
g“yl Refer to H~u~eh~/d composition. Mark (X) for each person including
those deleted in the HIS-1.

I
i, .

The next questions are about health insurance coverage and the kinds and amounts of
income that people receive. For this family, that includes (read names, including Armed
Forces members living at home).

Tha answars to these questions will add greatly to our knowledge about tha heelth
problems of the American paople, the types of health care they receive, and whether
the~ can afford tha care that they nead. The information will help in planning health
care services and finding ways to lower costs of care.

~lmsreare several government programs that provide madical care or help pay medical
.

People covered by Medicare have a card that looks like this. SHOW MEDICARE CARD.

i a. In (month) was anyone in tha family, that is (read names), coverad by Medicare?—0

—-—— -.—— ———- —————————————-— ————-—— —————————
b. Who was covered?

Mark (X) ‘Medicare” box in person’s column.
---— _.— ——-—- ———————————————————————————————

C. Anyone else?
❑ Yes (Reask lb and c) ❑ No—-—— —--— —-—- ———— ———— ———— ———— ———— ———— ———— ———

Ask id-g as appropriate for each person with “Medicare” in lb.

d. May I please see the Medicara card(s) for -- (and -- ) to determine the typa of coverage
and to record the Haalth Insurance Claim Numbar. This number is needed to allow
Medicare records to be easily and accurately located and identified for statistical
research purposes. Providing the Health Insurance Claim Number is voluntary and
c“ollacted under tha authority of the Public Haalth Service Act. Whethar the number is
given or not, thare will be no effect on banefits and no identifying information will be
given to any other government or non-government agency.

Read if necessary The Public Haalth Service Act ia Title 42, Unitad States Code, Saction 242k.

Transcribe the number, then mark (X) the appropriate box,
---— _-— —-——. ————————————-—— ————————————————
Ask la-g for each person with “Card N.A. ” in ld.

f3. Was -- covered by Part A, that part of Medicare that pays for hospital bills?

---- ———- ———- —-—— ——————————. ————-——— ————————
f. Was -- covared by Part B, that part of Medicare that pays for doctor’s bills7

Read if necessa~: This is tha Part B Medicara plan for which --or soma agancy or
program must pay a certain amount each month.

ITEM
FA2

Refer to age.

g. How long has -- baan covered by Medicare7

Motes

—

—

A
1

—
—

.
an

b

-.

-.
c1

-.

e,

-,
f

.

‘A
2

i

—

I 5
I ❑ Civilian

1

z❑ AF living at home

j ❑ Deleted

. . .

,:.
,:”

,.

:.

,.. . ,.
I 6-

I ❑ Yes(lb)
2DN0

}
(2 on page 22)

9nDK
—————————,–7.

-
10 Medicare

(Enter “Cov” on HIS- 1.)
.———-—— —-- .—..—-.

:“;’.
,.

—————————
~

H.I.C. Number

—-—. . ()()

I ❑ Part A - Hospital only ~

2❑ Part B – Medical only

3❑ Both Part A & ParI B

4❑ Card N.A.

—————————
-EL

1 •l Yes
2DN0
9DDK

———- —————~

1 El Yes
2DN0
9CIDK

I ❑ Under age 67 {Ig)

2 ❑ Age 67 or older (NP)

I ❑ Less than 6 months

2 a 6 months, but less than
1 year

3 a 1 year, but less than 2
years

4 •! 2 years or more

90DK
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Section FA - HEALTH CARE COVERAGE - Continued
There is a program called Medicaid that pays for health care for persons in need. In this
State it is also called (State name).

!a. Does anyone in the fami[y NOW have a Medicaid or (atate name) card?

——————————.- --— ——————————————————--— ———————
b. Who is this?

Mark (X) “Has card” box in person’s column.
————--— —————-—- —————————————.—— ——- —————————

c. Anyone else?
•l Yes (Reask 2b and c) ❑ No———— ———— ———— ———— ——— ———- -——— ——— ——— ————— ——— ——

Ask 2d for each person with “Has card” box marked in 2b.

d. May I please see -- (and - -) card(s)?

