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ITEM 
Bl 

Refer to household composition. Mark (Xl for each person including 
those deleted or excluded in the HIS-l. Bl 

1 III Civilian 
z 0 AF living at home 
3 0 Deleted 

The next questions are about health insurance coverage and the kinds and amounts of 
income that people receive. For this family, that includes (read names, including Armed Forces 
members living at home). 

The answers to these questions will add greatly to our knowledge about the health problems 
of the American people, the types of health care they receive, and whether they can afford 
the care that they need. The information will help in planning health care services and 
finding ways to lower costs of care. 

There are several government programs that provide medical care or help pay medical bills. 

Peoole covered bv Medicare have a card that looks like this. SHOW MEDICARE CARD. 

1 a. In (month), was anyone in the family covered by Medicare? 

__-_____----_------------------ ----__------ 
b. Who was covered? 

Mark (X) “Medicare” box in person’s column and “Cov” on HIS- 1. (Mark “Cov” box on HIS- I) 

__---___----------------- -_____------------ 
C. Anyone else? 

0 Yes (Reask Ib and c) 0 No (Id) __----------------- --____-----_--____---- -- 
Ask Id-i as appropriate for each person with “Medicare” in lb. 

d. May I please see the Medicare card(s) for - - (and - -) to determine the type of coverage 
and to record the Health Insurance Claim Number. This number is needed to allow 
Medicare records to be easily and accurately located and identified for statistical 
research purposes. Providing the Health Insurance Claim Number is voluntary and 
collected under the authority of the Public Health Service Act. Whether the number is 
given or not, there will be no effect on benefits and no identifying information will be 
given to any other government or non-government agency. 

Read if necessary: The Public Health Service Act is Title 42, United States Code, Section 242k. 

Transcribe the number, then mark (X) the appropriate box. 
__--____-----_--___------------ ------------ 
Ask le-f for each person with “Card N.A.” in Id. 

e. Was-- covered by Part A, that part of Medicare that pays for hospital bills? 

__--____----__-____------ ---___------------ 
f. Was-- covered by Part B, that part of Medicare that pays for doctor’s bills? 

Read if necessary: This is the Part B Medicare plan for which - - or some agency or 
program must pay a certain amount each month. 

ITEM 
B2 

Refer to age. 

lg. How long has - - been covered by Medicare? 

------------------- _--___--------____------ 
h. Can - - go to ANY doctor who will accept Medicare or must - - choose from a specific 

group or list of doctors? 

If doctor was assigned by the plan, mark box 2. 

__----------------------- ---___------------ 
i. What is the specific name of - - Medicare health plan? 

Notes 

-_ 
b. 

-- 
d. 

-- 

e. 

-_ 
f. 

- 

B2 

rs. 

-- 
h. 

-- 
i. 

I 0 Yes (lb) 
1 6 

20No 

snDK 
(2 on page 14) 

--_------ 
1-7- 

I 0 Medicare 

------- 
- - l-8.3- 

H.I.C. Number 

- - ( I( 1 

I q Part A - Hospital 
, 

only 
2 q Part B - Medical only (B.3 
3 0 Both Part A & Part B 
4 0 Card N.A. (lel 

z[7No 
snDK 
___------ 

1 q lYes 
7-21- 

20No 

9nDK 

22 
I 0 

1 
Under age 67 (lg) 

2 0 Age 67 or older (lh) 

I 0 Less than 6 months 
kc 

2 0 6 months, but less than 1 year 
3 q 1 year, but less than 2 years 
4 Cl 2 years or more 
snDK 

I-Z., doctor(ld f,,NPW 
lb, or 21 

2 0 Select from list/group (Ii) 
9 0 DK (Id for NP with lb, or 2) 
--------- 

1 ?5%- 

(Id for 
NP with 
lb, or 21 
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1 RT88 1 RT88 1 RT88 1 RT88 

PERSON 2 1 3-4 PERSON 3 1 3-4 PERSON4 1 3-4 PERSON 5 1 3-4 

5 

1 Cl Civilian I 5 

i •1 Civilian 1 0 Civilian 
Bl 2 0 AF living at home Bl 2 0 AF living at home I Bl 2 0 AF living at home 

3 0 Deleted 3 0 Deleted 3 0 Deleted 

i Cl Civilian 
I - 

Bl z 0 AF living at home 
3 0 Deleted 

-- 
b, 

-- 

-- 
da 

-- 

e. 

-- 
f. 

-- 
bs 

_- 
dn 

.- 

e. 

.- 
f. 

___------- 
1- -7- 

--------- 
1 -1 

-_ 
b. 

._- . 

-- 
d. 

-- 

e. 

-- 
f. 

--------- 
-p- 

I 0 Medicare 

(Mark “Cov” box on HIS- I) 
.__ _-_ ___ _- __. __ _- -_ -- _- _- -_. _ 

---------- 
I- -i - 

I 0 Medicare 

(Mark “Cov” box on HIS- 1) 
-----I------- 

---------- 
l-8-18- 

b I . 

I 0 Medicare 

(Mark “Cov” box on HIS- 1) 

I 0 Medicare 

(Mark “Cov” box on HIS- I) 
.__ ___ ___ ___ -_. .-. ._- .__ ___ ___ --_ -- 

__-------- 
r 8-18 

-l.I.C. Number 

--------- 
1 -8-G- 

H.I.C. Number 

( I( 1 - - 

-----_--_ 
1 s-ii 

i.1.C. Number 

- ( I( 1 

i.1.C. Number 
., 

- ( I( 1 - ( I( ) - - 

I 0 Part A - Hospital 
1 

only 
! q Part B - Medical only 

> 
(B.2) 

3 [7 Both Part A & Part B 
r [7 Card N.A. (le) 

0 Part A - Hospital 
1 

only 
I 0 Part B - Medical only (~2) 
I 0 Both Part A & Part B > 
L 0 Card N.A. (le) 

I 19 
I 0 Part A - Hospital 

L-.-E- 
only 

! 0 Part B - Medical only (S-7) 
$0 Both Part A & Part B 
L 0 Card N.A. (le) 

I 0 Part A - Hospital 
I ~~ 

only 
2 [7 Part B - Medical only 

> 
(B.7 

suBothPartA&PartB 
4 0 Card N.A. (lel 

_--------- 
t q Yes 

r -5o- 
--------- 

17 Yes 
T -20 

20No 

snDK 
__------- 

lOYes 

20No 

s0DK 

l-21- 

22 
I [7 Under age 67 (Igl 
2 q Age 67 or older (lhl 

!nNo 
IODK 
____------ 

0 Yes 
i-z- 

!ONo 
IODK 

!nNo 
)ODK 
___------- 

t q lYes 
r 21 

!nNo 
raDK 

!nNo 
IODK 
--------- 

El Yes 
T -21 

:nNo 
I~DK 

I 0 Under age 67 (19) 
1 

! 0 Age 67 or older (Ih) 
0 Under age 67 (19) 

1 

I c] Age 67 or older (lh) 
I q Under age 67 (19) 

l2L 
! 0 Age 67 or older (lh) 

0 Less than 6 months 
1 23 

I 0 6 months, but less than 1 year 
I 0 1 year, but less than 2 years 
1 Cl 2 years or more 
IODK 

.-;A;y ;o;t 0: 
24 

(;d:o:N; & 
lb, or 2) 

! Cl Select from list/group (Ii) 
I 0 DK (Id for NP with lb, or 2) 
____------ 

(15-26 

32 B2 B2 

b 

-- 
h. 

-- 
i. 

I 0 Less than 6 months 
1 23 

! 0 6 months, but less than 1 year 
I [7 1 year, but less than 2 years 
I Cl 2 years or more 
I~DK 

~o~~d~t~r~dfor~~ 
lb, or 2) 

! Cl Select from list/group (Ii) 
I [3 DK (Id for NP with lb, or 2) 
__-------- 

l- 25-26 

b 

.- 
h. 

.- 
i. 

ii 

- 
i. 

q Less than 6 months 
1 

q 6 months, but less than 1 year 
I [7 1 year, but less than 2 years 
II 2 years or more 

ICl~~ 
--------- 

0 Any doctor (Id for NPG 
lb, or 2) 

: Cl Select from list/group (Ii) 
10 DK (Id for NP with lb, or 2) 
--------- 

T G-26 

lg. 
I 0 Less than 6 months 

l-c 
2.0 6 months, but less than 1 year 
3 0 1 year, but less than 2 years 
4 0 2 years or more 
snDK 

-- 
h. 

iLLi, doctoT(ld f,rYlPW 
lb, or 2) 

2 0 Select from list/group (Ii) 
9 0 DK (Id for NP with lb, or 2) 

-- 
i. 

-----_--- 
125-28 

(Id for (Id for 
NP with NP with 
lb, or 2, lb, or 21 

(Id for (Id for 
NP with NP with 
lb, or 21 lb, or 2, 

Votes 
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r Part B - HEALTH CARE COVERAGE - Continued 
There is a program called Medicaid that pays for health care for persons in need. In this 
State it is also called (State name). 

