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1. Has a doctor ever told you that you had diabetes, diabetes mellitus, sugar diabetes, or high blood sugar?

0! No (If no, this survey is complete. Please return in the envelope provided.)

1! Yes

8! DonÕt know (If unsure, this survey is complete. Please return in the envelope provided.)

9! Refuse (If refuse, this survey is complete. Please return in the envelope provided.)

From this point on, all of these conditions (diabetes mellitus, sugar diabetes or high blood sugar)
will be referred to as simply Òdiabetes.Ó

2. Do you currently have diabetes?

0! No (If no, this survey is complete. Please return in the envelope provided.)

1! Yes

8! DonÕt know (This survey is complete. Please return in the envelope provided.)

9! Refuse (This survey is complete. Please return in the envelope provided.)

3. What is your gender?

1! Male (SKIP TO question 4)

2! Female

9! Refuse

3a. Are you currently pregnant?

   0! No

1! Yes (If yes, this survey is complete. Please return in the envelope provided.)

8! DonÕt know(If unsure, this survey is complete. Please return in the envelope provided.)

9! Refuse (If refuse, this survey is complete. Please return in the envelope provided.)

4. What is your birth date?

         ____ - ____ - _____
         MM     DD    YYYY

9! Refuse

5. About how old were you when you were first told you had diabetes?

____ years old (SKIP TO question 6)

8! DonÕt know

5a. Do you remember the year that you were diagnosed?

Enter year: ______
        YYYY        (SKIP TO question 6)

8! DonÕt know
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5b. Did you learn you had diabetesÉ.

1! Less than one year ago (If yes, this survey is complete. Please return in the
envelope provided.)

2! One or more years ago but less than 5 years ago

3! 5 or more years ago but less than 10 

4! 10 or more years ago

8! DonÕt know

9! Refuse

6. Do you have any kind of health insurance, or are you enrolled in any kind of plan or program that helps to pay
for your health care?

0! No (If no, SKIP TO question 9)

1! Yes    

8! DonÕt know

9! Refuse

7. What is the name of your health plan? _______________________________________

8! Don't know

9! Refuse

8. Does your insurance plan or program allow you to go to any doctor you want or does it require you to choose
from a group or list of doctors?

1! Any doctor

2! Select from a group or list

8!  DonÕt know

9!  Refuse

9. A personal doctor or nurse is the health provider who knows you best.  This can be a general doctor, a
specialist doctor, a nurse practitioner, or a physician's assistant.  Do you have one person you think of as your
personal doctor or nurse?

0! No (If no, SKIP TO question 13)

1! Yes 

8! DonÕt know (SKIP TO question 13)

9! Refuse (SKIP TO question 13)

9a. What is your personal doctor or nurseÕs name?

____________________  _________________________
(First Name 1) (Last Name 1)

____________________  _________________________
(First Name 2) (Last Name 2)
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10. How many months or years have you been going to your personal doctor or nurse?

1! Less than 6 months

2! 6 to under 12 months

3! 12 to under 24 months

4! 2 to under 5 years

5! 5 years or more

8! DonÕt know

9! Refuse

11. Is this the provider that you go to for most of the care related to your diabetes?

0! No

1! Yes

8! DonÕt know

9! Refuse

12. In the last 12 months, how much of a problem, if any, was it to see your personal doctor when you needed
care?

1! A big problem

2! A small problem

3! Not a problem at all

4! I have not seen my personal doctor in the last 12 months

8! DonÕt know

9! Refuse

13. In the last 12 months, did you or a doctor think you needed to see a specialist?

0! No (If no, SKIP TO question 15)

1! Yes

8! DonÕt know (SKIP TO question 15)

9! Refuse (SKIP TO question 15)
*US Agency for Healthcare Research and Quality. CAHPS Health Plan Survey 4.0: Child Medicaid Questionnaire.
Washington, DC: August 2007.

14. In the last 12 months, how much of a problem, if any, was it to get a referral to a specialist that you needed to
see?

1! A big problem

2! A small problem

3! Not a problem at all

4! I didnÕt need to see a specialist in the last 12 months(SKIP TO question 16)

8! DonÕt know

9! Refuse
*US Agency for Healthcare Research and Quality. CAHPS Health Plan Survey 4.0: Child Medicaid Questionnaire.
Washington, DC: August 2007.
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15. In the last 12 months, did you see a specialist?

