
HOME CARE PAGE

Some people are limited inwhatthey candobecouseof a physical orinental condition; that is,

they connotdo some of the daily activities that othar people do.

a. Because of a disability or health problem, does
If ““doesn’t do,,, Does -- receive Doss -- need help from another parson In

)anyone in the family, (that is you, YOIJr --, etc. I
go to next Ilne. c+ need the help (a~ most of the tlmc, some of the
fI~EsCiA-L.se any of ANOTHER

receive or need help from another person, ar use p=rs On Activity
time, or once In a whit-?

Doasn’t do PERSON in

special equipment in - numbe! EQUIPMENT in (a-?

If “Yes, ”
Y or (activity)?

ask lb and c ‘“doesn't do” N

1

(a) (b) (c) (d) (e) (f)

(1) Walking, except for using stoirs? ❑ :Omsn’t I ❑ Ail/most 4aNever

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

}

Mark

(Mark H box,
lY 2N lY 2N (Next 2 ❑ some s.u Other -Spec/fy H

(3) Using the toilet in the bathroom, THEN lc)
line) 3 ❑ Once box

including getting to the bothroom?

(4) Bathing, including sponge baths?
❑ ;Omsn’t I ❑ Ail/most 4aNever

}

Mark
IY 2N lY

(5) Dressing? . . . . . . . . . . . . . . . .
$LM:L;H,:)OX,

z N (Next 2 •so~ en Other- Spec/fy H
line) 3 ❑ Once box

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

(7) Getting inandout of bedorcbirs?
❑ ~a~sn’t t nA1l/most ●DNever

}

Mark

(Mark H box,
IY 2N lY 2 N (Next 2 !qso~ an Other - Specify H

b. Who is this? THEN lc)
line) 3 ❑ Once box

c. Dees anyone else receive or need help or use
❑ :~n’t I ❑ All/most 4 ❑ Never

special equipment in - ? (Mark H box,
tY 2N

THEN Ic)

!a. BECAUSE OF A DISABILITY OR HEALTH
PROBLEM, does anyane its the family receive

‘y 2N~ ~= : ;g”;
(1) Preparing their own meals?. . . . . . . . . . . . . .

ar need help fram another person in - (2) Shopping far persanal items, such as magozines,

If “Yes, ” ask2b and c.
toilet items, or medicines?. . . . . . . . . . . . . .

b. Who is this?
(3) Doing routine household chores, not

including yard work? . . . . . . . . . . . . . . . . . .
c. Does anyone ●lse receive or need help in - ? (4) Handling their own money?. . . . . . . . . . . . . .

a. Because af a disability ar health problem daes anyane in the family usually

stay in bed all or mast of the time? Y N (4)
. . . . . . . . . . . . . . . . ----

b. Wha is this? Mark box in persan’s column. ❑ Stays in bed (H box THEN3cJ
------------------------------------------------------------------------------- --- --—- ---- ---- ---

c. Anyone else? Y (Reask Sb and c) N

Mark box or ask:
❑ No H box (NP)

da. What (other) conditian causes -- ta (need help in ?ctivkks in I and 2 /(or) stay in bed)? 4a.
------------------------------------------------------------------------------- --- --------------------

b. Does any other condition cause -- to (need help in act ivities in I and 2/(or) stay in bed)? b. 1 Y (Reask 4a and b) 2N
------------------------------------------------------------------------------- --- ___________________

Mark box or ask: ❑ Old age only (NP)

c. Which af these caaditions wauld yau say is the MAIN conditian that causes -- ta (need heip in
~. ~ Only one condition

activities in I and 2/(or) stay in bed)?
Main condition

Refer ta item C2 ta determine if a canditian page was

HC1

(NP

completed for the main condition in 4. HC1 Cond. number

Enter condition number, or mark box.
❑ No conditicm peg.

5. When did -- first notice his (main condition in 4)? s. 1 ❑ Last week
2 ❑ Week before

3 ❑ Past 2 WeekC, OK which
4 ❑ 2 weeks -3 months
s ❑ Over 3-12 months

6 ❑ More than 12 months ago

[

[

1

1

k

J
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HOME CARE PAGE - Continued

6.3. Dots srnyono in the family have a colostomy, a urinary catheter, or any other device to help

control bowel movements or urination? Y N (7)
------------------------------------------------------------------------------

b. Who is this? Mark’’Device” boxinperson’s column. 6b.
_______________________________________________________________________ ------- -_,

c. Anyone ●ISQ? Y (Reask 6b and c) N
________________________________________________________________________

If “Device,” ask6d and e 1 ❑ colostomy

d. Which does -- have - a colostomy, a catheter, or ❑nether type of device? d. 2 ❑ Catheter

s n Ocher - .5pec/fy
P

------------------------------------------------------------------------------ --- .- —----- —--- ———--—--

● . Do-s -- -receive or naed help from another person in taking care of his (device in 6d)? e. lY(Mark Hbox 2N
THEN NP)

_-__ --:- __ke%ai._.::_._>’l “’ “ ~ - ~~ ‘. J !___*____’__”:* $++. “**:..&. 4. +.+ .* , ‘ .