PERSON 1 

1 27 

2a. In (month), was anyone in the family covered by Medicaid? 2a. 
I 0 Yes (2bl 
znNo 
s0DK > 

(B3) 

__-------____---------------------------------~--------- 
b. Who was covered? b. 

I 17 Medicaid 
1-28 

Mark IX) “Medicaid” in person’s column and “Cov” on the HIS- 1. (Mark “Cov” box on HIS- I) 
__--------___------------------------------ _. . -_. -_. ._- .-- .-- _-- _-- --_ --_ .--. -- .-- 

C. Anyone else? 
0 Yes (Reask 2b and cl 0 No f2d) __-------____------------------------------ -_--- ------ 

Ask 2d-f for each person with “Medicaid” marked in 2b. 
I 0 Less than 6 months 

1-29 

d. How long has - - had Medicaid coverage? 
d 

. 2 q 6 months, but less than a 

Mark (Xl only one. year 
3 0 1 year, but less than 2 years 
4 0 2 years, but less than 5 years 
5 Cl 5 years or more 
6 0 On and off for less than 2 

years 
7 0 On and off for 2 years, but 

less than 5 years 
8 0 On and off for 5 years or 

more 
snDK 

__-------____---------------------------------~--------- 
e. Can - - go to ANY doctor who will accept Medicaid or MUST - - choose from a specific group e. 1-30 

or list of doctors? I q Any doctor (2d for NP 
with Zb, or B31 

If doctor was assigned by the program, mark box 2. 2 III Select from list/group (2f) 
9 0 DK (2d for NP with Zb, or B3) 

__-------____-------------------------------------------- 
f. If -- needs to go to a different doctor or place for special care other than emergency care, f. 

does - - need approval or a referral from - - usual doctor(s)? i q lYes 

1 

l-31 

20No 
(2d for NP with 

snDK 
26, or B3) 

ITEM 
B3 

Refer to household composition and question 2a. o 

-_----- -r---m 

1 32 

B3 I 0 Single person family (4) 
2 0 Other (31 

3a. During the past 12 months, has anyone in the family received health care that has been or will 3a. , q Yes (3b, 1 33 

be paid for by Medicaid or (state name)? 
20No 

9[7DK I- 
(41 

-------------------------------------------~-~-- _------ 
b. Who received this care in the past 12 months? b. 1-34 

Mark (Xl “Received Medicaid care” in person’s column. I 0 Received Medicaid care 
__--_________------_____________________----~- _I_-_------__. 

C. Anyone else? 
c] Yes (Reask 3b and cl n No (4) ____~_.111_ 

4a. In (month), was anyone in the family covered by any OTHER public assistance program (other 
than Medicaid) that pays for health care? (Do NOT include use of public or free clinics if that is 

4a. 1 [7 Yes (4b, 1 35 

the ONLY source of care.) 20No 

snDK , 1 
(5 on page 76) 

-_---------__---------------------------------~--------- 
b. Who was covered? b. 

I 0 Public assistance 
1-36 

Mark (X) “Public assistance” in person’s column and “Cov” on HIS- 7. (Mark “Cov” box on HIS- 7) 
-------------------------------------------. --- ---- ------. 

C. Anyone else? 
0 Yes (Reask 46 and c) 0 No (5 on page 76) 

Votes 
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PERSON 2 PERSON 3 PERSON 4 PERSON 5 
p__II------- 

I 

____ ____ __________ ---.- --------- -------- 
b. 28 , 

__----- 
ii 28 b. 28 _ b. I- 28- 

I 0 Medicaid I 0 Medicaid I 0 Medicaid I 0 Medicaid 

(Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I! (Mark “Cov” box on HIS- I! (Mark “Cov” box on HIS- I) 
_ _ _- - I _-. . . . . _.- _._ ___ _- _.. _. . _. . - . _ ._ _ _. . . _ . . _ _. _ _. . . . . _ . _.. _.. _... ._.. . . .._ .._ ..- --. .._ . -.. -. ___ _._ ___ - _- __ - _. - -- ___ - _- - - 

.------- ___- ____ - - - - - - - - _--.--.--------- 
29 

_-------------- 
29 29 

m 2 [7 6 months, but less than! 

29 

d. I 0 Less than 6 months d. I 0 Less than 6 months d. I 0 Less than 6 months d I 0 Less than 6 months 
2 0 6 months, but less than a 2 0 6 months, but less than a 2 0 6 months, but less than a 

year year year year 
3 [7 1 year, but less than 2 years 3 0 1 year, but less than 2 years 3 0 1 year, but less than 2 years 3 0 1 year, but less than 2 years 
4 q 2 years, but less than 5 years 4 [7 2 years, but less than 5 years 4 0 2 years, but less than 5 years 4 0 2 years, but less than 5 years 
5 0 5 years or more 5 0 5 years or more 5 0 5 years or more 5 Cl 5 years or more 
s [7 On and off for less than 2 a q On and off for less than 2 6 0 On and off for less than 2 6 q On and off for less than 2 

years years years years 
7 0 On and off for 2 years, but 7 0 On and off for 2 years, but 7 0 On and off for 2 years, but 7 0 On and off for 2 years, but 

less than 5 years less than 5 years less than 5 years less than 5 years 
8 0 On and off for 5 years or 8 0 On and off for 5 years or s [7 On and off for 5 years or 8 0 On and off for 5 years or 

more more more more 
snDK suDK snDK snDK 

____------- --.------------- ---.--.------- -- ------___------ 
e. 30 e. 30 e. 30 

e. 
I- ii- 

I 0 Any doctor (Zd for NP I [7 Any doctor (2d for NP I 0 Any doctor (2d for NP I 0 Any doctor (2d for NP 
with 2b, or B3) with 2b, or B3) with 2b, or B3) with 2b, or B3) 

2 0 Select from list/group (2f) 2 0 Select from list/group f2fl 2 0 Select from list/group (2fl 2 0 Select from list/group (2f) 
9 0 DK (2d for NP with 2b, or B3) 9 [7 DK (2d for NP with 2b, or B3/ 9 0 DK 12d for NP with 2b, or B3) 9 0 DK (2d for NP with 2b, or B3) 

.___ - ---- ___ ____ ----------- ---.--.--------- 
f. 31 

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

i. 31 
f. 

31 f. 
1 q lYes 

1 

(2d for NP with 
1 q Yes 

1 

(2d for NP with 
1 q Yes 

1 

(2d for NP with 
1 q Yes 

20No 2b, or B3) 20No 2b, or B3) 20No 26, or B31 20No 

1 

2b, or B3) 
(2d for .,,,‘- 

snDK snDK s0DK snDK 
I __________________......~...~~.~.~~~.~~~~~~~~~~~~~~~~~~~~~~~~~~~~ - 1_______1_1____________I________________~----------, 

--_--_---__*-----_--, 

___-_________-_-_-_____________ 

__----- --_------------- --- - ------- _- ------------- 
i-i. -- 34 b. 34 b. 34 b. 

1 0 Received Medrcar d-c:: 

34 

I c] Received Medicaid care I 0 Received Medicaid care I 0 Received Medicaid care 
. 

---- 

--___I 

----- 

I q Public assistance I 0 Public assistance I 0 Public assistance I 0 Public assistance 

(Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- II (Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I) 
.___ ___ ___ ___ __- _ _-. -- ..- -- _- - _- -- . --. -- -- --. -- .-- .- --- -.. _. ^ . _.._ _._ _.. _._ _. _.. _... . . . ..- .._ _._ . . . _ . _ . . _ _. _ _ _. _. . . . -. . . _ . . _ _. . _. . . 

llotes 
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Part B - HEALTH CARE COVERAGE - Continued PERSON 1 

6a. In (month), was anyone in the family covered by military health care, including armed forces 
retirement benefits, the VA (Department of Veterans’ Affairs), CHAMPUS or TRICARE, or 
CHAMP-VA? 

------------------------------------- ------ 
b. Was this CHAMPUS or TRICARE, or CHAMP-VA? 

Read if necessary: CHAMPUS or TRICARE is a program of medical care for dependents of active 
or retired military personnel. CHAMP-VA is medical insurance for 
dependents or survivors of disabled veterans. 

-_--------------_--_----------- __--__------ 
C. Who was covered by CHAMPUS or TRICARE, or CHAMP-VA? 

Mark IX) “CHAMPUS/TRICARE/CHAMP-VA” in person’s column and “Cov” on the HIS- 1. 

__-___-___--_-------------------------- ---- 
d. Anyone else? 

0 Yes (Reask 5c and d) 0 No f5e) -------------------------------- ----------- 
e. In (month), was anyone in the family covered by any other military health care, including armed 

forces retirement benefits or the VA (Department of Veterans’ Affairs)? 

--------------------------------------- ---- 
f. Who was covered by other military health care? 

Mark (X) “Military” in person’s column and “Cov” box on the HIS- 1. 

--------------------------------------- ---- 
g. Anyone else? 

fl Yes (Reask 5f and .(I) n No (6) 

6a. In (month), was anyone in the family covered by the Indian Health Service? 

5a. 

-. 
b. 

-. 
C. 

_.- 

-. 
e. 

x 

._- 

I 0 Yes (561 
20No 
3nDK I- 

(6) 

1 

- - 
10 

7-38 
Yes (5c) 

20 No f5fj 
3 0 DK (5e) 
-__------ 

1-3s 

I 0 CHAMPUSflRICARE/CHAMP-V 

(Mark “Cov” box on HIS- I! 

