—MMM“!WMMWMUW“WWU
blish has been - “ oy “‘“J‘L"'."‘"!”“'."“‘E““m'“u"'":,"‘? Book ___ of
mhﬂmw or the Yin with section 3081d) of the Public Health books
Service Act (42 USC 242m). —_—
ronu HIS-1 (1986) 4. Segment type
7388 U.S. DEPARTMENT OF COMMERCE
asumg:r‘:n!nmrmm D‘f‘.
U.S. PUBLIC HEAL o
Permit
NATIONAL HEALTH INTERVIEW SURVEY | Osex
6a. What is your axact address? (Include House No., Apt. No., or other identification, : 14. Noninterview reason
county and ZIP code) | l—éf"gg?
_______________________ ______________: TYPEA ~
- 01 JRetussl — Describe in footnotes
e e ey s B T I S T . R RN 1 Sheet No. | 020 INo one at home, repested calls ﬂ::";
City 'State | County "1 ZIP code ! o3 rily absent — Fy $ and 925
1, ! ! oy 04 Jother (Specify) 2 J ms
b. Is this your mailing address? (Mark box or specify if different.
Include county and ZIP code.) i TYPEB
= N R s Sy — e " =l __,________________________csl:‘\rm—nonmmnl )
o8 vacant — seasonal
= i e e e s SRS | 07 Occupied entirely by persons with URE
City |State | County 1ZIP code 08 ] Occupied entirely by Armed Forces
| | | members
| | | 08 ] Unfit or to be demolishod Fill items
c. Special place name | Sample unit number | Type code wgumer construction, not ready \ ;: ﬂs’im
I | 11Llc d to y b i g
! ] or storage 10, 12—15
AREA AND BLOCK SEGMENTS 12 ] Unoccupied site for mobile home,
—- — trailer, or tent =
7. YEARBUILT 0 ; ;
» not started
! Doomotesk 14 ] 0ther (Specity) 3
138 When was this structure originally built? y
[ Betore 4-1-80 (Continue interview)
] Afrer 4-1-80 (Compiete item Sc when required: end interview) TYPEC 5
8. COVERAGE QUESTIONS ‘SEM fine of lating shest
[] Ask items that are marked 160 Demolished
[ Do not sk 17 ] House or trader moved
PN o [y o et e e e o e e e o ¥ 5 - 18] Outside segmen ','_;:"_‘;:
. there up living g besides | Yes {Fill Table X} L lcoaned rabiiin :
your own in this building? ' Owne - wwmm *fz':?*
______________________________ s i e i v il D send
b. [J Are there any occupied living g besides | 22 » Inter-Comwn,
your own on this floor? ! g"‘“m""“’“ 21 condemned
! No 22[ I Buit after Apei 1, 1980
c.l:lluh-nmmlurhmmthhmhrmqﬂou  Tlvesitiacs 230 J0ther Specity) 3.
live in, either occupied or vacant? ! Owe J
1
15. Record of calls
9a. LAND USE T e e
1 Clurean (10) Month |Dete| "Bl time. | Mark (X
2 ClRuRAL T
i 1 a.m. a.m.
~ Reg. units and SP. PL. units coded 85— B8 in 6c —~ Ask item 8b ) | o St
~ SP. PL, units not coded B5—B8 in Bc — Mark “'No"' in item 8b without asking :
b. During the past 12 months did sales of crops, livestock, and other farm products from |, I gk sty
this place amount to $1,000 or more? H
1 DYOS} : a.m. a.m,
200N S 19 3 | p.m, p.m.
10. CLASSIFICATION OF LIVING QUARTERS — Mark by observation ; a.m. a.m.
|
a. LOCATION of unit | ©.HOUSING unit (Mark one, THEN page 2) 4 : p.m. p.m.
Uit is: : | a.m. a.m.,
Clins Speciel Placs — Refarto TabeAinPatCor | 0" House. aparement. flt 5 I pom. pm.
manual; then complete 10c or d v 020 ]HUn nontransient hotel, motel, etc. L
I NOT in a Special Place (106} ! 030]HU permanent in transient hotel, motel, etc. : am. am.
Sy —————— e e e qummm 6 I pm. p.m.
- Access ! 05[] Mobile home or trailer with no permanent room added v P
16. column numbers of persons requiring
Ll ovem 0 | 08I Mobie home o tradler with one or ==l il o
Dwmm anmwmw combine | DMMMM O
with unit through which I o " & MNone
sccese’s gained (Aoply | ML el o - Ducllebhoumts: ot & Section P sP
e g acerers | @.OTHER unit (Mark one)
space was ksted separately.) |
: D!Df‘ not HU in g or b g house
| wammhmw.mm.
! 100] Unoccupied site for mobile hame, trailer, or tent 17. Record of additional contacts
i 110 stug in college d ¥ : Ending
1 2 ane i Completed
: lzl:lomsnwr_;:;mmufmm- Month : Date time time Tol. No.
: P a.m, am.
GO TO'HOUSEHOLD COMPOSITION PAGE ! ! U o i
| JI P a.m., a.m.
11. th; is the telsphone number | Area code/number 12.Was this interview observed? 2 | T pem. p.m,
here | !
] None : 100 ves 2 Cne a3 : : :': :‘:
13. Interviewer's name TCode :
: \ L am. a.m.
1 * | T Bm, p.m,




Osp Clowage [arF

A. HOUSEHOLD COMPOSITION PAGE

1

i REFERENCE PERIODS

A1

13-MONTH HOSPITAL DATE

A2

ASK CONDITION LIST. "

1a. What are the names of all persons living or staying here? Start with the name of the person or 1. [Fieneme Mid. init. fAge
one of the persons who owns or rents this home. Enter name in REFERENCE PERSON column.
Last name Sex
b. What are the names of all other persons living or staying here? Enter names in columns. | I “Yas,” enter ’g M
names in columns Relationahi 2 F
c. | have listed (read names). Have | missed: Yes | No " |REFERENCE PERSON
— any babies or small children? . ...... T —— T = | O o |pe oty Iy,
— any lodgers, boarders, or persons you employ who livehere? .. .............. | [ O ! s ! o
— anyone who USUALLY lives here but is now away from home HOSP. | WORK RD | 2-WK. DV
travelingorinahospital? . ......... R A RS T R sermana | M a 0 D‘
— anyone else stayinghere? ........ R A R S A R T A= O C1p Nome| | M wa |1 ves |00 None
————2[0wb |20 No | m——
d. Do all of the persons you have named usually live here? [ Yes (2) clmiEiae ® | Number
[J No (APPLY HOUSEHOLD MEMBERSHIP
Probe if necessary: RULES. Delete nonhousehold members c 2
by an “’X" from 1—C2 and enter reason.) | | _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
o Iy live o olse? LA :an (V™ TN, TLE LRI ReTCohD,
1 1
Ask for all persons beginning with column 2: — =
2. What is —— relationship to (reference person)? L& = ToR BV Titld. TECLi HETeans
3. Whatis —— date of birth? {(Enter date and age and mark sex.) I ! o i

A3

Refer to ages of all related HH members.

[ At persons 65 and over (5]
O other (4)

4a. Are any of the persons in this family now on full-time active

duty with the armed forces? Yes [J Ne (5)
b. Whoisthis?
Delete column number(s) —______ by an X" from 1—-C2.
c. Anyone else? [l Yes (Reask 4b and c) ONo

b. Have you included this hospitalization in the number you gave me for ——7

Ask for each person in armed forces: 4d.| [Jiiving at home
d. Where does — — usually live and sleep, here or somewhere else? [ Not living at home
Mark box in person’s column.
If related persons 17 and over are listed in addition to the respondent and are not present, say:
5. We would like to have all adult family members who are at home take part in the interview.
Are (names of persons 17 and over) at home now? If ’Yes,’’ ask: Could they join us? (Allow time)
Read to respondent(s):
This survey is being conducted to collect information on the nation’s health. | will ask about
hospitalizations, disability, visits to doctors, illness in the family, and other health related items.
HOSPITAL PROBE i Oy
3 a.|1 as
6a. Since (13-month hospital date) a year ago, was — — a patient in a hospital OVERNIGHT? 2 Dl No- Mark “HOSP:** bos; THEN NP}
b. I_In_w_:r:a;w_d?ﬂ_ar_el;t;ln_'le_s did :_—_a‘l_n\r_ in n_rlv h.ospitul nvnrhlgﬁt or longer since I N S T { n;ﬂ;e;n;y_,—n_
{13-month hospital date) a year ago? “HOSP."" box
ospitalaate b.| — —— THEN NP}
Number of times
Ask for each child under one: 7a.| 4 [ves
7a. Was —— born in a hospital? 2 o Ny
Es; f_ar_m_ot_he_r ;n?i Eh;d'_ ______________________ b. [ ves ivp) .

