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FoRM HHCS-5 4 o NOT!CE Pubtlc reportmg burden for this collection of informationis
22000 U S DEPARTMENT OF COMMERCE | estimated to average 10 minutes per response, including the time for
o Economics and Statisties Administraion. . = | feviewing Instructions, searching existing data sources, gathermg and

. ACTING AS COLSECI\T‘?N%SA%%E‘ETE’;‘(% e - | maintaining the data needed, and completing and reviewing the COHBCt]OIﬁL .
DEPARTMENT OF HEALTH AND HUMAN SERV‘CES - ' of information. An agency may not conduct or sponsor, and a person is

U.S. PUBLIC HEALTH SERVICE - not required to respond to a collection of infarmation unless it displays a

 CENTERS FOR DISEASE CONTROL AND PREVENTION. | currently valid OMB control number.: Send comments regarding this. = -
. NATIONAL CENTER FOR HEALTH smnsncs ' o | burden estimate or any other aspect of this collection of information,

’ - | including suggestions for reducing this burden to CDC/ATSDR Reports
D‘SCH ARGED P AT'ENT - Clearance Officer; Paperwork Reduction Project (0920-0298) 1600 Clifton .
o ‘Road, MSD-24, Atlanta, GA 30333. Information contained on this form

QUEST'ONN AIRE o o which would permit identification of any individual or establishment has

. geen cgitfected with a guarantes trt\at it \grll bedhetcll] in stgct é:onlfndegce, will

o e used for purposes stated for this study, and will not be disclosedor

2000 NATIONAL HOME AND«« .| released to others without the consz;nt of the individual or estabhshment .
HOSP]CE c ARE SURVEY . 22 ;S:So(r:dzagzcg )w:th Section 308(d) of the Public Health Sewtée Act «

L Secdion A= ABVINSTRATIVE FORMATION . .- @ -

1. Field representatlve name 2. FR code

3 Date ofmterv;ew L
Ay Vear

| Sestien B= PATIENT INFORWATION

o

1. Discharged patient ine nuimber ————

" C‘W\ﬁ,@ @F Mﬂgﬁx@%

01 El Complete
02 Partial o . ..
3 - Patlen’t mciuded m samptmg hst in error f Explam m NOTES sectmn. '

sl Refused ,
061 Assessment only . ' ‘ '
. D Unable to locate | reco rd Explam in NOTES sectton.
e[ llessthan6 dtscharges selected | ’
- o3[ ] Other noninte rview — Explam in NOTES sectmn.

’{f‘mDNo descharges e e -

01 [3 Mark (X) th/s box n‘ comments are wntten in thzs sectlon or any other place on th/s questtonnalre




Read to each new resp

ondent.

In order to obtain national level data about patients who are dlscharged from hospices and home health
agencies such as this one, we are collecting information about a sample of discharges. | will be asking

sampled discharge.

survey ana

Ifnot,
discharged patient forms while the r

ask the res

much

yondent to get it/the

What was this patient's sex?

The information you provide will be held in strlct confldence and will be used ONLY by persons mvolved m the
only for the purposes of the survey.

In answering these questions, it is especially 1mportant to locate the mformation in the patsent s medxcal .
ecord. Do you have the medical file(s) and record(s) for the selected dlscharged patlent(s)? o

questions about the background heaith status, treatment, soclal contacts, and hilling mformatlon for ea'ch

n prior to beginning

he interview. Fill sections A and B on the front of all the

espondent gets the records. If no record is available for a patient, try to obtainas.
information as possible from Whatever admmlstratlve records are available and/or from the respondent s memory

l
|
{

—t

01 DMale ,
02 _JFemale

i

 Age (at discharge)

Day Year

Month ;
OR._

OR -
' Months .

Years

021

|
|
i
|
1
I
i3
1
i
|
i
|
!
!
|
[
:

o1 DAmencan Indlan
0z2[ 1Asian

o1l 1Yes
No
03 D Don t know

or AiaskaNative:‘ ‘

03 1 Black or African American

o4 [_] Native Hawaiian or other Pacific Islander
05 ] White , Z
06 [ 1 Other = Specify z

NOTE Hispanic i is NOT a race.
o7 D Don t know

o1} Married

2. What was her/his date of birth?
3a. Was she/he of Hispanic or Latino origin?
HAND FLASHCARD :
b. Which of these best described her/his race?
Mark (X) all that app}
PROBE:  Any others?
4. What was her/his marital status at the
time of discharge? '
Mark (X) only one box.
HAND FLASHCARD 2
5a. During the episode of bcare that ended on
of discharge), where was she/he living?
Mark (X] only one box.
b. Was she/he living with family members,
nonfamily members, both family and
nonfamily members, or alone?