--------- 

i 0 Yes (5f) 
1-40 

2ONo 
3ODK > 

(61 

I 0 Military 

(Mark Cov TexanHF I, I, 

_^. _._ _. -- - _ - - - -_ - -- 

6a. 
I 0 Yes (6bl 

__-___-___--__----------------------------- 
b. Who was covered? 

Mark IX) “/US” in person’s column and “Cov” on the HIS- 7. ----------------_-------------------------- 
C. Anyone else? 

n Yes (Reask 6b and c) El No (7) _____________-___________I____ I_______________________________I___I___- 

7a. (Not counting the government health programs we just mentioned) In (month) was anyone in 
the family covered by a health insurance plan? 

Read if necessary: Besides government programs, people also get health insurance through 
their job or union, through other private groups, or directly from an 
insurance company. A variety of types of plans are available, including 
health maintenance organizations (HMO& 

__-___-___--__------___________________ ---- 
b. It’s important that we have the complete and accurate name of each health insurance plan. 

What is the COMPLETE name of the plan? If “DK”, probe: Do you have something with the plan 
name on it? 
Ask 7c after recording each plan. Record up to 4 plan names in Part C, Table H.I. 
__--__--__--__---------~~---~-------------- 

C. In (month), was anyone in the family covered by any OTHER health insurance plan? 

Votes 

7a 

- 

- 
C 

- 

I 0 Yes (761 
?nNo 

I- 
(Part C, question 8 

30DK on page 26) 

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

_-------- 

I 0 Yes (Reask 7b and cl- 
z Cl No (Part C on page 18) 
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r PERSON 2 
-_ ---__.--------*._---_ 

PERSON 3 PERSON 4 PERSON 5 
1---1~ 

.----------- -- ------- ----- ---.- __-------- --------------- 
C. 39 C. 39 C. 39 C. 39 

I q CHAMPUS/TRICARE/CHAMP-VA I 0 CHAMPUSflRlCARE/CHAMP-VA I 0 CHAMPUSflRICARE/CHAMP-VA 1 q CH AMP”SrrRlCPlRE,CH~ 
(Mark “Cov” box on HIS- 1) (Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I) 

___ _. . . . .._. .._ .__ _ _ _ _ _ _ _. _ .._ .._ _._ _.. ^.. . . . . . . . . ..- . . __ _.. - ^_ - I _ _ I _- ._- .- _ __ -. - - - _- _- _-- __. -_. .__. .__. .__ ._- -__ . . . _. 

_ _ __ ,_ __ _ _ _ _ __ _ _ _ _ _ _ .-- -.- --- --. ..-. .-.. .--. --- --. _-_ --- .--. .--_ .-- _I --- -- - - - - - I - - - - - I - - - - - ---_. 

.--------- 
f. 

I 0 Military 

_____- -- --------- -------- ------- 
41 f. 41 

I 0 Military 
f. 

I q Military 
I- 41 - 

(Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I! (Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I! 
.__ ._ -.. _.. . . . . . . . ..- ___ .._ --- -.- -.- --. - . - -- - ----- - - - _ _ _ - - __, - -. _ _ _ _ _ _. _ -.. .-. .__. .__ ___ _ . . -. . . . _. _. . . _ . - - _ _ _ _ _ _ _ _. ._ . ._ _. . - . . - - . -. _. 

_________ - -___------- ----- ---.--. 

‘g- I~IHS 

_-------- --------_------ 
43 b- I q IHS 

43 
b. I C]IHS 

43 
bm I 0 IHS 

43 

(Mark “Cov” box on HIS- I) Cov box on HIP _ _-_ _._ ̂ .. __. _- ._- ___ -_ - - - _ _ _ - _ _ - - _ - .I __.“_._ _.. -.. .-- .-- .-- .- 

-------------------*~ 
--m----- 

__. .__ .__. ._-. .__ ._- ___ _._ __. .--. .--. .--. .-- .-- _-- --_ _.. ^- ._- _- - - - - - - - - - - 

------_-----_---- -___ ------ ----.---- ___ --. ___. .--. .__. .__ ___ _-- --. --. .--. .--. .-- .-_ _-_ -._ - - --- -- -- - -__ - - II- 

\lotes 
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TABLE H.I. - PLAN 1 
1 5-6 

Now, I am going to ask some questions about the plan(s) you just told me about, 
(starting with (plan name).) 

7 

la. Who was covered under this plan? 

Mark (X) “Private insurance” in person’s column and “Cov” on the HIS- I. 

1 a. I Cl Private insurance 
(Mark “Cov” box on HIS- I) 

_-----------_---------- __------------------ ..-. ..~ . . . --- --- --- --- .--. .._. .__ .._ ___ __. -.. -- 

b. Anyone else? 
0 Yes (Reask la and b) 0 No (2) 

2. In whose name is this plan? 2. 
i 0 In name 

1 8 

Mark (X) “In name” in person’s column and also on the HIS-I. 2 0 Person not in household 

3a. Was this plan originally obtained through the 
workplace, that is through a present or former employer 
or union? 

If “Yes”, probe for employer or union. 

Mark (X) only one. 
__-----------------_-------- 

b. Does the employer or union currently pay for all, some, 
or none of the cost of premiums for this health 
insurance plan? 

Read if necessary: The cost of the plan refers to the 
premiums, which are regular payments 
for health insurance coverage only, not 
for health care services. Frequently, these 
payments are made by payroll deduction. 

I 
I LA- 
, I 0 Employer 
i 2UUnion f3b) 

i 3 17 Through workplace, but DK whether employer or union 
/ 40No 
I sCIDK 

(4) 

__------ 
I 

; 1OAllW 
1-10 

I 20Some 
1 sUNone 

> 
(4) 

; 90DK 

HAND CARD FCI. Read categories if telephone interview. 

4. In (month), how much did [you/your family] spend for 
health insurance premiums for (plan name)? Please 
include payroll deductions for premiums. 

Mark (X) only one. 

Read if necessary: The cost of the plan refers to the 
premiums, which are regular payments 
for health insurance coverage only, not 
for health care services. Frequently, these 
payments are made by payroll deduction. 

I 

1 iClZer0 
’ 2cl$l-$9 
, 30$10-$19 

1 40$20-$49 
’ 50$50-$99 
, 60$100-$199 
I 7 0 $200 - $499 
I 8 0 $500 or more 

r 90DK 

5a. Does this plan pay for a variety of health care services 
or does it pay for ONLY ONE type of service or care? 

I 
I I Cl Variety of services (6) 
1 2 0 Only one type of service/care (5b) 
; 90DK (61 

__----------------------- --- c-------------------------- 

b. What type of service or care does the plan pay for? I 

I 010 Accidents 
1 -i3-14- 

Mark (X) only one type of service. ’ 02 I7 AIDS care 
, 03 0 Cancer treatment 
I 04 0 Catastrophic care 
’ 05 0 Dental care 
, 06 0 Disability insurance (cash payments when unable to work 
I for health reasons) 
1 07 0 Hospice care 
I 08 17 Hospitalization-only 
I osc] Long term care (nursing home care) J 
1 10 0 
’ 

Prescriptions 
II 0 Vision care 

I 98 0 Other - specify 

’ 99ODK 

GO TO la FOR NEXT HI PLAN; IF NO OTHER HI PLAN, 
GO TO 8 ON PAGE 26 

Notes 

Page 18 FORM HIS-3 (S-1-95) 



la. 

2. 

1 RT 89 

PERSON 2 1 3-4 

I 7 I 

----I 
i 0 Private insurance la. 

(Mark “Cov” box on HIS- I) *. 

1 RT89 1 RT89 

PERSON 3 1 3-4 PERSON 4 1 3-4 
_________-____-_____---------.---------.---------------------.-------------.-----------------.---* 

1 RT89 

PERSON 5 1 3-4 

7 1 7 7 

i 0 Private insurance 
(Mark “Cot box on HIS- I) 

la. i 0 Private insurance 
(Mark “Cot box on HIS- I) 

1 a. I 0 Private insurance 
(Mark “Cov” box on HIS- I) 

_.. . . . . ._.. .._ .._ _._ _.. . . . . . ..- .._ _.- -. -.. _.._ . .._ _._ _._ _._ ___ _.. -.. . . . ..- .- - -_ _- -- - - _ _ _ - I _ _ _ _ _ 

i 0 In name 
8 2 . 

i II In name 
I 8 .2 . 

10 In name 
1 8 

6a. Is (p/an name) an HMO (Health Maintenance 
Organization) or IPA (Individual Practice Association), or 
is it some other kind of plan? 

Read if necessary: Health Maintenance Organizations, or 
HMO’s and Individual Practice 
Associations, or IPA’s, are plans whose 
members are required to use only those 
health care providers who work for or in 
association with the HMO or IPA. 
Sometimes there is an option to permit 
use of providers not associated with the 
plan, but usually at greater cost to the 
enrollee. Generally, members do not 
have to submit claims for costs of 
medical care services. 

___------------------------ 
b. Under this plan can you choose ANY doctor or MUST 

you choose one from a specific group or list of doctors? 

___----------_------------- 

C. Do you have the option of choosing a doctor from a 
preferred or select list at lower cost to you? 

___----------_--_-_________ 
d. If you select a doctor who is not in the plan, will (plan 

name) pay for any part of the cost? 

