
HOME CARE PAGE

Somopcople arc Iimitcd inwhatthey condo because ofaphysical ormntol condition; that is,
thcv cannot do come of tht daily activities that other oeoc.le do.

la. Becau5e of a disability ’or health problem, doss
anyone in the family, (thot is you, your --, ●tc.),
receive or need help from another person, or use
s~cial ●quipment in -

If “Yes,” ask lb and c
Y w

“doesn’t do” N

(1) Walking, except for using stairs?

(2) Going outside?. . . . . . . . . . . . .

(3) Using the toilet in the bathroom,
including getting to the bathroom?

(4) Bothing, including sponge baths?

(5) Dressing? . . . . . . . . . . . . . . . .

(6) Eating? . . . . . . . . . . . . . . . . .

II(7) G*tting in and out of bed or choirs?

b. Who is this?

c. Does anyone ●lse receive or nted help or use
sfmcial ●quipment in - ?

. .
I I [N ,.doesn,t do..>

T

t *

ao
\M:t\H,:ox, 1 y 2 N

❑ :..ss.,l

$M:f;H, #x.
IY 2N

❑ ~omsnl

(Mark H box, ‘ y 2 N
THEN lc)

II
❑ &snk
THEN IcJ

!o. BECAUSE OF A DISABILITY OR HEALTH
PROBLEM, does anyone in the family receive
or need help from another person in -

If “Yes,” ask2b and c.

b. Who is this?

c. Does anyone else receive or need help in - ?

YN

(1) Preparing their own meals?. . . . . . . . . . . . . .
(2) Shopping for personal items, such os magazines,

toilet items, or medicines? . . . . . . . . . . . . . .
(3) Doing routine household chores, not

including yard work? . . . . . . . . . . . . . . . . . .
(4) Handling their own money?. . . . . . . . . . . . . . m

a. Because of a disability or heolth problam does anyone in the fomily usually
stay in b*d all or most of the time? Y N (4)
______________________________________________________________________________ .

b. Wbo is tbi~? Mark box in person’s column.
______________________________________________________________________________ .

c. Anyone ●lse? Y (Rmsk 3b and c1 N

Mark box or ask:

k. What (other) condition causes -- to (need help ins ctivities in I and Z/(or) stay in bed)?
------------------------------------------------------------------------------ .

b. Does any othw condition caum -- to (need help in w ivi i~ /(or) stay i“ bed)?
______________________________________________________________________________ .
Mark box or ask

c. Which of thase conditions would you say is the MAIN condition that causes -- to (need help in
activities in I and 2/(Or) stay in bed)?

Refer to item C2 to determine if a condition page was
HC1 completed for the main condition in 4.

Enter condition number, or mark box.

i. Whan did -- first notice his (main condition in 4)?

!.

i
-.

I
j
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:1

0’
I I-Jt%ats

t ❑ Shopp[nz

}

Marl
H

f ❑ Chores box

# ❑ HandIlng money

--------------- --’. .

❑ Stays in bed (H box THEN30
-------------------

❑ No H box (NP)

-------------------
I Y (RI?.s.sk 4a and b, 2N
-e -------------------
,~ Old age only (NP)
❑ Only one condition

t-lain condition

Con-d. number
(Nf

❑ No c.anditicmpa~e

I ❑ Last week
z ❑ Week before
I ❑ Past 2 weeks, DK which
I ❑ 2 weeks -3 rnmwhs
; ❑ Over 3-12 rn.amhs
s❑ t+=+. than 12 months ●z.a



HOME CARE PAGE - Continued

TP.rsOn Activity
number

(1) (b)

II ‘“does”’t do,,, DWS -- ,...i”. Do.. -- n.ad h.lp from .n.th.r person in
go: next ,,”,. w “..d the h.lp (~ most of the Nrn., sore. of tha

-- “s. ,“y
Do.snk do SPECIAL

of ANOTHER NOW, or cm.. in a whll.?
PERSON in

EQUIPMENT !“
(-?

(.3,)?