I No (Carrect 6 and “HOSP."” box)

FOOTNOTES

FORM HIS-1 {1986) (7-3-885) Page 2




B. LIMITATION OF ACTIVITIES PAGE

d. Which of these conditions would you say is the MAIN cause of this limitation?

B1| Ois—san
B1 | Referto age. 2 [l other (NP
1. What was —— doing MOST OF THE PAST 12 MONTHS; working at a job or business, 1. 1 [ Working (2)
keeping h , going to sch or thing else? 2 [ Keeping house (3)
Priority if 2 or more activities reported: (1) Spent the most time doing; (2) Considers the most important. 3 [ Going to sehool (5)
4 [] something eise (5]
2a. Does any impairment or health problem NOW keep — — from working at a job or business? 2a 1O Yes 71 O Ne
h.|s——mhunmonmawt--mduhuu-dmwummr b. | 200 vest 10 nois
3a mmw«mmuowm——mmmym“m 3a. | sllves i@ One
h.:——llmiudhﬂ;clﬂmlﬂﬂ t of h rh ——mhmdmw b. | st R o
4a. What (other) condition causes this?
Ask if injury or operation: When did [the (injury) occur?/— — have the operation?] da. | (Enter condition in C2. THEN 4bj
Ask if op over 3 hs ago: For what condition did — — have the operation?
If pregnancy/delivery or 0—3 months injury or operation — 1 [J ola age (Mark “'Oid age”” box
Reask question 3 where limitation reported, saying: Except for — — (condition), . . .7 4cl
B e e | sl e e e e
b. Besides (condition) is there any other condition that causes this limitation? b. ] Yes (Rossk 42 andb)
One raa)
c. Is this limitation caused by any (other) specific condition? c. !:lvmmm«mm
No
n‘:‘!a_rk box if only one condition. d. [Jonly 1 condition
d. Which of these conditions would you say is the MAIN cause of this limitation?
Main cause
5a. Does Il'l" impairment or health problem keep — — from working at a job or business? 5a. |  Clves (7 O ne
b. Is —— limited in the kind OR amount of work —— could do because of any impairment or health problem?| b. | ; [(lves(n  3[Ine
. B2 | 100 ves in3aorab me
B2 | Refer to questions 3a and 3b. Dl i
Ga. Is——lnﬂhdhlllvwnvhmm of an impairment or health problem? Ga. 1 Cves 2 [ no inPy
b.lnwl\nuwh——limihd? Record limitation, not condition. -
7a. What (other) condition causes this? - ﬁ
Ask if injury or operation: When did [the (injury) occur?/—— have the operation?] 7a. | (Enter condition in C2. THEN 70} i
Ask if op ion over 3 hs ago: mewﬂnnﬁ—--huﬂ-m? 1 ] ot age (Mark ““Oid age** box. I
If pregnancy/delivery or 0—3 ths injury or op THEN 7¢c)
Reaskquosﬁmzs.orslvm&munmw.um. Except for — — (condition), . . .7
L A—— ) | S
b.mrmmmmmmm“dﬁmr b. gvumuunmm
No (7d)
c. Is this limitation caused by any (other) specific condition? €| [V thessk 7 ana Bl
Dﬂo__‘________“
Ma:tboxffonhronecondmon & Conly 1 condition

Main cause

FORM HIS-1 (1980 (7-3-8%) Page 4



B. LIMITATION OF ACTIVITIES PAGE, Continued
B3| ounders 1o 20 18—69 el
B3 | Refer to age. 1005-17 11 a[J 70 and
over (8)
8. Whnt was — — daing MOST OF THE PAST 12 MONTHS; working at a job or business, keeping 8. 1 [ Warking
' 4 or thing else? 2 D Keeping house
Priority if 2 or more activities reported: (1) Spent the most time doing; {2) Considers the most important. Going to school
4 D Something else
9a.B of any impai t or health prohlom. does — — need the help of othat persons with 9a. 0 O
—— personal care needs, such as eating, ing, d ing, or getting 1 this home? 111 Yes (13) No
b. Because of any impairment or health pmhlom, duns —— naad the help uf othnr persons in hnndling b.
— — routine needs, such as everyday h , doing pping, or 200ves (131 alNe (121
getting around for other purposes?
10a. Is — — able to take part AT ALL in the usual kinds of play activities done by most children — — age? |10a. Clves aONo 113
b. Is —— limited in the kind 6R_a7n:n.l_n?o_f EI;v_aEti_vﬁle_l_—_—_c;n_dB because of I_!'I;' i-l_'nim_lr;n;n_t R B ] B e ]
or health problem? 1 Cves i1z 200No 12y
11a. Does any impairment or health prnblam NOW keep — — from attending school? 11a. 1 Clves (131 CIne
b. Does — — attend a special school or special classes b of any impairment or health problem? b.| , D.Yas - o s -
c. Does — — need to attend a special school or special cl b of any impairment or _E._—_T:I _______ El_ ______
health problem? 3LlYes (13) No
d. Is — — limited in school attendance because of —— health? | “d _J:J‘Ya; ::.; T -:D_ N_u _____
12a.ls —— limited in ANY WAY in any activities of an 'ment or health problem? 12a. s Clvae 3 O o i)
b.Inwhatwayis ——limited? =~ Record limitation, not condition. | B
Limitation
13a. What (other) condition causes this? 13a. o
Ask if injury or operation: When did [the (injury) occur?/— — have the operation?] Teataswondion i Ca, THEN 135}
Ask if operation over 3 months ago: For what condition did — — have the operation?
If pregnancy/delivery or 0— 3 months injury or operation — O ?EE‘R?EI I’Mf'rk ‘Old age"’ box,
Reask question where limitation reported, saying: Except for — — (condition), . . .7
B e e T T T e =z
b. Besides (condition) is there any other condition that causes this limitation? b. [[J¥es (Reask 13a and b)
[CIno (13a)
c. Is this limitation caused by any (other) specific condition? c. [[Jes (Reask 132 and b) 1
D No
Mark box if only one condition. d. Clonly 1 condition
d. Which of these conditions would you say is the MAIN cause of this limitation?
Main cause

FOOTNOTES

FORM HIS-1 [1986) (7-3-85) Page 6



B. LIMITATION OF ACTIVITIES PAGE, Continued ] [
B4 | o0 unsers e 2 Jeo—s6s 14
B4 | Refertoage. 10 5-50 85) 3 [J70and
over {(NP]
B5| [ -0 age” box marked (147
BB | Referto “Old age” and “’LA" boxes. Mark first appropriste box. [ Entry in LA™ box (147
[ other iney
14a.B of any impai t or health problem, does — — need-tha help of other persons with 14a.
— — personal care needs, such as eating, bathing, dvusing,orgouingmndthishom? 1O ves s One
Tfunder 18, skip to next person; otherwise ask: T [ [ R |
h.auamadawhmmuumimmoblnm.dou——nudthuhnlpolnﬂurmhmm O O
routine needs, such as everyday household chores, doing necessary business, shopping, or 215 Yes 3 LiNo N7y
m.m&:roﬂumoan?
15a. What (other) condition causes this? 15a. e
Ask if injury or operation: When did [thé (injury) occur?/— — have the operation?] e commn 16 €2, THER 1SS
Ask if operation over 3 months ago: For what condition did —— have the operation? O o -
if pregnancy/delivery or 0—3 months injury or operation — o Bk SOt no b
Reask question 14 where limitation reported, saying: Except for —— (condi
_ _ORreask 1 i e R N~ SRS RS SOTYS (S SRR |
b. Besides (condition) is there any other condition that causes this limitaion? b. [ Yos (Roask 152 and by
___________________________________ Duonsﬂ
c. Is this limitation caused by any {other) specific condition? c.| O Yes (Reask 158 and b
_______________________________________________ ] [Pt L ) PR ORI |
Mark box if only one condition. d. [ only 1 condition
d. Which of these conditions would you say is the MAIN cause of this limitation?
Main causa
FOOTNOTES

FORM HIS-1 {19041 (7-2-05) . Page 8



D. RESTRICTED ACTIVITY PAGE PERSON1

Hand calendar.