0! No 

1! Yes

8! DonÕt know 

9! Refuse
*US Agency for Healthcare Research and Quality. CAHPS Health Plan Survey 4.0: Child Medicaid Questionnaire.
Washington, DC: August 2007.

The next set of questions ask about things that your doctor or other health care professional may have
performed, explained, or offered to you.

16. During the past year, how often did your doctor or some other health care professional review your home
blood or urine sugar test results?

1! Every visit

2! Most of the visits

3! At least one of the visits

4! None of the visits

8! DonÕt know

9! Refuse

17. When was the last time you had an eye exam in which your pupils were dilated?  This means that drops
making you temporarily sensitive to bright light were put into your eyes.

1! During the past 12 months

2! A year or more ago but less than 2 years ago

3! 2 or more years ago

4! Never had an eye exam

8! DonÕt know

9! Refuse

18. During the past year, how often did your doctor or some other health care professional examine your feet
with your socks off?

1! Every visit

2! Most of the visits

3! At least one of the visits

4! None of the visits

8! DonÕt know

9! Refuse

19. When was the last time a doctor or other health care professional tested the feeling in your feet or legs by
touching them with a monofilament, which looks like a short piece of fishing line?

1! During the past 12 months

2! A year or more ago but less than 2 years ago

3! 2 or more years ago

4! Never

8! DonÕt know
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9! Refuse

20. Has your doctor or some other health care professional told you to take aspirin regularly to lower your risk of
developing heart disease or stroke?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

21. Did you get a flu shot during the past 12 months?

0! No (If no, SKIP TO question 23)

1! Yes

8! DonÕt know (SKIP TO question 23)

9! Refuse (SKIP TO question 23)

22. Did you get the flu shot through your health plan?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

The following questions are about particular things you have been doing to keep your diabetes under control.

23. In the past 12 months, did you follow a special meal plan or diet to keep your diabetes under control?

DEFINITION: A special meal plan or diet for diabetes is one that you received from your doctor,
nutritionist, diabetes educator, diabetes education handouts and/or materials.

0! No 

1! Yes

8! DonÕt know 

9! Refuse

24. In the past 12 months, did you do physical activity or exercise to keep your diabetes under control?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

25. In the past 12 months, did you take prescription pills for diabetes?

0! No (If no, SKIP TO question 27)

1! Yes

8! DonÕt know (SKIP TO question 27)

9! Refuse (SKIP TO question 27)
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26. On how many of the last 7 DAYS did you take your recommended diabetes medication/s?  (Please circle
one number.)

0 1 2 3 4 5 6 7 (days)

77! My doctor no longer recommends that I take diabetes pills

88! DonÕt know

99! Refuse

27. Has your doctor ever recommended that you use insulin?

0! No (If no, SKIP TO question 44)

1! Yes

8! DonÕt know (SKIP TO question 44)

9! Refuse (SKIP TO question 44)

28. Are you currently taking insulin shots at least once a day or using an insulin pump?

0! No

1! Yes (If yes, SKIP TO question 38)

29. Do you take insulin shots occasionally, but not every day?

0! No

1! Yes

The following questions ask about concerns you may have about giving yourself insulin shots.
For each item, please check the box if you are Ònot at all concerned,Ó Òa little concerned,Ó  Òmoderately
concerned,Ó or Òvery concerned.Ó

Are you concerned
aboutÉ

Not at all
concerned

A little
concerned

Moderately
concerned

Very
concerned

DonÕt
know Refuse

30. The cost of insulin
shots?    

1 
  

   2 
  

   3 
  

   4 
  

   8 
  

   9 
  

31. How insulin shots
might restrict or
Òhold backÓ your
lifestyle?

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

32. How insulin shots
might negatively
impact your social
life?

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

33. The insulin shots
being painful?

   
1 

  
   2 

  
   

3 
  

   4 
  

   8 
  

   9 
  

34. Possible side effects
of giving yourself
shots?

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 
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35. Difficulty due to
things like poor
eyesight, shakiness,
or arthritis?

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

36. Insulin shots causing
you to have low
blood sugars?

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  Not
Applicable

37. A negative impact
on your job (if you
work outside the
home)?

   
1 

  
   

2 
  

   3 
  

   4 
  

   8 
  

   9 
  

For each question, please check the box if you Òstrongly agree,Ó Òagree somewhat,Ó are Òneutral,Ó Òdisagree
somewhat,Ó or Òstrongly disagreeÓ with the following 6 statements.

