
HOSPITAL PAGE 

USEYOURCALENDAR 

USEYOURCALENDAR 

YOU SAID THAT--WAS IN THE (HOSPITAL/NURSING 
HOME) DURING THE PAST YEAR: 

I?. WHEN DID - - ENTER THE (HOSPITAUNU 
HOME) (THE LAST TIME)? 

3. 	 HOWMANY NIGHTS WAS--IN THE 
(HOSPITAL’NURSING HOME)? 

4a.HOW MANY OF THESE - - NIGHTS 
WERE IN THE PAST 12 MONTHS? 

I J 
c .WAS - - STILL IN THE (HOSPITAL/NURSING 

HOME) LAST SUNDAVNIGHT FOR 
THIS HOSPITALIZATION (STAY)? 0 Yes ONo 

5. 	 FOR WHAT CONDITION DID - - ENTER THE (HOSPITAL/NURSING HOME) -
DO YOU KNOW THE MEDICAL NAME? 

For deliveT ask: WASTHIS A NORMAL DELIVERY? , If ‘No’ ark: 
WHAT WAS THE MATTER? 

For newborn, ark WAS THE BABY NORMAL AT BIRTH? i Record in ‘Condition’ box 
Cadition 

Kind 

Pan of body I 

6a.WERE ANY OPERATIONS PERFORMED ON --DURING 
THIS STAY AT THE (HOSPITAVNURSING HCME.)? 0 Yes-----~------~~~~~~~~~~~.~~~.~~~~~~~~~........~~~~..~.~~~!~~ 

b.WHAT WAS THE NAME OF THE OPERATION? 

c.ANY OTHER OPERATIONS? 0 No 

7. WHAT IS THE NAME AND ADDRESSOF THE (HOSPITAVNURSING HOME)? 

Nom of Hospital 

- CONTINUED ON NEXT PAGE -

Person numb9 

WASHINGTON USE 
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HOSPITAL PAGE (CONT’O) ASK QUESTIOXS R-10 FOR ALL COUPLETED HOSPITALIZATlOM Ma,k one *it9 8”0. d- .a I# I4 ~,SidP---+ 1 “NO”in4. h ..,,‘,.,O 8-j7 - WASHINGTON USEAsk if “No* mrkrd in gucrrion 4c: T 0,. AT-W! 
;. WHAT WAS THE TOTAL AMOUNT OF THE (HOSPITAL/NURSING HOME) BILL FOR THIS STAY? 

DO NOT INCLUDE DDCTDRS’OR SURGEONS’BILLS. 
-. 

Ia.DIO (WILL) HEALTH INSURANCE PAY ANY PART OF 
THIS BILL? 0 Yes 0 No-Co to JO Nom af insurance Plan Oollm I Cents 

b.WHAT IS THE NAME OF THE INSURANCE PLAN? -

c .DID(WILL)ANYDTHERHEALTHlNSURANCEPLANPAY _- . . ~~~~~~~~~___-------_~__--- ____._.__ j....._ 
PART OF THIS (HOSPITAL/NURSING HOME) BILL? I 

For r.sh Health ,nrumnce Plan noned, uk: 
d. WHAT WAS(WILL.BE) THE AMOUNT 

PAID BY (Name of Plan)? 

la.WHO PAID (WILL PAY) THE (REMAINDER OF THE) 
HOSPITAL BILL? Uark roeh e~te~on neruioned B 0 Scciol Security Medicare -	 . I I 

b.DID ANY OTHER PERSON OR AGENCY PAY ANY 
OTHER PART OF THE HOSPITAL BILL? C 0 Self and/or Family 

0 0 Relative not in household 
____----__~-~~~__..-.__-____________________­
c.WHO WASTHIS? Mark eoeh cnregoty mentioned E [7 Friend 

d.WHAT WAS THE AMOUNT PAID BY - -? 
Enter mount paid opposite qpmptiate category. F 0 Kerr Mtlls cr other Fed. Plans 

__-_-_--__--____________________________-----
INTERVIEWER: G 0 Armd Fwces Medicare 

Add mmnts entered&&de any mamt paid by health 
intt,,me, and enter in TOTAL bm, then mark one of de I 
follodn~ boxes. H 0 State cx Local Welfare Agency 

ASK QORSTIONSII - IS IF PERSON IS55 YEARS OLD OR OVER Mark one circle 

l&WHEN - - LEFT (Name of hospital/nursing home), 0 Horn-Co b Quertion I.2 
DID HE RETURN HDMEDR GO SOME OTHER PLACE? q________________-_______________________--------~~~.--------------------- Some other place -Ask Question 116 __.____.-_-__.._-....~~ 

b.WHAT KIND OF PLACE DID - - GO TO? Specify­

-
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U&r 51 ‘.. II I4 I: 7 i- A,‘,, 
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WASHINGTON USE 

i,,,, ,“k4. co,o* 0 
!. AFTER LEAVING THE(HOSPITAL/NURSING HOME,)  HOWMANY DAYS fi-3 c 

DID - - HAVE TO REMAIN IN BED ALL OR MOST OF THE DAY? Mmk entq 0 

fl.1,rml.ir,, 1sk.,l 0 
I. (ALTOGETHER) HOW MANY DAYS WAS- - CONFINED TO THE HOUSE AFTER i,Ye L 

RETURNING HOME FROM THE(HOSPITAL/NURSING HOME.)? Mark entry 

56 
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