
ITEM
LI

Refer to special instructions.

ITEM Refer to household composition. Mark for each person column used,

L2 including those deleted in the HIS-1.

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, includinq Armed
Forcas members living at home.)

Read if necessary: The anawers to these questions will add greatly to our knowledge
about the health problems of the American people, the types of health care they receive,
and whather they can afford the care that they need. The information will help in
planning health care services and finding ways to Iowar costs of care.

la,

b.

c.

There are saveral government programa that provide medical care or help pay
medical bills.

Peopla covered by Medicare have a card that looks like this. Show Medicare Card.

In fm.rmth),was anyone in the family covered by Medicare?

Read if necessary: Medicare is a health insurance program for persons 65 or over
and certain disabled persons.

————— —— — — —— —— ————— — — — —

Who was covared?

Mark “Medicare” box in person’s column.
— — — —— — — — — — — — — —— — — — — — — — — — —

Anyone else? ❑ Yes (Reask 7b and c) ❑ No

2a,

b.

c.

(In (month), was anyone in the family covered by) Medicaid or (local name)?

Read if necessary.’ Medicaid or (localname) ia a public assistance program that
pays for mecfrcalcare.

— —.—— — — — — — — — ———— —— — — —

Who was covered?

Mark “Medicaid” box in person’s column.
— — — — — — — — — — — . — — — — —

Anyone elsa? ❑ Yes (Reask 2b and c) ❑ No -

%. On (month), was anyone in the family covered by) military health care,
CHKIWPIJS, CHAMPVA, or the VA?

Raad if necessary: These programs cover active duty and ratired career military
personnel and their dependents and survivors and also disabled
vetarans and thair dependents and survivors.

——— . — — ——— — ——— — — —— — —

b. Who was covered?

— — — ——

Mark “Military” box in person’s column.
— — — — — — — — — — — — — — ——— — — — — — — — — —

C. Anyone else? ❑ Yes (Reask 3b and c) ❑ NO

h. (In (month), was anyona in the family covered by) any OTHER public assistance
pro-othar than Madicaid, that pays for health care?

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

Mark “Other” box in person’s column.
— — ——— — — — — — — — —— —— — ——— — — — — — —

C. Anyona alse? ❑ Yes (Reask 4b and c) ❑ No

5a.

b.

c.

(Not counting Medicare) In (month) was anyone in the family covered by a health
insurance plan that pays any part of hospital or doctor bills? Do NOT include plans that
pay for ONLY ONE type of service, such as nursing home care or accidents.

— — ————————— ————— —— ————— ——— ————— —
it’s im ortant that wa have the complate and accurate name of your health insurance

—

plan. #hat isthaCOMPLETE name of the plan?

Record in Table H./. /f “DK”, probe: Do you have something with the plan name on it?
—— ——.. ——-— ———— ———— ———— ———— ———— ———— —-—— — ——— ——— —__

Is enyone in the family now covered b any OTHER health insurance plan? Again, do

——— —

NOT include plans that pay for ONLY &NE service.

❑ Yes (Reask 5b and c) ❑ No (HI] ❑ DK (Hi)
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PERSON 1 &

❑ Complete Section L (L2)

I ❑ Civilian L--z_

2 ❑ AF member living at home
3 ❑ Deleted

I ❑ Yes (lb)

20No
7 H Ref.

}

(2)

9CIDK

———–-r–7–
~

I ❑ Medicare

— —— — —— —

p
I ❑ Yes (2b)
2DN0
7 ❑ Ref.1(3)

9CIDK
—— — ——— ---r-9_

I ❑ Medicaid

— ———_——_ —————

10
I ❑ Yes (3b)
20No 1
7 ❑ Ref.

}

(4)

9CIDK

— ——
---E-II

I ❑ Military

— —————————————

12
I ❑ Yes (4b)
213N0
7 ❑ Ref.

}

(5)
9CIDK
— ———

‘- L-K
——

I ❑ Other

———__— ——_———___

14
I ❑ Yes (5b)

2i3No

1____7 ❑ Ref. (8)
9nDK

— — —— ——— ——— —

—-— ———--— ———--—
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Section L – FAMILY RESOURCES – Continued II PERSON 1

TABLE H.1.

{ Now 1am going to ask some questions about the plan(s) you just told me about. }

Read if necessary: Health Maintenance Organizations, or HMO’s, sometimes called Individual
Practice Associations or IPA’s, are plans whose members are required to use
only those health care providers who work for the HMO or IPA. Also, members
do not have to submit claims for costs of medical care services.