{The next questions refer to the 2 weeks outlined in red on that calendar,
beginning Monday, (date) and ending this past Sunday (date). |

Refer to 2b and 3b.
[ No days in 2b or 3b (6)
11 or more days in 2b or 3b (5)

D2

5. On how many of the (number in 2b or 3b) days missed from
[work/school] did — — stay in bed more than half of the day

Refer to age.

D1

Cunders4) [15-17(3) 118 and over (1)

b of iliness or injury?
ool JNone

1a. DURING THOSE 2 WEEKS, did — — work at any time at a job or
business not Mlmﬁﬂuhﬂm?llmm
work in the family [farm/business].)

1] Yes (Mark “’Wa’’ box, THEN 2)

20No

b. Even though — — didno!wodtdurlngthouZwm did ——
have a job or business?

1] Yes (Mark ““Wb'* box, THEN 2) 2 [INo (4)

2a. During those 2 weeks, did — — miss any time from a job
or business because of iliness or injury?

Cyes oo CINo (4)

b. Dnrllmﬂmz-wukp.ﬂod.hwmydmdid——m{u_u;&;_
than half of the day from — — job or business because of
illness or injury?

f,ofwl-lmd'ﬁ |
oo 1 None (4) ! (4)

No. of days
Refer to 2b, 3b, and 4b.
6a. (Not counting the day(s) missed from school

{and) in bed

Was there any (OTHER) time during those 2 weeks that — — cut
down on the things — — usually does because of illness or injury?

Oves ool INo (D3)

missed from work
b. (Again, not counting the day(s) [ missed from schoolJ )
(and) in bed

During that period, how many (OTHER) days did — — cut down for
more than half of the day because of iliness or injury?

oo INone

i Refer to 2—86.

D3| ([INodaysin2—6 (Mark “No™ in RD, THEN NP}
[11 or more days in 2—6 (Mark ““Yes"’ in RD, THEN 7}

3a. During those 2 weeks, did — — miss any time from school because
of illness or injury?

oo I No (4]

COYes
b. During ﬁmt 2 mak pﬂkn! hcl'nmI many days dld -= mI-u_ n;ora =
than halif of the day from school because of iliness or injury?

No. of school-loss days

oo None

Refer to 2b, 3b, 4b, and 6b.

miss school during
7a. What (other) condition caused — — to Iﬂlmhhﬁ] z“ﬁ
for) cut down
(Enter condition in C2, THEN ?bl
RSN © rmiss work ]
miss school during that
b. Did any other condition cause — — to {or) stay in bed| period?
{or) cut down
1 [Yes {Reask 7a and b) 2[0Ne |

4a. During those 2 weeks, did — — stay in bed becauss of illness or injury?

oo I No (6)
b. During that 2-week period, how many days did —— stay in bed mors
than haf of the day because of illness or injury?

No. of bed days |
oo L] None (6) ':J {D2)

FOOTNOTES

FORM HIS- 1 (19886) [7-3-85)

Page 10



E. 2-WEEK DOCTOR VISITS PROBE PAGE

Read to respondent(s):
These next questions are about health care received during the 2 weeks outiined in red on that calendar.

E1 | Refertoage.

E1

[ under 14 (18)
[] 14 and over (1a)

d. How many telephone calls were made about — —7

1a. During those 2 weeks, how many times did —— see or talk to a medical doctor? {Include all types 1a. sobln !
of doctors, such as dermatologists, psychiatrists, and ophthalmologists, as well as general and poe ]
pr s and paths.} (Do not count times while an u\rarnight patient in a hospital.) b. I:] NEI
b. During those 2 weeks, how many times did anyone see or talk to a medical doctor about ——7 Number of times
(Do not count times while an overnight patient in a hospital.)
2a. (Besides the time(s) you just told me about) During those 2 weeks, did anyone in the family receive
health care at home or go to a doctor’s office, clinic, hospital or some other place? Include care
from a nurse or anyone wor&mn with or for a medical doctor. Do not count times while an
o ht pati
ight hah ‘ [ ves [INo (3a) |
b ﬁ;u; r_oc_m;e;l .t-hlia-c;r;?‘" h..&a;k—-“'aﬁ \;;sTr'Tb'—o; r; per's.:;n_s Ea?u—mr: ************** Ei; -------------
[ or visit i
c. Anyone else? D Yes (Reask 2bandc)  [INo ]
Ask for each person with DR Visit”"in 2b: e ——— :
d. How many times did — — receive this care during that period? :
Number of times
3a. (Besides the time(s) you already told me about) During those 2 weeks, did anyone in the family
get any medical advice, prescrip or test results over the PHONE from a doctor, nurse, or
anyone working with or for a medical doctor? O Yes [No (E2)
b. Who was the phona ‘call about? Mark “‘Phone call’” box in person’s column, 3b.
[ phone cal ;
c. Were there any calls about anyone else? o O Yes (Reask 3bandc) [CINo AT T D '1
Ask for each pe_rs_o; u;lr;r ‘_’.‘;fr;n; r:_af?”_in_S_b ______________________________ _d_. "

Number of calls

E 2 Add numbers in 1, 2d, and 3d for 2ach person. Record total number of visits and calls in “2-WK. DV'' box in item C1.

FOOTNOTES

FORM HIS-1 [1986] [7-3-85) Page 16



F. 2-WEEK DOCTOR VISITS PAGE DR VISIT1

Referto C1, **2-WK. DV"' box. PERSON NUMBER
: I under 14 (18)
F1 ‘ Refer to age. F1 [ 14 and aver 1o}

1a. Onwhat (other] date(s) during those 2 weeks did —— see or talk to a medical doctor, nurse, or doctor’s assistant? 1a.

