21.

22,

24,

Have you ever been told that you have
high cholesterol?

1. YES 2. NO

Are you on any prescribed medication for
high cholesterol?

1. YES 2. NO

23. Type(s) of medication for high chol.:

# ( xDAY)

# ( xDAY)

Are you on a prescribed diet for high chol.?
1. YES 2. NO

25, Type(s) of diet? (ALL THAT APPLY)
1. LOWFAT/ 2. WEIGHT 3. OTHER
CHOL. DIET REDUCTION  (Specify)

1. SOCIAL SECURITY NUMBER - —
Route
E 2. NAME
LAST FIRST M
2
o ADDRESS
pa
= CITY/STATE/ZIP
L
I&J UM WORK DEPARTMENT
(&
N WORK ADDRESS CAMPUS zZIP
L
o E-MAIL ADDRESS WORK PHONE )
HOME PHONE [ ) PROJECT ID #
3. DATE OF SCREENING: 13. Do you presently smoke cigarettes?
B | | (IE_NO, "QUIT OR NEVER SMOKED"?)
1. YES 2. NO,QUIT 3. NEVER
4. MARITAL STATUS: SMOKING SMOKED
1. SINGLE 4. SEPARATED
2. MARRIED 5. WIDOWED 14. How many cigs do you smoke a day?
3. DIVORCED 6. OTHER
# CIGS/DAY(ONE PACK = 20
5. CHOL. MACHINE #: |:|:| ( )
15. Do you think you will want to quit smoking
6. RECORD 1ST BP READING IN Q. 37. some day?
7. SEX OF CLIENT: 1. YES 2 No
1. MALE 2. FEMALE 16 TAKE 2ND BP READING: RECORD IN Q. 37
8 RACE 17. Are you on any prescribed medication for
1. WHITE 5. ARAB-AMERICAN high blood pressure?
2. AFRICAN-AMER. 6. ASIAN-AMERICAN
3. HISPANIC 7. OTHER 2. NO
4. NATIVE AMERICAN
9. Are you hourly or salaried? 18. Type(s) of medication for HBP:
1. HOURLY 2. SALARIED
#1 ( xDAY)
10. USUAL WORK SHIFT:
#2 ( xDAY)
START TIME END TIME
#3 ( xDAY)
M Tu W Th F (Circle all that apply)
Man z 45
11. CURRENT AGE: Woman 2 55 19. Are vou on a prescribed diet for HBP?
BlRTHDATEll | I_l | |_| | | 1. YES 2. NO
12. What is your present height & weight? 20. Type(s) of diet for HBP.
1. LOW 2. WEIGHT 3. OTHER
HGT. WT. | | | | SALT REDUCTION  (Specify)

FT INCHES | RS

26.

27.

28.

29.

Are you under a doctor's care for diabetes?

1. YES 2. NO

Have you ever had a heart attack or
coronary heart disease?

1. YES 2. NO

Did either of your parents or a brother or
sister have a heart attack or die of heart
disease, before age 557

1. YES 2. NO 3. DONT

KNOW

Which of the following best describes your
usual level of physical activity? (READ)

1. Vigorous exercise 4 or more times/week,

for at least 30 minutes (like running,
bicycling, stair-climbing, or aerobics),

2. Vigorous exercise 3 or more times/week,
for at least 20 minutes,

3. Moderate exercise 1 to 3 times a week,
for at least 15 minutes,

4. Light or moderate activity totaling 30 or
more minutes a day (like walking),

5. |Light activity totaling 15—-20 min/day, or

6. |Very little physical activity.

30. Do you ever drink alcoholic beverages, such

as beer, wine, or liquor?

1. YES 2. NO

31. If "yes," in an average week, on how many

days do you drink something alcoholic?

0. <1DAY 3. 3DAYS 6. 6 DAYS
1. 1 DAY 4. 4DAYS 7. 7DAYS
2. 2DAYS 5. 5DAYS

32. On days that you drink, how many drinks do

you have? # drinks/day

33. In an average week, how many drinks do
you have total for the week?
# drinks/week

34. a. For how long have you been drinking at
this level? # weeks/months/years
(Circle one)

b. What were you drinking previously?
(Safe? yes no)

35. a

Number of drinks you think is safe?
__ #drinks/day ___ # drinks/week

b. (Accurate? yes no)

women - 2/day or -9/week; men - 3/day or -12/week

36. TAKE 3RD BP READING: RECORD IN Q. 37

37. BP READINGS:

st | | J[ [ |
ol | [ )/ | |
wol | 1 W] |

Diastolic
Systolic -84 | 85-89 | 290
- 129 N HN
130-139 HN HN H
2140 H H H

38. OVERALL BP

1. NORMAL BP
2. HIGH NORMAL BP

SCREENER: PLEASE
COMPLETE Q. 39 THROUGH
Q. 44 ON THE BACK AND
THEN RETURN FOR Q.45-52.

|NHNH
|NHNH

|NHNH

45. HDL READING: EI:I:'

[1.]34 or lower ......... TOO LOW
2. 35-59 ... NORMAL
3. 60 or higher... VERY GOOD

46. CHOLESTEROL READING:

D:D [] Check here if pregnant now
or within past 2 months
N reading was <100 or >300, check here and

re-test if client allows.