Mark (X) appropriate box in person’s column. Record expiration date for each Medicaid card seen.

. . ., . . .

3a.in (month) was anyone in the family coverad by Medicaid?—.,

—-— ———————————————————————————————————————.
b. Who was covered?

Mark (X) ‘Medicaid” box in person% column,

——————-— ————--— --—— ———- —--— ———————————————.
C. Anyona else?

❑ Yes (Reask 3b and c) ❑ No——————-—— —-— -—__ —-— -— __ -—— -—— ——————————————.
Ask 3d for each person with ‘Medicaid” box marked in 3b.

d. How long has -- had Medicaid coverage?

ITEM
FA3

Refer to household composition and question 3a.

aa. During the past 12 months, has anyone in tha family raceived health care that has been or will
be paid for by Madicaid or (state name)?

—————-—— ——————————————————————————————————-
b. Who recaived this cara in the past 12 months?

Mark (X) “Raceived Medicaid care” box in person’s column.

———— -—— ——— ———— ____ ———— -——— -—— ——— ——— ———— ——— .
C. Anyona ehia?

❑ Yes (Reask 4b and c) •l No
.:

Sa. [n (month): was anyone in the family covered by any OTHER public assistance program (other
tha~icaid) that pays for health care? Do NOT includa use of public or free clinics if that ie
the only source of care.

——-— ———___ ____ ____ ____ ____ ___ ___ ____ ___ ___ -
b. Who was covered?

Mark (X) “Public assistance” box in person’s column.

————-—— ———-—-—— ____ ____ ____ ___ ———-——— —————.
C. Anyone else?

•! Yes (Reask 5b and c) Cl No

‘age 22

a.
. .
b.

-.

-.

d.

—.

—

la

z

—

ja

b

—

—

PERSON 1

Iu?L
I❑ Yes(2b)
!DNo

}
(3)

IDDK

——————- --
Tic

I ❑ Has card

———————---= —.
. .

——————————---

I ❑ Medicaid card seen
Expiration date ~

E

Czz

(Month)

E
(Day)

2 ❑ No card seen

B ❑ Other card seen - Spacify ~

UL
I ❑ Yes(3b)
2DN0

}
(4)

9nDK

————————- -—— -

I D Medicaid

(Enter “Cov” on HIS-1.)
———— ——— ———— —-

. . .
—————--— - -—-

-bL
I ❑ Less than 6 months

2 ❑ 6 months, but less than a
year

3 ❑ 1 year, but 1sss than 2 yesra

4 ❑ 2 yesrs, but less than 5 years

5 •l 5 years or more

e ❑ On and off for Ieaa than 2
yeara

7 ❑ On and off for 2 years, but
less than 5 yeara

s ❑ On and off for 5 yeara or
more

9nDK

w
1 ❑ Single person family

and “Yes- in 3a (5)

2 ❑ Other (4)

&
I •l Yes(46)

20No
}

(5)
9CIDK
.—————————

Ui_’
I D Receivad Medicsid cere

.-— -——— --- -—,— ..

,.

p
I ❑ Yes(5b)
2DN0

}
(6)

eDDK

.—— — ——— ——-

-l_X
1 ❑ Public assistance

1

(Enter “Cov” on HIS-1.)
——— ——— ——— ———

FORMHIS+IIG14

176



Section FA - HEALTH CARE COVERAGE - Continued PERSON 1

ja. In (monWbJ,was anyone in the family covered by military health care, including armed forces 6a. I 39

rst=ment benefits, the VA (Department of Veterans’ Affairs), CHAMPUS, or CHAMP-VA? I ❑ Yes (6b)
2DN0

}
(7)

9CIDK

--- --- --- ——— ——— ——— ——— ——— ——— ——— ——— —.— ——— ——— —. -—- -—— ——— ——— —
b. Was this CHAMPUS or CHAMP-VA? b. E

Read if necessary: CHAMPUS is a program of medical care for dependents of active or ratired
I ❑ Yes (6c)

militery personnel. CHAMP-VA ia medical insurance for dependents or 2❑ No (60

survivors of disabled veterans. 9❑ DK (6e)
-— __ —--- --— ———— ——— ———— ——— ——— ———— -——— ——. — ———- .—. -——— ——— ———

C. Who waa covered by CHAMPUS or CHAMP-VA? c. K

Mark (X) “CHAMPUS/CHAMP-VA” box in person’s column. 1❑ CHAMPUSICHAMP-VA

(Enter “CoV”on HIS-7.)
---- ---— ———— ———— ———— ———— ———— ———— ———— ———— ———- .— - .—— —— ———— —

d. Anyona else?

