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28. Hospital contact information b. ED contact information €. OPD contact information
Name Mame Mame
Title Tithe Title

Telephaone number (Area coge and number) Telephone number (Area code and number) Tedephone number (Ares code and number)

FAX numbes FAX niumbsar FAX murmbar
Section | = TELEPHOME SCREENER
3. Fiald ﬁ_rﬁﬂl‘lmm 4. Record of telephone calls ins:
n Call Date | Time Results
Telephone screener | Code
1 ‘I I
, 3 e
Hospital induction ' Code : |
:
ED/OPD inductions 1 Code |3
1
: 4
S. Final outcome of hospital screening During your initial cal to the hospital, attempt to speak
1 ] Appointment to the contact person (as provided in itemn 2a). If the
contact person iz not avalable at this time, detenmming
Day iDam Time am. | | when hefshe can be reached and call again ai the
| p.m. ignated ime. If, after several allempts, yvou ang sl
 Place 3 s = unable to talk to the contact or have determined the
contact is no WWW bagin
the interview @ reprasentative of the contact
2 ] Noninterview — Gomplete sections V and VI, beginning on page 18. | PTS0n of new contact, as appropridte. Rlacord £D and

. e
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Section | - TELEHPONE SCREENER - Continuad

Part A. INTRODUCTION

Good [moming/afternoon) . . . My name is (Your name). | am calling for the Centers for Discoase
Control and Prevention concerning their study of hospital outpatient and emergency departments.
¥You should have received a letter from Dr. Edward J. Sondik, the director of the National Center
for Health Statistics, describing the study. [Fause) You've probably also received a letter from the
Census Bureau, which is collecting the data for the study.

6. Did you receive the letter(s)? . +[]Yes - Skip to Statement A 3] Don't know
(I “Na® or "DK, © offer fo send or deliver another copy) 2] Mo
Tl.Lﬂm-vﬁfrihﬂlh-ﬂ'th-wtmm 1 CI¥es 200Mo —* Eﬂ.l'Erﬂ‘ﬂrr-Eﬁtrran‘rE;

and addreas for your hospital. Is the correct
name (Read name from item 1,12

b. Is your hospital located at (Read address from | i []1¥es z[]No —= Enfer hospital location
item 1.7¥ Mumbser and street
| Caty Saate ZIP Code
& [ | -
C. Is this also the mailing addreass? | +[1¥es 201 Mo —= Enter comect mailing address

Murmibsar and sireed

Caty Stale ZIP Code

STATEMENT (Although you have not received the letter), I'd like to briefly explain the study
A to you at this time and answer any questions about it.

- >
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Saction | - TELEPHONE SCREENER - Continued

Part B. VERIFICATION OF ELIGIBILITY

CHECK 1] This hospital was in a previous panel — Read infroduction Statement B1

Ri3TY 2] This hospital is being asked to paricipate in the study for the FIRST time = Read
Intreduction Statement B2

The Mational Center for Health Statistics of the Centers for Disease Control and

INTRO- Prevention is continuing its annual study of hospital-based ambulatory care. We
DUCTION contacted your hospital previously regarding participation. Collecting data on an
STATEMENT annual basis in Is, such as your own, is necessary to keep updated information
B1 on the status of a latory care provided in the hospital environment.

Before discussing the details, | would like to verify our basic information about [Name
of hospital) to be sure we have correctly included your hospital in the study. First,
cmmlqg Ilﬁmip_rn:

INTRO- Tha Mational Center for Health Statistics of the Centers for Disease Control and

DUCTION Pravantion is conducting an annual study of hospital-based ambulatory care. The
STATEMENT § study began data collection in 1992. They have coniracted with the Census Bureau to
B2 eollect the data. (Mame of hospilal) has been selected to participate in the study. | am

calling to arrange an appointment to discuss this hospital's participation. The study is
authorized under the Public Health Service Act and the information will be held
strictly confidential. Participation is voluntary.

