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Name: Today's date:

Address:
City, state, zip:
Telephone: home ( ) - Date of birth;
work ( ) - Sex: [Female 0O Male
Backeround

1. Ethnic origin (check Donly one):

0 White not Hispanic O Asien or Pacific Islander

O Black not Hispanic O Filipino

O Hispanic _ 0 American Indian/Alaskan Natve
O Other:

2. Please circle the highest year of school completed:

123456 789101112 13141516 17 18 19 20 21 22  above 22
(primary) (high school) (college) (graduate school) *

3. Are you currently (check Qonly one):

U married O separated 0 widowed
0 single O divorced

4. Please indicate below which chronic condition(s) you have:

0 Diabetes 0 Asthma U Emphysema or COPD

U Other lung disease  Type of lung disease:

0 Heart disease Type of heart disease:

O Arthritis or other rheumatic discase  Specify npe.

O Cancer  Type of cancer:

O Other chronic condition Specify:




General Health s

1. In general, would you say your health is:
(Circle one)
Exeellent: vl
WVery 8000
27 O,

FRT oo 4
POOR, s s e A 5
Symptoms
How much time during the past 2 weeks..,
None A lttle Some A good Most All
of the of the of the  bitofthe  of the of the
time time time time time time
¢ 1o Dl you Tee] worn 0t T cunviciammssimis 0 ] 2 3 4 5
2, Were you discouraged by your
health problema? canniannnsasiaig 0 1 2 3 4 5
. 3. Did you have & lot of energy? .o 1 2 3 4 5
4. Were you fearful about your
Hre BEARN Y wsnnansarissiea I 2 3 4 5
i 5, B vollifeel iired T o 1 2 3 4 5
6. Was your health a worry in your life?.....0 ] 2 3 4 5
v 7, Did you feel full of pep? ovvvvveerierieiinnnnnnl 0 1 2 3 4 5
8. Were you frustrated by your
health problems? ..o 0 1 2 3 4 5
+ 8. Did you have enough energy to
do the things you wanted to do?..............0 ] 2 3 4 5



1. We are interested 1 Jearning whether - :
describes yowr fatigue in the past 2 w::kil::‘ you are affecied by fangue. Please circ!

0
No 8 & 10
farigue Sevare
fatigue

2 We are interested in knowing if anything you learned in the course has had
effect on your life. (Please circle one)

YES NO

3. If yes, please describe:

e the number below that

lasting



Physical Activities

During the past week, even if it was not a typical wesk, how much total time(for the endre week) did you
spend on each of the {ollowang? (Please circle one number for each question.)

leas than 30-50 1-3 b more than
none 30 minfwk mlnfwk per wesk 3 brafel
1. Stretching or strengthening exercises
(range of motion, using welghts, ete.). e 0 1 2 3 4
% Wk Br BREERE im0 1 2 3 4
3. Swimming or aquatic eXeTCise .ierimmiienens0 ] 2 3 4
4, Bicycling (including statonary
A 13-4 L DN REORIIRPORRRIBIISSNN, ;. 1 2 3 4
5. Other aerobic exercise equipment
(stairmaster, skiing, h=althrider, ete.).iiniinn 0 ] 2 3 4
6. Other acrobic exercise
Specify o OO . 1 2 3 4

Coping With Symptoms

When you are feeling down in the dumps, feeling pain or having other unpleasant symptoms, how often do you
(Please circle one number for each question):

Almost Some- Fulrly Very
. MNever never tHmes often often Always

1. Tryto feel distant fom the discomfont

and pretend that it is not part of your body .........0 ] i 3 4 3
2. Den't think of it as discomfort bul as some

other sensation, like a warm, numb fzeling ........0 | 2 3 4 ]
3. Play mental games or sing songs to keep

your mind off the discomfert ... 1 2 3 4 5
4. Practice progressive muscle relaxation .....0 1 2 3 4 5
5. Practice visualization or guided imagery,

such as picturing yourself somewhere clse .........0 1 2 3 4 5

3. Talk to yoursell in positive ways .........ceieiinnnn 1 2




Physical Abilities

Please check (D) the one best answer for your abilities.