(c) (d) (e) (f)

U Dcesn’t do I ❑ All/most 4 ❑ Never

(Mark H box, THEN IcJ $-f 2f4

}

Mark
lY 2 N (Next 2 ❑ some 8 ❑ Other - Specify H

II”.) 3 n one= box

n O.aesn,t do ! n All/most z 0 N=v=r

}

Ma,k

(Mark H box, THEN 10) !Y 2N lY 2 N (Next 2 ❑ SOIIW 8 ❑ Other - SpecNy

/l”e) 3 ❑ Once box

❑ Dcesn’t do I ❑ Ail/most

(Mark H box, THEN lc) ‘y ‘N
lY 2 N (Next 2 ❑ so~

llne) 3 ❑ Once
“3;’

❑ Ooesn’t do
~ •l Al[/m=t 4 ❑ Never

}

hkm,k

(Mark Ii box, THEN lc) lY ‘N
IY 2 N (Next 2 •1 so~ 8 ❑ Other - Specify H

line) 3 ❑ Once box

Q @ q @
. \

40. ~_._ __________________
------------------- --- ------------------- --... -------- —------- ------------------ .

Y (Reaak 4a a“d b) 2 N b. ! Y (Reask 4a and b) 2 N t Y (Reask 4a and b) 2 N b. t Y (Reask 4a and bJ 2N ! Y (Reask 4a and b) 2N
.------------------ . --- -------------------- ------------------- - —----------------

❑ Old ale only (NP) ❑ Old age only (NP) ❑ Old axe only (NP) ❑ Old age only (NP) m Old .8. .mIy (NP)

❑ Only o.. cond ItIon =. ❑ Only one c.nd IcI.. ❑ 0“19 one condition =. ❑ Only one co”dlticn r] Only one condici.a”

Mal” co”ditl.m Main .otiitlon M.i” condition Main cotnlitim Main ccmditicm

(NP) (NP)
Cond. number ‘Np) HC,

(NP) (NP)
Cond. number HC1 Cond. “umber Cond. number Cmd. number

❑ No c.mdltl.n pa;. ❑ N. condition page ❑ No condition page ❑ No condition page ❑ No c.a”diti.an page

❑ Last weak s. I ❑ Last week I ❑ Last week
5. t n Last week f ❑ Last week

I U Week before z Cl W=ek ~for= z ❑ week b=fOr= z ❑ week befOre 2 a Week before

I D Past 2 weeks, OK which s ❑ Past 2 weeks, DK which 3 ❑ Past 2 weeks, DKwhich 3 ❑ Past 2 weeks, DK which 3 ❑ Past 2 weeks, DK which

I ❑ 2 weeks -3 months 4 ❑ 2 weeks -3 months 4 ❑ 2 weeks -3 months 4 ❑ 2 weeks -3 mcnths 4 ❑ 2 WeekS -3 months

; ❑ Over 3-12 mcmths s ❑ Over 3-I 2 mOnths s ❑ Over 3-12 mOnth$ 5 •l Over 3- I 2 m~ths
I ❑ Mor. th.n 12 m.mths a;.

s ❑ ~er 3- I 2 mOnths

s 0 MOr= than 12 mOnths a~O e m More than 12 months ago 6 ❑ Mor= than 12 monfis a80 6 ❑ MOre t~n 12 m~ths”a;O
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HOME CARE PAGE - Continued

6a. Doss anyone in the family hove a colostomy, a urinory cathctm, or any other device to help
control bowel movmmwtts or urination? Y N (7)
------------------------------------------------------------------------------

b. Who is this? Mark “’Device” box in person’s column.
------------------------------------------------------------------------------ ‘b” ‘ ‘De’’”

It

-- m--~:y~-~-.-,,. ---- -w

c. Anyone ●Is*? Y (Reask eb and c) N “. “ ‘*“ ‘.;;~:g~$i:%-.:,&yL2Lti
------------------------------------------------------------------------------ .- I

If ‘“Device,” ask6d and e I I 1 ❑ Cole.swll, I

d. Which doos -- havt - a colostomy, a cothcter, or another type of device? 11”d. 2 ❑ Catheter

8 ❑ Other - Spec//y
P I

-------- ,---------------------------------------------------------------------- ---- --------------------
c. Does -- receive or need help from another person in taking care of his (device in 6d)? . . lY(Marrf H&x 2N

THEN NP)