Before discussing the details, | would like to verify our basic information about (Names
of h::@pfmij to be sure we have correctly included this hospital in the study. First,
concerning licensing:

8a. |Is this facility a licensed hospital? 100 Yes
z [INo = SKIF io Check ltem B on page 4
b. Is this hospital voluntary non-profit, 1 L] Nonprofit (includes church-related, nonprofit
government, or proprietary? corporation, other nonprofit cwnership)

2] State or local government (includes stale, county, city,
city-county, hospital district or autharity)

3] Proprietary (includes individually o privatehy
owned, partnership or corporation)

— e —

€. Is this a teaching hospital? 1 L]Yes
o ; zl1No
d. Has this hospital merged with any OTHER 1] ¥es
hospital in the past 2 years? Iz No = SKIF fo #em 2 on page 4
A | alJUnknown — SKIP fo itern 8 on page 4
€. What is the name and address of this  Hospital name
OTHER hospital? A —_—
Mumber and streat
City "~ [State | ZIP Code
f. Does YOUR hospital have its own medical | 10]Yes
records department that is separatefrom | [ No
that of the OTHER hospital? T [

x 4
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Section | - TELEPHOME SCREEMER - Continued

Part B. VERIFICATION OF ELIGIBILITY

9a. Does this hospital provide emergency 10 Yes — SKIP to item Sc
sarvices that are staffed 24 HOURS sach day E
either here at this hospital or elsewhere? '
b. Does this hospital operate any emergency I 1]Yes
service areas that are not staffed 24 I 200N
HOURS each day? - ; : e
€. What is the trauma level rating of this © 10 Level | allLevel I 5 |:| Orther/unknown
hospital? zLevel !t sCJLevel IV or V & ]None
10a. Does this hospital oparate an organized I 10 Yes
outpatient department either at this 2 1Mo — SKIP to Check ifem B
hospital or elsewhere?
b. Does this OPD include physician services? g Cves
|,
(W[ @ Mark (X) all that apply.
ITEM B 1 ] ED meets eligibility requirements (item 9a is YES) ...........
2 [ OPD meets eligibility requirements (item 9a is NO } SKIF fo Check ltem B-1
and item 9b iz YES, oritems 10aand bare YES) ............
3] Hu | is ineligible because it iz not licensed (ilem Ba is NO) =Go lo

ING STATEMENT B1 balow.

L] Hospatal is meligible because it has NEITHER an ED nor OPD (ibemns Sa, 9b, and 10a
andior 10b are NO) - Go fe CLOSING STATEMENT BZ balow

Hospital refused 7

1L Yes = SKIP o a
21 No - SKIP to Pan C. STUDY DESCRIPTION on page 5

a. Determing whether hogspital has an eligible ED and if 50, Eligible ED?
inquire as 1o how many visils are expected during the

reporting period. 1 [ 1¥es - expecied visils
z[1No
b. Determine whether hospital has an eligible OPD and i Eligible OPD?
0, Nquing as 1o how many visits are expected during
the reporting penad. 1 [ Yes - expecied visits
zIMNo

¢. ll unable to determine expected visits for the assigned reporting pericd, oblain the number of
wisits 1o the departiment kast year.

ED wisits last year i OPD visits last year

Go lo Saction VI, NONINTERVIEW on page 20.

CLOSING Thank you . . ., but it seems that our information was incorrect. Since (Name of hospial) is

STATEMENT not a licensed hospital it should not have bean chosen for our study. k you very

B1 much for your cooperation. Terminale lelephone call and complete sechions V and VI beginming an
page 18.

CLOSING Thank you . . ., but it seems that our information was incorrect. Since [Name of hospiial)

STATEMENT does not have 24-hour emergency services or outpatient clinics, it should not have

B2 been chosen for our study. Thank you very much for your cooperation. Terminale

telephone call and complete sections V and Vi beginning on page 18. _./u

pal;e . FOFRd HHARRCE. 8D @ vl {0l



Section | - TELEPHONE SCREENER - Continued

Part C. STUDY DESCRIPTION
Thank you. How | would like to provide you with further information on the study.

INSTRUCTIONS
Frowde the administrator or other hospital representative with a briaf descrplion of the study.
Cover following points —
{1} The NHAMCS is the only source of national data on health care provided in hospital emergency and
outpatient departments

(2} NHAMCS is endorsed by:

+ the American College of Emergency Physicians

+ the Emergency Murses Association

+ the Society for Academic Emergency Medicing

« the American College of Osteopathic Emergency Physicians
(3} Matiomwide sample of about B00 hospitals
(4} Four-week data collection period
[(5) Brief form complated for a sample of patient visits

As one of the hospitals that has been selected for the study, your contribution
will be of great value in producing reliable, national data on ambulatory care.

Hospital HAS MERGED with ancther in the past two years? (lfem 8d is YES.)

10 Yes — Go to CLOSING STATEMENT C1 below.
zLINo - Go fo CLOSING STATEMENT C2 below.

Since your hospital has merged within the last 2 | need to get further
CLOSING instructions from the Centers for Disease Control and Prevention [CDC) on how to
STATEMENT cceed. | will call you back within a week and let you know which parts of your
c1 spital will be in the survey. Thank you for your cooperation! Telephone your Regional

Office lo repori the Hospital Name and 1D Numnber.

| would like to arrange to meat with you so that | can better present the details of the
CLOSING study. Is there a convenient time within the next week or so that | could meet with
STATEMENT you or your represantative?
c2 Thank you . . . for your cooperation. | am locking forward to our meeting. Record

day, date, ime, and place of appointment in item 5, page 1; and lerminate lelephone call

NOTES

k. 27
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Section Il = INDUCTION INTERVIEW = Continued

Now | would like to ask you a few more
questions about your hospital.

11a. Did your hospital receive any Medicaid

Disproportionate Share Program funds in 101 Yes — Specify amount received $
20047

a [l Mo
1 ] Unknown

|

[

[

|

I

|}

b. Has your hospital received any funding for | : : ,
bioterror hospital preparedness from your 1] Yes - Specify amount received $
state or municipal health department within zLI Mo

the last 2 years? | 1 ] Unknown

|
|
|
|
|
|
|
|
|
|
|

C. rln ymllr hospital Pﬁﬂmﬁ in any 1[¥es
nternal mass casua s
simulation(s), or exercise(s) in the past 2z No SKIP to Part B. Survey

year? 3] Unknown J implementation on page 8

e —— s m—

d. What scenario[s) did the

drill[s)simulation[s)/exercise(s) address? 1LJGenaral disaster and emergency response

2 [] Biologic attack

i (X .
{Mark (X) all that apply.) a [ Severe epidemic
4 L1 Chamical release
s L] Nuclear/radiologic attack
& L] Explosivefincendiary attack
MOTES

\ =
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Section Il - INDUCTION INTERVIEW - Continuad

Part B. SURVEY IMPLEMENTATION

As | mentioned earlier, | would like to discuss the plan for conducting the study. This hu.pltll has
beaen assigned to a 4-week data collection period beginning on Monday, | !

Mdarsin Llay
First; | would like to discuss the steps needed to obtain approval for the study.

12. Are there any additional steps needed to obtain permission for the hospital to
participate in the study?

1CINo
z[1Yes — Specify the necessary steps below 2

MOTES

. i
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Section Il = INDUCTION INTERVIEW = Continued

Now | would like to ask you a few more
questions about your hospital.

11a. Did your hospital receive any Medicaid

Disproportionate Share Program funds in 101 Yes — Specify amount received $
20047

a [l Mo
1 ] Unknown

|

[

[

|

I

|}

b. Has your hospital received any funding for | : : ,
bioterror hospital preparedness from your 1] Yes - Specify amount received $
state or municipal health department within zLI Mo

the last 2 years? | 1 ] Unknown

|
|
|
|
|
|
|
|
|
|
|

C. rln ymllr hospital Pﬁﬂmﬁ in any 1[¥es
nternal mass casua s
simulation(s), or exercise(s) in the past 2z No SKIP to Part B. Survey

year? 3] Unknown J implementation on page 8

e —— s m—

d. What scenario[s) did the

drill[s)simulation[s)/exercise(s) address? 1LJGenaral disaster and emergency response