Without With With
At this moment, are you able to: ANY SOME MUCH UNABLE
diMeulty difMeculty difflculty to do
1. Dress yourself, including tying
shoelaces and doing buttons?.. .o vnisenrnriesessnenns O ) U
2: Getin and outof bed? i nnaaaumnmninsaaniaan C O D
3, Lift a full cup or glass to your mouth?.......eeverivivencecrinns O O O 0
4, Walk outdoors on flat ground? ..o O O O O
5. Wash and dry your entire body? .o, 0 O O O
6. Bend down to pick up clothing from the floor? ..o ] 0 O a
¥ Tarn BUsets of aHd 617 covomammmnmamnmmaisige O O D O
B et invandiont of 8 0arT i i i O O O 8]

How Your Illness Affects Your Life

The following itemns ask about how much your illness(es) and/or its treatment interfere with your life. Please
circle the one number that best describes your current life situation, 1f an item is not applicable, please check
(O) the box to indicate that this aspect of your life is not affected. Please do not leave any item unanswered.

How much does your iliness(es) and/or its treatment interfere with:

1. Your feeling of being healthy O Not applicable

Not very much 0 LevevvieeesZeveneeiieneee Benneseeennesehvsenssesniese v B - QWery mueh
2. The things you eat and drink 0 Not applicable
Notverymuch 0 Lo Zinmnes 3o S 7 OVery much

3. Your work, including job, house work, chores, or errands O Not appticabie

Notvery much 0 Lo i3 cinmsnessenes Sevvnscmsnnn G Very mueh




How much does your iliness(es) and/or its treatment interfere with :
4. Playing sports, gardening, or other physical recreation or hobbies (ONot applicable

- Not very much O 123456? [ Very much

5. Quiet recreation or hobbies, such as reading, TV, music, knitting, etc. [INot applicable

Not very much O SRRSO SRR, . . SRRV SOPTRINGIN | SSTSRIOS: CISUNSPNN, DVery much

6. Your financial situation 0 Not applicable

Not very much O  p———:. PO NPT . NI, + RPN - STSNPNTITT. OVery much

7. Your relationship with your spouse or domestic partner 0 Not epplicable

Not very much O ) PPN  JOUUUS.. SRURRUTNNS. . (NIRRT, . (S, OVery much

8, Your sex life O Not applicable

I_\Jntvcnrmuchtl R A . 0 ST vk sk i B einiad 7 DVery much

9. Your relationship and social activities with your family O Not applicable

Notverymuch O l.oeoeeeene, v S = - T — iR < T S 7 [DVerymuch

.10, Social activities with your friends, neighbors, or ETOUps O Not applicable

Not very much O L esssemmumen i@y Bimens o ibsn s S Baanasa OWVery much

11. Your religious or spiritual activities 0 Not applicable

Not very much 0 Livsbrernrnnmetiess s sy Wi enmnis i s o e OVery much

12, Your involvement in community or civic activities 0 Not epplicable

Notverymuch O Lo Zin BB S o7 OVery much

13. Your self-improvement or self-expression activities 0 Not applicable

Not very much J O OUORNEs: SRR SRS, SRR SRS OVery much



Confidence About Doing Things

For each of the following questions, please circle the number that corresponds with your confidence that you
can do the tasks regularly at the present time.
How confident are you that you can...

1. Keep the fatigue caused by your
disease from interfering with the motatall | | | | 1 1 1 | 1 | |totlly

things you want to do? ponfident ] 2 3 4 S5 & 7 & % 10 confident
2. Keep the physical discomfort or
pain of your disease fom inter- motatall | | | | | )} 1 | | 1 toully
fering with the things you want confidet 1 2 3 4 5 6 7 & 8% 10 coofident
to do?
3. Keep the emotional distress caused
by your disease from interfering otatall | | | | | | 1 | | | totally
with the things you want to do? confident 1 2 3 4 5§ 6 7 & 9 10 -confident

4. Keep any other symptoms or health
problems you have from interfering notatel | | | | | 1 | | 1 | toaly
with the things you want to do? coafidet 1 2 3 4 5 6 7 B 9 10 confidem

5. Do the different tasks and activities ) B
needed to manage your health notatal | | | | |1 1 1 | tomlly
condition so as to reduce your confident 1 2 3 4 S 6 7 & 9 10 confident

need to see a doctor?

6. Do things other than just taking

medication to reduce how much potatall | | | | I | | | | | totally
vour illness affects your confide;t. 1 2 3 4 5 6 7 & 9 10 confident
everyday life?

