EPIDEMIOLOGY OF DIABETES INTERVENTIONS AND COMPLICATIONS
Health Care Delivery Questionnaire

'A. IDENTIFYING INFORMATION

. @ . - E>
« Llnie 1, clinicNumber: v  5.Focen Dake 4, Date Form Completed v e
. PaXieat 2. patient ID Number: ©+ ——___751, Month Day Year
.In'-*ialaa._ Patient’s InitialS: v ' . Edic. Year 5. EDIC Year: g ' 5y

B HEALTH CARE INSURANCE COVERAGE , : .
L YES NO ' UNCERTAIN
. (:O&l . v 1. In‘lh/ e past 12 months was there any time that you m__ngt have heaith insurance '

_coverage? If “no” » go to item #4a. 1 (2 ( 3) ~--n
60(52. 2 A “yes® {o item #1. how long were you without coverage? o —____months )
_CZQ&:.’L‘:L Cu_rrently. do you have health insurance coverage? (1) (2 (3) 7

2 mar'f you have had any health insurance coverage in the past 12 months, H 20
what is the name(s) of your plan(s)? If you have had coverage with

more than one company, please list them all.

4b. if you have had any health insurance coverage in the past 12 months, what type(s) have you had?

(CHECK ALL THAT"/\PPLY )
_QxO_&‘:lfbﬁ__a. lndgmmty or fee-for-service plan (i.e. you choose which doctor (1)
_ . you see for care without financial penalty)
L GOSHGE b Health Maintenance Organization (HMO) (ie. you musthave a primary  ( 2)

care physician who must refer you to speciaity care if needed)
- / ’ .
LCLQM_EZC.___C.- Preferred Provider Organization (PPO) (i.e. you have lower co-payments  ( 3) o
: when you see a preferred provider within the network, but can see a provider.
out-of-network for a higher co-payment)

f bptb%u Point of Service (POS) (i.e. you must have a primary care provider; ( 4
yout have the option to self-refer to in-network specaahst. or you can '
see out-of-network specialist with higher co-payment)

4c. If you have had any health insurance coverage in the past 12 months, how would you descnbe your insurance
plan(s)? (CHECK ALL THAT APPLY.)

5.0 E}‘-\Lﬂ ‘a. An lndwldual plan - the member pays for the plan premium (1)

QTO 2HC® 7h. Agroup plan through an employer, union, etc. - the employer pays all ( 2 \

or part of the plan premium

'; 'D& H Qc c. A government plan the govemment pays for the plan premium { 3)
v _JHeed 1 us. Govemment Health Plan (i.e. Military, CHAMPUS, VA) ( 4

> GO®YRE2Z | 2. Canadian Govemment Plan ( 5)
> Go chc.’b______a Medicaid + ( 6)

(

7)

L (0040 ed " 4. Medicare ©



- 5. lf you currently have health insurance, does it provide coverage (complete coverage

or partial coverage after co-payments or deductibles) for any of the following:

(i you do not currently have health msurance, go to Section C.)

2. CJ'_Q_fb..),L.a Medical visits for dlabetes_ (medical doctor, doctc\_r of osteopathy)........c..ccuruwrree (1
3:;1;9.9259&. Medical visits for diabetes (nurse practitioner, physician assistant)................ e 1)
W -C.Ibb'-'sc-::: Insulin ... ) (1)
5 OGS, Syringes. (1)
4, (x0C5E 6 Blood glucose testing strips e 1)
9 (OGSF s Biood glucose testing meters (

2. CoOBG Gy Glucose tables... -( 1)
9...6:0.9.:531!1. Glucagon ( 1)
LC!D_GZ5I-_J.. Insulin lnfusnon pump _ (1)
u_CzD_Q95_Lj Insulin infusion pump supplies e eseeneeeesseee st eeee e s (1)
2. QQ_Q:M Glycosylated hemoglobln or HbA,C test....oeveercereranns ~( 1)
32 (D5 | Fructosamine test (blood test like HbA,C that reflects

' ' : past 2-3 weeks bIoOd SUGAF IEVEIS) .o.vwv i eiicasisnssnse st (1)

i &.5.&Lm Blood tests (in general) .... eeeeraeessetsesaseseseienssoenseas enteatas et betaraea st eser s seeasenantas (1)
5431-).&:5.!:‘_‘6 UGN teStS (N GENETAL).....cucecueeerrernriensieseessssnessnarmssssmsssnasssrasesssassssaseans (1)
e (10@50 0. Electrocardiograms (EKG) .o (1)
L (085P Yp. Cardiovasé.u!ar SHESS OSLS ..vrvrssssscsrrrrcsassasssrasssmsess e e ssss s (1)
L (7050 a. Dilated eye exams.. S (1
L GOBER T Eye photos ..o O ——— (1
1 (30055 s, Laser treatment for eyes for diabetic retinopathy / macular edema...................... (1)
_f::o_bﬁ_‘[_zt Dialysis (in-home or outpatient) ................................ (1)
1, GOS5U  u. Nutrition counseling et eeeeseeee e e eess et e eemses et eemeeesesesmeessererrens (1)
S OREY V. Diabetes AUCAHON SEIVICES ...vvvoorrmmsscrerrrersesrsrsessesssssssssesssmsssssssss s sessssssses (1)
. GOSDW w. Services of mental héa_lth PLOFESSIONAIS ... .eoveveemecseemreressassaressessssesesssrmss s sessanes (1
5. LOGSY x. Emergency room visits A ))
2 (GOB5Y y. Walk-In clinics or UrGent Care CENtEr VISILS ... ivuueeesserscerssmssensssssssrnsssiasessesee (1
,_L-paeﬁz._z  Hospitalization due fo diabetes related complications (1)
o SBH5AA :a; Hosbltalizat_ion for other health issues (1)
..b..aﬁﬂﬁl_yb Nursing home care, convalescent care, or rehabllitation care .. (1)
L LrOGALL cc. Home l'h_ealth LT T OO —— : (- 1)

YES  NO UNCERTAIN

1) -
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C. HEALTH CARE PROVIDERS AND SOURCES OF CARE
1. Where do you ysually go to receive DIABETES health care éervices? (CHECK ONLY ONE (1) LOCA‘I’ION.-)' '

OOCA B a.. Doctor's private office ' : Gocl (1
(0818 b. Outpatient genefal medical clinic - GocoTH 1 %Yo (1
5. 800 4.0 ¢ Outpatient diabetes clinic - (1)
. Goc.ib_y. Company clinic (1)
; &Qc 1€ e;- 'Wa!k-ln clinic or urgent care center ( 1)
2 (x0CLE £ Hospital emergency room (1
0DC 10y g The EDIC annual evaluation is your only source of diabetes health care (1)
5 Cs00.1W h. Other, specify: *59. (00 4 Hi ) (1)
L_QIQC..LIJ There is no single location where you usually go for health care. ( 1)

2. Who_d';frenﬁy provides your DIAEEIE& heatth care at this location? (CHECK ONLY ONE (1) PROVIDER.)

J.ﬁlﬁln_a Generalist {general practitioner, family practitioner, intemnist, or nurse, GoC2Z RS

~ nurse practitioner, physician assistant working with a generalist) : GP cornz ™ (1)
L GDC2@ b, Specialist (diabetologist, endocrinologist, of nurse, nurse practitioner,
. physician assistant working with a diabetologist or endocrinologist) . o 1)
5 (yOL 20, €. Other, specify: f{pé. Gec2cd ' (1)
5 (-0C2 D d.- None. You have no current health care provider. : ) (1
b 3 3. is the diabetes provider checked in item #2 a member of the DCCT staf ooz, YES NO
: or.a current member of the EDIC staff? (1 (2

4. Where do you ysually go to réceive GENERAL health care services? (CHECK ONLY ONE (1) LOCATION.)

, {rOCH4 A a Doctor's private office Goc4 4

(0

(>0CH 25 b, Outpatient general medical clinic (1
(GOCY L. ¢ Outpatient diabetes clinic (1
GOCYD g Company clinic . (1)

Q OCY E e. Walk-in clinic or urgent care center (1)
L70CHF ¢ Hospitai emergency room (1
, QQC Yl g. The EDIC annual evaluation is your only source of general health care. (1)
L0004 H '_h. There is no single location where you usually go for health care. (1