——— -

•l Yes (Reask 6C and d) •l No-——_ —--— ———— ———— ——— ———— ———— ——— ———— ———— ——— ——. -— ——— -—— ——-
e. In (month): was anyone in the family coverad by any other military health care, including armed e.

,-47-

forcas retwament benafits or tha VA (Department of Veteransr Affairs)? 1•1 Yes (m
2DN0

}
(7)

9CIDK
---- -——— ——-— ———— ———— ———— ———— ———— ———— ———— ———- .— - -———— ———— —

f. Who was covared by other military health cara? f. E
I ❑ Military

Mark (X) “Military” box in person’s column. (Enter “CoV”on HIS-1.)
---- -——— ———- ———— ——— ———— ———— ——— ——— ———— ——— ———- -—- .—— — ——— -—— ——— -

~. Anyona else?
❑ Yes (Reask 6f and g) •l No . . .

,,. , .. ..!.’:

7i% In (month), was anyona in the family covared by the Indian Health Sarvice? 7a. I u
I ❑ Yes (76)
2DN0

}
(8)

9CIDK
--- ——— --- -—— ——— ——— ——— ——— ——— ——— ——— ——— ——— ——— —- -—- .—— ——— ——— —

b. Who was covarad? b. 1❑ IHS
,-=-

Mark (X) “IHS” box in person’s column. (Enter “Cov- on H/S-l.)
---- ———- ——— ——— ——— ———— ——— ———— ——— ——— —— ——— —— ——- -—- --—— ——— ——— ——— -

C. Anyone else?
•l Yes (Reask 7b and c) ❑ No

h. (Not counting the government health programe we just mentioned,) In (month) was anyone in 8a. I 4a
the family coverad by a private haalth insurance plan? I ❑ Yes (8b)

Read if necessary: Basides government programs, paople also get haalth insurance through
2DN0

}
(a on page 34)

their job or union, through other privata groups, or directly from an
9CIDK

insurance company. A variaty of types of plans are available, including
health maintananca organizations (HMOS).

---- ———— —-—— ———— ———— ———— ———— ———— —.—— ———— ———- .— - .—— —— ———— ———— -
b. lt’a important that we hava the complate and accurata name of each health insurance plan.

What is tha COMPLETE name of the plan? If “DK”, proba: Do you hava something with tha plan
nama on it?
Record up to 4 plan names in Sec. FB, Table H./. Then ask 8c.
———- -——— ———— ———— ——— ———— ———— ——— ———— — ——— —

C. In (month) was anyona in the family covered by any OTHER private health insurance plan?
—— — — — ——— ——— ———

K.—r c.
I ❑ Yes (Raask 8b and c)
2❑ No (Section FE)

dotes

----- . ..” . . .
age 24 ,“”M“,.-S,0.,.3.
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m
PERSON 1

TABLE H.L - PLAN 1

Now, I am going to ask some questions about the plan(s) you just told me about, ~
(starting with (plan namej.)

a. Who was covered under this plan? 1a. 1•l Private inauranco

Merk (X) “Private insurance” box in person% coIumn.
(Enter “Cov”on HIS-11

--—. ——-— ____ ———-- ______ _____ ____ ____ ____ ____ ___ ____ ____ ____ .
b. Anyone else?

# ,.!!., .,, , . .: ,.,

❑ Yes (Reask la and b) ❑ No
-> - ,:. ..%.

!. In whose name is this plan? 2. p
I •l In name

Mark (X) “In name” box in person’s column. 2 ❑ Person not in houaahold

)a. Was this plan originally obtained through the
,
I

s

workplace, that is through a present or former employer In Employer . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .I
or union? I 2Cl Union . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

I }-

(3b)

If “Yes”, probe for employer or union.
3❑Through workplace, but DK whether employer or union .

