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BUREALN OF THE CENSLUE
| ACTING AS COLLECTING AGERT FOR THE
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NATIONAL CENTER FOR HEALTH STATISTICS

DISCHARGED PATIENT
QUESTIONNAIRE

1998 NATIONAL HOME AND
HOSPICE CARE SURVEY

NOTICE - Public reporing burden for this coltection of information is
estimatec (o average 10 minutes per response, including the time for
reviewing instructions, searching exisling data sourtes, gathering and
maintaining the date needed, and completing and reviewing the eal_lwtiun of
information. An agency may not conduct or spenso”, and & parson is not
required 1n respond to & collaction of information unless it displays & currantly
valid OMB control number. Send commaents regarding this burden estimate or
any other aspect of this collection of information, inzluding suggestions for
reducing this burden to DHES Reports Clearance Officer; Faperwark Reduction
Project (0820-0298) Room 521-H; Hubert H. Humphray Bidg.; 200 .
Ingdependence Ave, SYv; YWashingron, DC 20201, information comteined on this |
farm which would permit identification of any individual or esteblishmant has
been collested with & guarantee that it will be held in strict confidence, will be
used for purpeses stated for this study, and will not be disclosed or releassd
1o others without the eonzert of the individusl or establishment in accordancs
with Section 308(d, of the Fublic Heal:h Service Act (42 USC 242m).

Section A - ADMINISTRATIVE INFORMATION

1. Field repr&sentativé name

2. FE code 3. Date of interview

| Month | Day Year

Section B - PATIENT INFORMATION

1. Patiert name or other identifier
First 1 ML | Last

I |
I |

-

2. Patient line | 3. Date of Discharge

number | Monah | Day ! “Year

Section C - STATUS OF INTERVIEW

01 _J Complete
oz _] Partial

o2 _] Patient included in sampling list in error
o4 _| Incorrect sample line number selected

ps _] Retused

o0& _] Aggessment only

¢ J Unatle to locate record
o8 ] Less than 6 discharges selected
oo (] Cther noninterview - Specify

100 No discharges

MNOTEE
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Read to sach new respondert.

In order to obtain national level data about patients wheo are discharged from hospices and home health
mgenciss such as this one, we are collecting information about a sampie of discharges. | will bé aiking
guestions about the background, health status, treatment, social contacts, and billing information for each
sampled discharge.

The information you provide will be held in strict confidence and will be used ONLY by persons invoived in the
survay and only for t_ht purposes of the survey.

In answaring thase quastions, it is especially important to locate the information in the patient’s medical
racord. Do you have the medical fileis) and record(s) for (Read nameis/ of selected discharged patient{s}j?

If not, ask the respondent to get it'them prior to beginning the interview. Fill sections A and B on the front of all the
discharged patient forms while tha raspondent gets the records, If no record is available for a patient. try to obtain as
much informaticn as possible from whatever adminisirative records are available end/cr from the respondent’s memory.

1. What was ...'s sex?

w1 [ Male
o2 J Farn_ala
Z. What was ...’s daie of birth? Age (at admission)
' “Month | Diay Year
[ OR 03
Years Months

3e. Was . . . of Hispanic or Latino origin?
p1 [ Yes
02 LI No

03 O Don't know

HAND FLASHCARD 1.

b. Which of these best described . . ."s race?

o1 [ American Indlan or Alaska MNative

0z [ Asian

03 [ Black or African American

ps O] Native Hawaiian or other Pacific Islander
o5 [ White

os | Other = Specify
o7 O Don't know

Mark (X, one or mars hoxas.

4. Wheat was .. .'s marital status at the time of
discharge?

Mark (X, only one box.

o1 C Married .
0z [ Widowed |
o3 O Divorced

b4 | Separated ‘
os [ Never married

us [ Single |
07 [ Don't know

HAND FLASHCARD 2. : .
01 [ Private residence {house or apatment)

S5a. During the episode of care that ended on (daie 0z [ Rented room, boarcing house

of dischargel, where wes . . . living? n: [ Retirement home

Mark (X! anly ore box. 04 [ Board and care, assisted living, or residential care facility
g5 [ Nursing home, hospital, or ather inpatient health facdi

{including mental health faclity) = 5KIF 1o itern 6 Introduction
06 (] Other - Specify 7
b. Was . . . living with family members, nonfamily
members, both famiiy and nonfamily membars, o1 L With family members
or alone? oz O With nanfamily meambars

0z (] With both family mzmbers and aonfamily members
e ] Alcne

T
|
|
|
|
[
|
|
|
|
|
|
i
|
i
|
|
T
|
|
|
|
I
|
I
|
1
I
T
I
i
I
I
|
I
|
I
|
i
]
I
I
I
I
I
I
I
I
I
I
I
I
I
I
|
I
i
I
I
i o5 Ll Don't know
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Resd tha introdustory paragraph for the Social Security Number only once for each respondent.