7CI. (Besides --) Does anyone (else) in the family have any accidents or any

trouble controlling thair bowel movements or urination? Y N (8)
-— --—

b. Who is this? Mark “Trouble controlling” box in person’s column. 7b. I ❑ Trouble controlling
------------------------------------------------------------------------------

c. Anyone ●Is.? Y (Reask 7b and c) N

Ea. Doe* anyone in the family (that is you, your, -- etc.) now use (any of the following special aids) - 8b. I ❑ Artificial arm

If “Yes,” ask 8b and c YN 2 ❑ Artificial leg

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

II

3 ❑ Brace - Part of body

(2) Anortlficial leg? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(2)
P

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

(4) Crutches? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(4) s ❑ Crutches

(5) Acaneorwalking stick? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(5)

(6) Special shoas? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(6)
s ❑ Cane or walking stick

(7) Awheal chair? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(7)
an Special shoes

(8) Awalker? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4.......(8)
7 I_J Wheel chair

(9) Aguidc dog? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...(9)
s ❑ Walker

(lO)Any othcrkind ofaidforgetting around? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..(10) 9 ❑ Guide dog

b. Who is this? Mark box in person’s column. louOther-Spat/fy
P

c. Anyone ●lm?

9a. Does anyone in tho family use - YN 9b.

If “Yes,” ask9bandc

1 ❑ Eyeglasses

(l) Eyeglrrsses? . . . . . . . . . . . . . . . . . . . . . . ...(1)
b. Who is this? ‘ark box in ❑

2 ❑ Contact lenses

(2) Contact lenses? . . . . . . . . . . . . . . . . . . . . ...(2)
person’s column

(3)Ahearingaid? . . . . . . . . . . . . . . . . . . . . ...(3)
s I_J Hesring aid

c. Anyone ●lsc?

Oa. Does anyone in the family receive help here at home with - YN 10b. I I_J Injections

If ’’Yes: askl Obandc
(1) Receiving iniectians or shots? . . . . . . . . . . . . . (1)

m

z ❑ Physical therapy

b, Who is this? Markbax in (2) Physicol therapy? . . . . . . . . . . . . . . . . . . ...(2) so Bsndages

person’s column (3) Changing bsrndages? . . . . . . . . . . . . . . . . . ...(3) s n Other -Spat/fy

(8) Anyother nursing or medical treatments? . . . . ..(8)
F

c. Anyorw ●lse?

73



HOME CARE PAGE - Continued

la. During the past 12 months, (that is since (&e) a year ago)

has anyone in the family received MEALS that were prepared

outside the home and brought in on a fairly regular basis? Y N (12)
------------------------------------------------------------------------------

b. Who received the meals? Mark “Meals” box in Person’s column.
------------------------------------------------------------------------------

c. Anyone else? Y (Reask 1 lb and c) N
——--------------— _____________________________________________________________

If “Meals” in I Ib, ask I Id-e

d. Does -- NOW regularly receive meals that are prepared outside the home and brought in?

II

d. IY 2 N (NP)
------------------------------------------------------------------------------ -- ——-— —---- ——--------

e. What agency, organization or program provides these meals for --?

12a. During the past 12 months, has anyone in the family received any care
at home from a nurse? Exclude related HH members. Y N (IHcP)
------------------------------------------------------------------------------

b. Who received the care? Mark “Nurse” box in person’s column. FL12b. I ❑ Nurse
------------------------------------------------------------------------------

,, Sw%zm J

c. Anvone else? Y (Reask 12b and c) N

‘OOTNO-ES
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Complete for each person with H box INDIVIDUAL HOME CARE PAGE 1. Person number

2a, Earlier you said that-- receives or needs the help of amather persots. Who helps --? 20. ! ❑ Related HH members

(Is -- hdpad byanyone who lives here, byany other friends orrelatives, arturse, or any
20 Nurse

othorhcalth care professionals who come into the home, or is -- helped by someone else?)
3 ❑ Other health

worker - .2pec/fy

4 ❑ other relatives or friends
8 ❑ Other - Spec/fy

. __________________________________________________________________ --—

b. Docsttnyone else help--?