5. Who currently provides your GENERAL, health care at this location? (CHECK ONLY ONE (1) PROVIDER))

({5OC5 A a. Generalist (general practitioner, family practitioner, internist, or nurse, .
nurse practitioner, physician assistant working with a generalist) Goesl| 1
Gy OCSOTHL B ¢
Lot B0 Specialist (diabetologist, endocrinologist, or nurse, nurse practitioner, physician

assistant working with a diabetologist or endocrinologist) ' (1)
(-0C5 Dd. Other, specify: _18. (AL STHL . | (1
. f_..5__£__ e. None. You have no current health care provider. (1)
_C:QQJQ.G Is your general health care prowder the same person who provides your YES NO

diabetes health care? (1) (2



lf'“"‘17

a._ug_c_‘é._ 8.

In the past 12 months, have you visited your EDIC clinic for health care services
unrefated to the EDIC study? :

In the past 12 months, have your EDIC annual evaluattons been the only health .
care services you have received?

5. (yv0¢ q 9. In the past 12 months, what percentage of your dlabeles health care has been :
o " provided by your EDIC evaluation? (0% = None, 100% = All) '

10. - Please indicate if you have had any visits in the past 12 months to any of the providers '

listed below. For each “yes" response record the number of visits in the past 12 months.
(Do not include EDIC evaluations in response to this questlon. Include outpatient visits only)

n-‘.s NO #_QEALSE&
(1)

(&)

1) -

5. (70 C\0R a. Generalist visit (general practitioner, family practitioner, intemist, or nurse, -
S e - nurse practitioner, physiaan assistant working with a generalist) , (1.
LOCAOE b, Specialist visit (diabetologist, endacrinologist, or nurse, nurse pracbtlone{

S - Physiclan assistant working with a diabetologist or endocrinologist) ..........ceeurereerence. (1)
10708008 . Nurse edumtor or cemﬁed diabetes educator for diabetes education only ............... (
|M d. Diefitian ................ (1)
b g,oczjgg_ Psychiatrist.... ..... : (1)
350C10€. £ Psychologist ...... (1)
LEYOC o~ 9. Social worker........ esessassrensenisiannesienseesranatesanesaeentasesrasasann ( 1)
L ot h.. Ophthalmologist {(eye specialist, M.D.)...cccceoeuirureaccacnnniaiee '( 1)
L JCART i Optometrist (8ye SPECialist, N0t AN M.D.) creerieoreroseeroseersseeersomsivmreessme (1)
.’zMQE_J. Cardiologist (heart SPECialist)..........eeeeveerrrcenrcesacemreenssaranas (1
A0r0CI0W Kk Podiatrist (foot specialist) L1
1 60C0l. I Nephrologist (kldney specialist)......ccceccerececerenes (1)
2.(rQC\OH m. Gastroenterologist (digestive disease specialist- stomach, liver, gall bladder, bowel)( 1)
'—CJOM__IL Neurologist (nerve specialist)..........ccccceoreeeeeeeeeeerens reseeseuessaeneseraeesssesesensaeseresntaens (1
VOO O 0. Oncologist {cancer specialisi) ............................ (1)
3 I::QCA A P P SUIGEON......eeeeereeceieneeseeitssessseansesessssseasesssssssmnsssssansstastasssss sessnsnsssnensessasessssssasnosn (1
LLO0AO0 g Gynecologist or Obstetrician R (1)
1L.GOC0L 1. Urologist (specialist for bladder problems, IMPOLENCE) ........erremeereceeersssescssceareneennane (1)
LGOLIOS S, DErmatologist (SKIN SPECIANISE) ... orecerrerseovsmsemmmmereesssorssresssoeeessssseeeerereeee (1)
5. 00CI0T ¢, Orthopedist (DONE@ SPECIANISL) .........cruurerecuscemsermremsecmsecssecnecnsssmsesasessaeesascnses (1)