As part of thia :uwm, we would like to have . . ."s Social Security Number. Provision of this numbaris

voluntary sand provi

ng or not providing the number will have no effect in any way on . .."s benefits. This

numbaer will be useful in conducting future follawup studiss. it will be used to match ngainst the vital

statistics racords maintained by

tha National Center for Haslth &

the authority of Saction 306 of tha Public Haalth Sarvica Act.

tatistics. This information is collactad ulull;r

What was . . ."s Social Sacurity
Numbar?

Social Security Number

o1 [] Refused
0z [J Don't know

HAND FLASHCARD 3.
Who refarrad . . . to this agancy?
Mark (X} alf that apriy.

PROBE: Any other sources?

o1 [ Self/Family

02 [J Nursing home

o3 [J Hospitzl

o4 [] Physiclan

o5 [J Health department

os L] Social service agency
o7 [J Home health agency
e (] Hospice

os [J Religious organization
10 0 Health maintenance organization
11 [ Friend/Neighbaor

12 [J Other - Specify
120 Don't know

What was the dataof .. .'s

admission for tha period of care

. which ended on (Cate of discharge?

]

]

Month Day Year

oo ] Only an assessment was done
for this patiert {patient was not
provided services by this sgency)

T
I
I
I
I
I
I
|
|
|
1
1
|
1
[
1
1
i
I
I
I
I
I
|
I
|
I
1
|
|
|
|
|
1
|
I
1
1
|
i
1
I
|
1
i
1
1
i
|

8a. According to .. .'s medical record, : ;
what were the primary and other oo [J No diagnosis
diagnoses at the time of . . ."s
admission thal endad with thia
{discharge/azsessment)? Primary: 1 i
PROEE: Any other diagnoses? Others: 5
3
&4
B
1 6
i
Refer to O8. If ONLY an assessment 1 = . :
was done for thus patient, END THE g A LI No diagnosis
INTERVIEW AND MARK STATUS 1 01 Same as 9a
CODE =05~ IN SECTION C ON THE |
COVER. THEN GO TO the next I Primary: 1
discharged patient questionnaira. [
I Others: 2
If the patien! was admittad to the I
agency and provided servives Ly the I
agency, CONTINUE this interview. I 3
|
b. According to .. .'s medical records, | 4
what were . . .'s pimary and other I
diagnoses at the time of discharge - |
that is, on (Dare of discharge/? I &
|
FROBE: Any other diagnoses? : B




“Bc. According to .. .’s medical record, did . .. have
any disgnestic or surgical procadures that were
related to . . .'s admission to this agency?

o0 [J No procedures
o10Yes 1
2

HAND FLASHCARD 4.
d. Why was . . . discharged?
Mark (X) only one box.

Goals mat

01J Recovered
02(J Stabilized
03] Familyffriends resumed care

04 Other - Specify

Transfarred to inpatient care
os [ Hospital

o6 [ Nursing hame
07 [J Other - Specify

o8 (J Transfzrred to another 1orm of cutpatient care - Specify 2

palJ Moved out of area
10 ] Deceased

11 O Other - Sgecify

12 0 Don't know

d oo e e e o e e e o s R S EE o mm W e fw owm owm omr omr o=

10. What type of care was . . . receiving at the time of

discharge? Waa it home health care or hospice cara? 01 L] Home health care

0z ] Hospice care
20 In the home or usual place of residence

b [l Inpatient
11a. Did . . . have a primary caregiver outside of this T LT :

agency? &
oz0No. .. .. } SKIF to INSTRUCTION BOX
o3 [ Don't know | above frem 12

b. Did ... usually live with (hisfher) primary a1 [ Yes

caregiver?

oz LI Mo

g3 O Don't know

HAND FLASHCARD 5. o1 Siis
. What was the relationship of the primary oz [ Parent
caregiverto .. .? 03 O Child

04 [J Daughter-in-law/Son-in-law
DB L__| Sigter ar brother

s [ Other relative - Specify
07 (] Neighbor

ge ] Friend

oe ] Volunteer group

o ] Paid help/staff of facility wnere patient resides

.11 ] Other- Specify R _
12 ] Don‘t know

Maerk (X) only one box.

MOTES
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INSTRUCTION
BOX

discha[ged dead.”