.- 

.- 

I 
, lOHMO/IPA 
I 20Other 
’ gC]DK 

L-E 

+-----------------------L-- 

I y-1;- 

I I q Any doctor (64 
I 2 0 Select from group/list /6dl 

.I 9 0 DK (7) 
L-------------------------- 
I 

I lOYes 
-pi- 

I 20No 
1 

(7) 
I 9[7DK 
I --------------------------- 
I 
’ lOYes 

-pi- 

, 23No 
I 90DK 

7a. Does (plan name) pay for any part of the cost for dental 
care? 

I 
I 
, iLlYes 
I 20No 
’ 9nDK 

19 

___----------_------------ --+-------------------------- 
Mark (X) box or ask: I 

, o 0 No persons under 18 in family 
l-20- 

b. Does this plan pay for any of the costs of well child I 

care, that is visits when a child is NOT sick, but needs a ’ lOYes 
Go to la for next plan; if no 

check-up or immunization? , 20No 
other plan go to 8 on page 26 

1 90DK 

Notes 

FORM HIS-3 (8-l-95) Page 19 



TABLE H.I. - PLAN 2 

Now, I am going to ask some questions about the plan(s) you just told me about, 
(starting with (plan name).) 

1 a. Who was covered under this plan? 

Mark (Xl “Private insurance” in person’s column and “Cov” on the HIS- 1. 
---------____------------------------------- 

b. Anyone else? 
OYes fReask la and b) 0 No 12) 

2. In whose name is this plan? 2. 

Mark (Xl ‘In name” in person’s column and also on the HIS-l. 

1 RT89 

PERSON 1 

1 a. I 0 Private insurance 
(Mark “Cot box on H 

.__ __, ___ __. .__. .__. .__. .__ __- ___ -_. ._ 

i 0 In name 
2 0 Person not in househc 

1 

HAND CARD FCI. Read categories if telephone interview. I 

1 I q Zero 
4. In (month), how much did [you/your family] spend for ’ 2cl$l-$9 

health insurance premiums for (plan name)? Please 
include payroll deductions for premiums. 

, 30$10-$19 
’ 40$20-$49 

Mark (X) only one. ’ 50$50-$99 
, 60$100-$199 

Read if necessary: The cost of the plan refers to the ’ 
premiums, which are regular payments 

7 cl $200 - $499 
’ 

for health insurance coverage only, not 
8 0 $500 or more 

for health care services. Frequently, these 1 9[7DK 

payments are made by payroll deduction. i 

I 5a. Does this plan pay for a variety of health care services . I 
or does it,pay for ONLY ONE type of service or care? I I 0 Variety of services f6/ 

1 
; 

2 0 Only one type of service/care f5b) 
g’d DK (6) 

---------------_____________ c--------------------------- 

b. What type of service or care does the plan pay for? 

Mark (X) only one type of service. 

r rlotes 

I 

I OI 0 Accidents 
’ 02 0 AIDS care 
, 03 0 Cancer treatment 
I 04 0 Catastrophic care 
’ 05 0 Dental care 
, 06 0 Disability insurance (cash payments when unable to work 
I for health reasons) 
1 07 0 care 
i 

Hospice 
08 0 Hospitalization-only 

I 090 Long term care (nursing home care) 
1 10 0 
’ 

Prescriptions 
II 0 Vision care 

I 98 0 Other - Specify 
’ 9sODK 
I 
I 
I 

GO TO la FOR NEXT HI PLAN; IF NO OTHER HI PLAN, 

I GO TO 8 ON PAGE 26 

Page 20 FORM HIS-3 1%l-951 

3a. Was this plan originally obtained through the I 
workplace, that is through a present or former employer , I [7 Employer 
or union? 1 20Union 

If “Yes”, probe for employer or union. 

Mark (X) only one. 

’ 3 0 Through workplace, but DK whether employer or union J 
, 40No 
I 9[7DK I- 

(4) 

-----------__------------------------------------------- 
b. Does the employer or union currently pay for all, some, 

or none of the cost of premiums for this health ; 1OAllf5) 
insurance plan? I 2ClSome 

Read if necessary: The cost of the plan refers to the 
1 30None (4) 

premiums, which are regular payments 
; s0DK 

for health insurance coverage only, not I 

for health care services. Frequently, these 
payments are made by payroll deduction. 

i 
, 

1 23 

1 24 

,Id 

1 25 



) RT 89 1 RT89 1 RT89 1 RT8! 

PERSON 3 PERSON 4 PERSON 5 

1 23 1 23 1 23 1 23 

I a. I 0 Private insurance . la. I 0 Private insurance 1 a. i 0 Private insurance la. I 0 Private insurance 
(Mark “Cov” box on HIS- Il (Mark “Cov” box on HIS- I/ (Mark “Cot box on HIS- I) (Mark “Cov” box on HIS- I) 

___ ___ __. ___. .__. .__. ___ ___ ___ __. .__. .__. .__. .__ _._ .-- _._ _.. ___. .._. __- .__ _._ _.. _._ . . . __- ..- -_ _. ___ -. _- -_. - . . . ._- _._ __- __. _.. -_ ._.. ._- - _._ __. _.. ._- .__. ._-. .-- -.- --- _._ _- __- ._- .__ 

2 I 24 2 24 .2 I 24 2 24 
m. 

i 0 In name 
. 

i 0 In name 
. 

i 0 In name 
. 

i Cl In name 

6a. Is (plan name) an HMO (Health Maintenance I 31 

Organization) or IPA (Individual Practice Association), or , IOHM~/IPA 
is it some other kind of plan? I zC]Other 

Read if necessary: Health Maintenance Organizations, or 
’ 9[7DK 

HMO’s and Individual Practice I 

Associations, or IPA’s, are plans whose I 
members are required to use only those I 

health care providers who work for or in i 
association with the HMO or IPA. I 
Sometimes there is an option to permit I 
use of providers not associated with the I 

plan, but usually at greater cost to the I 

enrollee. Generally, members do not I 

have to submit claims for costs of I 

medical care services. I 
I 

___----------- ----------- --- 

b. Under this plan can you choose ANY doctor or MUST 
+-------------------------- 
I 7-32 

you choose one from a specific group or list of doctors? I I q Any doctor (6~) 

4 
I 2 0 Select from group/list f6d) 
, gc]DK(7) 

___----- ______----------- --- A--------------------------- 
C. Do you have the option of choosing a doctor from a I 1-33 

preferred or select list at lower cost to you? 1 IClYes 
; 20No 

1 
(7) 

I 9CiDK 
I ___----------- __--_------------------ _----------------- 

d. If you select a doctor who is not in the plan, will (plan 
I 1 -34 

name) pay for any part of the cost? ’ lOYes 
, 20No 
I 90DK 
I 

7a. Does (plan name) pay for any part of the cost for dental 
I 
I 

1 35 

care? , lOYes 
I 20No 
’ 90DK 

___----------- ------------ 
Mark (X) box or ask: 

--+-------------------------- 
I 1-3s 

I 00 No persons under 18 in family 
b. Does this plan pay for any of the costs of well child I 

care, that is visits when a child is NOT sick, but needs a Go to la for next plan; if no 
’ lOYes 

check-up or immunization? other plan go to 8 on page 26 
, 2C1No 
’ 9UDK 
I 

\lotes 

Page 21 



TABLE H.I. - PLAN 3 

Now, I am going to ask some questions about the plan(s) you just told me about, 
(starting with (plan name).) 

1 a. Who was covered under this plan? 

Mark (X) “Private insurance” in person’s column and “Cov” on the HIS- 1. 

b. Anyone else? 
[3 Yes (Reask la and 6) 0 No (2) 

2. In whose name is this plan? 

Mark (X) “In name” in person’s column and also on the HIS-I. 

I 1 

1 a. i q Private insurance 
(Mark “Cov” box on HIS- 1) 

2 0 Person not in household 

3a. Was this plan originally obtained through the 
workplace, that is through a present or former employer 
or union? 

If “Yes”, probe for employer or union. 

Mark (X) only one. 

I 
, I 0 Employer 
I 2lJUnion 
i 3 0 Through workplace, but DK whether employer or union J 
, 40No (4) 
I sUDK I- 
I 

L!L 
f3b) 

------------------- -----_---_------------ __----__------ 
b. Does the employer or union currently pay for all, some, 

I 

or none of the cost of premiums for this health ; 1OAllf5) 

insurance plan? I 20Some 
1 30None 

Read if necessary: The cost of the plan refers to the 
(4) 

premiums, which are regular payments 
; 90DK 

for health insurance coverage only, not I 

for health care services. Frequently, these 
payments are made by payroll deduction. 

i 
, 

-j-42- 

HAND CARD FCI. Read categories if telephone interview. I 1 43 
1 I q Zero 

4. In (month), how much did [you/your family] spend for ’ 2cl$l-$9 
health insurance premiums for (plan name)? Please 
include payroll deductions for premiums. 

, 30$10-$19 
’ 40$20-$49 

Mark (X) only one. ’ 50$50-$99 
, 6[7$10&$199 

Read if necessary: The cost of the plan refers to the 
premiums, which are regular payments 

1 7 cl $200 - $499 
’ 

for health insurance coverage only, not 
8 0 $500 or more 

for health care services. Frequently, these ) 90DK 
payments are made by payroll deduction. , 

5a. Does this plan pay for a variety of health care services 
or does itpay for ONLY ONE type of service or care? 

I 
I I Cl Variety of services (61 
r 2 0 Only one type of service/care (Sb) 
] 90DK (6) 

44 

__-_____--____-------------- c-------------------------- 
b. What type of service or care does the plan pay for? I 

I OI 0 Accidents 
175-46- 

Mark (X) only one type of service. I 02 0 AIDS care 
, 03 q Cancer treatment 
I 04 0 Catastrophic care 
’ 05 0 Dental care 
, 0s 0 Disability insurance (cash payments when unable to work 
I for health reasons) 
1 07 0 Hospice care 
I 08 [7 Hospitalization-only 
I os 0 Long term care (nursing home care) , 
r 10 Cl Prescriptions 
’ II Cl Vision care 
I 98 0 Other - Specify 
; 99ODK 

I GO TO la FOR NEXT HI PLAN; IF NO OTHER HI PLAN, 
I 
I GO TO 8 ON PAGE 26 

Votes 

age 22 FORM HIS-3 K-1-9! 



la. I Cl Private insurance 1 a. i q Private insurance la. i 0 Private insurance 1 a. I 0 Private insurance 
(Mark “Cot box on HIS- I) (Mark “Cov” box on HIS- II (Mark “Cov” box on HIS- I) (Mark “Cov” box on HIS- I) 

_ __- __ ___ ___ __. ._- ._- _-- ___ ___ _- _-_ _- .__. . - ..- .I- --- --- --. .--. .--. .--. .-- --- --- --. --- .--. .- ._- __ ___ ___ ___ ____ ____ __- ___ ___ ___ __. .__. .__. .__~ .__ ___ ___ __. ._- .__. ._- ._- ___ ___ ___ __. .__. .__. 

7 -. 
1 Cl In name 

4o 2 m 
i 0 In name 

I 4o 2 . 
1 q In name 

I 4o 2 . 
i 0 In name 

6a. Is (plan name) an HMO (Health Maintenance 
Organization) or IPA (Individual Practice Association), or , IOHMO/IPA 
is it some other kind of plan? I 20Other 

,. 
Read if necessary: Health Maintenance Organizations, or 

’ gC]DK 

HMO’s and Individual Practice I 
Associations, or IPA’s, are plans whose I 

members are required to use only those I 

health care providers who work for or in 
association with the HMO or IPA. 

i 
I 

Sometimes there is an option to permit I 
use of providers not associated with the I 

plan, but usually at greater cost to the I 

enrollee. Generally, members do not I 

have to submit claims for costs of I 

-i medical care services. I 
I ._ 

___------------ ------------- +-------------------------- 

b. Under this plan can you choose ANY doctor or MUST I 1-48 

you choose one from a specific group or list of doctors? I I 0 Any doctor (6~) 
I 2 0 Select from group/list f6d) 
[. gUDK(7) 

___----------- ____-------- -- L---------------------.------ 
C. Do you have the option of choosing a doctor from a I 

1 lOYes 
1-49 

preferred or select list at lower cost to you? 
; 20No 

1 
(7) 

dm-,,_ I 90DK 
I ___------------ ----------- ----------------------------- 

d. If you select a doctor who is not in the plan, will (plan 
I 1-50 

name) pay for any part of the cost? ’ lOYes 
, 20No 
’ 9ODK 
I 
I 

7a. Does (plan name) pay for any part of the cost for dental 51 I 
care? , lOYes 

I 20No 
’ 90DK .,, .r, 

___----------- _------------- +-------------------------- 
Mark (X) box or ask: I 

1 o 0 No persons under 18 in family 
1-52 

b. Does this plan pay for any of the costs of well child I 
care, that is visits when a child is NOT sick, but needs a ’ lOYes 

Go to la for next plan; if no 

check-up or immunization? , 20No 
I 

other plan go to 8 on page 26 

I 90DK 
I 

Uotes 

23 
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I R-r89 

TABLE H.I. - PLAN 4 

Now, I am going to ask some questions about the plan(s) you just told me about, 
(starting with (plan name).) 

1 a. Who was covered under this plan? 

Mark (X) “Private insurance” in person’s column and “Cov” on the HIS-I. 

b. Anyone else? 
0 Yes (Reask la and b) 0 No (2) 

2. In whose name is this plan? 

Mark (X) “In name” in person’s column and also on the HIS- I. 

3a. Was this plan originally obtained through the 
workplace, that is through a present or former employer 
or union? 

, I 0 Employer 
I 20Union 
I 

If “Yes”, probe for employer or union. 
3 0 Through workplace, but DK whether employer or union J 

, 40No 
I 9UDK I- 

(4) 
Mark (X) only one. I __------_____-----__________________ _-_--_--_---------- 

b. Does the employer or union currently pay for all, some, 
I 

or none of the cost of premiums for this health ; I •i All (5) 
l-58- 

insurance plan? I 2ClSome 

Read if necessary: The cost of the plan refers to the 
1 SoNone (4) 

premiums, which are regular payments 
; 9UDK > 

for health insurance coverage only, not I 
for health care services. Frequently, these 
payments are made by payroll deduction. 

I 
, 

PERSON 1 

1 53-54 

1 55 

1 a. i Cl Private insurance 
(Mark “Cov” box on HIS- I) 

HAND CARD FCI. Read categories if telephone interview. 

4. In (month), how much did [you/your family] spend for 
health insurance premiums for (plan name)? Please 
include payroll deductions for premiums. 

Mark (X) only one. 

Read if necessary: The cost of the plan refers to the 
premiums, which are regular payments 
for health insurance coverage only, not 
for health care services. Frequently, these 
payments are made by payroll deduction. 

I 
I lOZero 
’ 2cl$l -w 
, 30$10-$19 
1 40$20-$49 
’ 5U$50-$99 

, 60$100 -$I99 
1 7 q $200 - $499 
’ 8[7$500 Or more 

p 90DK 

1 

5a. Does this plan pay for a variety of health care services 
or does it pay for ONLY ONE type of service or care? 

I 
I 0 Variety of services (6) I 

1 2 Cl Only one type of service/care (5b) 
] 9UDK (6) 

1 60 

__-----_-____--------------- c-------------------------- 
b. What type of service or care does the plan pay for? I 

I OI 0 Accidents 
1 Sl&- 

Mark (XI only one type of service. ’ 02 0 AIDS care 
, 03 Cl Cancer treatment 
I 04 0 Catastrophic care 
’ 050 Dental care 
, 06 0 Disability insurance (cash payments when unable to work 
I for health reasons) 
; 07 0 Hospice care 
, 08 c] Hospitalization-only 
I os0 Long term care (nursing home care) 1 
1 
I 

10 •! Prescriptions 
II Cl Vision care 

I 98 0 Other - Specify 
’ 99ODK 
I 
I GO TO 8 ON PAGE 26 
I 

\lotes 

age 24 FORM HIS-3 (&l-9! 



1 RT89 

PERSON 2 
-v--m-- 

1 RT 89 I RT89 1 RT89 

PERSON 3 PERSON 4 PERSON 5 
~-111-_--_________________________________ 

1 55 1 55 55 1 55 

la. i q Private insurance , 1 a. i 0 Private insurance la. i Cl Private insurance 1 a. I 0 Private insurance 
(Mark “Cot box on HIS-l) (Mark “Cov” box on HIS- 1) (Mark “Cot box on HIS- 1) (Mark “Cov” box on HIS- I) 

___ ___ __ _ _ _ _, _ -. - - - - - - - - - I -I I .- -- --- --- --- --- _-. . .._ _.- ..- .__ .__ _ _ _ _ _. ._ _ _. _ _ _. __ -_ ___ _._ ___ -_. -.. ..- _-- .__ ___ _._ __. .__. .__. ._.. .._ ._- _-- --. 

2. 
i 0 In name 

56 2 . 
I 0 In name 

56 2 . 
i II In name 

56 2 . 
i q In name 

1 56 

6a. Is (plan name) an HMG (Health Maintenance 
Organization) or IPA (Individual Practice Association), or 
is it some other kind of plan? 

, 1 0 HMO/ IPA 
I 20Other 
’ 90DK 

1 63 

Read if necessary: Health Maintenance Organizations, or 
HMO’s and Individual Practice I 

Associations, or IPA’s, are plans whose I 
members are required to use only those I 

health care providers who work for or in 
association with the HMO or IPA. 

i 
I 

Sometimes there is an option to permit I 

use of providers not associated with the I 

plan, but usually at greater cost to the I 

enrollee. Generally, members do not I 

have to submit claims for costs of I 
medical care services. I 

I 
___-------- ------------ ----- +-----------------------I-- 

b. Under this plan can you choose ANY doctor or MUST l l-64- 

you choose one from a specific group or list of doctors? I I 0 Any doctor (64 
I 

.I 
2 0 Select from group/list f6d) 

, 90 DK (7) 
--------_------ ------------- L-------------------------- 

C. Do you have the option of choosing a doctor from a I l-65- 

preferred or select list at lower cost to you? 1 lOYes 
; 20No 

I- 
(7) 

I 90DK 
I --------------- ----------------- ------ _--------_------- 

d. If you select a doctor who is not in the plan, will (plan 
l l-66- 

name) pay for any part of the cost? ’ lOYes 
, 20No 

’ gC]DK 
I 

I 
7a. Does (plan name) pay for any part of the cost for dental 

care? 
I 
, lOYes 
I 2ClNo 

’ 9nDK 

1 67 

------------- ------------- --+-------------------------- 
Mark (XI box or ask: I l-68- 

, o 0 No persons under 18 in family 
b. Does this plan pay for any of the costs of well child I 

care, that is visits when a child is NOT sick, but needs a ’ lOYes Go to 8 on page 26 
check-up or immunization? , 20No 

I 90DK 
I 

\lotes 

IRM HIS-3 (S-1-95) Page 2f 



Part C - PRIVATE PLAN AND COVERAGE DETAIL - Continued PERSON 1 

8a. In the past 2 years, has anyone in the family been denied coverage, or had restricted or 8a. 1 69 

limited coverage, (under [this plan/any of the plans you just told me about11 because he 10 Yes (8b) 
or she already had a particular health condition, sometimes called a pre-existing 20No 
condition? I- 

(9) s0DK 

_----__-----_----__----- _---------------------- 
b. Who is this? 

