Revision of 01/18/2007 | Form # 198

Page 1 of 1
AFRICAN AMERICAN STUDY OF KIDNEY DISEASE AND HYPERTENSION
AASK COHORT STUDY
CLOSE OUT FORM # 198

This form is completed at the “Last Data Collection Visit” which will be held sometime between
March and June, 2007.

1. Identification 2. Name Code... 3. Visit 4. Visit Date: mm/dd/yyyy... VisoT
umber... Number... '

5. Do you have health insurance? (0=no, 1=yes, 9=unknown for each type)

a.  Private, Such as BIUE CIOSS.........ouuuurueieeceeeececeeeeeeeeees e e ees oo f_r_“”&
b, HMO/Preferred PIOVIGET ......c..ceeeuueenrieir oo i’”‘" < .
Medicaid .....u.vevecieee e RO Me ducoack
Ao MEAICATE oo ettt et e ﬂ@lﬂ&@'f“
€. Other health InSUrance plan ...........coccoeeueveeemecceecseeeee e e, oth ~in Jorc.
6. a. Do you have a personal care provider? (0=no, 1=y€S) .......ooreeeeeeremeeeeresesoss _ﬁf_’ P,
b.  Have you seen your personal care provider in the last year? (0=no, 1=yes)............. _Seen—fep
¢. Ifno to either 6a or 6b, was participant referred or scheduled to see a personal care
provider/community based medical service? (0=no, 1=Y€8) e, & d-pce
7. a. Do you have a kidney specialist? (0=n0, 1=Y€8) ......cooeovevrereeereoessieeoeeoeoooo _‘LOL - Spe<
b. Ifno, was participant referred to a kidney specialist? (0=no, 1=yes).....cueueu....... _{V_‘f ds._ "ma
8. How will your medications be paid for after the Study ends?.......coeoeverrriereeeeec e o

ke o
0=No coverage, out of pocket Rrek K spec
1=Covered by insurance
2=Pharmaceutical co-assistance program
3=Pharmacy assistance program
4=Medicaid

5=Medicare

6=VA
200.  Date this form completed (Mm/dd/Yyyy) ......occevveereeerermresriressennnne || Compl.dt
201.  Certification ID of person completing this form.......ccooovvvcvccvommre - . _Comp\- ba

For Clinical Center Use Only:
Certification ID of person entering this form:
Date Entered: / /