Far items 12 through 20, use the phrase “AT THE TIME OF DISCHARGE ON (date of discharge/” If the
patient was discharged slive. Use the phrase "IMMEDIATELY PRIOR TO DEATH" if the patient was

1£.

HAND FLASHCARD &.

The following questions refer to the patient's
status (At the time of discharge on [date of
gischarge/Ammediately prior to death}.

(At the time of discharge on [date of dischargelf
Immadiatiey prior.to death), which of thase aids
did . . . regulariy use?

Merk (X) ak thar apoly.

PROEE: Any other aids?

30 L] No aids used
a1 O Badzide commede

32 [J Blood glucose monitor

93 [J Brace (any type;

o4 O Cane

os [J Crutches

96 [ Dentures (full or partial)

a7 [ Elevated/raised toilet seat

o8 [ Eyeglasses lincluding contact lerses)

09 [J Grab bars

10 [ Hearing aid

11 [ Hospital bed

12 O IV therapy equipment

12 [ Mastress, special (eggereste, foam, air, gel, etc)
14 [ Orthotics

15 [ Oxygen {including oxygen concentrator)

16 | Shower chair/Bath bench

17 C Walker

18 [ Wheei chair (Manually operzsted)

12 [ Wheel chair iMotorized)

20 [ Other - Specify

13a.

For items 13a=14b, refer to item 12

(AT the time of discharge on (datx of dischargelf
Immediately prior to death), did . . . have any
difficulty in seeing (when wearing glassas)?

91 Yee

o | o T
9z L Not applicable (2.g., comatose) . . ]
pe I DontkRow . v vv v ienee oo o

SKIP to item 14a

HAND FLASHCARL 7.

I
I
|
I
I
|
I
I
|
I
|
|
|
|
|
|
|
I
I
|
I
|
|
|
I
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

a1 [ Pamially impaired
32 [ Severely impaired

b. Was . . ."s sight {(when wearing glasses) partially, .
severely, or completely impaired as daf;:ed on 13 L Completely lost. blind
this card? 34 O Don't know
14a. (At the time of discharge on (datz of dischargell 10O Yes
Immediately prior to death), did . . . have any & I 220 Ne A
difficulty in hearing {when wearing a hearing aid) : ss L0 Mt sviolicatic 1a.0, borfatase) .. } s
i T Don'tknow . ... oe el
HAND FLASHCARLD 8. 1 11 [ Partially impaired
h di ! 3z [ Seversly impaired
b. Was . . ."s haaring (when wearing a hearing ai .
partially, severely, or completely impaired, as 11 D CDI‘I‘:D‘E{EW lost. deaf
defined on this card? ; ' 24 L] Don't know
[15a. (At the time of discharge on (date of dischargelf !
Immadiately Friur to drl:nthl,?rlirl ... hava an : 51 [ ves
indwaelling urinary catheter |0 Y T s ’ SKIP o item 18
: . wDoortknow Lo cvaiee i i
N !
b. Did . .. receive assistance from your agency staff '
in caring for this device? : o1 [ ves. ... . . e
- BOING S s ssssmans LBKID toutem: Ty
o0z Den tkiowW o e e e
[
[
16. [At the time of discharge on (date of dischargelf | -
Immediately prior to death|, did . . . have any ;o Yes
difficulty in controlling (his/her) bladder? 102 I Nao
I 03 ] Infant

o2 ] Don't koow

Fage &
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17a. (At the time of discharge on (dale of dischargelf [
immediately prior to death), did . .. have & | o [ ves
colostomy or ilsostomy? 7 1 1 1 [~ P

pa(JDon'tknew ... ... .......... } SKIP to item 18

b. Did ... receive assistance from your agancy staff
in caring for this device? ; .
eI Me, o i ce e b SKIP to iterm 18

el ]Dontknow ... e _

18. (At the time of discharge on (date of dischargeX
immediately prior to death), did . .. have any
difficulty in controlling (his/her) bowals?