02l Widowed
03[ Divorced

o4 |Separated

os [ I Never married

o[ _ISingle
o7 I Don't know

01[ | Private residence (house or apartment)
02 [ 1 Rented room, boarding house

01 L1 With family members

03[_| Retirement home or apartment, mcludmg elderly housmg », .

04[] Board and care, assisted living, or residential care facility

o5} Nursing home, hospital, or other inpatient health facullty :
_ lincluding mental health famhty) SKIP to item 6 lntroductzon:;_.

o6 | Other = Spectfy z

0z L] With nonfamily members » ,
03 [l With both family members and nonfamlly members

0a[ JAlone

05 | Don't know

Page 2
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HAND FLASHCARD 3

o1 1 Self/Family
02 (1 Nursing home
03[ | Hospital
Aark (X] all that apply. o4 Phvsician
o5 [ | Health department
o6 [_] Social service agency

6. Who referred her/him to this agency?

PROBE: . Any other sources?

I
| o7 [ ] Home health agency ;
[| o8 D Hcrspice' v . = Chman »
1.+ os LI Religious organization
10| Health maintenance organization
11[][:;: nd/Neighbor ,
: 12[_] Other - S L,cny e
12[ 1 Don’t know
- g‘gmfs‘é"ﬁtflli (t’ﬂ;ep:f'llc;‘:{[gfliare Month | Day Year o[ ]Only an assessment was done
- which ended on (Date of discharge)? : ; for this patient (patient was not
: | . provided services by this agency)
8a. According to the medical record, ' .
what were the primary and other | 01L No diagnosis '
diagnoses at the time of her/his I o2 ] Admission diagnoses unknown
(discharge/assessment)? I
L : L Primary: 1
ROBE: Any other diagnoses? I E
1
: Others 2
[ 3
i 3 _
|
i
l 4
]
5
' 6
Refer to Q7. If ONLY an assessment ! ;
was done for this patient, END THE 011 No diagnosis
NTERVIEW AND MARK STATUS | o2l 1Sameas 8a , , _
CODE "06" IN SECTION C ON THE Loz scharge diaghoses unknown =
COVER. THEN GO TO the next i e e e i
discharged patient questionnaire. !
Dt
If the patient was admitted to the ety
agency and provided servic y the
agency, CONTINUE this interview ! .
v , . Others: 2
b. According to the medical records, o
what were her/his primary and other | -
diagnoses at the time of discharge- | =~ = Y- ——eee—_— T
that is, on (Date of discharge)? !
b
PROBE: Any other diagnoses? !
v !
: 5
5]
{
¢: According to the medical record, did : o1 ] ves
she/he have any diagnostic or i
surgical procedures that were ] 1
related to her/his admlssmn to this i
_agency? i
i 2
! zr—]fdo'gr dtires
{ £ L

FORM HHCS-5 (3-27-2000) Page 3



!.__.._,_, - . - - I

HAND FLASHCARD 4. e
8d. Why was she/he discharged? : 02 [ Stabjlized ,
1 03[ ]Family/friends resumed care ,
Mark (X) only.ane box. 04[] Services no longer needed, treatment plan completed
05 [_INo longer eligible for service/no longer home bound

- | Transferred to inpatient care
06 | Hospital

07 L] Nursing home »
o] Other lnpatlent or resrdentlal care — Specrfy;

09 [: Transferred to another form of outpatient or |
Specify 7 L

10 L Moved out of area
L1 D Deceased
! . .

12 ] Other— Specif

x

132 Don't know -

9. - What type of care was she/he receiving at
the time of discharge? Was it home
health care, home care; or hospice care?

o1[ ] Home health care or home care
02 | Hospice care

~ 02allIn the home or usu
02b | Inpatient

S0

place of residence

10a. Did she/he have a primary caregiver

outside of this agency? 01L]Yes
OZDNO"»' } SKIP to itern 11
0z [ ] Don't know v

. -Did she/he usually live with (her/his) primary

caregiver? , L 01[1Yes
02[INo ‘
03[ ] Don't know

HAND FLASHCARD 5, 011 Spouse v
c. What was the relationship of the primary 02[] Pare . v
caregiver to the patient? oz 1 Child, including daughter- or son-in-law

04 [ Sister or brother, including sister
05 [] Other relative ~ Specify

Mark (X) only one box. or brother in-law “

o6 | Fnend or neighbor ' L
071 Paid help or staff of facility where patlent resides
os [ Other - Specity »

09 [ 1 Don’t know

Page 4 FORM HHCS-5 (3-27-2000)