2 [] Biologic attack

i (X .
{Mark (X) all that apply.) a [ Severe epidemic
4 L1 Chamical release
s L] Nuclear/radiologic attack
& L] Explosivefincendiary attack
MOTES

\ =
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Section Il = INDUCTION INTERVIEW - Continued

13. MHow | would like to make arrangements to
I willl need to [know/verify) how your
(emergency depariment/|and) outpatient
department) [is/are) organized and obtain
an estimate of the number of patient visits
expected during the 4-week reporting
mrinll‘. Would you prafer | [getiverify) this
ormation from you or somaone alsa?

abtain the infermation needed for sampling.

1] Respondent — Go to Check ltem C befow

2] Someone else - Specify below
Iif different respondentis), arange fo oblain data
foday if possible. Otherwise arange an appoirimant
with designaled personis). Briefly explain the study to
the new respondentfs). Then proceed with Sechion I,
Emargancy Deparimamn Descriphion or Sechon IV,
Ouipatient Depadment Description, as appropriate.
Thank current respondent for hisher Bme and
COODaraion.

Tithe

Hamea

Departrment

: Telephone numbser

Hama

Title

Department

Telephone numbsar

CHECK

ITEMC [T’E‘E in kem EE'IJ —

sach day. (No in item 9a) -

1 (] The haspital provides emergency services that are staffed 24 hours each day.

GO to Section N, EMERGENCY DEPARTMENT DESCRIFTION on page 10.
z [] The hospital DOES NOT provide emergency services that are staffed 24 hours

SKIP to Section IV, OUTPATIENT DEFARTMENT DESCRIFTION on page 14.

NOTES

\.
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Section Il - EMERGENCY DEPARTMENT DESCRIPTION

To develop the sampling plan, | would like to [collect/verify) information about this hospital's
dapartment.
(1) i this ital has previously participated, simply verify that the emergency senice area(s) ksted
mmmj stilf oparating in the hospital. If the hospital no longer operates one or more of the
following WW areas, line through the appropriate service area(s). N new emergency
SENVICE areas haen added, record the name(’s), or ather unigue identifier(s) such as locaton,
an the naxt avarable bne.
After verifying andior updating the list below for the emergency department, request and record the
ESA tvpe in column (b} and the expected number of visits in column (c) for the 4-week reporting
pariod for each emergency senvice ared.
{2) I this hospital has nol previously parlicipated, ﬂbtﬂ#:ﬂﬂﬁ?}oiﬂe listing of all eligible
seivice areas slong with mmamwma wmdunﬁgﬂmdﬁmm%
Record this informabion in colimns (&), (b, and (c) below,
- Y ESA types include:
NOTE + Ganaral = PED = PSYC = Other
+ Adult = Urgi-/Fast frack * Trauma
Line 2 ESA Expecied Mo, of visils Take Fr.:ﬂl.ctlm
iy &
No. MErgency Senice Erea nams type P - rinber e
&) M) ic) ] i}
1 — | —
2
a —
‘ e
.l — — — e
u -
T - o —— — i — | cmm— o — e g
8 —
8
10
TOTAL -
INSTRUCTIONS -Complefe columns (d) and (e) aflter developing the sampling plan. See page 2 of
the NHAMCS- 124, Sampiling and Information Booldlet.

i

L=2 i e ]
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Section Ill - EMERGENCY DEPARTMENT DESCRIPTION - Continued

Is the total number of expected ED visits during the reporting period between

and T

1] Yes — SKIP to item 14a on page 12
2 MNo, it is MORE THAN the range — GO fo a
3 1Mo, it is LESS THAMN the range = GO o b

a. Is the number of expected visits to any of the ESAs more than twice the number
shown on last year's sampling plan?

1 [] Yes, this is correct, visits have increased this year or were too low last year. — Explain

2 [l No, the number of visits has not increased dramatically.

