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HOSPITALPAGE / I. Person number 

brernoat&~ri~, ywri if& ; YOU SAID THAT--WAS IN THE(HOSPITAL/NURSING 
excm dalr Ia m‘ known. ! HOME)DURlNGTHEPASTYEAR:
obrdn tke bat wtinatc. 

1 2. WHEN DID-- ENTER THE(HOSPITAL/NURSING 
HOME)(THELASTTIMD? 

Write in (I I 
USEYOURCALENDAR 

Year 
3. 	 HOWMANYNIGHTSWAS-- INTHE 

(HOSPITAL/NURSINGHOMD? 

4a.HOWMANYOFTHESE--NIGHTS 
WEREINTHE PASTlZMONTHS? 

0. No. ‘5 ‘6 ‘7 Harp. Clh 

‘-~~~~m~~~-~~~~~~~~~~i~~~~-~-----.---~~-.~ __.__._ ~...____._ 

;z;ER;;KORTHE jNighli1 Drag 

I 

USEYOURCALENDAR 
c.WAS--STILL IN THE(HOSPITAL/NURSING 

HOME)LASTSUNOAYNIGHTFOR 
THIS HOSPITALIZATION (STAY)? 0 Yes 0 No 

t 5, FORWHATCONOITION DID-- ENTERTHE(HOSPITAL/NURSINGHOME)­
00 YOUKNOWTHEMEDICAL NAME? 

Ford&rry.rk: WAS THIS A NORMAL DELIVERY? , ff l No* orit: 
WHATWASTHEMAl-rER? 

For ncwbnm,ask: WAS THE BABY NORMAL AT BIRTH? i Recordin ‘Condition* box 

Condition 

Enrry mzw rhow CAUSE, KINL 
and PART OF BODY in *am 
detail w r&red (or Iha S?rvlce 

Condirlon pobr. 

IC 0: dum. 
coda 

6a.WEREANYOPERATIONSPERFORMEDON--0URlNG 
THlSSTAYATTHE(HOSPITAL/NURSING HOME)? 0 Yes I­

b .WHATWASTHENAMEOFTHEOPERATION? - Fhnotes: 

Oprotion 

c .ANYOTHEROPERATlONS? 0 Yes-Describe d.vs 0 No 

-!-

7. WHATISTHENAMEANDADDRESSOFTHE(HOSPITAVNURSINGHOME~? 

II 
I - CONTINUED ON NEXT PACE -

L 
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ASK QUESTlOh’S 8-10 FOR ALL CONPLETED HOSPITALIZATlOfiS 

Ask if -No* marked in question Is: 
L WHATWASTHETOTALAMOUNTOFTHE(HOSPITAVNURSINGHOME)GlLLFORTHlSSTAY? 

WNOTlNCLUDEDOCTORS'ORSURGEONS'  GILLS. 

la.OlOfWILL)HEALTHlNSlJRANCEPAYANY PARTOF 
MIS BILL? 0 Yes 0 No.Co 10 10 Nam of Insurance Plon Collars / Cents 

b.WHATISTt lENAMEOFTHElNSURANCEPLAN?-

c.OIO(WILL)ANYOTHERHEALTHlNSlJRANCEPLANPAY ___~~. .~-~...._-_-__~~~~_._____ -~~~.--~~~~~~~--
PART OFTHlS(HOSPITAL/NURSING HOME) GILL? 

I 

WASHINGTON USE 
rot. A?ncun+ 

_-~~__-.~~.._--_~.._..---.-.~--_______---.~~. 
la.WHO PAID(WILL PAY) THE(REMAINDER OFTHE) 

HOSPITAL GILL? Ucvk each eotegry mrncionrd 
_.---.--.~~__.__~....---~~-.-~~--~~~-~~~..-~. 
b .DIDANYOTHER PERSON ORAGENCY PAYANY 

OTHERPARTOFTHEHOSPITALBILL? 

,, Yes-Ask 100 0 No-Co 10 10d 

_._._._--_-_-__-_~~~.--~~..-.--~~~~~-~~--.-~. 
c .WHO WAS THIS? b!ark coeh caeprymenrioned
.____-___~~._-___~..-._~~~~~~-~~.--~-----~~~. 
d .WHATWASTt lEAMOUNTPAlO BY-4 

Enter (MOYI paid opposite appropriak satqory. 

__________--________--~-~~--~~-------------~. 
INTERVIEWER: 

0 Totol wmunt paid (to be paid) agrees with 
mno~nt of hospital bill - Co to Q. II 

. 

0 0 Relotwe not in hamhold 
I I 

E 0 Friend 

L 
17 Total amount paid (to be paid) does NOT agree 

with amount of hospltol bill -Resolve di[/erenee 
u&i rerpomienl. 