_------- 
b. I- ii- 

Mark IX) “Pre-existing condition” in person’s column. 
I 0 Pre-existing condition 

_----__-----_----__---- __----_---___------_ -- ___ - - - - - -- - - - - - - - 

C. Anyone else? 
n Yes (Reask 8b and cl n No (9) n DK (9) _-________._________----------~---.------**------ 

9a. In the past 2 years, has anyone in the family applied for health insurance and not been 9a. 71 

able to get it? I 0 Yes (9b) 
20No 

snDK I- 
(IO) 

------------------ _-----_------------------------------ 
b. Who is this? b. pi- 

Mark (X) “Turned down” in person’s column. 
I 0 Turned down 

_---___-----_--____---- _ _ - - - _ _ - - - - - - - - _ _ _ _ - .__. .__ .__ ___ ___ -.. . . . .___ ._._ .._ .__ ___ ___ _.. ._ 

C. Anyone else? 
0 Yes (Reask 9b and c) 0 No (9d) 0 DK (9dl _----------------- _--____------------------ 

Ask for each person with “Turned down” marked in 9b. 
----------- ---- 

d. Why was - - 
I 0 Because of pre- 

unable to get that health insurance? Anything else? d. 1 existing condition 

Mark IX) all that apply. 
(such as cancer 
or diabetes) 

2 0 Because of health 
risk(s) (such as 1 smoking or 
overweight) 

3 c] Because of work 
(such as construction 1 

worker, beautician, 
farm worker) 

4 0 Because premiums 176 
were too high 

8 0 Other - Specify 3 1 

snDK f-r 

___1______________-_________1_________11--*------ 

1 Oa. In the past two years or so, has anyone in the family decided to stay in one job rather IOa. 79 

than take another job mainly because of reasons related to health insurance? I 0 Yes (lob) 
20No 

I- 
(Cl) 

_. snDK 

_---___-----_--____---- __----__---------__------ ------- 

b. Who is this? b. I- ii- 

Mark (X) “Stayed in job” in person’s column. 
I 0 Stayed in job 

_---___-----_-_____---- --------------------------------~ 
C. Anyone else? 

-- 

q Yes (Reask IOb and cl El No fC7) n DK (Cl) --~111111 

1 81 

ITEM Refer to age and Wa/Wb in HIS-l. I 0 70+ (NP, or C3 on page 28) 

Cl 
Cl 2 0 Wa/Wb marked (C2) 

Mark (XI first appropriate box. 8 0 Other (NP, or C3 on page 28) 

1 82 

ITEM 
Refer to “In name” box on HIS- 1. 

c2 I 0 “In name” (Cl for NP, 

c2 
or C3 on page 28) 

8 0 Other II 1) 

11. Was health insurance offered by - - employer? ‘I. lOYes 
1 83 

2[7No 

> 

(Cl for NP, or C3 
on page 28) 

snDK 

Votes 

Page 26 FORM HIS-3 (8-I-9 



PERSON 2 
-_*--1-- 

PERSON 3 
__-I 

PERSON 4 PERSON 5 
II__ ___--.--- 

_----------- -- ______-_- ---. _--------- --------------- 
b. 70 ii. 

-----L-I L T 

70 -b. 70 b. I- ii- 

I 0 Pre-existing condition I q Pre-existing condition I 17 Pre-existing condition 1 q Pre-existing condition 

I 

.._ . . . .._ -_. _. -._ .-_ _.. ^.. . . . . . . . -.. _. -.. _... -. -- -.. .--. .--- I.. ..- . . . . _.. . ._.. .-_ ..- _- .-. .._ .._ . . . ..- 

*______ __.__ A._..- _-_______ -_---L-L-- -_-- * ._________ _I 

_.. _. 

_----------- -- 
b. 72 

I 0 Turned down 

-__-_---- ---. - -_--_--_- ------------- -- 
72 b. 72 b. I- 72- 

I 0 Turned down I 0 Turned down I q Turned down 

_ _ _ _._ _._ .._ .___ __.. ..__ ___ ___ __ __. -- __ _._ _.. . . . . . .._ -._ _._ -- -_ _.. --. . . _._ . . . _.. ^.. _- _.- ^.. . . . . . . . . . . -.. _.. -.. . -- -- _ . - . _ . _. - _ . _. 

______ -_----- -_------------------------ ---- 

d. 
I 0 Because of pre- 73 

existing condition d. 
I c] Because of pre- 73 I q Because of pre- 73 I 0 Because of pre- 

existing condition d. existing condition d. existing condition 1 

(such as cancer (such as cancer (such as cancer (such as cancer 
or diabetes) or diabetes) or diabetes) or diabetes) 

2 0 Because of health 2 0 Because of health z 0 Because of health 2 0 Because of health 
risk(s) (such as 74 risk(s) (such as 74 risk(s) (such as 74 risk(s) (such as 
smoking or smoking or smoking or smoking or 1 

overweight) overweight) overweight) overweight) 
3 0 Because of work 

(such as construction ’ 
76 3 0 Because of work 

(such as construction ’ 
75 3 [7 Because of work 

(such as construction ’ 
75 3 [7 Because of work 

(such as construction E 

worker, beautician, worker, beautician, worker, beautician, worker, beautician, 
farm worker) farm worker) farm worker) farm worker) 

4 c] Because premiums 76 4 q Because premiums 76 , 4 0 Because premiums 76 4 0 Because premiums 
were too high were too high were too high were too high 

[ 

8 0 Other - Specify 3 77 8 0 Other - Specify Jo 77 8 0 Other - Specify 3 77 8 q Other - Specify 3 177 

9nDK 78 9nDK 78 9nDK 78 90DK 1 
.___- _____ _ _ _ __ -I---_ *-_*-___ __I-_____ 

.I -1_-_1- _-11--___ .___ 

__________ -_--_- ---.--.--------- ---- ---------- - -- 

b. 80 b. 80 b. 80 b. I- 80 

I 0 Stayed in job I 0 Stayed in job I 0 Stayed in job I q Stayed in job 

. _.. ._. ._- - _ - - - -- -- . . . .--. .-.. ..- -.- -_ -_ -- - - _._ _._ _... .__. ._.. .._ ___ .__ -_ -. - - _.- . . . . . . . . .--. .__ . . . -.- _.. _- - -- - - _I ..-. --- . . . --- --. . . . _--. . . . - -- - - -_ . . . 

.-A- 

( 81 ( 81 81 1 81 

I c] 70+ (NP, or C3 on page 281 I 0 70+ (NP, or C3 on page 281 I 0 70+ (NP, or C3 on page 28) I 0 70+ (NP, or C3 on page 28) 
Cl z 0 Wa/Wb marked (C21 Cl 2 q Wa/Wb marked (C2I Cl 2 0 Wa/Wb marked (C2/ Cl 2 17 WalWb marked (C2) 

8 q Other (NP, or C3 on page 28) 8 0 Other INP, or C3 on page 281 8 0 Other (NP, or C3 on page 28) 8 0 Other (NP, or C3 on page 281 

’ 82 1 82 1 82 ' 82 

c2 I 0 “In name” (C7 for NP, c2 I 0 “In name” (C7 for NP, c2 I 0 “In name” (C7 for NP, c2 I 0 “In name” (C7 for NP, 
or C3 on page 28) or C3 on page 28) or C3 on page 28) or C3 on page 28) 

8 0 Other (7 7) 8 [7 Other (7 7) 8 0 Other (7 7) 8 c] Other (7 7) 

I’. iUYes 
83 

'I. lOYes 
j 83 83 1 83 

2[7No (C7 for NP, or C3 20No (C7 for NP, or C3 
ll. lOYes I’. iUYes 

on page 28) on page 28) 20No (C7 for NP, or C3 (C7 for NP, or C3 

9[7DK 9nDK saDK 
on page 28) 20No 

9nDK 
on page 28) 

dotes 

Page 27 



Part C - PRIVATE PLAN AND COVERAGE DETAIL - Continued 

ITEM Refer to Age and “Cov.” on HIS-l. Mark (X) first appropriate box, 

c3 If no other person in family, go to 14 on page 30. 

HAND CARD FCZ. Read categories if telephone interview. 

If ‘Not covered, 65+,” include “or Medicare”. 

I Za. Many people do not have health insurance for various reasons. Which of these 
statements describes why - - is not covered by any health insurance (or Medicare)? 

(Anything else?) 

Mark (X) all that apply. 