2 SKIP to itern 14a on page 12

b. Is the number of expected visits to any of the ESAs less than half of the number
shown on last year's sampling plan?

1 L] Yes, this is correct, visits have decreased this year or were too high last year. — Explain &

2] No, the number of visits has not decreased dramatically.

NOTES

s
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HNow | would like to ask you some
guestions about your ED.

14a. Does your ED have electronic patient

[}

Section lll - EMERGENCY DEPARTMENT DESCRIPTION - Continued

1] Yes, all electronic

|
|
|
medical records? | z[0Yes, part paper and part electronic
[
i allMNo
St } SKIP to 14c
b. Does your EDFs slecironic medical receed : You ii 4 - No Unknown
system include - |
(1) patient demographic infarmation? I 10 2] all
' !
{2) computerized orders for prescrptions? | 1 [j-_ 2] ' al]
|
(3) computerized orders for tests? : e 20 3]
{4) test results? = |r 10 , 2] . a0
(5) nurses’ notes? i 1L 2] | al]
—a L DG
(6) physicians’ notes? I 1 L] 2 B el fo el el
7) reminders for guideline-based L '
i interventions andor screening tests? : s A8 | sd
(8) public health reporting? : 1 J. 2] ad
C. How m:n-{lwlll are in your ED's nursing | 1] Three
(R.M. and L.P.N.) triage system? |  z[Four
| al]Five
I 4] Other — Specify
I 5[] Do not conduct nursing triage
S iy TRy L
d. What p-ln:lnt of nursing [R-N. II'III I. I'-".H.] I
positions are currently vacant in your ED? | &
! 1 ] Unknown
@. Are the physicians working in your ED | i[] Yes, all
:lnpln:;d by an cutside contractor or I3[ Yes, some
i I a0 No
T b }SKFPmi#gﬂﬂpagEm
I
|
NOTES

5
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Section Il - EMERGENCY DEFARTMENT DESCRIPTION - Continued

14f. For how many years has your hospital's
emergency department employed the
current contractor or agency?

Numbar of years

1 L] Unkniown
lppm:iim:tﬂy what pmnn:lnf physicians
ncy -p-lrtm-nt are :
cortified u, W Amaerioon Boe — %
Emargency Medicine? 1l Ll'nler'n:r-'m

h. What is the total number of hours that your
hospital’'s emergency department was on

ambulance diversion in 20047 Total number of hours

|
|

|

|

|

|

|

|

I

|

| .
| 1] Data not available
|

|

|

|

|

|

|

|

|

|

|

i. Inthe last two years, has _;.rnur ED increasad

oy
the number of standard treatment spaces? :*[: iy
all Unknown
j- Inthe last two years, has your ED's physical Y mp _
e il ;[_;Nza S m:rmmmcz
3] Unknown
k. Do you hl“plln-tn-:p'ndynuriﬂ’l 1 [ Yes
physical space within the next two years? s[INe
3 L] Unknown
CHECK 1 LI The hospital has an organized outpatient department that provides physician
ITEM C-2 services. (Yes in items 10a and b) = SKIP o Section IV, OUTPATIENT

DEFARTMENT DESCRIPTION on page 14,

z [ The hospital does not have an organized outpatient department that provides
physician services. (Mo in tems 10 a or 10b) — SKIP fo Section V, DISPOSITION
AND SUMMARY on page 18,

NOTES

\ oA
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Section IV - OUTPATIENT DEPARTMENT DESCRIPTION

To develop the sampling plan, | would like to [collect/verily) more specific
information about this hospital's cutpatient department.

(1) If the hospital has previously participated, simply verify that the clinic(s) kisted on page 15 is

(ara) still operating in the hospital by:

(&) crossing through any climics on the Nst wivich no longar exist or are no longer operational m hat
hospital,

Ib) adaing the names of any mnew clirics which have been created or have become operational in
that hospital, For sach new clinic added o the list, be sure to oblain the proper spacially cods.
Ramember, include only ELIGIBLE clinvcs.