7a. (Bt.ides --) Does anyone (else) in the family have any accidents or any
trouble control Iing their bowol movements or urination? Y N (8)
------------------------------------------------------------------------------

b. Who is this? Mark “Trouble controlling” box in person’s column.
----------------------------------------------------------------------------- .

c. Anyom clsa? Y (Reask 7b and c) N

8.. ~s .nyom in the family (thot is you, your, -- ●tc.) now use (any of the following special aids) -

If ‘“Ye;,” ask 8b and c YN

(1) An artificial, arm? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (1)

(2) An artificial log? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (2)

(3) A brace of any kind? (ff “Yes,” ask On what part of the body is the braca worn?) . . , . . (3)

(4) Crut.ho.? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (4)

(5) A.an*or walking stick? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(5)

(6) Spcciol shoes? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(6)

(7) Awhcal chair?, . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(7)

(8) Awalkar? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(8)

(9) Aguidc dog? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..(9)

(lO)Any otharkind ofaidfor g.ttingaro.nd? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..(10) II

b. Who is this? Mark box in person’s column.

c. Anyone .Ise?

9a. Does anycm in the family usc - YN

If “’Yes,” ask 9b and c
(l) Ey.glosse5? . . . . . . . . . . . . . . . . . . . . . . ...(1)

b. yfho is this? Mark bOx in (2) Contact lenses? . .
person’s column

. . . . . . . . . . . . . . . . . . ...(2)

c. Anyon* ●Is.? (3) Aheoring aid? . . . . . . . . . . . . . . ... . . . . ...(3) ❑

7b.

8b,

—
9b.

I O Troublm .ontr.allin~

I ❑ Artificial mm

z •l Artificial I=Z

3 ❑ Brace - Part 0{ body
P

4 ❑ Crutches

5 ❑ Cane or walkin~ stick

6 I_J Special shoes

7 I_J Wheel chair

n ❑ Walker

9 I_J Guide doz

10 ❑ Other - S/WCNy
F

t I_J Eyeglasses

2 Cl contact l.nsas

3 I_J Hearing aid

lea. Does anyone in the family receivt help here at home with -
If “Yes; ~ ask 10b and c

YN

(1) Re..iving initctions or shots? . . . . . . . . . . . . . (1)

b. Who is this? Mark box in (2) Physicnl iherapy? . . . . . . . . . . . . . . . . . . ...(2)

person’s column (3) Changing bandage; ? . . . . . . . . . . . . . . . . . ...(3)

(8) Any other nursing or medical trcotmants? . . . . . . (8) ❑
c. Anyono .1s.?

1 ❑ Inje.tiom

2 ❑ Physical therapy

3 ❑ Bmdases

s ❑ Dther - sp3c/fyF
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I ❑ Colostomy

2 u Catheter

a I_J Other - Speclly
F

d. 2 ❑ Catheter

e n Other - Spec/fy
F

t ❑ Device I 6b. I t l_JDevice I t ❑ 02vice I

8b.

4 a Crutches

s U Cane or walkln; wick

6 U Special shoes

7 n Wheel chair

o U walker

s LI Guide d.;

10 ❑ Other - Spec/fy y

I ❑ Artificial arm

z ❑ Artificial leg

3 I_J Brace - Part of bodyg

4 ❑ Crutches

s ❑ Cane Or walking stick

6 ❑ Special shoes

7 ❑ Wheel chair

a ❑ Walker

9 ❑ Guide dog

10 ❑ Other - SpecifyF

i ❑ Artificial arm 8b.

z ❑ Artift.lal leg

3 ❑ Brace - Pert of body
P

4 ❑ Crutch.%

s ❑ Can= oc wal~tne stick

6 ❑ special shoes

7 •l Wheel chair

s I_J Walker

9 ❑ Guide dOs

to I-J other - spec/tyF

t ❑ Artificial arm

I

I ❑ Artificial arm

2 l_JArtifi.i.l Iez 2 ❑ Artificial I.:

3 U Brace - Part of bad”
P

2 ❑ Brace – Part of bodyr

4 ❑ Crutches

s ❑ Can= Or watkrne stick

6 ❑ Special shoes

7 ❑ Wheel chair

n ❑ Walker

s ❑ Guide dOg

to O Other – Specify ~

4 ❑ Crulches

5 ❑ Cane or walklns stick

6 ❑ Special shoes

7 ❑ Wheel chair

8 ❑ Walker

9 ❑ Guide dO;

I o ❑ other - sp6cffyy

I 1 I
I ❑ Eye;lnsses

9 b.
i I_J Eyeglasses I ❑ Eyeglasses

9b.
I ❑ Eyeglasses I ❑ Eyeglasses

3 u H.arln; ●id II 3 ❑ Hearing aid I 3 ❑ Hear!ng aid II 3❑ Hearing aid I I❑ H=arin%aid
1 c1 Injections 10b.

z ❑ Physical therapy

3 ❑ Bandages

a ❑ Other - Spec/fy
P

I ❑ Injections

2 ❑ Physical therapy

3 ❑ Bandages

a ❑ Other – spec/fy
P

I ❑ Injections

2 ❑ Physical therapy

3 ❑ Banda;es

e ❑ Other – Specl/yF

II I II I I
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HOME CARE PAGE - Continued

ha. During tht pest 12 months, (that is since (d=) a year ago)
has anyono in the family rccaivod MEALS that wers prepared
c.utsidc tha horn- and brought in on a fairly regular basis? Y N (12)
------------------------------------------------------------------------------

[ b. WfIo r.c.iv.d the rids? Mark “Meals” box in person’s column. I, IIJ.I}13WS I

I
-----------------------------------------------------------

c. Anyom dse? ‘(ReaskllbMdc)N m-lma-----------------------------------------------------------
If ““t-teals” in I Ib,ask I Id-e

d.-tJocs -- NOW regtdarl y roccivc meal c that are pr.porad outside the home and brought in?

II

d.l Y 2 N (NP)
------------------------------------------------------------------------------ -- ---_--_.-----------

●, What egcncy, organization or program providos those mcols for --?

12a. During the past 12 months, has anyone in the family r-ctived any care

at horn. from a nursa? Exclude related HH members. Y N (IHCP)
------------------------------------------------------------------ ------------

b. Who roceivad ihc car.? Mark ‘i Nurse” box in person’s column.
------------------------------------------------------------------------------

c. Anyont ●Is*? Y (Reask 12b end c) N

FOOTNOTES
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2d. Earlier you said that --- r*ccivos or needs the htlp of another person. Who helps --? 2.. 1 ❑ Related HH members

(Is -- helped by anyono who lives here, by any other friends or ralativos, a nurse, or any
2 ❑ Nurse

othw health caro professionals who come into the home, or is -- helped by somoont .1s.?)
3 ❑ Other health

work., - Specify

b ❑ Other relatives or friends

------------------------------------------------------------------- --- .Iowx::!wfy --------------

b. Dots OnyOnO ●tSe hdp --? b. Y (Re.mk 2a and b) N

If “Nurse” in 2a. ash
3a. Onthe avemgc- how many daxs p.r w.tk do.s tha nurse vi sit --*---------- ~L-____ -- - --------------. ---_ --,_______________________ :!: ._-F?!:L:?!----------------

b. Wh*n the nurse visits, how many hours p.r day doss h. or she usually spend halping --? b. 00 ❑ LeSS than { ~our
------------------------------------------------------------------- --- -------------------------------- — Hours

c. Dots anyone in the family, that is you, your --, etc. pay any part of the cost for the nurse? lY
-------------------------------------------------------------------

2N-’: --------------------------------

d. Doks any gov.rrmmnt agmwy or program h.lp payfer th. nurse? d. lY
------------------------------------------------------------------- --- --------------------------------

2 N (30

& What agency or program helps pay? e. I U Medicaid ❑ Other - Sp.olfyp
2 ❑ Medicare

- - ___ _- 3 ❑ Health insurance

f. During the past 2 wsaks, how many times was -- visi~od by the nurse? f. . Number of times

If “Other health worker” in 2a, ask:
k. On the avera~e, how many days pw week doss the (other health worker) visit --z-------- -------------------------- ,______________________________ ??. --!?<’-p:r week -------------

b. k tho (~ health workq ) visits, how mony hours per day doz. he or she us.oily spend helping --? b. 00 ❑ Less than I hour
------------------------------------------------------------------- ___ --------- -----— Hours

c. Dow anyono in the fami Iy, that is you, your --, etc. pay any part of the cost for the (other health w.xkw)? lY
------------------------------------------------------------------- --”1 -------------------------------- 2N

d. Does any governmmt agancy or program help pay for the (other health worker)?-- - ------- -------- _ _- IY 2N(4f)d.