—————————————————————————————————————————————— 7?TIDLBSIWM
b. On what (other) date(s) during those 2 weeks did anyone ses or talk to a medical doctor, nurse, |and] —— —— ag{
ordnctur'nanlltlnll_bgut — I -__: _b; -—Mmh Dm_ _n_aailjfo:h_em
‘Ask aFter fast DR visit column for this person: - €. | VD YestRessk teorbands |
<. Wers there any other visits or calls for —— during that period? Make necessary corrsction to 2-Wk. DV boxin C1. 2] No fAsk 2—5 for sach visit)
2. Where did — — recelve health care on (date in 1), at a doctor’s office, clinic, hospital, some 2. | 010 retephone
other place, or was this a telephone call? Not In hospitak: i )
If doctor’s office: Was this office in a hospital? 02(_| Homa : 0 O.P. cheic -
iIf hospital: Was it the outpatient clinic or the emergency room? :3 ::‘“:;;m mD: '"'.:m'
lfdhic:"uh.hm:ltll tpati linic, a pany clinic, a public health clinic, or o5 Joercime 11 DLJLab
some other kind of clinic? os[ JLab 12 L] Overmight patiant
if lab: Was this lab In a hospital? 070 Other (Specify! oot D ey
What was done during this visit? (Footnots} Yaa ) Oer iSpecity) 2
Ask 3b if under 14, 3a.
3a. Did —— actually talk to a medicaldoctor? and ;g::: :g:::n.m a8
b. Did anyone actually talk to a medical doctorabout ——7 ~_ — """ """ """ " b 7" T G|
©. What type of medical person or assistant was talked to? c.
Trpe ss[Jox
d. Does the {entry in 3c) work with or for ONE doctor or MORE than one doctor? [ 10ompn §gu-.: w
2 More s ek
e. For this [visit/call] what kind of doctor was the (entry in 3c) working with or for — ageneral | 8. | row o[ Je ST s |
_____ roraspeclolistl | e . _ |owa 10cei  2Dspecainzy sOoxie
£ lsthatdoctor s geneval practitioneroraspecielles? = =~ =~ 0 e e e
g. What kind of specialist? 2.
¥ind of specisist
Ask 4b if under 14. 4a.| 1L Condtion mem C2, THEN £
4a. For what condition did — — see or talk to the [doctor! (entry in 3c/l on fgatein 1! Mark first appropriate box. -b'lﬂ 2 mﬂd i
————————————————————————————————————————————————— " 3 of sTamngtion
b. For what condition did anyone see or talk to the [d i y in 3c}l ab —— on fdatein 117 8 mm;
Mark first appropriate box. rag
c. Was o condition1aind 4 & st of the Wess@issaminationl? —~ """ " D Ok |
d. Was this [test/examination] because of a specific condition ——had? =~~~ 7" Ao Ovesiow _ _~ Olboigg _ _ |
o. During the past 2 waoks was —— sickbecaussof ——pregnancy? _ """ le [ "[lve ___ Ohewy ____ |
f. What was the matter? T [ e e i ey lll'—au_C; il
Congition THEN 4gi
9. During this [visit/call] was the [doctor/(eniry in 3c)] talked to about any {other) condition? ~ ~ "\ 8- | " (lves ~ __~ Owem____ _ _ |
h. What was the condition? h. L0 Pregnancy t4el
Condition THEN 4gl
Mark box if *“Telephone™ in 2. 6a.| oL Telaphone in 2 fNext DR visit)
5a. Did — — have any kind of surgery or operation during this visit, Including bone settings 100 ves
and stitches? 2 [ Mo iNext DR visit
b. What was the name of the surgery or operation? !f name of operation not known, b.| m
describe what was done. [H]
c. ?N_u_tﬁu:a_u;;n;h_or_l;ra;ry_o; ;p;r;tlvo; ;u_rll;g*tl;l; visez e s i E];.:‘;a:.; 5; .r_n; __________
Cne

FORM HIS: 1 (18861 17.3-85) Page 18
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G. HEALTH INDICATOR PAGE

1a. During the 2-week period outlined in red on that calendar, has anyone in the family had an injury
from an accident or other cause that you have not yet told me about?

Oyes ONe (2) o
b. Who was this? Mark “Injury’’ box in person’s column 1b. Oinjury |
c. Whatwas —— injury? T T T T TTTTTTTTT N
Enter injury(ies) in person’s column.
Injury
d. Did anyone have any other injuries during that period?
[¥es (Reask 1b, ¢, and d) ONe
Ask for each injury in 1c: e. O Yes (Enter injury in €2, THEN
e. Asa It of the (injury in 1c) did [——/anyone] see or talk to a medical doctor or assistant Te for next injury)
{about — —) or did — — cut down on —— usual activities for more than half of a day? [ N (1e for next injury)
2. During the past 12 months, {that is, since (12-month date) a year ago} ABOUT how many days did 2. oooINone
iliness or injury keep — — in bed more than half of the day? (Include days while an overnight patient
in a hospital.) No. of days
3a. During the past 12 months, ABOUT how many times did [— —/anyone] see or talk to a medical 3a. | ggo[INone (3b)
or —— i? (Do not count doctors seen while an overnight patientin a 000L]0nly when overnight
hospital.) (Includ the (number in 2-WK DV box) visit{s) you already told me about.) patient in hospital We)
No. of visits
b. Ahou! how Iorlg st it been since [— —/anyone] last saw or talked to a medical doctor or assistant b. 1 Ointerview week (Reask 3b)
it ——)21 doctors seen while a patient in a hospital. 200 Less than 1 yr. (Reask 3a)
3 yr., less than 2 yrs,
42 yrs., less than 5 yrs.
sCs YIS, OF more
] D Naver
4. Would you say —— health in general is excellent, very good, good, fair, or poor? 4. 1 Cexceltent 4 Fair
2 D Very good SD Poor
30 Good
Mark box if under 18. 5a. [ Under 18 (P}
5a. About how tall is — — without shoes?
Fest Inches
b. About how much does — — weigh without shoes? b.
Pounds

FOOTNOTES
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H. CONDITION LISTS 1 AND 2

Read to respondent(s] and ask list specified in A2:
Now | am going to read a list of medical conditions. Tell me if anyone In the family has any of thesa conditions, even if
you have mentioned them before.

1a. Does in the family {read names) NOW have —

2a. Does anyone in the family {read names) NOW have —

s anyone
if “Yes," ask Tband c.
b. Who is this?

c. Does anyone else NOW have —
Enter condition and letter in appropriate person’s column.

A. PERMANENT stiffness or any deformity of the
foot, leg, fingers, arm, or back? (Permanent
stiffness — joints will not move at all.)

B. Paralysis of any kind?

e. Who was this?

1d. DURING THE PAST 12 MONTHS, did anyone in the family
have — If “Yes,” ask leand f.

f. DURING THE PAST 12 MONTHS, did anyone else have —
Enter condition and letter in appropriate person’s column.
C—L are conditions affecting the bone and muscle.
M—W are conditions affecting the skin.

C. Arthritis of any kind
or rheumatism?

spur?

J. IIE PEATED trouble with
neck, back, or spine?

L. Any disease of the
muscles or tendons?

I Reask 1d
M

. A tumor, cyst, or growth
of the skin?

10. Eczema or

Psoriasis?
(ek’sa-ma) or
(so-rye’uh-sis)

P. TROUBLE with dry or
itching skin?

lk.mtmuhh?

U. TROUBLE with ingmn

toenails or fingernails?
V. TROUBLE with bunions,
corns, or calluses?

. Any disease of the
hair or scalp?

If "Yes," ask 2band c.
b. Who is this?

<. Does anyone else NOW have —
Enter condition and letter in appropriate person’s column.

Hearing
A~L are conditions affecting {Vr‘sion }

Speech
M=AA are impairments.

A. Deafness in one or both
ears?

C. Tinnitus or ringing in
the ears?

D. Blindness in one or both
eyes?

H. A detached retina or any
other condition of the
retina?

B MrMMhmng

N. A missing finger, hand,
or arm; toe, foot,
or leg?

kidney, or lung?

T.REPEATED trouble
with neck, back, or

J U.Any TROUBLE with

fallen archn or flatfeet?

1 V.A clubfoot?

X. I’ERMANENT lﬁﬂueu

any deformity of
l'ool. l-g, or Incl;?
(Permanent stiffness —
joints will not move
at all.)

| ¥.PERMANENT stitfness

or any deformity of the
fingers, hand, or arm?

AA.Any condition caused
by an accident or injury
which happened more
than 3 months ago? /f
“Yes,'" ask: What is the
condition?

FORM HIS-1 (1988) {7-2-85)
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H. CONDITION LISTS 3 AND 4

Read to respondent(s) and ask list specified in A2:
Now | am going to read a list of medical conditions. Tell me if anyone in the family has had any of these conditions, even if
you have mentioned them before.

4a. DURING THE PAST 12 MONTHS, did anyone in the family

family {read names)
If ““Yes," ask 3b and c.
b. Who was this?

3a. DURING THE PAST 12 MONTHS, did anyone in the
have —

c.DURING THE PAST 12 MONTHS, did anyone else have —

Enter condition and letter in appropriate person’s column.
Make no entry in item C2 for cold; flu; red, sore, or strep
throat; or “‘virus®’ even if reported in this list.