S LSOO UL PhySICal TREFAPISt . evereve s eeeocrecereeessessmeersesssersmeereessessssssassssssesseesssessssoeeseeessssoeene (1)
.?_,Ld)_c AOYV v.. Chiropractor..........cccceevecereeeene eteeteetasasuesesasastass aae e As et sat e sarEaSar e sas s anteseermtmeteetaetrens (1
9.L0CI0W w. Dentist ' &)
LLOCIOX ¥ Oral surgeon - ¢ 1)
34 ney g)l y. Other health care provider(s), specify:...... (1)
1o fl OoTHE 3 Gecioyay, (D

D _
2. (00100 OTH2. L cocogay (1
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- D. HOSPITALIZATIONS AND OTHER HEALTH CARE SERVICES USED

D11 Dunng the past 12 months, were you admitted overmghtgto a hospital? k
This does not include emergency room visits or same day procedures.
if “no”, go to D 2

Q g;,QD LA a. Ifyes” toitem #1, how many times in the past 12 months were you
oY admttted overnight to a hospital for any reason?

(s

den b. if%yes” to item #1, how many total mghts in the past 12 months dld
' “you stay in the hospital?

. c. Please list the date(s) and name(s) of all the hospitals in which you have stayed
overnight or fonger during the past 12 months. (Make a separate entry for each
-time you were admitted. Attach a separate sheet ifneeded.)

o Number - - , E : - _
. GODILAL “-( w3, C:DD\CHQ_ . CODICAS 148 Gobiread Mo GODIER
mo day yro . . T B e ,
1. GODILLL /___/ T¥ we. Goblee2 .M. OD\C B3 1. (ODICBY i5l. (,oDies
~ mo day = yr B o 7 - — |
: : . i
22, CTob\gc__‘_l___:klsa CTOO'CQ«Q—- : . 154, OGODICE) )55, CDOD‘C.C.‘-‘ ’5(9-(?‘OD ‘z
-mo day yr ~ » t — .
57. GOO\EDL /7 ¢ 18 c-,ob\(‘)z 159, ODICH2 10, 6bDIeDY tel. -ODIC
L mo day yr » . _ _ : —
57 “ODICE) /[ >} W3 (ODICE2 . GODICES WS, (SODICEY b, OIS
- mo day yr _
"’7;' BODLQELI__I:_L'W GODICFZ - 1159. CJ'OD‘C-FQ) \'Tbu 7 C’D'D_(C.Fq v IVLC,ODKIQ
“mo day yr :

YES NO
Z_CIQDLZ During the past 12 months were you seen in a hospital Emergency Room for any . (1) (2
" reason? (Do not include Urgent Care Center or Walk-In clinic visits.) if “no” go to.D.3.

3, GODZH _a.  If“yes” to item #2, how many times in the past 12 months were you seen in
a hospital Emergency Room? . —
4. (3OD2. & b How many of these times were related to your diabetes? L
5 (ODD 3. During the past 12 months, were you a patient in a nursing home or convalescent | (1) (2
faeility? If “no” go to D.4. , .
1. (xOD2A _a. 1f“yes" to Item #3, how many total nights in the past. 12 months did you spend in
: a nursing home or convalescent facility? i —_—

b. Please list the date(s) and name(s) of the nursing home(s) or convalescent facility(s)
in which you have stayed during the past 12 months. (Make a separate entry for
each time you were admitted. Attach a separate sheet lf needed.)

Number _ v : -
Date of Admissi  Nights - Instituti _ City. Stat 7
1. GOD3gAl /7 |18._GOD2@HR2 'R (EDIBRD 180._(>ODARAY g, Gop2#
mo day yr ' '
L o03eBl) 7 ge_(ODABB2  1ed. (56D3GRD {85, (O0D3SRY 1B, G-0D36%
" mo day yr : o :
3. GobL2eel/ / 188, _ (ODILZ 189. Ca0oDap.0> 190.  CGoDzpacy 121.GOD3RL




4. During the past 12 months, have you had any of the followmg Iaboratory tests, x-rays procedures etc.?

. - CHECK ALL THAT APPLY

Test, X-ray, Procedure YES
2. (;oDUA - a. Glycosylated hemoglobin or HbA,C .. . (1
} &0DY® b Fructosamine ' 1
a.ﬁ:QD&__Q Blood glucose {by tab or dlmc\ (
& ¢;ob4d _d. Fasling lipid test (cholesterol) W)
o_CxoDYE__e. Other biood testS e vvererreen (1)
2 GODUE ¢ Electrocardiogram (EKG) (1
{4 C:oDdG g, Stress test )
le. GGop4H _h. Dilated eye exam.. . (1)
8 (6DYT i  Eyephotographs ..i... . _ e 1)
L.prlﬂﬂ_j Fluorescein anglogram (eye photos taken aﬂer injection of dye\ ' (1)
z.'__Cﬁ;m_K__js. Laser treatment for eyes for diabetic retmopathy / macu!ar edema -( 1')'
{, rODYL I Timed urine collection (1
te__ (20DYM m. Other urine tests-...... eeeteesemestemsaerestretsentesasesasesteent e atesaasatesianasasinraratasanias aeaenansrase (1
2 ).Dfl-_l,\i N, Kidney dialysis.... .....ccccoerreeeimeeemeeseemsoraccasssennssmsanssens (1)
2. (50DY0 0. Gastric emptying SWUIES ...coueeemreermceerneseneresnns (1)
22 (rODUP p. Pap Smeartest....... ( 1)
4 o040 q. Flt ShoL.......c.eeeieeeeieecererenneeenine S cn
{p.0s0DS 5. During the past 12 months, have you had any other laboratory tests or evaluahons'? (1)

DO NOT include any tests or procedures that may have been done while you were hospltahzed

- DO NOT include evaluations performed as part of your EDIC v:snt. .

If “yes™, specify;32}: GOhs 1

28 (50Dl s, During the past 12 months, have you received any other medical treatments?

If “yes", specify: 329 _/-coDMeoT

B, (sHhD1 7. How many days of work, school and/or usual activities have you missed in the past

12 months related to any iliness? (Please include any days spent in the hospital.)

wa. How many of these days missed were related to your diabetes?

>

1)
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2)2A o4 T
2) &npy |
2121 GopY A
2p5e0pd
2)1.GOpY M1

212 GORYN|

2nacondo!
2223 Gondf |
25 DAY

2)

1 (2



E. PARTICIPATION IN OTHER RESEARCH PROJECTS

¢ =11. During the past 12 months, have you been asked to partlcupate in any other health YES

E related research projects? If “no”, go to Sectlon F. (1
yODE2 2. If'yes™to item #1, did you actually participate in the prqect? : «n

If “no”, go to Section F.
3. if*yes” to item #2, did the research project involve

(CHECK ALL THAT APPLY.)

ﬂ_ﬁ(ﬁéﬂ__a. Specific drugs ( 1)
.g'gggsz:ea_ b.  Test procedures (1 |
ALy OE _c. Insulin regimen changes )

joeaD d. Dsetchangés" o Sy
B0 E2€, e. Exercise modlﬁcahons and/or recommendations ( 1)
9 Goeze Questionnalres ' (1)

 (0B2G Q. Interviews ' )
A aoea 1 h. Other, specify: &boe DWL 1)

| F. ACCESS TO HEALTH CARE SERVICES

sf. C70FJ-1 In the past 12 months did you have any health problem(s) or condition(s)
43 . thatyou would have liked to have seen a doctor or other health care provider YES

about, but you did not? If “no” go to item #3. _ 1)

2. If“yesto item #1, please indicate below the reasdn(s) that explain why you did not see
a doctor or other health care provider for this problem or condition. ‘
(CHECK ALL THAT APPLY.)

iz (JOFLR a. Did not think that the condition was serious ( 1)
ig_‘.GOF?_-_Qg b..- Health care services for the problem or condition were not covered by /

health insurance ( 2)
'“’. (OF2¢ c. Thought the medical care would cost too much ( 3)
iq. GOFZD_d. Did not have money to cover the cost ( 4)
8. .GDF2£ e. Did not have time to see a health care provider { 5)
q.: GOFZEL Could not get an appointment; office hours were inconvenient ( 6)
@ GofF2G- g.  Did not have a way to get to the office or clinic (7
3‘}._ 0GoF2H h. Distance to dihlc or doclor’s office was too great ( 8)
2, (OF2T L. Did not have anyone to care for the children o : (9
58 (OF2Ji. Feltthe heaith care provider could not help the condition ( 10)
54, $0F2 ¥ k. Did not feel the health care brqvider cared about my health : ( 11)
of GOF2L. 1 Was afraid of finding out what was wrong , ( 12)
sé (0FZHm. Felt the problem could be remedied at home ‘ (13)
4. OGOF2M n.  Had a lapse in insurance ' ( 14)