—__ ———____ —----------------------

b. Y (Reask2aandb) N

If “Nurse” in 2a, ask:
30, On the average, how manY_~aYs per week does the nurse visit --? 30. Days per week

—_---- ____ ---__ -___ -_____ -____ --- —-__ -—-- _— --- -——
b. ~~;n-~~;;fi;;~s;;s~~ow many hours per day does he or she usually spend helping --?

-—- ———-— —- —- —---- ——----— ——-—--—
b. 00 ❑ Less than I hOur —

------------------------------------------------------------------- -—-
Hours

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

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

2N

d. Does any government agency or program help pay for the nurse?

-— ——-—--— —------- ———--— ——--— ——-

d. lY
___________________________________________________________________ ---

2 N (3f)
-_ —- ——___________ ----- ___-- ___—

●. Whotogency or program helps poy? e. I ❑ Medicaid ❑ Other - SpecIfyF

2D Medicare

30 Health insurance------------------------------------------------------------------- -——. .- —————-— ———-—-— —- —---- ——----— —-

f. During thcpttst2 weeks, how many times was -- visited by the nurse? f. _, Number of times

If “Otherh ealthworker” in 2a, ask:
40. On the overo~e, how many cloys per week does the (other health worker) visit --? 4a. . Days per week

-------- _---- _---- _ - __ - _ - __ - _ -- __, --------------------------------- -——

b.-&~-t~_@@_hea __________________________ ~: ooa Less than I hour

—------------------------------

Ith worker) visits, how many hours per day does he or she usually spend helping --? — Hours

c. ~osanyone inthefamily, th.tisyour your --, etc. poyanypati of thecost krthe(otier healti worker)? c. lY

-- ——--. ——-—-— —----- ——---- —-----

------------------------------------------------------------------- -—- 2N

d. Does any government agency or program help pay for the (other health worker)?
—--- —--------------------------

d. lY 2 N (4f)
___________________________________________________________________ --— - _ --- —__________________________

●. Whet agency or progrom helps poy? e. I ❑ Medicaid ❑ Other - Spec/fy ~

2 ❑ Medicare

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

f. During tho past 2 weeks, how many times was -- visited by the (other health worker)? f. _ Number of times

HC2
I

HC2 I ❑ Under 17 (NP) 2017+

50. DO*S -- raceive or need help from others in using public transportation, 5a.

such as buses trains subwaLsLg~plgg~s~ __________ ______________________ ___ .:_y_?i__-!–N–__ –_______ -____ -_-––
4 ❑ Doesn’t use (5.2)

---__ -_- —A_-_-L_-— —

b. Does -- use public transportation? b. I Y (6)
------------------------------------------------------------------- -—— .-- ——— —- —- —----- —- —---- —- —— ----—

2N

c. If -- had to use public transportation, would -- need the help of other persons?

-_--:: !!iY::::fl _____________________________________________________ !;; _;~::;__________ ;i__;ni;:____
60. Does

b. Dots -- not drive a car because af a disability or health problem or because of some other reason? . 20 Disability

-_--__ ._--_ -_---___ --____ --____ -____ -____: _________________________ <: -:; f:______ -____ ::____________
7a, Dacs -- use the telephone without the help of onother person?

b. Wauld -- beableto use the telephone in an emergency?

8a. During the 2 weak. outlined in red on the calendar, did -- have any vi sits from a friend, relotive or nei@mr? &a. lY
--------------------------------------------------- .-. .-... - —------------ -——

2 N (8c)

b. How many timas during that period was --

—-- ——-_____ -- —-----------------

visited by friends, relatives or neighbors? b. t n I–3 times

(Was it 3 ar more times or less than 3 times?)
30 13+tirmss

(Wos it 12 or mare times ar less than 12 times?)
2 ❑ 4-12 times

------------------------------------------------------------------- -—— ___________________________

c. During these 2 weeks, did -- go aut ta visit a friend, relative ar neighbar?

-— --

c. lY 2 N (9)
------ --------------------------------------------------------

d. How many times during that period did --

-— --- --- _-. ___ —_____ ------------ —-------

90 out to visit friends, relatives or neighbors? d. t ❑ I-3 times 30 13+ times

(Was it 3 or more times or less than 3 times?)
(Was it 12 or more times or less than 12 times?)

2 D 4—12 times

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

10. Because of a disability or health problem, how often must someone be here with --, 10. t ❑ Mos[/All 4 ❑ Never

mO~t Of th~ time, same af the time, once in a while ar never? 2D Some s ❑ Other - SpocNy~

3 ❑ Once
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