Conditions affecting the digestive system.

c. clrrhoth of the liver?

D. Fatty liver?

E. Hoputitis?

F \“ellaw ]uundica‘-‘

K. Glmitls?

L. FREQUENT indigestion?

M. Any other stomach
trouble?

R. FREQUENT
constipation?

S. Any other bowel
mmblo?

T. Any other intestinal
uoub!nl'

If “"'Yas,” ask: Who
was this? — What
was the condition?
Enter in item C2,
THEN reask V.

(read names | have —
If “Yes," ask 4b and c.
b. Who was this?

¢. DURING THE PAST 12 MONTHS, did anyone else have —
Enter condition and letter in appropriate person’s column.
A—B are conditions affecting the glandular system.
C is a blood condition.
D—1 are conditions affecting the nervous system.
J—Y are conditions affecting the genito-urinary system.
A. A goiter or other Reask 4a
thyroid trouble? Any other kidney trouble?
B. Diabetes? 0. Bladder trouble?
P. Any disease of the genital
C. Anemia of any kind? ovw-m?
D. Epilmv? 0. A missing breast?
E. REPEATED seizures,
convulsions, or R. Breast cancer?
blackouts? | |-----------————
el " |s. *Cancer of the pmtatu?
F. Mulllpla lclarosis? o s -
o ~ 7| T. *Any other prostate
trouble?
G. Migraine? - ———————
H. FREQUENT U. **Trouble with
hud.clus? menstruation?
' | V. **A hysterectomy r
I. Neuralgia or neuritis? If “"Yes,' ask:
——————————— Teime For what condition did
— — have a hysterectomy?
J. Nephritis? i A A ALY S
————— = ————————W. "*A tumor, cyst, or
growth of the uterus or
K. ltklnn stonas? ovaries?

L. REPEATED kidney
infections?

M. A missing kidney?

Y. **Any other female
trouble?

*Ask only if males in family.

* *Ask only if fernales in family.

FORM HIS-1 (1088) (7-3-88)
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H. CONDITION LISTS 56 AND 6

Read to respondent(s) and ask list specified in A2.

Now | am going to read a list of medical conditions. Tell me if anyone in the family has had any of these conditions, even if

you have mentioned them before.

5a. Has anyone in the family [read names) EVER had —
If ““Yes," ask 5b and c.
b. Who was this?
c. Has anyone else EVER had —
Enter condition and letter in appropriate person’s column.
Conditions affecting the heart and circulatory system.

If “'Yes," ask 5e and f.
e. Who was this?

f. DURING THE PAST 12 MONTHS, did anyone else have —
Enter condition and letter in appropriate person's column.,
Conditions affecting the heart and circulatory system.

A ? G. A stroke ora
e o el U S e — “"b'”""w"?
B. Rh tic heart di ? (ser’a-bro vas ku-lar)
C. Hardening of the arteries H. A hemorrhage of the
or arteriosc brain?
T 77 I 7|1 Angina pectoris Sl
D.Congenital heart disease? | |  (pek’to-ris)
.C ? J. A myocardial
E Sl ':.fﬂ_df‘_ — -+ — - infarction?
F. Hypertension, @ | |- - - _ _ __ _ =
sometimes called
high blood K. Any other heart
pressure? attack?
5d. DURING THE PAST 12 MONTHS, did anyone in the
family have —

N. A heart murmur? piles? il
T or
0. Any other heart trouble? thrombophlebitis?
P. An aneurysm? " m S
{an yoo-rizm) circulation?

6a. DURING THE PAST 12 MONTHS, did anyone in the family

[read names | have —
If “Yes,”" ask 6b and c.

b. Who was this?

c. DURING THE PAST 12 MONTHS, did anyone else have —
Enter condition and letter in appropriate person’s column.
Make no entry in item C2 for cold; flu; red, sore, or strep
throat; or *"virus™ even if reported in this list.
Conditions affecting the respiratory system.

Reask 6a.
Pebestascorsor __|K. Amissinglung? | |
B. Asthma? L. Lung cancer?
C. Hay fever? H.Emplwum;____ __:
D. Sinus trouble? M. Pleurisy?

E. A nasal polyp?

F. A deflected or deviated P. Any other work-

nasal septum? ralated respiratory
______________ i :onditior;‘, such as
G. *Tonsillitis or enlarge- st on the lungs,
ment of the tonsils or '“m"'l
adenoids? A 08is, or
_____________ = pneu-mo-co-ni-o-sis?
M Tager | e owudélod;m_‘li__ [ ]
months did a
I. A tumor or growth of {elsa) in the family have
larynx, or any other 7
trachea? lung, or

————————————— — = condition? If “'Yes,"

J. A tumor or ask: Who was this? —
growth of the What was the condi-
bronchial tube tion? Enter in item C2,
or lung? THEN reask Q.

*If reported in this list only, ask:

1. How many times did — — have (condition) in the past
12 months?

If 2 or more times, enter condition in item C2.
If only 1 time, ask:

2. How long did it last? If 1 month or longer, enter in item C2.
If less than 1 month, do not record.

If tonsils or adenoids were ed during past 12 months,
enter the condition causing removal in item C2.

FORM HIS-1 (10801 17-3-88)

Page 24



J. HOSPITAL PAGE HOSPITAL STAY 1

1. RefertoC1, ““HOSP." box. 1. PERSON NUMBER

2. You said earlier that — — was a patient in the hospital since (13-month hospital date) a year Manth Date Year
ago. On what date did — — enter the hospital ([the last time/the time before that])?

Record each entry date in a separate Hospital Stay column. 2. 19
3. How many nights was —— in the hospital? 3. | ooool] None (Next HS)
Nights
4. For what condition did — — enter the hospital? 4. 1[0 Normal delivery
® For delivery ask: ® For newborn ask: ® Forinitial “*No condition’” ask: 2] Normal at birth } (5)
Was this a normal dalivery? Was the baby normal at birth?  Why did —— enter the hospital? 3] Mo condition
If ““No," ask: If ““No, " ask: ® For tests, ask: ] Condition
What was the matter? What was the matter? What were the results of the tests? 4
If no results, ask:
Why were the tests performed?
J 1 D .Mileﬂsl one H]Q;I}EI'I'I 2-\««:3(3!:i
h 2 i
J 1 Refer to questions 2, 3, and 2-week reference period. ﬁ E’;_“?ﬂé’ﬁ"s‘j erconeien
[ No nights in 2-week reference period (5)

o

Sa. Did —— have any kind of surgery or operation during this stay in the hospital, ba, O O
including bone settings and stitches? 1L Yes 2L INo t6)
b. What was the name of the surgery or operation? b. w
If name of operation not known, describe what was done.
2)
13)
c. Was there any other surgery or operation during thisstay? e _E' ;; ‘;e;;;;d;_ o _Dm. |
6. What is the name and address of this hospital? 6, |Name
Number and street
City or County State
FOOTNOTES
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CONDITION 1

PERSON NO.____|

1. Name of condition

Ask 3g if there is an impairment (refer to Card CP2) or any of the
following entries in 3b—f:

;sk 3f only if anarg; o-r ;r:::k-e :Tn ;‘ib-e:
f. How does the [allergy/stroke] NOW affect ——7? (Specify) 2

For Stroke, fill remainder of this condition page for the first present
effect. Enter in item C2 and complete a separate condition page for
each additional present effect.

