicate .why.)

using the data?

with the
.

tape?

6. How was the overall quality of the documentation?

7. Did’you find the explanation of the survey helpfti? Was it clear,
concise, etc.?

8. Was the description of the tape record format easy to use? Were the
item descriptions understandable?

9. Do you have any other comments or

Did you find any errors?

complaints?

Return this questionnaire to the address on back. Please feel free to
include additional comments. Thank you very much for your assistance,



:old here

ASSOCIATE DIRECTOR
DIVISION OF OPERATIONS
NATIONAL CENTER FOR HEALTH STATISTICS

3700 EAST-WEST HIGHWAY
HYATTSVILLE, MO 20782

----— .---— —— —-—-—- ——————-—————— —————— —-—-—— -------

:old here
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