I
40N0I

I }
(4)

91ZDK
—-—— ———————- ————____ ____ ————

b. Doas the employer or union currently pay for all. come,
i- ——— ——-— —— ---- ——-– —- —— -----
1 E

or none of the cost of premiums for this health I ❑ IAII (5)I
insurance plan? I 2 •l Some

I
Read if necessary: The cost of the plan refers to the

3 •l None
I }

(4)

premiums, which are regular payments I 9nDK

for health insurance coverage only, not I
for health care services. Frequently, these ~
payments are made by payroll deduction. ,

,
HAND CARD FR3. Read aach category if telaphone interview. I ~

I I ❑ Zero
L In (month), how much did [you/your family] spend for I 20.$1-$9

he~urence premiums for (~/an name)? Please I
I 3IZ$10-$I9

include payroll deductions for premmms. I 4 •1 $20-$49
~ 50$50-$99
[ 60$100-$199
~ 7 •1 $200-$499

s❑ $500 or moreI
I 9CIDK
I

ia. Does this plan pay for a variaty of haalth care services I ~

or does it pay for ONLY ONE typa of service or care? I I •l Variety of services (6)
I

2❑ Only one type of service/care (5b)I
I 9 •l DK (6)
[—-—— ———— ____ ____ ______ ____ ____ —-—— __— _ ——-- --——— -——— ——-— -—-

b. Whet type of aewice or care doas the plan pay for?
1
I

Mark (X) only one type of service.
I
I
I
I

i
[
I
I
I
I
I

I

I
1
I
I
I
I
[

[

I
I

L!u
01•l Accidents
02•l AIDS care
03El Cancer treatmant
04❑ Catastrophic care
05❑ Dental cera
060 Disability insurance (caah payments when unable to work

for health reaaona)
07❑ Hospice care
08❑ Hospitalization-only
w •l Long term care (nursing home care)
10•l Prescriptions
II •l Viaion care
98•l Other - Specify
99 ❑ DK

GO TO la FOR NEXT HI PIAN; IF NO OTHER HI PIAN, GO TO 8a

~otes

age 26 FORM HIS.3 [5.1.!
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—

—

—

la.

.-

i-

—

piiz
PERSON 2 k

I--L

1 ❑ Private insurance

(Enter “Cov”on HIS- 1)

.—-— ————___ __

,, ,.
~

1•l In name

I

RT 72 [ RT 72

PERSON 3 I 34 PERSON 4 L 34
.

. . .

. ..””

I 7 7

la. 1 ❑ Private insurance

(Enter “Cov”on HIS-1)

I

1a. 1 •l Privete insurance 1a.
(Enter ‘Cov” on HIS- 1)

.-+----- _---~ _j~_________________

i
2. 1 8 2. a 2.

10 In nama t ❑ In name

I

ht. Is fp/aq nag?e) an HMO (Health Maintenance
Organization) or IPA (Individual Practice Association), or I I •l HMO/ IPA

ia itsome othar kind of nlan? I 2 ❑ Other

Read if necesssry: Health Maintenance Organizationa, or
HMO’S and Individual Practice
Associations, or IPA’s, are plans whose
members are required to use only those
health care providera who work for or in
association with the HMO or IPA.
Sometimes thare is an option to permit
uae of providars not associated with the
Plan, but usually at greater cost to the
enrollee. Genarally, members do not
have to submit clalms for costs of
medical care services.

.— - --- ——— —— -- ——— ——— ___ ___ _
b. ~n~ar this plan can you choose ANY doctor or MUST

you choose one from a spacific group or list of doctors?

---— —.. - ————-——— ————————————
C. Do you have the option of choosing a doctor from a

profrsrred or salect list at lower cost to you?

..-
. .

7

I ❑ Private insurance

(Enter “Cov” on h’LS-1)

-——— ——— ———— —.