[

i ;
HAND FLA" HCARD 6. v 1+ 00l No aids used
i o
Durmg the 30 days prlor to (discharge/death), 9 [ ] Bedside commode
. which of these aids or special devices did | 02 [ ]Blood glucose monitor
she/he regularly use? t 03[ ]Cane, crutches
1 . St : «
Mark (X) all that app,y ’ 04vD Bentures (full or rtial)
”””” - ’ . 05[] Elevated/raised toilet seat
PROBE: Any other a'dS? i 06| Enteral feeding equipment
; o7 L1 Eyeglasses (including contact lenses)
| 08 ] Geri~chair5,§ |ift chairs, other specialized-chairs
1 o09[ ] Grab bars :
: 10 Hearing aid
. 111 Hospital bed
t 1211V therapy equipment
: s Mattress, special (eggcrate, foam, air, gel, etc )
. 141 Orthotics, including braces ' ~
- 1 15[ ] Overbed table
b :
| aesp'.m y therapy equipment
| ; 16 [ ] Oxygen {including oxygen concentrator)
| | 171 Other respiratory therapy equipment
Lo v . ' :
i 18[] Shower chair/Bath bench
: 191 Transfer equipmen
20 IWalke
i 211 Wheel chair - Manually operated
’1 22 [ 1 Wheel chair - Motorized lincluding scooter)
23] | Other - Specify '
I ¥
|
]
|
|
' S L L
; For items 12 through 17, use the phrase "AT THE TIME OF DISCHARGE ON (date of
DLMSJ bl TL UCGHION discharge): if the patient was discharged alive. Use the phr‘ép *IMMEDIATELY PRIOR TO
LCM DEATHY if the patient was discharged dead. ] o
For ltems 12a—13b refer to item 11. : {I o1 lves
12a. (At the time of discharge on (date of d:scharge)l 2 [INo........ g o .
' Immedlatety prior to death), did she/he have any | 03 [ ] Not applicable (e.g., comatose) .. ¢ SKIP fo item 13a
difficulty in seeing (when wearing glasses){ . 04 1Don’t know . J
- . b - 4
HAND FLASHCARD 7. ! 01[]Partially impaired
b. Was her/his sight (when wearing glasses) | ' [ Severely impaired
¢ artially, severely, or completely impaired as ! 1 Completely lost; blin
defmed on this card? ! 04[] Don’t know
13a. (At the time of dlscharge on (date of discharge)l | g, [yes
: Immedlateiy prior to death), did she/he have = N :
any difficulty in hearmg {(when wearing a - O - P
hearing aid)? . 03[ Not applicable (e.g., comatose) .. r skip to item 14a
i o4l 1Dont know ‘
£ 2 Jois
 HAND FLASHCA'BD 8 : 01[] Partially impaired
_b. Was her/his hearing {when wearing a hearing | 02[]1Severely impaired
aid) partially, severely, or completely I o3[ ]Completely lost, deaf
impaired, as defined on thls card? : : “mDon't know
14a. (At the time of d;scharge on (date of dischargell | 1] Yes
Immediately prior to death), did she/he have o2 LN
an mdwetlmg urmary catheter or urostomy? ;%2 = SKiP to item 1
;03[ ]Dontknow ...
b. Did she/he receive assistance from your il dYes o
agency staff in caring for this device? L NG SKIP to itern 163
[ A el e e e T el ML e e e e Bt
ol Denttknow e J
: | : i
FORM HHCS-5 (3-27-2000) Page 5




. (At the time of dnscharge on (date of discharge)
Immediately prior to death), did she/he have any
difficulty in controllmg (his/her) biadder? ,

01 1Yes
02 INo

o3 linfant

o4 I'Don’t know

' {At the time of discharge on (date of dlscharge)l
immediately prior to death), did she/he havea
'cotostomv or :Ieostomy?

01[1Yes

. Did shelhe receive assistance from your agency
staff in carmg for this device? '

(At the time of discharge on (date of discharge)l.
Immediately prior to death), did she/he have any
. difficulty in controlling (his/her) bowels?

- HAND FLASHCARD 9.

. During the 30 days prior to (d|schargeldeath), did

__she/he receive personal help from this agency in
_any of the followmg activities as defmed on this

_card -

Mark (X) one box for each activity
- Bathing or showering? '

A
|
|
f
!
L

. Dre'ssing?

- ,Eatmg?

LT R R e T

02 1 Don't know

.........