Abscess Damage Palsy
Ache [except head or ear] Growth Paralysis
Mark *“2-wk. ref. pd."* box without asking if 'DV"* or “HS"* Blseding (except i H hag L
in C2 as source. Bilood clot Infection Sore{ness)
2. When did [— —/anyone] last see or talk to a doctor or assistant Boll Inflammation Suiffiness)
about —— (condition)? Cancer Nouralgia Tumor
c i) Ulcer
O K (Reask 2} 5[] 2yrs., less than 5 yrs. Nauritls
?D :t::‘::::. " &[] 5yrs. or more Cyst Pain Varicose veins
2 [] Over 2 weeks, less than 6 mos. "_'E_I Dr.soen. DK when Winkcume]
3] 8 mos., tess than 1 yr. 8 [J DK ifDr. seen } (38}
40 1 yr., less then 2 yrs. 8 [J Dr. never seen g. What part of the body is affected? e
ecify)
3a. (Earlier you told me about — — (condition)) Did the doctor or assistant Show the following detail:
call the (condition) by a more technical or specific name? .
0] Yes 2CINe ODDKI o R lh‘.- scalp,
A R P P T PR P e e e s e e U BIE . .ovareranssnesanasseensey sy ey, left or right
Ak Iy ”":,-,3,:_.""”’ NS S SO e ey B i i e S S A S RA SRS inner or outer; left, right, or both
NN e R R B A G left, right, or both
b. What did he or she call it? Soeciy) P shoulder, upper, sibow, lowsr or wrist; lsft, right, or both
Hanll.cooovsnsnssnnasnnnnons antire hand or fingers only; laft, right, or both
;g Colar Bilndnses: f0) :gwc“; I:::: e e Sy hip, upper, knse, lower, or ankle; lsft, right, or both
prissosg. il PO o0 s = S sntirs foot, arch, or toes only; left, right, or both
vasectomy _ _ _ e
. What was the cause of —— (condition in 3b72 (Specifyl 5 |  Except foreyes, ears. or intema organs, ask 3 there are any of the
"4 following entries in 3b—f:
Infection Sore Soroness
— e e - e e — ] h. What part (part of body in 3b—g] is atfected [infection/
Mark box if accident or injury. o ] Accident/injury (5) M_h& 2 b;.'“ mm?
d. Did the (condition in 3b) result from an accident or injury?
100 Yes 15 20 ne
Y i T T RSP S (Specify).
Ask 3e if the condition name in 3b includes any of the fi g words: ki
Ask if there are any of the following entries in 3b—f:
e = : = o :“'““' Tumor Cyat Growth
:.n.m- Cyst :mu:: :n;cﬂo 4. lIs this [tumor/cyst/growth] malignant or benign?
ttack Dafect oa umor
Bad Ulcer 1 [ Maiignant 2 [ Benign s ok
o a. When was — — (condition in 3b/3f) 1 [J 2-wk. ref. pa.
e. What kind of (condition in 3b) is it? Spediyi i first noticed? Do s

3 [] over 3months to 1 year
4 D Over 1 year 10 5 years

5 D Over 5 years

Ask probes as necessary:

(Was it on or since (first date of 2-week ref. period)

or was it before that date?)

(Was it less than 3 months or more than 3 months ago?)

{Was it less than 1 year or more than 1 year ago?)

(Was it less than 5 years or more than 5 years ago?)

FORM HIS-1 (1866} (7-3-88)
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e

e ——————— L

Refar to RD and C2.
1 D “Yes" in A0’ box AND more than 1 condition in C2 (8)

K1 8] Other (K2)

I!&. Is this (condition in 3b) the result of the same accident you already
told me about?

6a. During the 2 weeks outlined in red on that calendar, did — —
(condition] cause —— wund&mmﬂuw—— usually does?
Yes No (K2}

b. During that period, how many days did — — cut down for more
than half of the day?

oo INone (K2) Days

7. During those 2 weeks, how many days did —— stay in bed for
more than half of the day because of this condition?

a0 D MNone Days

[ Yes (Record conditi ber where
ot ; fost completed) . —> wNe)

O e Page No.
[14. Where did the accident happen?

100 At homa finsige house)

ID Athomelad;mmmmml

3] Street and highway dway and public sid

dDFarm

5[] Industrial place (includes p

8] Schoal (includes premises)

Ask if ““Wa/Wb"* box marked in C1:
8. During those 2 weeks, how many days did — — miss more than
half of the day from — — job or business because of this condition?

oo INone Days

7] Place of recreation and sports, excapt at school
8] Other (Specity) 2

Mark box ifunder 18.  [IUnder 18 (16)

Ask if age 5—17:

15a. Was — — under 18 when the accident happened?

{ 100 Months
MNumber 2] Years

d. Wuﬂuwuﬁﬁonwnmﬂmmwm 12 months?
100 Yes 20n0

000l JLess than 1 month  OR

9. During those 2 weeks, how many days did — — miss more than gt S __El’f“_ - -
half of the day from school because of this condition? b. wu——mmmummmmmnhw
col Inscans Days 2] Yes 1161 Cno )
K2 [ Condition has *“CL LTR* in C2 as source [10) L ?5;: at work at ":‘BL:"”M when the accident happened?
[] condition does not have “'CL LTR* in C2 as source (K4)
10. About how many days since (12-month date) a year ago, has this 16s. I‘:::.; :a;;_:mclc, bus, or other vehicle in inthe
condition kept — — in bed more than half of the day? (Include days Oy, El
while an overnight patient in a hospital.) L S 2NN - e =
b. Was more than one vehicle involved?
MQDNDM = Days 'IDVns . . EQED ] - e
11. Was —— ever hospitalized for — — (condition in 3b c. Wurluuiﬂmmclmmatmm?
100 Yes 200ne 100 ves 2000
] Missing extremity or organ (K4) 7a. At the time of the accident what part of the body was hurt?
K3 O other 1121 What kind of injury was it?
Anything else?
12a. Does — — still have this condition?
100 ves x4y I:lnn Pastle) ot body ° Kind of injury
b. Is this condition cnmplualv cured or is I'I tmdat eormol?
2 Jcured &[] Other (Specity)
3] Under contral tK4) i K4 Mol S o o S e e i e R Sl e et T e e e e =
_____ Ll Ask if box 3, 4, or 5 marked in Q.5:
c. About how Inng did —— have this condition before it was cured? b. What part of the body is affected now?

How is — — fEarr of body) affected?
Is——a in any other way?

Partis) of body *

6] Not an accidentfinjury INCI
10 First accident/injury for this person (14)
sl 1 Other 113

K4

* Enter part of body in same detail as for 3g.

** If multiple present effects, enter in C2 each one that is not the
same as 3b or C2 and complete a separate condition page for it.
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L. DEMOGRAPHIC BACKGROUND PAGE

Refer to age.

L1

L1

[ Under 5 (NP}
Os-17¢2
[ 18 and over (1

Circle all that apply.

1 — Puerto Rican

2 — Cuban

3 — Mexican/Mexicano
4 — Mexican American

5 — Chicano
6 — Other Latin American
7 — Other Spanish

1a.Did —— EVER serve on active duty in the Armed Forces of the United States? 1a. 1 [ Yes (Mark “AF** box, THEN 1b)
20 No (2)
b. When did — — serve? Vietnam Era (Aug. ‘64 to April '75) ........ VN | b. 10vw sJpvN
:J(\?reian“\:\farﬂl.il;ne ’53&0 Jan. '55) ot Kw 200kw sJos
Mark box in descending order of priority. orld War Il (Sept, "40 to July 47) ... .. wwii aClwwi Clok
Thus, if person served in Vietnam and in Korea World War | (April '17 to Nov. "18) . .. ... .. wwi a0 ¢
mark VN. Post Vietnam (May ‘75 to present) . .. ..... PVN Wini
Other Service (all other periods) . .......... 0s
c.Was — — EVER an active member of a National Guard or military reserve unit? | e | _[i; - _Z_D_N_(z_’ N v_E—]n—x ;"
es {+]
d. Was ALL of — — active duty service related to National Guard or military reserve training? | T = R ]
10ves 300no s[Jok
2a. What is the highest grade or year of regular school — — has ever attended? 2a. | o[ Never attended or
kindergarten (NF)
Eem: 1 2 3 465 6 7 8
High: 9 10 11 12
College: 1 2 3 4 5 6 +
b. Did —— finish the (number in 2al [grade/year]? R (-1 ==
g 'y 10ves 2 Cno
Hand Card R. Ask first alternative for first person; ask second alternative for other persons.
3a { What is the number of the group or groups which represents — — race? 3a. 1 2 3 4 5 7
What is — — race?
Circle all that apply
1 — Aleut, Eskimo, or American Indian 4 — White
2 — Asian or Pacific Islander 5 — Another group not listed — Specify
3 — Black (Specify]
Ask if multiple entries: o R S b 1 2 3 4 5 . h"{
b. Which of those groups; that is, (entries in 3a) would you say BEST represents — — race? ¥
{Specifyl
¢. Mark o_bs_eFve_d_raEe_o?rgsf:o_nEeEff_sj_amy_. _______________________________ I
1Ow 2008 ale
Hand Card O. da.
4a. Are any of those groups — — national origin or ancestry? (Where did — — ancestors come from?) 1Dves: 2 Linoine)
b. Please give me the number of the group. b.
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L.DEMOGRAPHIC BACKGROUND PAGE, Continued