ASK QUESTIONS 11 - I3 IF PERSON IS 55 YEARS OLD OR OVER York one circle > 

la.WHEN-- LEFT(Name ofhospital/nursinghome), 
DIDHERETURN HOMEORGOSCMEOTHER PLACE? 

b.WHAT KIND OF PLACE DID GO TO? Spesify­

!. AFTEDLEAVlNGTHE(HOSPITAL/NURSINGHOME,)HOWMANYDAYS 
DID--HAVETOREMAlNINGEDALLORMOSTOFTHEOAY? bforkcnq 

5. 	(ALTOGETHER)HOWMANYDAYSWAS--CONFlNEDTOMEHOUSEAFTER 
RETURNINGHOME FROM THE(HOSPITAL/NURSINGHOME.)? Markentry 
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Cord A Cord D Card F 

A-1 	 Now I’m going to read o list of A-2 Hove you, your , etc., had For: For: 
conditions--Please tell me if any of these conditions DUR- Workers ond other persons except Children from 6 through 16 yeas old 
you, your , etc., hove hod ING THE PAST 12 MONTHS? Housewives and Children 
any of these conditions DUR­
ING THE PAST 12 MONTHS? 

1. As&ma? 12. Thyroid trouble or goirer? 1. Not able to work at all. 1. Not able to go to school at all. 

2. 	 CHRONIC bronchitis? 13. Any allergy? 2. Able to work but limited in amount of 2. Able to go to school but limited to 

3 REPEATED S~~SC~S 0f sinus 14. CHRONIC nervous trouble? work or kind of work. certain types of schools or in 

trouble? 15. CHRONIC skin trouble? 3. Able to work but limited in kind or 
school atrendance. 

4. 	 TROUBLE with varicose veins? 16. Palsy? amount of other activities. 3. Able to go IO school but limited in 
other activities. 

5. Hemorrhoids or piles? 17. Paralysis of any kind? 4. Not Iimired in any of the above ways. 

6. Hay fever? 18. REPEATED trouble with 4. Not limited in any of the above ways. 

7. Tumor, cyst, or growth? 
back or spine? 

19. Cleft palate?
8. 	 CHRONIC gallbladder or liver 

trouble? 20. Any speech defect? 

9. Stomach ulcer? 21. Hernia or rupture? 

IO. 	 Any other CHRONIC stomach 22. Prostate trouble? 

trouble? 

11. 	 Kidney stones or CHRONIC 
kidney trouble? 

Cord B Cord E 

B--l Hove you, your , etc., B--2 Do you, your , etc., HAVE For: Housewife I=-----For: Children under 6 yews old 
EVER hod any of these any of these conditions? 
conditions? r-----

I. Tuberculosis? 1. Deafness or SERIOUS trouble 1. Not able to keep house at all. 1. Not able to take part at all in ordinary 

2. Emphysema? hearing with one or both ears? 2. Able to keep house but limited in 
play with other children. 

3. Hardening of the arteries? 2. SERIOUS trouble seeing with amount or kind of housework. 2. Able to play with other children hut 

4. High blood pressure? one or both eyes even when 3. Able to keep house but limited in kind limited in amount qr kind of play. 

5. Cancer? 
wearing glasses? 

or amount of other activities. 4. Not limited in any of the above ways.
3. Missing fingers, hand or arm 

4. Heart trouble? toes, foot or leg? 4. Not limited in any of the above ways. 
7. Stroke? 4. Missing lung or kidney ( or 
8. Rheumatic fever? breast)? 

9. Arthriris OI rheumatism? 5. Club foot? 

IO. Mental illness? 6. PERMANENT stiffness or any 
11. Diabetes? deformity of foot, leg, fingers, 
12. Epilepsy? arm or back? 

Card H 1 

For: Mobility 

1. 	 Must stay in bed all or most of 
the time. 

2. 	 hfust stay in the house all or 
most of the time. 

3. 	 Need the help of another person in 
getting around inside or outside the 
house. 

4. Need the help of some special aid, 
such as a cane or wheelchair, in 
getting around inside or outside 
the house. 

5. 	 Does not need the help of anorher 
person or a special aid but has 
trouble in getting around freely. 

6. Not limited in any of the above ways. 

Cord I 

Which of the following income groups 

represents your total combined family 
income for the post 12 months? In­
clude income from all sources such 
(15 wages, solaries, social security 
or retirement benefits, help from relo­

rives, rents from property, and so forth. 

Under 8500. ............. Group A 

d500-- $999. ......... Group B 

$l,OOO-- $1,999. ......... Group C 

$2,000-- $2,999. ......... Group D 

$3,000-- $3,999. ......... Group E 

$4,000-- $4,999. ......... Group F 

tS,OOO-- $6,999. ......... Group G 

t7,000-- 69,999. ......... Group H 

$lO,OOO--$14,YYY .......... Group I 

$15,000 and over. ......... Group J 
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