~
I •l [n name

&

I 9CIDK
I
I

[
I
I

I
I
I

I
I

I
I

—————————___ ___ __ —————————-cc
I ❑ Any doctor (6c)
2 ❑ Select from group/list (6d)
9 •l DK (7)

——————————————————————————
-EC

tCIYesl——

-----_______________________LE!u:____
d. If you salaot a doctor who is not in the plan, will ~

——— ——- -—— ———
EC

m pay for any part of the cost?
I 1•l Yea
I
I 213N0

I 9CIDK
I

Ask if family has at least one parson under the age of 18.
t &
I

I •l YesI
7tL Doss (plan name) pay for any of tha costs of well child I 2CIN0

care, that is visits when a child is NOT sick, but neads a I 9CIDK
chack-up or immunization? I

I
---- --—- -— -- -——— ———- ———— ———— -—— -——— ———— ———— ———— ———— ———

Ask if family has at least one female over the age of 39.
T
I UC

I •l YesI
b. Doaa this plan pay for any part of the cost for I 2C3N0

mammograms?

Read if necessary: A mammogram is an x-ray teken only of
the breasts by a machine that piesses
the braaat against a plate.

I 9DDK
I
I

I
I
I
I
I
I
I
I
I
I
[
I GO TO la FOR NEXT PL4N; IF NO OTHER PLAN GO TO 8a
I

Notes

ORMHIS.3{5.1.931 Page:
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Section FB - PRIVATE PLAN AND COVERAGE DETAIL - Continued PERSON 1

8a. In the past 2 years, has anyone in the family bean deniad coverage. or had restricted or 8a. 69

limited coverage, (under [this plan/any of tha plans you just told ma about]) because he I H Yes (8b)
or she already had a particular health condition, sometimes called a pre-axisting
condition?

2DN0

9ci DK }
(9)

.—— ——— ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

b. Who ia thie? ‘b. ‘---------E

Mark (X) “Pre-existing condition” box in person’s column.
I ❑ Pre-existing condition

———— ____ ____ ____ _____ ____ ____ ____ ____ ____ ___ __ ____ ____ ____ _

C. Anyone else?
❑ Yes (Reask 8b and c) ❑ No •1 DK

9a. In the past 2 ears, has anyone in the family applied for haalth insurance and not been
-?

9a. 71

able to get It I ❑ Yes (9b)
2DN0

9nDK }
(70)

———— ———— ———— ———— ———— ———— —-—— ———— ———— ____ __
b. Who ia this? ‘b. ‘---------E

Mark (X) “Turned down” box in person’s column.
I ❑ Turned down

———- ———— ———— ———— ———— ____ ____ ____ _____ ____ __ __ ____ ____ ____ _

C. Anyone else?
❑ Yes (Reask 9b and c) ❑ No ❑ DK———— ____ ____ ____ ____ ____ ____ ____ ____ ____ __ _ ____ ____ ____ _

Ask for each person with “Turned down” box marked in 9b.

d. Why wes -- unable to get that health insurance? Anything elsa? d.
I ❑ Because of pre- E

existing condi~lon,

Mark (X) all that apply.
as cancer or diabetes

2 ❑ Beceuse of health E
risk(s), such as
smoking or overweight

suchasconstr.&ion =
3 ❑ Because of work

worker, beautician,
fsrm worker

‘D~#~o~g~iums E

‘ •~her- Sp”cify z E

9CIDK E

oa. In the past two yaars or so, has anyone in the family decidad to stay in one job rather 10a. I
than take another job mainly because of raasons ra[ated to haalth insurance?

7s

I •l Yes (lOb)
2DN0

}
[FB1)

9cl DK
——— ——— ——- ___ ____ ___ ___ ___ ___ ___ ___ ___ ___ __

b. Who is this? ‘b: ‘---------DC

Mark (X) “Stayed in job” box in peraorr’a column.
I ❑ Stsyed in job

———. ____ _____ ______ ____ ____ ____ ____ ____ ____ __ ____ ____ _____

C. Anyone else?
,,. .,

❑ Yes (Reask 70b and c) ❑ No •l DK
.-,.-

~

ITEM Refer to age and Wa/VVb in HIS-1. I ❑ 70+ (NP)

FBI Mark (X) first appropriate box.
FB z❑ Wfa/Wb marked (Check
1 Item F82)

s ❑ Other (PW

ITEM
~

FB2
Refer to 2 for ALL plans in H\. FB

2
I ❑ Any “In name. (NP)
8 ❑ Other (77)

11. Was health ineurance offered by -- employer? Il. 1❑ Yes

}

~

20No (NP)
9CIDK

.. , ., .,. ., ,.