Mark box if under 14. If **"Married”’ refer to household composition and mark accordingly. T 2 g ;"d‘fr i o
7. 1s —— now married, widowed, divorced, separated, or has — — never been married? ! am.ed FHARERN
2 D Married — spouse not in HH
3] wWidowed
4 [ pivorced
s Separated
6 (] Never married
8a. Was the total combined FAMILY income during the past 12 months — thatis, yours, {read names, including Ba. 0
Armed Forces members living at home more or less than $20,0007 Include money from jobs, soclal security, 1L $20,000 or more (Hand Card i)
retirament income, unemployment pay , and so forth. Also include incnmn from 2 [ Less than $20,000 {Hand Card J)
Intarast, dividends, net income from hunlnen, farm, or rant, and any other y i r
Read if necessary: Income Is important in analyzing tha health information we coll For example, this
information helps us to laarn whether persons in one income group use certain types of medical care
sarvices or have certain conditions more or lass often than those in another group.
Read parenthetical phrase if Armed Forces member living at home or if necessary, b.| coda 100k 200u
eortdes L =2a210vw
b. Of thoge income groups, which Ietter best represents the total combined FAMILY income ezde 120m 220w
during the past 12 months {that is, yours, {read names, including Armed Forces members AN SOl Sl %
tiving at home))? Include wages, salaries, and other items we just talked about. :
bk il il csade 100 =2200¥
Read if necessary: Income is important in analyzing the health information we collact. For example, osdr 1s0Opr 250z
this information helps us to learn whether parsons in one Incoms group use certain types of e 1sda 217z
medical care services or have certain conditions more or less often than those in another group. ordn  1200r
a1 w0s
ooduy 17T
Ra. o [0 under 17
Mark first appropriate b 1 D Present for all questions
o va SLAPRIORTIAe NOX: 2 [J Present for some questions
R 3 [ Not present
b. Enter person number of respondent. b.
FPerson number{s) of respondent(s}
L3
L3 | Enterperson number of first parent listed or mark box. Pefsonnumber o parent
00 [ None in household
L4

L4 | Enter person number of spouse or mark box.

Person number of spouse

00 [ Nona in household

FOOTNOTES
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L. DEMOGRAPHIC BACKGROUND PAGE, Continued

[P

Read to Hhid. respondent: The National Center for Health Statistics may wish to

tact you to

e you
is not curreml\r living in the household.) Please print items 12—1

additional health related
mformatmn Please give me the name, address, and telephone numbar of a relative or friend who would know
Id be reached in case we have trouble reaching you. (Please give me the name of someone who
5.

| RT62
12. Contact Person name ] [25-39; [ %0 T4a. Area code/telephone number [97-106
Last I:“” | First | Middle |
' s LI LT
] I |
I i
I ‘ 107
13a. Address (Number and street) la1-65 1 [ None
2 [] Refused
s[dDK
b. City [66-85] 5tate 86-87, 7p 88-96| 15. Relationship to household respondent [108-109
: :Cnde
[ |
| |
FOOTNOTES
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Section M. HEALTH INSURANCE 3-4
Read to respondent{s): Medicare is a Social Security hoalth | for bl and for 65
years old and over. People covered by Medicare hava IUII'I'IHIIIDOEI like this. Show card.
1a. s snyone in this family, that s read namas), now covered by Modicare? Oves Ownos Dok
_____________________________________________________ - SR i
1b. 1] Covered oJox 5
b. s —— now covered? 2L Not covared
Ask for each person with “"Covered” in Tb: 2a. 10 Yes a[ DK i
2a. Is — — now covered by the part of Social Security Medicare which pays for hospital bills? 20 Ne
b. Is —— now covered by that part of Medicare which pays for doctor’s billa? This is the Medicars plan for which — — or b | sOdves “Fox; L2
soma sgency must pay a certain amount sach month. szn
Ask for esch person with DK in 23 and/or b: 3. + O] Hospitai | s
3. Muay | please sse the Social Sacurity Medicare card(s) for — — (and — —| to determina the type of coverage? 0 ol
Transcribe the information from the card or mark the "“"Card N.A."" box. 2{_| c"‘“"c
aLl d NLA.
4a. MmWhnmummmummmmmm [
Not L] ) is the family now covered by s heelth O
mgﬁ“ﬂ@_@ﬂﬂ‘_@'_@'ﬁﬂ:ﬂ';‘ﬂ"“‘“w'_' DV“ Owomy Oloxgen )=y - — -7~ 3
b. What is the name of the plan? Record in Tabile H.1
c. s anyone in the family now coversd by -n_vuu- _ ___ health insurance plan which " T [ e — i R T
pays any part of 8 hosp doctor’s, ist’s bill? D\r‘u {Reask 4b and c) DND
TABLE H.I.
o =
Bn. I this (a2ma) plan & Health Yes | No | DK . Yes | No [DK 7. 1s 7 Oc ”
n. |sthis plan a Heal f A 3 n. Donlﬂ!htumm‘.nllnmmn 2 9 | el * 1 overed . . .
erad
Hﬂatlm.u- Organization or [E plﬂnﬂmipill x| nses? N - z::.r 2] Not covered (NP
e —— b marla ] 9 this o] pk .
b. Was this plan obtained through
an employor or unlon? E o e E plan?
""""""""""" ——E . Doos it pay i DENTAL |' |2 |
c. lsitnow carried through an i B v IE & m’:&:ﬁ.:‘ulnud i:
amployer or union? surgery? 18
Ils 1 25
Yes | No | DK Yes | No | DK
Sa. Is this (ngme) plan a Health B 6a. Does this (nams) plan pay any 7 3 (] 7. s —— |7. 1] Covered ., . .
HMO? o 1 15 ’_-_.._‘ ...... .___r__._._ L — EE under 2DNDlm NP}
________________ bk b. :mﬁhuhnm-r,—i TR this e[ Jok .
b. Was this obtained through doctor’s or surgeon’s
an employer o umion? (20]  bitoroperations? | | ] o=
______________ S . - . DossitpayforanyDENTAL || |° |#
c. Isitnowcaried throughan || [ i [ii‘ = m’“ —
employer or union? urgary? |24
26 | 33
Yes | No | DK Yes | No | DK
Sa. ls this (ngmg/ plan & Health 3 5 ‘1—‘5 6a. Does this (nams) plan pay sny 7 IE?.!-———— 7. 1] Covered . . .
or 27 part of hospital expenses coverad [ N NP)
HMO? | ______________ = = amaliar 2 T covered L
——————————————— FIE e g b. Doesthispianpayanypant |' |2 |8 this 2] o
b. Was this plan obtained through doctor’s or surgeon’s }
an employer or union? [28]  bstoroporations? | o e . [37] plan?
A I ~"N B B | c. Does it pay for any DENTAL | 2 |e
€. st now carried through an E wsorvices other then oral 32
employer or unlon? surgery? I:
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Section M. HEALTH INSURANCE, Continued !
TABLE H.l., Continued
= ==
Se. s this (amalplan s Heskth (ot E 0K Jes i No DK 7.0 2. | {3 coved
s Is . B | 6a. Does this fnamo/plenpeyeny[i L § T ok =1 3 vered .. .
a‘;;o'",“""“n"'“ o 36 part of hospital sxpensss? | i g 1 [32] :::'.':‘ 2[] Not covered }I‘NPI
_____________ i~ b Taails g b. :mlﬂaphnmmm ‘B P this aldon ...
b. W this obtained through doctor’s or surgeon’s
o smployer o union? (367  bitia for operas - JREDE -
h;___-_ BT 9 T c. Does it pay for any DENTAL T o 4
€. now carrled an services other than oral
employer or union? E surgery? E
A ] =
Yes anDK Yes | No | DK
Sa. s this ([namei plan & Health B 9 Ba. Doesthis (nameiplanpayany)y & & 7. Is —— 7. Covered
Maintonance Organlration or IE part of hospitsl expensss E cavared '%
HMO? S e cH N N — uander 2 L] Not covered INP}
___________ T T b. Dossthisplanpayanypart |\ 1 8 this oldoK .......
b. Was this plan obtained through doctor’s or surgeon’s (namel
an employer or union? [45]  oietoroparations? | —h—— [az] plan?
= I - D DENT U 3
c. Isit now carried through an ' 3 . E s _.,h:::wm -
or union? surgery? |4B
M1 Lew |
1OCovered ............
M1 Review 1 and 7 for each person and determine if “Covered™ by either and/or ii or “Not d. " ,E]ummmss (NP
:DN«MSSNM
L R ——
Ask for each person “"Not covered™ in M1. If “Not covered 65 and over. ” inciude “or Madicare.™ Ba. 5152
h.{hpﬁﬂobnﬂuﬂ“ } Hand Card |23456?s;
Mmm—-hmwhmhﬁmhﬂaﬁnﬂ
Any other reason? Circle all reasons given.
Mark box if only one reason. If “"Not covered 65 and over™ in M1, include ** or Medicare.” b.
b. What is the MAIN reason — — Is not coversd by any heaith insurance {or Medicars)?
Specify
Ask only if persons under age 20 in family:
Sa. Does anyonas in this family now g -
the “Ald to Families with Dependent Children"” program, Oves Owe s Cok
b. Doss —— now receive AFDC or ADC? 9b. Tss |
1] Yes s DK
200n0
10a. Dm-mmhﬂlhhmllrm i 8 i i
Sechuity Incodia’ ox "RAK" chuekT Oves Owo 1w Dok
b. Doss —— now receive this check? T T 10b. I [Cso
1 ves s[Jok
200 no
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Section M. HEALTH INSURANCE, Continued