_-_-__-_----------------------- ----------- 

Ask 12b if more than one box is marked in 12a, otherwise transcribe number of box marked 
without asking. 

b. What is the MAIN reason - - was not covered in (month) by any health insurance (or Medicare1 

Record number from Card FC2. 0 
------------------------ ___-_-__-_-------- 

Ask 12~ if box 1 I is marked in 72a; otherwise skip to 12d. 

C. Was-- covered by a state sponsored health plan, a private health insurance plan, or 
some other type of health plan? 

Mark (X) only one. 
_-_--_-_--_-------__________________ ------ 

d. When was the LAST time - - had health insurance? (Read categories if necessary.) 

Mark (X) only one. 

------------------------------------------ 
HAND CARD FC3. Read categories if telephone interview. 

e. What was the MAIN reason - - stopped being covered by health insurance? 

Mark (X) only one. 

- 

- 

:3 

- 

2a, 

_- 

b. 

-- 

C. 

_- 
d. 

_- 

e, 

- 

)90 

I PERSON 1 L..&% 

) 5 

I 0 Covered (13 on page 301 
2 0 Not covered, 

under 65 (121 
3 q Not covered, 65+ 

II q Job layoff/loss/ 
unemployment 

f--z 

120 Wasn’t offered by 
emolover 

( 
8 I 

130 Not eligible because 
part time worker 

1 

140 Family coverage not 
offered by employer 

112-13 

150 Benefits from former ( 
employer ran out 

160 Can’t dbtain because ( 
of poor health, illness, 
or age 

17 0 Too expensive/ 
Can’t afford 

[ 

( 

( 

I 

( 

( 

( 

( 

( 

( 

‘ 

! 

_ 

I 

_ 

180 Dissatisfied with 
previous insurance 

piGT 

190 Don’t believe in 
insurance 

) 

100 Have usually been 
healthy, haven’t 

1 

neede&insurance 
II 0 Covered by some 

other plan 
) 

120 Too old for coverage ) 
under family plans 

130 Free/inexpensive 
source of care 

/--Giz 

readily available 
)8[7 Other reason - 

Specify 3 
( 

390 DK (12d) 
1 34-35 

_--------- 
1--36-31 

Vain reason 

_-_------- 
1 q State Plan I 

I- 38- 

2 0 Private Plan (C3 for NP, or 
3 0 Other Plan 74 on page 30) 

90DK 
_--------- 

1- 53- 

I 0 Less than 6 months ago 
2 0 6 months ago, but 

less than 1 year ago (12e. 
3 0 1 year ago, but less 

than 3 years ago I 
4 q 3 or more years ago 
5 c] Never had health 

t 

(C3 for 
NP, or 

insurance 14 on 

9 0 DK (12f) 
---------- 

1-40-41 
L 

31 q Lost job or changed ( 

( 

( 

( 

( 

( 

( 

( 

! 

1 

employers 
12 [7 Spouse/parent lost job 

or changed employers 
13 0 Death of spouse or 

parent 
14 [7 Became divorced or 

separated 
15 0 Became ineligible 

because of age 
16 0 Employer stopped 

offering coverage 
17 17 Cut back to part time 
18 0 Benefits from employer/ 

former employer ran out 
38 0 Other - Specify 3 

wODK I 

FORM HIS-3 (8-N age 28 



1 FIT90 

PERSON 2 1 3-4 

1 RT90 

PERSON 3 1 
- 

- 
1 

I 0 Covered (13 on page 301 
2 0 Not covered, 

under 65 

> 
112) 

3 0 Not covered, 65+ 

L-L 
I 0 Covered 113 on page 30) 
2 0 Not covered, 

under 65 (121 
3 0 Not covered, 65+ 

c3 

PERSON 4 k 

1 5 
I 0 Covered 113 on page 30) 
2 0 Not covered, 

under 65 (1.3 
3 0 Not covered, 65+ 

- 

OI 0 Job layoff/loss/ 
unemolovment 

pi- 
. , 

020 Wasn’t offered by 
employer 

1 

030 Not eligible because 
part time worker 

) 

040 Family coverage not 
offered by employer 

1 

050 Benefits from former 1 
employer ran out 

060 Can’t obtain because 1 
of poor health, illness, 
or age 

07 0 Too expensive/ 
Can’t afford 

r-iix 

080 Dissatisfied with 
previous insurance 

piGi 

09 [7 Don’t believe in 
insurance 

/-YET 

100 Have usually been 
healthy, haven’t 

1 

needed insurance 

12a 

OI 0 Job layoff/loss/ 
unemployment 

pr 

020 Wasn’t offered by 
employer 

1 

030 Not eligible because 
oar-t time worker 

1 
2a 

040 Family coverage not 
offered by employer 

1 

050 Benefits from former 1 
employer ran out 

060 Can’t obtain because [ 
of poor health, illness, 
or age 

07 0 Too expensive/ 
Can’t afford 

r-iii%- 

080 Dissatisfied with 1 
orevious insurance - 

o9[7 Don’t believe in 
insurance 

[ 

II q Covered by some 
other plan 

1 

12 0 Too old for coverage 128-29 
under family plans 

13 0 Free/inexpensive 
source of care 

pi 

readily available 
98 q Other reason - 

Specify 3 
pix 

100 Have usually been 
healthy, haven’t 

1 

needed insurance 
II 0 Covered by some 

other plan 
1 

12 0 Too old for coverage 1 
under family plans 

130 Free/inexpensive 
source of care 

[ 

readily available 
980 Other reason - 

Specify 3 
r-z%- 

OI c] Job layoff/loss/ 
unemployment 

l-XT 

020 Wasn’t offered by 
employer 

1 

030 Not eligible because 
part time worker 

1 

040 Family coverage not 
offered by employer 

1 

050 Benefits from former 1 
employer ran out 

060 Can’t obtain because 1 
of poor health, illness, 
or age 

07 0 Too expensive/ 
Can’t afford 

j--KG 

080 Dissatisfied with 
previous insurance 

piGi 

090 Don’t believe in 
insurance 

pz 

100 Have usually been 
healthy, haven’t 

1 

needed insurance 
II 0 Covered by some 

other plan 
1 

12 0 Too old for coverage 1 
under family plans 

130 Free/inexpensive 
source of care 

pzi 

readily available 
980 Other reason - 

Specify 3 
pG 

990 DK (12dl 1 34-35 990 DK (12dl 1 34-35 

---------- 
pi&iii 

.- __----- 
- - - T 36-37 

-_ 
990 DK (12d) 

1 34-35 

--------- 
136-37- 

Main reason 

---------- 

20Private Plan (C3forE 
3 0 Other Plan 

1 

14 on pagL 301 

9nDK 

b> 

.- 
Main reason Main reason 

.--------- 

i q State Plan I 0 State Plan 
2 0 Private Plan (C3 for E 
3 [7 Other Plan 14 on pagt? 30) 

9[7DK 

b. 

-_ 

.------ 
---r 

I 0 Less than 6 months ago 
2 0 6 months ago, but 

less than 1 year ago 

I 

(12el 
3 0 1 year ago, but less 

than 3 years ago 
4 0 3 or more years ago 

I- 

(C3 for 
5 0 Never had health NP, or 

insurance 14 on 

9 [7 DK (12fl 
!zf 

.--------- 
pi-ii 

d. 
--------- 

T -3s - 
-- 
d. 

_-------- 
7-39- 

1 0 Less than 6 months ago 
2 0 6 months ago, but 

less than 1 year ago f12el 
3 0 1 year ago, but less 

than 3 years ago 
4 Cl 3 or more years ago 

I- 

(C3 for 
5 0 Never had health NP, or 

insurance 14 on 

9 0 DK (12f,J !GY” 
- 

I 0 Less than 6 months ago 
2 0 6 months ago, but 

less than 1 year ago f72el 
3 0 1 year ago, but less 

than 3 years ago I 
4 0 3 or more years ago 

I- 

(C3 for 
5 0 Never had health NP, or 

insurance 14 on 

9 0 DK 112f) %Y 
_-------- 

T ziii- 
I- 

12 0 Spouse/parent lost job 

II 0 Lost job or changed ’ 
employers 

or changed employers 
13 17 Death of spouse or 

parent 

e. 
12 0 Spouse/parent lost job 

II 0 Lost job or changed ’ 
employers 

or changed employers 
13 0 Death of spouse or 

parent 

f12f 
on 

!Gy 

-- 

e. 

4 0 Became divorced or 
separated 

(12f 
on 

$7 

14 0 Became divorced or 
separated 

'5 0 Became ineligible 
because of age 

6 0 Employer stopped 
offering coverage 

'7 0 Cut back to part time 
8 0 Benefits from employer/ 

former employer ran out 
8 0 Other - Specify z 

15 0 Became ineligible 
because of age 

16 0 Employer stopped 
offering coverage 

17 q Cut back to part time 
18 0 Benefits from employer/ 

former employer ran oui 
)8 0 Other - Specify 3 

empjoyers - 
12 0 Spouse/parent lost job 

or changed employers 
13 0 Death of spouse or 

parent 
14 0 Became divorced or 

separated 
15 0 Became ineligible 

because of age 
16 0 Employer stopped 

offering coverage 
17 17 Cut back to part time 
18 0 Benefits from employed 

former employer ran oul 
18 0 Other - Specify 3 

snDK I 39ODK 19nDK I 
- 

1 RT90 

PERSON 5 1 3-4 

1 5 
I 0 Covered (13 on page 301 
2 0 Not covered, 

under 65 (‘1.2) 
3 0 Not covered, 65+ 

- 

- 

C3 

- 

12a 

-- 

b 

-- 

C 

-- 
d, 

-- 

e. 