(e) oblaining an estimate of visits for each clinic, covering the 4-week periad. Enter the eslimale
in column {c) of the altached listing.

(d) i this Outpatient Department has more than 5 clinics - FAX the updaled lisf fo
your regional office. The regional office will cheose the clinics for sample and provide you with
the sampling instructions. Upon receiving the instruclions, altach a copy of the completed clinic
lizting showing sampled ciinics, the Take Every and Random Siar numbers, elc., o page 8 of
the NHAMCS-101, Questionnaire.

{2) If the hospital has not previously participated or a clinic list is not attached to this 101, obtain a
compiate isting of ail eligible outpatient clinics along with Bhair corresponding spacially group
code, and expected number of vislts for each clinic dunng the J-week reporting panod.
Record tivs information in columns (&), (bl and () balow.

NOTES

i
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Section IV - OUTPATIENT DEPARTMENT DESCRIPTION - Continuad

FR OPD Specialty Groups include:
MNOTE *GM - GeneralMedicine  «PED- Pediatrics +»SA - Substance Abuse
«SURG = Surgery +0BG - Obstetrica/Gynecology «OTHER - Other

INSTRUCTIONS te columns (d} and (e) after developing the sampling plan. See page 4 of
the NHAMCS-124, Sa and mfu-'m-ﬂﬁlnlzm Elwudl'at

Specialty Expacted No. of wisits Take Famndom
Lirg Cutpatient deparment clinic nama
e from 1] numiper | number

M.
[L]] L] {c] id} L] ]

10

11 l

i2

13

14

15

TOTAL >

- Ens>

FORM NIAASCS- 100 [10-4-2004) Page 1%
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Section IV - OUTPATIENT DEPARTMENT DESCRIPTION - Continued

1 [ At least one OPD Clinic in-scope.
2 ] Al OPD Clinics out-of-scope.— SKIP to Section V. DISPOSITION AND SUMMARY on page 18

Is the total number of expected OPD visits during the reporting period between

_____ and %

1] ¥es - SKIF to itern 141 on page 17.
2 MNo, it is MORE THAN the range = GO fo a
3 No, it is LESS THAN the range — SKIF o ¢

a. re to previous sampling plan. Are thore more clinics this year compared to last
(E'raﬁ'umnmmymnpaandmmm}pmHHmcmtsﬂﬁswaﬂ make changes if needed,
and then check one of the following responses.

1 [ Yes, this is comrect, some clinics have opened or should have been included last year. — List

2] Na, the number of clnics has not increased,

b. Is the number of expected visits to any of the clinics more than twice the number
shown on last year's sampling plan?

1] Yes, this is correct, visits have increased this year or were too low last year. — Explain

2] No, the number of visits has not increased dramatically.
= SKIP to ltern 14/ on page 17
C. Wmmumhnﬂmh-tmhwnlm“wlmwudh last
¥

1] Yes, this is comect, some clinics have closed or shouldn't have baan includad last year. — Lisf -

2] Mo, the number of clinics has not decreased,

d. Is the number of expected visits to any of the clinics less than half of the number
shown on last year's sampling plan?

1] Yes, this is comecl, visils have decreased this year or were too high last year. — Explain

2[J No, the number of visits has not decreased dramatically,

d
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Section IV - OUTPATIENT DEPARTMENT DESCRIPTION - Continued

14l. Does your OPD have electronic patient

medical records? I 1] Yes, all electronic
I 2[Yes, part paper and part electronic
I sl IMo SKIP to Sectian V, DISPOSITION
| 4ClUnknown | AND SUMMARY on page 18
M. Does your OPL’s slectronic medical record | Yes No Uinknown
system include - I
(1) patient demographic information? : 1 O] 2] a0
1
(2) computerized orders for prescriptions? | 1 [ 2] s
I
{3) computerized arders for tests? | 10 2] (]
(4) test results? : 10 200 30
(S) nurses’ notes? L 10 200 30
(8) physicians’ notas? : 1O (] 20
(7) reminders for guideline-based | :
interventions and/or screening tests? , 1] 2] 30
(8) public health reperting? : in| 2] s
MOTES

5 /
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Section V - DISPOSITION AND SUMMARY

AMBULATORY UNIT CHECKLIST

= COMPLETE 15a and 15b FOR EMERGENCY
DEPARTMENT ONLY

135a. How many emergency service areas were selacted
for sample?