01[]Yes
02 INo
o3[ linfant

04 1Don't know

—

Not applicable

Transferrmg in or out of beds or chalrs?

e Walkmg?;

| Yes 'No Don't know | le.g., patient
| . was bedfast}
: E'
‘ « ]
: . \ ! :
: . - 1 :
\ i o1l l o3[
o i v
. Looonnld o3[
£ ot § i i : g i
. : ; 1[, .
. 01 ] oz ] \
ool oa[ ]
T - ,
o

Sl 1

Using the toilet room? | o1l 21 o3[ 1
. HAND FLASHCARD 10. L L o | Not applicable
19. During the 30 days prior to (discharge/death), did i Yeg No . Don t knkow ésa%b';?j?aeg
. she/he receive personal help from your agencyin | L 2 o
anvdof the followmg actnvnties as defined on this !
- card -~ ; o
v - , b
. Mark (X) one box for each activity. P , , ‘ ,
* a. Doing light housework? i_ o] 02[] o3l oal ]
b Managing money? " f o1} 0z[] o3l osl ]
" ¢. Shopping for groceries or clothes? ' o1l ) o3[ lif sl 1
d ,Usihg:the fetephone (dialing or receiving calls)? ol 02 oz ] 0s[]
e. Preparmg meals? k ; ): o1l 02[] oz oal |
i f. Takmg med:catlons? : 01 ‘[:l‘ b 02 [ o3l 041
NOTES

Page 6
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_ HAND FLASHCARD 11.

20a. Durmg the 30 days prior to (dlschargeldeath),

. her/him BY YOUR AGENCY?

Mark (X) all that appiy

v fPBOBE. Any other sery:ces»?ih‘j”fy |

00[_] None v
01 DComp_anion 'serf\klikce:slbk .
o020 continuous home care
, 03[ Counseling o

05 ] Dletary/nutntlonai serwoes

06 l:] Durable medical equnpment and supplles‘\

07 ] Enterostomal therapy _
OSDHomemaker—household servsces .
oa{ v therapy ‘ o
10l Meals on Wheels.
111 Medications .
.12 D Occupatlona! therapy
 13[IPastoral care
1l ]Personal care
B D Phystca! therap\/

hich of these services wﬂe&re‘ provided to |

170 Psychalogical services

50| | Respite care ;
. Skilled nursmg serv;ces
_ m Social services
= 23l ] Speech therapy/Audrology
ol Spsmuai care
o :25[] Transportatfon fffff -
L 2 ] Vocational therapy .
. DVoEunteer services
. ‘l':f,_‘,,,-,zs D Other. high tech care le. g entera[ nutrltton dxaIVSIs)
- 2 D Other servnces Speon‘y Z o

02 ] Dental treatment serv%ces L

16 ] Physician ser\(ides

18| Referral services
19 I | Respiratory therapy

HAND FLASHCARD 12,

b Durmg the 30 days pﬂor to (dlschargeldeath),

FROM YOUR AGENCY V!Slted herlh:m’ ,
 Mark (X) all that apply. /

; PROBE Any other provnders"

ool None
01l I Chaplain .
o2 Dietitians/Nutritionists =~
03[ JHome healthaides =
o4l Homemakers/Persoﬁal caretakers
ool Llcensed practlcal or vocatlonal nurses -
oaD MentaE health specnahsts . ’
o m Nursing aides and attendants
08 [ ] Occupational therapists =

NOTES

htch of t!tese servme prov:ders

~ os[]Physical therapists
~ 10[1Physicians -
11 Registered nurses

120 Respiratory theraplsts

13 1 Social workers

o [ Speech pathologlsts/Audsologlsts
’.15 D Volunteers '
o 16 D Other provuders Specn‘yz

FORM HHCS-5 (3-27-2000)
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- ... .

HAND FLASHCARD 13.

21, What was the PRIMARY expected source of
payment for her/his entire episode of care?

Mark (X).only.one source.
For the solirce of payment ask.

Is the (source of payment) for home health care
or-hospice care?

NOTES

01 D Medlcare ...... o '

Home Health:

" a Feeforservice Medicare . .. ... ..

. b. Medicare HMO . . . ,

‘ozDMedacard. L L o

“a. Fee-for-service or traditional Medlcald
,/b. Privately insured through Medicaid

02| | Other government medical assistance | |

04| Private insurance .. ..

a. HMO oriPA .. .. '
. b. Indemnity plan or PPO
c ,Ofcher = Specn‘y;

§ 0‘5 D Own income, family support, Social

_Security benefits, retlrement funds or

welfare .. .0

06 D Supplemental Secu rity

Income (SSf) ........

agenmes ...........

08 Veterans Administration
09 [1CHAMPVA/CHAMPUS _
10 ] Othermilitary medicine

1 L] Other - Specify 7

o7 D Religious orgamzatlons, foundatnons,

13 1No charge made for care

120 Payment source not yet determnned, L

Care
o1 [
012 ]

o[ '

4 ozfjf
ozall
oobl ]

sl 1

0s[]

o4al |
- oab[ ]

Coill
otal 1

o]
- 022 D -
e
=
ol
oosal ]l
oap[ 1

- 04;5 D
05 D

’ ;"06 gf’:,ﬂ;
- 07. D f

, og),‘l:}:_
‘ 16 D

.
SKIP to item 24
SKIP to item 25

'1Dv

HOSpiCE
Care

Page 8
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to this patient for the period of care that

ended (date of discharge)? Monthi . Day XYesr

|
HAND FLASHCARD 13. | Home Healthy. " Hospice
e ALt d , P | ; = Care Care
. at were the secondary sources of 0 e
payment for her/his entire episode of care? | % Ll N? secondary sources
‘ 1 011 Medicare ' o011 o1
. Mark (X) al’ thata p/y. el IV B G h e e o i A e B S e o R s Se BT e
; i ‘ ' : a, Fee-for-service Medicare . .. ... .. .. o1a ] oal]
- PROBE: Any other sources of payment? | b. Medicare HMO . . .. ... .%o .. o1 ] o]
‘%x tbi source of p)gvment atskf ; bl 2 LiMedicaid 0o v i oo 02 ] o2 ]
. ;c;:: :)reh(g:glrgz c;aeea_}/men Jferhome healt , : a. Fee-for-service or traditional Medicaid . 02a [] 02a L]
o | b. Privately insured through Medicaid oo ] o2b ]
. : 03[ ] Other government medical assistance 03] 03]
: oa [ IPrivate insurance . ... ... .......... 04[] oa ]
o a HMOOrIPA . ... ... .. . 000 o4a [ ] 04a ]
: b. Indemnity planor PPO ... ... L. oap ] oan [
i - C. Other — Specify 5
i ;
]
i
|
I
: o4c [ oac L]
l' 05 L] Own income, family support, Social
i Security benefnts retirement funds; or
[ welfare . . s sl o5 ] 05[]
I 06| Supplemental Security :
1 Income (SSD. . . vvvivi i o6 ] 06 [
: o7 1Religious orgamzatlons, foundations;
i agencies ool e e o7 o7 ]
]1 os [} Veterans Administration ... ... ... os ] 08 []
0o 1CHAMPVA/CHAMPUS .. .. .o oui.. os [ ] 0[]
: 10 ] Other military medicine. .. .......... 10[] 10 []
\ 11[]Other - Specify
!
|5
|
L
|
: 11 11 ]
23a. What was the last amount billed for her/his | ‘ ‘
care, including all charges for services, | chcal ‘amount‘
drugs, special medical supplies, etc., before .| '
discounts or adiustments? , oy
s .00
|
on I Don know } : :
1 , SKIP.to item 24 .
i 021 Not billed yet
| , ;
 b. What dates are covered by the amount | ; ;
b'lled? i. | Month | Day Year Month'| Day Year
il to
|
|
i
24. Which best describes the way this agency L T 1Based e Jided
was/will be) reimbursed for the total ! ased on setvices provide
f':harges? ) ; I 021 Capitation (services provided under a capitation
;; | agreement or by salaried staff in an HMQ)
! 03[ Don't know
« e —
25.  When was the last time service was provided
x
l
|
L
!

FORM HHCS-5 {3-27-2000) Page 9



FR Date Check - Prior to [eavmg the agency, you must verify the dates you entered in other sections of this ,
questionnaire. Copy the dates below to the space provided. Check that the dates go from the oldest to the newest and
. are logtcal Correct errors by refemng to the pattent records and/or agency staff

_ . . ; | M‘on;th ' Déy o
te of Birth - Que.stio‘n”ﬁz\;on -‘page“z'é . jv . e : .
‘ ' ‘ ” :\ { [ Menth | Day e |
_ Date of Admission — Ques/tion'fon pég:é‘ 3 . i "
v ' , ; .;Month ' >D‘ay ' Ye'ar
time se /ice b“rovid ad - Question 25 on page 9 : . i »
; i k N.Eonthb :Day' ] © . Year
Llscfa'rgé - It’e:'“h B2 on bévér_ :
‘ : E Month Déy - Year
Date of-lntewiéw - ltefnﬁA:; ,Qn,éiover . i ;

 NOTES

FILL SECTION c ON THE COVEB OF THIS FORIVI AND CONTINUE
WITH THE NEXT DISCHARGED PA TIENT QUESTIONNAIRE
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