- 

- 

- 

c3 

- 

2a 

.- 

b. 

.- 

C. 

ii. 

- 

e. 

31 c] Job layoff/loss/ 
unemployment 

( 

320 Wasn’t offered by 
employer 

1 

330 Not eligible because 
part time worker 

1 

340 Family coverage not 
offered by employer 

1 

35 0 Benefits from former 1 
employer ran out 

360 Can’t obtain because 116-17 
of poor health, illness, 
or age 

37 17 Too expensive/ 
Can’t afford 

pG 

380 Dissatisfied with 
previous insurance 

pzi 

990 Don’t believe in 
insurance 

pz 

1o[7 Have usually been 
healthy, haven’t 

1 

needed insurance 
II [7 Covered by some 

other plan 
1 

120 Too old for coverage 1 
under family plans 

130 Free/inexpensive 
source of care 

pii 

readily available 
380 Other reason - 

Specify 3 
pi& 

390 DK (12d) 1 34-35 

____------ 
1-36-31 

Main reason 

__------ - -._ - - 

I 0 
1 

State Plan 
2 0 Private Plan (C3 for NP, or 
3 0 Other Plan 14 on page 301 

s0DK 
---------- 

pl- 
I 0 Less than 6 months ago 
2 0 6 months ago, but 

less than 1 year ago 

I 

(12e, 
3 0 1 year ago, but less 

than 3 years ago 
4 0 3 or more years ago (C3 for 
5 q Never had health NP, or 

insurance 14 on 

9 0 DK (12f) %7 
-------- - -.- - - 

1 40-41 

#I 0 Lost job or changed 
empioyers 

12 0 Spouse/parent lost job 
or changed employers 

83 q Death of spouse or 
parent 

84 0 Became divorced or 
separated 

'5 0 Became ineligible 
because of age 

6 0 Employer stopped 
offering coverage 

‘7 0 Cut back to part time 
18 0 Benefits from employed 

former employer ran out 
88 0 Other - Specify z 

#9C]DK I 

Page 2! 



r Part C - PRIVATE PLAN AND COVERAGE DETAIL - Continued PERSON 1 

12f. At the time that - - stopped being covered by health insurance, did - - try to find some 12f. 1 42 

other type of health insurance? 1 Cl Yes (12gl 
20No 

‘. snDK 1 
EC ; y,ge 28 for 

I 
_--__--__--__--__-------------------------~-~----- ---- 

* g. What was the MAIN reason - - was unable to find some other type of health insurance? 53. 
I 0 Could not afford 

-ps - 

Mark (X) only one. 2 0 Was rejected 
3 0 Other reason - 

I 

K3 on 

Specify 3 
yrTw$ 

or 14) ’ 

snDK 

ISa. In the past 12 months, was there any time that - - did NOT have ANY health insurance ISa. 44 

or coverage? I 0 Yes (13b) 
20No 

I- 

/C3 on page 28 for 
suDK NP, or 14) 

----_-------------------------------------~ __ 
b. 

--------- 
b. In how many of the past 12 months was - - without coverage? 

Mark (X) only one. 

l-45- 

I c] 1 month or less 
2 0 2-3 months 
3 0 4-6 months 
4 c] More than 6 months 
snDK 

_--__--__--__---_---------------------------------- ---- 
HAND CARD FC3. Read categories if telephone interview. 1 <S-lri 

C. What was the MAIN reason - - was without coverage? cm OI 0 Lost job or changed 

Mark (X) only one. 
employers 

02 0 Spouse/parent lost 
job or changed 
employers 

030 Death of spouse 
or parent 

040 Became divorced (C3 
or separated on 

050 Became ineligible page 
because of age 28 

060 Employer stopped for 

offering coverage NP, 

070 Cut back to part time Or 
08 0 Benefits from 

141 

employer/ former 
employer ran out 

980 Other - Specify 3 

_. 990 DK ) 
__ -_-_-1* 

HAND CARD FC4. Read categories if telephone interview. 
1 48 

14. During the past 12 months, about how much did [you/your family] spend for medical 14. I q Zero 
care? Do NOT include the cost of over-the-counter remedies, the cost of health 2 [7 Less than $500 
insurance premiums, or any costs for which you expect to be reimbursed. 30$500-$1999 

Mark fX) only one. 4 cl $2,000 - $2,999 

5 0 $3,000 - $4,999 

\ 6 0 $5,000 or more .d. /- 
snDK 

ITEM 
c4 

About how often did the Respondent appear to answer the questions in 
Parts B and C accurately? 

) 49 

I 0 All the time 
2 0 Most of the time 

c4 3 0 Some of the time 
4 0 Rarely or never 
snDK 

ITEM 
c5 

About how often did the Respondent appear to answer the questions in 
Parts B and C honestly? 

1 50 

I 0 All the time 
2 0 Most of the time 

c5 3 0 Some of the time 
4 q Rarely or never 
s0DK 

ITEM 
C6 

Entei the person number of the Respondent. If more than one, enter the person number 
of the one who answered the most questions in Parts B and C. 

1 51-52 

C6 Person number 

FORM HIS-3 B-1-9 



- 
PERSON 2 PERSON 3 PERSON 4 PERSON 5 

12f. 
i 0 Yes (72g1 
20No 

snDK 
_----------- --------- --__--- _-__-_--------- --------------- 

g= ~~~~~.I’ ~~~~ ‘1: ~~~~ ‘1: ~~~~ 

13a. I 44 13a. I 44 13a. I 44 .13a. 44 

I 0 Yes (13b) I 0 Yes 113bl I 0 Yes (13bl I 0 Yes 113b) 
20No 

I- 

(C3 on page 28 for 20No 

I- 

(C3 on page 28 for 20No 

> 

(C3 on page 28 for 20No (C3 on page 28 for 
s0DK NP, or 14) I suDK NP, or 14) smDK NP, or 14) snDK I- NP, or 74) 

____________ ___- _--------- ---. -.-- ------- -- -___--__----- 

b. 45 ii. 45 b. 45 b. I- ii- 
I 0 1 month or less I 0 1 month or less I 0 1 month or less I 0 1 month or less 
2 [7 2-3 months 2 q 2-3 months 2 0 2-3 months 2 0 2-3 months 
3 17 4-6 months 3 0 4-6 months 3 0 4-6 months 3 q 4-6 months 
4 0 More than 6 months 4 0 More than 6 months 4 0 More than 6 months 4 0 More than 6 months 
s0DK snDK s0DK snDK 

____________ 
___- ____ ---_---- ---. 

- 
-.--- ---- -- ------------- -- 

46-47 46-47 46-47 14ic41 

c= OI 0 Lost job or changed \ Cm 01 q Lost job or changed cm OI 0 Lost job or changed \ c. OI 0 Lost job or changed \ 
employers employers employers employers 

02 17 Spouse/parent lost 02 0 Spouse/parent lost 02 0 Spouse/parent lost 02 0 Spouse/parent lost 
job or changed job or changed job or changed job or changed 
employers employers employers employers ‘. 

030 Death of spouse 030 Death of spouse 030 Death of spouse 030 Death of spouse 
or parent or parent or parent or parent 

040 Became divorced (C3 040 Became divorced (C3 040 Became divorced IC3 040 Became divorced (C3 
or separated on or separated on or separated on or separated on 

050 Became ineligible page 050 Became ineligible page 050 Became ineligible page page 
because of age 28 28 

050 Became ineligible 
because of age 28 because of age 28 

060 Employer stopped for 
because of age 

060 Employer stopped for 06 0 Employer stopped for for 

offering coverage NP, offering coverage NP, offering coverage NP, 
060 Employer stopped 

offering coverage NP, 

070 Cut back to part time Or 070 Cut back to part time Or 07 0 Cut back to part time or Or 
0817 Benefits from 

14) 080 Benefits from 14) 080 Benefits from 
070 Cut back to part time 

14) 080 Benefits from 141 

employer/ former employer/ former employer/ former employer/ former 
employer ran out employer ran out employer ran out employer ran out 

98 q Other - Specify 3 98 0 Other - Specify 3 980 Other - Specify 3 980 Other - Specify 3 

990 DK / 990 DK / 990 DK I 990 DK / 
1-1 

- 

1 

NM HIS-3 B-1-95) Page 3’ 



10. Response Status .-_--_--_--_--------------- 
T -5-. 

a. Section II A (Access to Care) 

Interview: 

I 0 Complete 
2 0 Partial I- 

(Mark mode) Explain Partial in notes 

Noninterview: 

3 q Refused 
4 0 Other I- 

Explain in notes 

_--_--_-----_--------------- 

Mode of Interview: 

All or most of the supplement was conducted - 

I 0 In Person 
2 0 By Telephone 

1 

Votes 

I b. Sections II B 

Interview: 

I 0 Complete- 
20 Partial _ 

-I 

Noninterview: 

3 (Health Care, Income and Assets) 

(Mark mode) Explain Partial in notes 

3 0 Refused 
4 0 Other I- 

Explain in notes 

_-------------------- --------- 

Mode of Interview: 

All or most of the supplement was conducted - 

I •1 In Person 
2 c] By Telephone 

1 

Page 52 FORM HIS-3 (8-l-9 