11a. Thera is a national called Madi which pays for
health care for persons in nesd. (In this State it is also called
(name).)

During the past 12 months, has anyone in this family received
health care which has been or will be paid for by Medicaid (or

namal)? [ ves ne 12 Ook
b. Has —— received this cara in the past 12 months? 11b.| 3 Oves o ok 61
2 [JNe
12a. Does anyone in the family now have a Medicaid (or (name)) 5
card which looks like this? Show Medicaid card(s). Ol ves Eliis s BT
b. Doss —— now have thiscard? T T o [12b.]  Oves  sllox L 62 |
20no
Ask for each person with “*Yes" in 12b: - T T T T T T [ e o T T 63 |
- FAm: ) cardisi? [J Medicaid card seen ¥ I—__'
c. May | please sea —— II-I ——) card(s Tl Gurrent
Mark appropriate box(es! in person’s column. 2 [J Expired
a [ No card seen
8 [J Other card seen i
Specify
13a. Is anyona in the family now covered by any other public
assistance program that pays for haalth care? [ ¥es Cne (14 Ook
b. Is —— now covered? i 1 O ves s bk Lﬂd
2[No
14a. Does anyone in the I'ornll\r now receive military retirement
pay from any b h of the Armed Fomaor a pension
from the \ " Adminis ion? Do not incl V.
disability compensation. O Yes Cno (18 ok
b. Does —— now ive military oraVA I 14b.| 4 [ vyes e[ bk 65
20we
b foronah aacen R s T T T T T T T T T T T RES = 66|
Ask for each person with 'Yes'" in 14b: c ) R Fofoas l—_
¢. Which does — — receive — the Armed Forces retirement, tha VA 0
pansion or both? 2LIVA
3[Jeoth
15a.ls enyorln in !M fﬂ!lﬂ\' now covered by CHAMPUS, which is a
prog | care for dep of military personnel? [ves Ono (15¢ ok
b. 18 —— now covered byCHAMI’US? 16b.| [Jves a[J ok I—L
2[0ne
c. Is anyone in the family now coverod by CHAMP-VA, whichis ~~ 7777 A e LA e T |
Al | for et of disablod
veterans? Oves Ono (16) Ook
d. Is —— now covared by CHAMP-VA? &l Oves oClox L8]
20No
16a. Is anyone in the family now covered by any other program that b
provides health care for military dependents or survivors of
military persons?
O ves Ono (m2) Ook
b. Is —— now covered? ) B S i 160, [es |
1 ves s[pk
20ne
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Section M. HEALTH INSURANCE, Continued

M2 ksd [70 [
M 2 Refer to “"AF’"" box above person’s column. = AF box (7 1
8] other (nP)
178. Doos — — have a disability related to — — service in the Armed Forces of the United States? 17a. lL
= ’ rere e 2Oves 20no e
b.m—-mmwmmmmmvm'mmr b. 72
10ves ey 200No
Has — — aver applied for & service-connactad disability rating from the Veterans’ Administration? e.| 100 ves o ok e [ 73]
e S [ _ | 20nomwe -
d. Was it approved or denied? a.| "D approved 3 JPending [ 74|
2] peni K
18a. During the past 12 months, that is since [12-month date/ s
sgo, names of related
been laid off from s job or lost a job? O ves [ no (uppiement Bookiety [ DK tSupplement Booklet) /
b. Who was this? 75 |
Mark ““Laid offlost job™ hlmpumsm 18b. lDLaldoﬂMhh r
. Anyone eise? ) - g\ies_rgeist 18b and o) Owe
Ask 18d, e, and f for each person with “"Laid ofi/flost job™ in 18b. [7s
d. How many times has — — baen laid off or lost a job during the past 12 montha? a T
e. In what month and year was — — Isid off or did — — lose a job ([the last time/the time before that 17 » Mo. e,
199 ITime 1 7780
Mo. ¥r.
119 |time 2 B1—84
Mo. l\'r.
(19— |timea  [B5—88
1. For ANYTIME during ({hak/thoselfob eyoRia] o 0B ioss(os, id =~ receive anemploymentnaurance banafia? I Pt
1. 10 ves 2[Ne
19a. Becouse of (names of persons in 18b) job layoff(s) or job
hll.ﬁmmhmhmklmmrMI nsurance
covarage that had besn gh [th 1jobla)? [1ves [Ino (Supplement Bookiet [ oK (Supplement Booklet)
b. Who was this? e e e e e e e S ] ol e e DR I;U-_-
Mark “Lost coverage” box in person’s column, 19b.| 1[0 Lost :Mrm
Sy Aoyame owel [Jves (Reask 196 and c) One
M3 Lo |
M3 Refer to 19b and mark sppropriate box. 1 [ Lost coverage (201 !
2] Did not lose coverage (NP}
20a. mum“whﬁwumm-———“mmamm ] 92
7 | Do not i as Modicaid, AFDC, or military benefit programs. as
i-unmm'.l 20a.| 10 ves 200Ne 21
b.huwuum——uﬁmlw—lmdhﬂm“? b. ml:ll.mmm1mm| 5384
(How many months is that?)
zn.s«m iayat(s) or job was — — d by any health care prog [ ss |
%.u.m benafit program? 218.| 10 ves 20n0 tNm)
b.F;r_mlﬂnm——mbrmIHﬂmm? b. | 00 ] Less than 1 month 96—9
(How many months is that?)
Months
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