a1 [l Yes
0z No
o3 Intant

I
1
i
|
|
|
1
|
I
I
I
1
|
|
: o4 [ Don't know
|
|
I
L)
|
|
|
|
]
|
|
]
|
1
|
[

HAND FLASHCARD 8. Not applicable
19. At the time of discharge on {date of dischargelf et b Rt know {?;“ﬁ'.ﬂﬂ?t
immadiately prior to death), did . . . receive personal
halp from this agency in any of tha following
activitias as defined on this card -
Mark (X) one box for each activity.
8. Bathing or showering? o1 0z [J s e []
b. Dressing? n] 02 0 ez e O
c. Eating? o1 J 02 0z 0a [
d. Transferring in or out of bads or chairs? o sz 1l w
T
e. Walking? : nC a2 (] paJ o [
1
| f. Using the toilet room? | O vz O oa (] [
HAND FLASHCARD 10. : : Not epplicable
20. (At the time of discharge on (Jate of dischargel] ! Yes No Dontknow ‘?'ﬂém:t‘]“
Immediately prior to death), did . .. raceive personal | Is
help from your agency in any of the fellowing i
activities ss defined on this card - I
Mark (X) one box for gach activily. :
a. Doing light housework? ] o1 [ o2 [ 03 J 0 O
b. Managing money! : o 0z O | az ve
| .
c. Shopping for groceries or clothes? | o1 0z 0 o3 [0 oe O
!
d. Using the telephane (dialing or receiving calls)? | o O 0z 03 04 O
T
e. Praparing meals? | o1 02 o3 os
§. Taking medications? : o1 0 o2 J oz [ s []
JOTES
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HAND FLASHCARD 11.
21a. During the 30 days prior to (discharge/death),

which of these servicas were provided to . . .
BY YOUR AGENCYT

Mark (X) all that apply.
PROBE: Any othar services?

o0 L None

0 [J Continuous home care

0z ] Counseing

s3] Dental treatment senvices

4 L] Dietaryinutritional services

95 [ Durable medical equipment and supplies
#6 L] Entarostomal therapy

o7 ] Homemaker-household services

o8 LIV therapy

08 (] Meals on wheels

10 (] Medications

11 O Occupational therapy

iz 0ral hygieng/prevention services

13[J Personal care

14 (] Physical therapy

15 L] Physician services

16 ] Psychological services

17 ] Refarral services

18 (] Respiratory therapy

19 (] Respite care (inpatient)

ro [ Skilled nursing services

21 [0 Social services

22 [J Speech therapy/Audiology

13 Spiritual care

z¢ L Transportation

s [ Vocational therepy

s6 [ | Wolunteers .
77 C Other high tech care (e.g., enterzl nutrition, dialysis]
28 [ Other services - Specify 7

HAND FLASHCARD 12,

Z21b. During tha 30 days prier to (dischargefdeath],
which of these sarvice providers FROM YOUR
AGENCY visited...T
Mark £X) all thar apply.

FROBE: Any other providers?

oo L] No1e

o+ ] Chaplain

o2 ] Dietitians/Nutritionists

03] Home health aides

04 ] Homemake s/Personal caretakers
os [ Licensed practical or vocaticnal nurses
06 (] Mental heanh saeclalists

o7 ) Mursing aides and attendars

og ] Occupational therapists

o [ Phvsiczl therapists

10! Phvsicians

»w O Fegistered nurses

w2 Res'piratnrv the-apists

13 Social workers

w0 Speech patiologists/audiologists
15 [ Vo unteers

16 (] Other providers  Specify &




HAanND FLASHCARD 13.

1
I
: ' Home Health Hospice
22. What was the PRIMARY axp_ected suurca?uf I g Medcare Care Care
payment for .. . s entire spisode of care : § mi et gl i)
Mark (X! only one source. [ b. Madicare HMCT .. . ... . ats ) o016 ]
I v
For the source of payment &sk: i 020 Medcaic
Was the [source of payment] far home health | a. Fee-for-service or Tadidonal uza [ vza ]
care or hospice care? I Medicaid ... . .. .....
! b. Prvately msured through
! Medicaid . ozb [ ozn [
o3 L] Other government medical
ASSISTANCE . . . o vui e uss vz [ we ]
o4 [] Private insurance
a HMOorIPA .. ... . osal] t4a [
b. Indemnity plar or FF'O . oap[] oab (]
v. Other - Speorfy Fooorroe na= [ oae ]
o5 1 Uwn income, family support,
Social Security banefits,
retirement tunds, or welfare. . o5 o5 1
ot L] Supplermrental Security
Income (S8, . ... ..... ... os ] o6 ]
o7 L] Religious organizations,
‘nundationg, ageacies . ozl or ]
o8 [] Veterans Administration . . . . oz [] 03 [J
0s [ CHAMPVA/CHAMPUS . . . . .. 0g [] o3 L]
10 [ Other military medicine . . . . . 1w n

11 [ Mo charge made for care. . .

IZDPavmeljﬂ source 1ot vet
determined . ............

ﬁL__]D*ther—Specify; ......... 1z] 13

} SKIF to item 28

MOTES
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