&

ITEM Refer to Age and “Cov.” on HIS-7. ~~ I ❑ Covered (13)

FB3 Mark (X) firat appropriate box. 3 2 n Not covered,
under 65

}
(12)

3 ❑ Not covered, 65+

If no other persons in tha family, Skip to 14 on paga 40

.—- -. ,.-,.M“K..,-,..
ige =4 . . ... . . ,. . .



Section FB - PRIVATE PLAN AND COVERAGE DETAIL - Continued
HAND CARD FR4. Read each category if telephone interview. If “Not covered 65 and over, ”
include “or Medicara”.

IZa. Many people do not have health insurance for various reasons. Which of these
statamants dascribes why -- is not covered by any health insurance (or Madicara)?

Anything else?

Mark (X) all that apply.

——-— .—— ——-—— ——————————————————————————
Ask if more than one box is marked in 12a, otherwise transcribe number of box marked without asking

———

b. What is the MAIN reason -- was not covered in (month) by any health insurance (or Medicare

Record number from Cerd FR4.-— -- ———— —--— ———— ———— ———— ———— ———— ———— ———— _—
C. Whan was the LAST time -- had haalth insurance?

—--- ———————————————————————————————. _—— _ _—
HAND CARD FR5. Read categories if telephone interview.

d. What was the MAIN reason -- stopped being covered by health insurance?

Mark (X) only one.

——-— ——————————————————————————————————————
e. At tha time that -- stopped being covered by health insurance, did -- try to find some

other type of health insurance?

-— __ -— -- -——— ——————————————————————————————
f. What was the MAIN reason -- was unable to find some other type of health insurance?

age 36

—

—

2a

.-

b

.-
C

d

e

‘i

—

RT 85

PERSON 1 ~

DI H Job layoff/loss/ E
unemployment

“u ::;:y:pd by E

03❑ Not eligible because ~
part time worker

04❑ Family coverage not ~
offered by employer

m ❑ Benefits from former ~
employer ran out

06❑ Can’t obtain because ~
of poor health, illness,
or age

07❑ Too expensive
Can’t afford

m

previo.;iria.rance =
Da❑ Dissatisfied with

os ❑ Don’t believe in
EEz

insurance

‘“n ::;:~::ye:y E

needed insurance

“n :::::;a:y some E

12❑ Too old for coverage ~
under family plans

“n :~::~p:s IzzzI

readily available

9a❑ Other reason -
Specify z EEz

33-34
99❑ DK (72c)

— ——

-–––––-w

Main reason

— — —

----- –-E
I ❑ Less than 6 months ago

2 ❑ 6 months ago, but
less than 1 vear ago 1 (72d,

‘J3 ❑ 1 year ago, but less
than 3 years ago

4 ❑ 3 or more yeara ago

}

(FB3
5 ❑ Never had health for

insurance NP)
9 ❑ DK (72e)

— ——— ——— ——— ——

k
N ❑ Loat job or changed

employars

w ❑ Spousa/parent lost job or
changed employers

33 ❑ Death of spouse or parent

34 ❑ Became divorced or
aeparatad

05 ❑ Became ineligible
bacause of age

os❑ Employer stopped
offering coverage

n7❑ Cut back to part time

D8❑ Benefits from empiOyer/
former employer ran out

w ❑ Other- Specify ?