2 0€2po. Cther, spedfy:,'m.CQF 201 : / : ( 15)

3
B

~ o~ o~ Lo B aae BN o T e

NO
(2
(2

2)
2)
2)
2.
2)
2)
2)
2)

NO
(2
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2 %OF 23. Inthe past 12 months, do you feel that you delayed seesng a doctor or other - YES NO
% ~health care provider longer than you shouid have? o (1 (2
T If “no”, go to Sectuon G ' ' o

-4 It "yes to item #3, please indicate below the reason(s) that explain why you delayed
seeing a doctor or other health care provider for this problem or condition.

\ (CHECK ALL THAT APPLY. ) : .
(;onI A _a. Did not think that the condition was serious ' ' S : ( 1 ) .
b}_ﬁbFﬂQ?_b. Health care services for the problem or condition were not covered by o
. health Insurance (2
g@_&o’ggg_ Thought the medical care would cost too rah (3
e# CrD ﬂ;} Dldnolhavenmeytocovermecost (4
.94 _(,que _e. Did not have t:me fo see a health care provider { 5
&M_E_f. Could not get an appolntment. office hours were lnoonvenlent ( 6)
hi_c,geﬂ(z_g Did not have a way fo get lo the office or clinic {7
hB.CzQ_,_‘(B.h Distance to c!;mc or doctor‘s office was too great (8 :
. GOFYT i Did nothave anyone to care for the children _ , . (9)
433 j; Feitthe health care provider coutd not help the condition (10)
(IQE{ K_k. Did not feel the health care provider cared about my health 1)y
”» b ¢4 | Was afraid of finding out what was wrong _ o { 12)
a’ OF4M m Felt the problem could be remedied at home ( 13)
1§ oF4p n. Had alapse in insurance - (19)
15, C-DFY ) 0. Other, speclfyaﬁ fnoF'4Q1. . - ( 15)

Go
5 6G. MEDICAL RELEASE FORM

The attached Medical Release Form is requested to obtain additional information relating to any
hospitalizations and/or admisslons to long term care facilities. This information will be used by the EDIC
study and the EDIC staff to gain a better understanding of the health problems experienced and services

-used by EDIC participants. Please read the Medical Release Form and complete the Patient
Identification portion only, located at the bottom of the form. -

J:ﬂ@.- WEEKNO



' AUTHORIZATION TO RELEASE PATIENT RECORDS

t hereby authorize the release of my medical and billing records and/or the complete record of my hospitalizations to
the EDIC study. This. authorization includes obtaining photocopies and abstracting information from the face sheet,
ambulance / EMT report, emergency department report, history and physician examination, progress notes, nursing notes,
- and operative, pathology, histology, and laboratory reports. It also includes obtaining information on the charges incurred

during the hospital stay. | understand that the information obtamed will be used only for the purposes of this medical
research pro]ect and will be held in stnd confidence. _

1. understand that fumnishing all of the requested information on this for'm Is voluntary The principal purpose of
requesﬂng the information on this form Is to legally comply with the request to obtain or send medical records | request
that this auﬁmnzatlon remam ln effect unless revoked by lhe undersigned. . A ‘

! authorize __

to disclose to

- a complete record of my medical findings. ‘fhe_infomiation is required for verification of medical conditions and treatment
dates. Please send copies of the following:

_ Face Sheet(s) with Discharge / ICD Codes All Pathology Reports

Emergency Department Repon(s) ) All Laboratory Results

Discharge Summary(s) All Surgical Reports

Admission Summary(s) andH&P , All Radiology, Cardiology, & Ultrasound Reports
Other: ' : '

PATIENT IDENTIFICATION

The following information is needed to assure accurate patient identification.

PATIENT (Print Name) PATIENT SIGNATURE DATE

DATE OF BIRTH

You may retain a copy of this authorization - Initial here if you desire a copy .