.,
15-16

1
6s. IS ttriske) plan a i , ❑ yes 17 1

C. Was this plan Ie
Health Maintenance ~ ~ ❑ No
Organization or HMO? , ~ ❑ ~ ~ ::::;:;:ro;gh I :8:: ~7)

– –;____________ __
union? I 9nDK 1— ——

b. DOES this plan allow I –l-s – –d– ;O;s–tha– - -
-; -----

~ lDAII
–20 -.

you to choose ANY
doctor or does it

1❑ Any doctor employer or
I , 2❑ Some
I 2 •l Select from group/list union pay for

require you to choose I I o ❑ Noneall, soma, or
one from a group or list I 7❑ Refused none of the ~ 7 ❑ Refused
of doctors? 90DK

I
premium? ~ 9CIDK

T. Is –– covered undar this- plan? 7.

}

~
I ❑ Covered . . .
2❑ Not covered (NP)
9nDK . . . . . . .

I
6a. IS this~e)plan a i , •ye~ 24 i

C. Was this plan I 26
Health Maintenance ~ ~ ❑ No

I lCI Yes
obtained through I

Organization or HMO? , ~ ❑ ~ ~ , 2DN0
an employer or
union?I }; 9nDK ‘7)

— — — -l––--– –-—__ ____
b. DOES this plan allow I -2E - d; DOES-the”- --- [ ~ ~ AII - ~ ’27 ‘.

you to choose ANY I ❑ Any doctor employer or
doctor or does it I ~ : ~ ~oo:

I z ❑ Select from grOup/list union pay for
require you to choose all, some, or
one from a group or list ! 7❑ Refused none of the [ 7 ❑ Refused
of doctors? 90DK premium? ~ 9nDK

I

7, Is–– covered under this- plan? 7.

}

p
I ❑ Covered . . .
2 ❑ Not covered (NP)
9DDK . . . . . . .

129–30

I I
ba. Is this (name) plan a I , ❑ yes 31 C, Was this plan 33

Health~ntanance ~ * ❑ No
Organization or HMO? ‘#::;:;:po:gh ! ; : ::s ~7)

; 9CIDK union? \ 9CIDK
– - /_____________ _

}

b. DOES this plan allow I
—

-3-2 ‘----d. DOES the
‘r ----~ “34 “

~ IUAII
you to choose ANY I

I I ❑ Any doctor employer or
doctor or does it

, 2 ❑ Some
I 2 El Select from group/list

union pay for
require you to choose I o ❑ None

I all, some, or
one from a group or list I 7❑ Refused none of the [ 7 ❑ Refused
of doctors? \ 9DDK premium? \ 9nDK

7. IS –– covered under this-) plan? 7. 1❑ Covered . . .

}

p

2 ❑ Not covered (NP)
9CIDK . . . . . . .

I 3a-37

;a. Is this (name) plan a
1 1
I I ❑ IYes

3a ~ Was this plan I ,IJ yes I 40
Healthmtenance ~ ~ ❑ No
Organization or HMO? , ~ ❑ D K

‘btained through ~ 2 ❑ No
an employer or

I 9CIDK }
(7)

— —-—— ———— —/––––––--–––_– –– __ ___@_n?_____; __ ___

b. DOES this plan allow I 39
d. DOES the \ IDAII T –4T –

you to choose ANY
doctor or does it

1 ❑ Any doctor employer or , 2 ❑ SomeI
2 ❑ Select from group/list union pay for

require you to choose I o ❑ Noneall, some, or
one from a group or list ! 7❑ Refused none of the \ 7 ❑ Refused
of doctors? 9nDK premium? : 9CIDKI

~, Is –– covered under this-plan? 7. I ❑ Covered . . .
&

2 ❑ Not covered (NP)
90 DO.......

ge 32 FOFIMHIS-2A(3-4.W
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CARD X3

1. Not allowad in ANY work areas

2. Allowed in SOME work areas

3. Allowed in ALL work areas

4. Not applicable, no policy for
thasa areas

.,,,,,,,,,,,,.,,,,, W,48

MEDICARE

-m!,,,,1,,!.”.,!, P,,.50

Health @ ? Insurance

0 ., . ...0.... . . .
“.., ., .,H,,,C*.”
.loh. Q. wbl ‘c
<LA!. . . ...” *EX

0<1<1-,1,34,1”0-), b,,, ,,E

,. .“,,,.,. TO .,,,.,,”. 0.,.

H“, p,,.1 ,.3”,,.., 7.,.M

Mod’, ,1 ,n, uranc. ,-1+0

.!..

.,”, o&L Q.@4&i

x,

CARD X4 x.
. . . . . . .

1. In my work area

2. In a public area such as a
rastroom, lunchroom, lobby, or
othar smoking area

3. Outside tha building

4. Not epplicabla -1 work
outside or at diffarant sitee

,-
‘~
;$
j
13

S-! ,!l$.!!.>.$!l ,.,..,

STATE NAMES FOR MEDICAID

MEDI – CAL

California

MEDI – KAN
M-
—

Kansas pmum

~.......

HEALTH CARE COST CONTAINMENT
SYSTEM (HCCCS)

Arizona

MEDICAL ASSISTANCE

All other States

~~
~~

1$
:3

t

,

I
,

..m!,!$$,,rm.!.s!! ,.,0 ,!

●U.S.wm PrhtlngOftiw 1993- 301.019/80018
269