99 ❑ DK

—————————
-E.E

I •l Yes(72f)
213N0

9CIDK }
(FB3 for NP)

----------EC
I ❑ Could not afford

2 ❑ Was rejected

}

(FB:
a ❑ Other reason - Spacify z for

NP)

9DDK J

FC+MHIS.3{S14
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Section FB - PRIVATE PLAN AND COVERAGE DETAIL - Continued PERSON 1

Sa. In the past 12 months, was there any time that -- did NOT have AM health insurance 13a. 42

or coverage? I ❑ Yes (73b)
2DN0

9C!DK }
(FB3 for NP)

——. — ———— ____ ——— ___ ____ ____ ___ ____ ___ ___ ___

b. In how many of the past 12 months was -- without coverage?
———

‘b. –––––––––7 43
I❑ 1 month or less
2 ❑ 2-3 months
3 ❑ 4-6 months
4 ❑ More than 6 months

9CIDK

———— ———— — ——— — ———— ——— ———— ——— ——— ——— ——— ——— ———- —— ——— ——— ———— ———

HAND CARD FR5. Read each category if telephone interview. @

C. What was the MAIN reason -- was without coverage? c. 01❑ Lost job or changed
employers

\

02 ❑ Spouse/parent lost
job or changed
employers

03 ❑ Death of spouse
or parent

040 Became divorced
or separated

050 Became ineligible
because of age

(FB 3
for

o&l Employer stopped NP)
offaring coverage

070 Cut back to part time

osU Benefits from
employer/ former
employer ran out

9s ❑ Other - Specify ~

99CI DK /

HAND CARD FR6. Read each category if telephone interview.
46

1 ❑ Zero
a. During the past 12 months, about how much did [you/your family] spend for medical 14. * ❑ l-ess than $5@J

care? Do NOT include the cost of over-the-counter ramesfies, the cost of health
insurance premiums, or any costs for which you expect to be reimbursed.

3 ❑ $500 – 51999

4 ❑ $2,000-$2,999

5 •1 $3,000-$4,999
6 •l $5,000 or mora

9nDK

I 47

I ❑ All the time

ITEM About how often did the Respondent appear to answer the questions in 2 ❑ Most of tha time

Sections FA and FB accurately? F4B 3 ❑ Some of the tima

FB4 4 ❑ Rarely or never

9CIDK

48

I ❑ All the time

ITEM ;:;;::~Ao::;:;d:::e:~ondent appear to answer the questions in
FB 2 ❑ Most of the time

FB5 5 3 ❑ Some of the time

4 ❑ Rarely or never

9CIDK

ITEM .Efmrthewrsonnumber of the Respondent. If more than one, enter the person number FB
I 49-so

FB6
of the one who answered the most questions in Sections FA and FB. 6 Person number

Jotes

-- . . . . . . . .
age 38 WJHM HIS.. 15.1.S
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CARD FR3

1. Zero

2.$1-$9

3. $ 10-$ 19

4. $ 20-$ 49

5. $ 50-$ 99

6. $100-$199

7. $200-$499

8. $500 or more

~mwnw”
.,. -----

(*
k,.
If
1$

HI““,*”Ma Pw. 31 ;~

CARD FR5

01. Lost job or changed employers

02. Spouse/parent lost job or changed
employers

03. Death of spouse or parent

04. Became divorced or separated

05. Became ineligible because of age

06. Employer stopped offering coverage

07. Cut back to part time

08. Benefits from employedformer
employer ran out

98. Other (Specify)

m-
,. . . . . .

:d:y

mIutwl*,W Pane 33
;~z
,a

CARD FR4

01. Job layoff/lose/unemployment

02. Wasn’t offered by employer

03. Not eligible because pafi time worker

04. Family coverage not offered by employer

05. Benefits from former employer ran out

06. Can’t obtain because of poor health,
illness, or age

07. Too expensivelCan’t afford

08. Dissatisfied with previous insurance

09. Don’t believa in insurance

10. Have usually been healthy, haven’t needed
insurance

11, Covered by some othar plan

12. Too old for coverage under family plans

13. Free/inexpensive source of care readily
availabla

98, Other reason (Specify)

-mm .,= Page 33

CARD FR6

1. Zero

2. Less than $500

3. $ 500-$1,999

4. $2,000-$2,999

5. !)3,000 -$4,999

6. $5,000 or more

-M.m!,. m P.so 34
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