Feelings

Below is a list of some of the ways you may have falt or behaved. Please indicate how often you have felt this
way during the past week: (circle one number on each line)

Rarely or Someora  Occaslonally or
none of lttle of s mederate All ol
During the past week... the tme the Hme mmount of time the time
(less than 1 day) {1-2 doys) (14 days) (5-Tdays)
1. Iwas bothered by things that
usually don’t BOthET ME.. . ciinisssiesiensissnssersaenisd 1 2 3
2. 1had rouble keeping my mind
« conwhal Twas domg i e ] 2 3
i Tiel depressed casmmunnanaiasasisinaininmsl 1 2 3



Farely or Someors  Occaslonally or All af
none of lttle of s moderate the time
During the past week... the time the time amount of time
(less than | day)  (1-2 days) (34 days)  (5-7days)
4: 1 felt that everything I did
was an cffort... A sadd 1 3
5, 1felt hopeful about the fUture ..o 1 3
§; el fearful cinananiss - 1 3
7. My sleep was restess . cmeeminns el 1 3
£, I was happy «coovmnmmmmmemsanin il 1 3
& Thbmely. R 1 3
10. I could not “get BOINE" i 0 1 3
Daily Activities
During the past 4 weeks, how much... (Circle one) )
Mot Quile Almost
at all Slightly Moderrtely & bit totally
1. Has your health interfered with
your normal social activities with family,
friends, neighbors Or Zroups. ..o 0 ] 2 3 4
2. Has your health interfered wath
your hobbies or recreational activities ...oo..0 1 2 3 4
1, Has your health interfered
with your household chores P U e TR £ 1 2 3 4
4. Heas your health interfered with
your errands and ShoPPINE ciensernesnseisnnn U 1 2 3 4

Only one more page to go!




Medical Care

1.

2,

4.

When you visit your doctor, how often do you do the following (please circle
question)!

one number for each

Almost Some- Falrly Very
Never never times often often Always
a Prepare a list of queshons
fOr YOUT BOCLOT vvvvereeeecrererraceessanessssenssssensd 1 2 3 4 5
b. Ask questions about the things you
want to know and things you don't
understand about your treatment............. 0 1 2 3 4 5
c. Discuss any personal problems that
may be related to your illness..................0 1 2 3 4 5
In the past § months, how many times did you visit a physician? ‘
Do NOT include visits while in the hospital,......ccocorvenns RS R R RE G visits
g, Did you go outside (name of system here) for any of these visits? ...cimiviiiinnes 0O Yes 0O No
b. Were any of the gbove visits to a chiropracter, acupuncturist,
podiatrist, or other alternative health provider? i O Yes O No
If yes, how many visits? ......... — visits
, €. Were any of the above visits to a psycbiatla, psychologist, family
counselor, social worker, or other mental health provider?.. . O Yes O No
If yes, how many visits7......... visits
d. Were any of the above visits to & hospital emergency room?......cuersmmeresns O Yes 0O No
If yes, how many vi151t57 ... visils
In the past 6 months, how many TIMES were you hospitalized
for one night or longer? times
. How many total NIGHTS did you spn:nd in the hr::spita.i in the
past 6 months?... LR e nights
b. Were all of these hospitalizations covered by your M@ Health Plan?............0 Yes 0 No
c. Were any of these hospitalizations at a skilled nursing facility,
0 Yes 0O No

convalescent hospital, or other minimum care facilify? ..o

Thank you for your help!
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Current Use of Self-Maq_:a_gement

1. I continue to make action plans to help me manage my chronic condition:
(Circle one)
Mostofthe time ..., 1
Some of the time ..................2
Little of the time ................3

MNone of the time..................4

2. Tcontinue to use the following information and skills learned in the Help Yourself

Course:
(Check all that apply)
Healthy Eating (i.e. balancing my plate}..............cooooocvvcvvvrrvrenn. O
Physical Activity (i.e. walking, stretching)............co.ovverrrvonnnn. O
Cognitive (Thinking) ACtVItIES ..o..oooooreereee e |
Breathing techniques ............. 0
Guided imagery................... O

Relaxation ... s d
Positive Self-Talk................[0

DIstraction.........vveevveeeene. a