●. Whet agency or program helps pay? e. I ❑ Madicaid ❑ Other - Sp,o/fy ~

2 ❑ Medicare

3 ❑ Health Insurance
------------------------------------------------------------------- __ ____________________ -

f. During tha post 2 wocks, how mapy tirn.s was -- visited by the (other health worker)? f. . Number of times

HC2 1 HC2 1 ❑ Under 17 (NP) 2017+

50. Do.s -- recciva or need help from others in using public transportation, 50.

such as buses trainsL_~u&Na~ss XI&@_--- _- ___ - ‘ y (6J 2 N 4 ❑ O“y-”:-u:: !s:~ -----__--_J_-__
b. Do., -- use public transportation?__ ---- ---- -- -_ I Y (6) 2N -------b.

c. If -- had to us. public tmnsportati.m, wc.uld -- n..d the help of other persons? . . IY 2N

6s. Doss -- drive a cor? 60. 1 Y (7J ZN
___________________________________________________________________ ___ __________ --------

b. DoeS -- not drive ~ ~or becau$. of ~ di~abilify or health problem or be=au~e of Some ~ther reason? b. I ❑ Age 2 ❑ Disability e ❑ Other

----------------- - - y: 1 Y (8) __2_14---70. DO.S -- uz. the tolcphonc without the hdp of another person?

b. Would -- be able to us. the ttltphon. in an em.rgen.y? b. IY ZN

8a. D.!ring tfn 2 wezks wtlinzd in red on #m calwxlar, did -.. havz any visits from o fri.nd, relative or n.ighbor? B.e ‘y
--------------------------------------------------- A ---------------- --- --------------------------------

z N (E!cJ

b. How many tirms during that poried was -- visit.d by fri.nds, r.latives or n.ighbors?
(Wa. it 3 or more fimo= or I.ss than 3 tim.s?) -

b. 8 ❑ I-3 times 30 13+ rimes

(Was it 12 or more timts or less than 12 tim*$?)
z ❑ 4-12 times

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

c. During th-se 2 we~ks, did -- go out to visit a frimzd, rclativa or neighbor? c. lY z N (9)
------------------------------------------------------------------- --- ________________________________

d. How many tirn.s during that p.,iod did -- go out to vi sit friends, relatives or neighbors? d. I ❑ I-3 times

(Was it 3 or mor. tim.s or I.ss than 3 tirn.s?)
3D13+tims

(Was it 12 or more timas or 1.ss then 12 times?)
2D4-12 times

9. During the past 12 months, did --go on a vacation? 9. tY 2N

10. Bacaus. of o disability or health probl.m, how Am must sornzone be here with --,
most of the time, somt of the time, one. in a while or nevw?

10. 1 ❑ Most/All 4 ❑ Never
Zn sane 8 ❑ other - sP’=ffY~
3 ❑ Once
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20.

---
b.

3.,
---

b.
---

c,
---

d.
---

. .

---
L

4a.
---

b,
----

.-”:
d.

---

9,

---

1,

HC2

50,

---
b.

,--

C.

6..
,--

b.

70.
---

b.

8.,
--
b.

--
c,

--
d.

9.

10.

I ❑ Relatad HH members

2 n Nurse

3 U Other hetlth
workar - Specify

4 U Othar relatives or friends

n a Other - SPOOMY
------------------------------- .

Y (Rmsk 2a and bJ N

Days per week
------------------------------- .

00 ~ Less than I hour — HO.rs
------------------------------- -

.:-Y------------ _-:~-------------

IY 2 N (3f)
------------------------------- -

I U M+dicaid n Other - SpeclfyY
2 ~ Medicare

1 ❑ Health insurance
--------------------------------

— Number of times

_ DaYs per week
--------------------------------

000 Less than I hour — Hours
--------------------------------

,:-Y------------ _-:~-------------

IY 2 N (4fJ
--------------------------------

1 U Medicaid ❑ Other - SPCWYF

2 ❑ Medicare

3 D Health Insurance
--------------------------------

Number of times

1 ❑ Under 17 (NPJ 2017+

1 Y [6) 2N 4 ❑ Ooesn’t use (5cJ
--------------------------------

! Y (6) 2N
-------------------------------

IY 2N

I Y (7J 2N
-------------------------------

I ❑ A;e 2 ❑ Disability 8 ❑ Other

1 Y (8J 2N
-------------------------------

!Y 2N

!Y 2 N (8cJ
-------------------------------

! n I-3 times 3n13+tircGs
2U4-12tlnmS

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

lY 2 N (Q)
---------------------------- ~-T

i n I-3 times 3a13+ times ~

2 ❑ 4-12 times

!Y 2N

! ❑ Most/Al I 4 ❑ Never
2 U Some e a Other - SPeoNY ~
3 rl Once

2a.

I

I ❑ Related HH mmbers

2 ❑ Nurse

3 ❑ O1her health
worker - Sp.zclfy

4 ❑ Other relatives or friends

8 ❑ Other - SPoclfY
L -------------------------------- .

I b.
I

Y (Reask 2. a“d bJ N

,3..

I

_ Oc.ys per week
,-- ------------------------------ -

b. 00 u Less than I hour — HOWS
~-- ------------------------------ .

c. lY 2N
,__ ------------------------------ -

d. -i_N----_---- _--:3 :J_N-:3:J_- __
---

. . ! U Medicaid a Other - SP.CMY7
2 ❑ Medicare

3 ❑ Health insurance
----------------------------------

I f. _ Number of times

1

‘4’s. _ Oays per week
---- -------------------------------

b. cm ❑ Less than I hour — Hours
---- ------------------------------ -

_l-Y-_---- _--_ ---- _2---------------
._=:

d. ,y z N (4i)
---- -------------------------------

e. I ❑ Medicaid O Other - Sp.Cffy~

2 ❑ Medicare

3 n Health insurance

-- -------------------------------
b. lY 2N

80. t-f 2 N (6’C)
--- -------------------------------

b.
I Ig I–3 times 3o13+dmes

2 ❑ 4-12 times
--- -------------------------------

c. lY 2 N (s)
--- -------------------------------

d.
1 ❑ I-3 times 3a13+tlmes

2 ❑ 4-12 times

9. IY 2N

10, 1❑ Most/Al I 4 ❑ Never

2 ❑ Some s ❑ Other - Specify

3 m Once ?

1
~:-___--_Ea2z-w:_w-=_k ----------

b. 00 ❑ Less than I hour — Hours
-- -------------------------------

_- -1-Y ------------------------------c.

d. IY 2 N (Sf)
-- -------------------------------

m. 1 ❑ Madlcald ❑ other - Sp.oifyr
20 Med i..,.

3 ❑ Health insurance
-- -------------------------------

f. _ Number of time.

j

~: ---__ -_~az:EE_w:E~---------------

b. 00 ❑ Less than I hour — Hours
-- ------------------------------- 1

I
lY 2N

-=-” -------------------------------
d. IY 2 N (4fJ

I

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

. . ! ❑ Medicaid n Other - Spe.lfy
2 ❑ Medicare ?

3 ❑ Health Insurance
----------------------------------

f. _ Number of times

1
6..
---

b.

70.
---

b.

8a.
---

b.

---
c.

---
d.

! Y (7] 2N
-------------------------------- I

I •l J%= 2 ❑ Olsabllity o n Other

t Y (s) 2N I-------------------------------- I
lY ZN

lY 2 N (8cJ--------------------------------
t D I-3 times 3jg13+tlme.

2 ❑ 4-12 times
--------------------------------

IY 7. N ,s,
--------------------------------

1 n I-3 times 3n13+tlmes

2 ❑ 4-12 times

9. IY 2N

10. 1 ❑ Most/Al I 4 ❑ Never

2 Ig some 8 ❑ Other - SPOCNY

3 n once ?
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