INSTRUCTION - Entar 0 if no ESAs ware
salected for sampile.,

Did you include & NHAMCS-101(U) for each?

——— e e

MNumber of ESAs

1] Yes
2LINo - Explain

b. Total number of ESA sampling units

I ED haz 5 or fawer ESAz, anter the number of
ESAs.

If ED has more than 5 ESAs, transcribe “No. of
Sampiing Units” from the Sampling Plan.

. Total Number of ESA Sampling Units

s COMPLETE 15¢c and 15d FOR
DOUTPATIENT DEFPARTMENT ONLY

€. How many clinics were selected for sampla?

INSTRUCTION = Enter 0 i no elinics were
selected for sample.

Did you include & NHAMCS-101{L) for sach?

Mumber of Chinics

|Q‘|"35
z ] No — Explain

d. Total number of clinic sampling units

If OPD has 5 or fewer clinics, enter the number of
clinics.

If OPD has more than 5 climics, ranscribe “No. of
Sampling Units”® from the Sampling Plan.

o Total Number of Clinic Sampling Units

d
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Section V - DISPOSITION AND SUMMARY - Continued

FORMS COMPLETED :
16a. Number of ED Patient Record Forms completed — Number of ED PRFs

b. Number of OPD Patient Record Forms completed — Number of OPD PRFs

178. FINAL DISPOSITION 1] Al eligible units completed Patient Record Forms (END)

2 L] Some aligible units completed
Patism F?n:nr:l Fomms } GO to 170

a[_| Hespital refused <

«JHospital closed | Complefe Section VI,

5[] Hospital inaligible

b. NATURE OF REFUSAL 1] Entire ED refusad

s [] Entire OPD refusad Complete Section Vi,
| 3 D Some ESAs refused MN'WTEHWWMW 20

2 ] Some clinics refusad

NOTES

oo -
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Section VI - NONINTERVIEW
18. Where did the nonresponse occur?
Mark (X} both boxes 2 and 3 i applicable)

[ Hospital — Ask item 19
2 [] Chimic(s) .
a[] Emergency service area(s) } SKIF to item 20

19. What is the reason the hospital did not

participate in this study? 1 (] Hospital closed

|
|
|
L
|
: 2 ] Hospital not eligible }Emmrsnwsw
| 1 ] Hospital refused — SKIP fo item 20

| 4[] Other - Specily 7

|

|

|

|

END INTERVIEW
20a. At what point in the interview did the refusal'breakoff ocour?
|
Mark [X] appropriate box{es) [ Hospital ED OFD
-
{1 ) During the telephone screening | 10
1 b LT ]
{2) During the hospital induction ' 21
e e :
(3] During the EDVOPD induction | a7 2] a0l
(4) Ater the ED/OPD induction, but prior 1o assigned |
reporting perod ol : a A O
[5)During the assigned reporting period ! 5[] s 5]
b. By whom? | Hospital ED OPD
Mark (X) appropriate box{es) [ - -
{1)Hospital administrator ' im) 1 10
(2)ED/OPD directar ; 2] 200
(3) Approval board or official ! ad AW all
(4) Other hospital olficial | «O A a0
: Specify z Specify z Specify
|
|
|
|
: 5 L] Telephone s [ Telephons s [] Telephone
{5)Was the refusal by telephone or in person? ,  6[]In person 6] In parson s (i persan

C. What reason was given? Please specify hospital, ED, or OPD {from item 20a) before recording responses.

—

d. Was conversion attempted?

i Horspital ED OPD
: 10 Yes 1] Yes 10 Yes
NG . z[] Mo 2] No 20N0 /
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