47. CHOLESTEROL STATUS:
1. DESIRABLE (199 or lower)

-|BORDER (200-239) [eferts Prysioan |
3.|HIGH (240 +)

48. Goals set by client:

49. i applicable, regarding alcohol conversa-
tions:

a. List alcohol among goals?
yes no___ doesnotapply__

b. List alcohol as top goal?
yes no___ doesnotapply

c. Has client made changes?
yes___ no___ doesnotapply__
50. Stage of readiness to change (alcohol):
(Circle one)

4. action
5. maintenance
6. never drank

1. precontemplation
2. contemplation
3. ready for action

B1. Screening outcomes:

1. Referral to Physician?
yes no___  doesnotapply__

2. Referral to DW?
yes Fill out referral form

no___ doesnotapply__

women >3/day or >9/wk
men  >4/day or >12/wk

52. SCREENER ID # AND NAME:

[T11]




As you may know, many studies have shown that physical health often is affected by the amount of stress with which one
has to deal. I’d like to ask you some questions about kinds of stress that may have been part of your life this year.

39. Here are some questions about stress from life events:

In the last 12 months,
a.  Have you had a serious illness or injury, or an existing

condition that started to get worse? 1. Yes 2. No
b. Have you been the victim of a serious physical attack or assault? 1. Yes 2. No
c.  Were you robbed or was your home burglarized? 1. Yes 2. No
d.  Have you left a job or retired when you didn’t want to? 1. Yes 2. No
e.  Were you or anyone in your household unemployed for longer

than three months? 1. Yes 2. No
f.  Have you moved to a worse residence or neighborhood? 1. Yes 2. No
g.  Have you had any serious financial problems or difficulties? 1. Yes 2. No

h.  During the past 12 months, how many people close to you have lost a loved
one, been a victim of a crime, had a serious injury, illness, personal problem
or sudden crisis? (Number)

40. Please tell me whether any of these things have happened to you in the past month or so:

Have you had,

a.  Problems with aging parents? 1. Yes 2. No 3. Doesnotapply
b.  Problems with your children? 1. Yes 2. No 3. Doesnotapply
c. Hassles at work? 1. Yes 2. No 3. Doesnotapply
d.  Trouble balancing work and family demands? 1. Yes 2. No 3. Doesnotapply
e. Problems with your spouse or partner? 1. Yes 2. No 3. Doesnotapply

41. Here is a question measuring financial stress.

How difficult is it for you or your family to meet the monthly payments on your bills? Would you say it is:
a.  Extremely difficult

b. Very difficult

c.  Somewhat difficult
d.  Slightly difficult

e. Not difficult at all

42, In your day-to-day life, how often have any of the following things happened to you?
Very  Fairly Nottoo Hardly
Often  Often  Often Ever Never

a.  You are treated with less courtesy than other people? 1 2 3 4 5
b.  You are treated with less respect than other people? 1 2 3 4 5
c¢.  You receive poorer service than other people at 1 2 3 4 5

restaurants or stores?

People act as if they think you are not smart?
People act as if they are afraid of you?
People act as if they think you are dishonest?
People act as if they are better than you are?
You are called names or insulted?

You are threatened or harassed?
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43. In the past 30 days, how often did you feel:
Very  Fairly Nottoo Hardly
Often  Often  Often Ever  Never

a. unable to control the important things in your life? 1 2 3 4 5
b. confident about your ability to handle your

personal problems? 1 2 3 4 5
c. that things were going your way? 1 2 3 4 5
d. that difficulties were piling up so high you

could not handle them? 1 2 3 4 5

44. Now I’m going to ask you a series of questions about a variety of health risks. If you have never had a particular health
risk, respond “does not apply.”

Since we first saw you for screening, have you made any attempts

a.  to stop smoking or cut back? 1. Yes 2. No 3. Does not apply
b.  to lower your blood pressure? 1. Yes 2. No 3. Does not apply
c. to lower your cholesterol? 1. Yes 2. No 3. Does not apply
d.  to get more exercise? 1. Yes 2. No 3. Does not apply
e. toreduce your drinking or to stop drinking? 1. Yes 2. No 3. Does not apply
f.  to improve your ability to deal with stress? 1. Yes 2. No 3. Does not apply
If yes to any of the above, did the client use any services

listed on the survey? 1. Yes 2. No 3. Refused survey

SCREENER: PLEASE RETURN TO FRONT OF THIS QUESTIONNAIRE TO COMPLETE Q.45-52.

NOTES:




