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You said that-- wasittthe hospitol (nursing home) during thepasiycar. USE YOUR CALENDAR
L When did-- enter thehospital (nursing home) (the last time)? Make sure che YEAR 1. correc

1. What istbename andaddress ofthishospital (nursing home)?

1. Hdwmany nights was-- inths hospital (n.rsinghorrm)?

Complete Q.5 from entries in Q.’s2and4; ifnotclear, askthequesticms.
;a. HOW many of these -- nights were during the past 12 months?

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

b. How many of these -- nights were during the past 2 weeks?--------------------------------------------------------------------

c. Was -- still in the hospital (nursing hem*) last Sunday night for this hospitalization (stay)?

For what ~onwfion ~d -- .nter he hospi+o] (n~rsi”g hon.) - do you know the medical ttmne?

If medical name unknown, enter an adequate description.

Far delivery ask:

1

1
Show CAUSE, KIND, and

Wasthisononnal d-livery?
1

If ’’No,” ask: PART OF BODY in same
1

For newborn, ask: What wos the matter? I
detail as required for the

Was th* baby normal at birth?
Condition page.

1

I

‘a. Were any operations per fonncd on -- during this stny at the hospital (nursing home)?--------------------------------------------------------------------

b. Whet was the nome of the operation?

If hame of operation is not known, describe what was done.--------------------------------------------------------------------

c. Any ether operations during this stay?

The following questions are about tho bill for this hospital stay ~ not abut any separatt bill from
the doctor or surgeon. Please look at this card (Show Card H).

a. Which of fhosc sources paid or will pay any of this hospital bill?--------------------------------------------------------------------

b. Did or will any other source pay any of this hospital bill?--------------------------------------------------------------------

c. Which sourcs?------------------ L -------------------------------------------------

❑ “l” is circled in Ba (e) u “l” is not circled in8a(d)

d. Did or will you or your family poy any part of this hospital bill out of your own pocket?
--------------------------------------------------------------------

● . How much of this hospitol bill did .x will you or your family pay out of your own pocket?--------------------------------------------------------------------

If hospital insurance reported (“3” circled in Ba), ask:
f. What part of the hospital bill was or will be paid by hospital insurance, less tbm half or one half or mare?

-_--------------------- _ ----------, ----------------------------------

If only “3” is circled in 8a, ask:
g. Did or will hospital inzuranct pay 011 of the Itospitol bill?

‘. NOTE: If the condition in Q. 6 or 7 is in Q. 38 or 39 or there is “l” or more nigh= in Q. 5b, a Conditic
is required. If there Is no Condition page, fill one after completing columns for all required hospital izat
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