How much do you agree
thatÉ

Strongly
agree

Agree
somewhat Neutral

Disagree
somewhat

Strongly
disagree

DonÕt
know Refuse

 38.People who go on insulin
have not taken care of
themselves in the past.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

 39.Taking insulin can cause
blindness.

   
1 

  
   2 

  
   

3 
  

   4 
  

   5 
  

   8 
  

   
9 

  
 40.Taking insulin can cause

kidney failure.
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

 41.Taking insulin can cause
amputations.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
 42.Taking insulin can cause

heart attacks or strokes.
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

 43.Taking insulin can cause me
to die earlier.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

The next set of questions asks about other health conditions that you may have.  For each item, please check
Òno,Ó Òyes,Ó ÒdonÕt know,Ó or ÒrefuseÓ about whether or not you currently have the condition.

Do you have any of the following problems? No Yes
DonÕt
know Refuse

44. Heart disease

[Heart disease includes heart failure, congestive heart failure (CHF),
or a past heart attack.]

   
0 

  
   

1 
  

   8 
  

   9 
  

7
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Do you have any of the following problems? No Yes
DonÕt
know Refuse

45. Lung disease

[Chronic lung disease includes asthma, emphysema, chronic
bronchitis, chronic obstructive pulmonary disease (COPD), or any
other chronic lung disease that a doctor has ever told you that you
have.]

   0 
  

   
1 

  
   8 

  
   9 

  

46. Ulcer or stomach disease

(This is the same as a stomach ulcer.)

   0 
  

   
1 

  
   8 

  
   9 

  

47. Kidney disease
   0 

  
   

1 
  

   8 
  

   9 
  

48. Liver disease
   0 

  
   

1 
  

   8 
  

   9 
  

49. Anemia or other blood disease
   0 

  
   

1 
  

   
8 

  
   9 

  

50. Cancer
   0 

  
   

1 
  

   8 
  

   9 
  

51. Depression
   0 

  
   

1 
  

   8 
  

   9 
  

52. Osteoarthritis (the same as degenerative arthritis)

(This is the usual arthritis of older age.  It is NOT rheumatoid
arthritis, but rather a degenerative joint disease due to the breakdown
of cartilage that usually affects hands, knees, hips, feet and back.)

   0 
  

   
1 

  
   8 

  
   9 

  

53. Rheumatoid arthritis
   0 

  
   

1 
  

   8 
  

   9 
  

54. Stroke

[A stroke may also be referred to as a cerebrovascular accident
(CVA), blood clot in the brain, or transient ischemic attack (TIA).]

   0 
  

   
1 

  
   8 

  
   9 

  

55. Back pain
   0 

  
   

1 
  

   8 
  

   9 
  

56. Neuropathy

(Neuropathy includes burning pains in your feet or limbs that is
caused by nerve damage and is NOT caused by arthritis or other
known causes of pain.)

   0 
  

   
1 

  
   8 

  
   

9 
  

57. High blood pressure
   0 

  
   

1 
  

   8 
  

   9 
  

58. High cholesterol or high triglycerides in your blood
   0 

  
   

1 
  

   8 
  

   9 
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The next set of questions asks about medications.  For each of the health conditions below, please indicate if
your doctor has prescribed you medications to treat the condition in the last 12 months. [This includes any
medication that a doctor or nurse has recommended taking in the last 12 months]

In the last 12 months, has your doctor prescribed you
medications for: No Yes

DonÕt
know Refuse

59. Heart disease (chest pain, heart attack, heart failure, or
arrhythmia)?

   0 
  

   
1 

  
   8 

  
   9 

  

60. Lung disease (asthma, emphysema, chronic bronchitis,
or COPD)?

   0 
  

   
1 

  
   8 

  
   9 

  

61. Ulcer or stomach disease?    0 
  

   
1 

  
   8 

  
   9 

  

62. Kidney disease or to prevent kidney disease?    0 
  

   
1 

  
   8 

  
   9 

  

63. Depression or anxiety?    0 
  

   
1 

  
   8 

  
   9 

  

64. Pain or arthritis?    0 
  

   
1 

  
   8 

  
   

9 
  

65. Stroke or to prevent stroke?    0 
  

   
1 

  
   8 

  
   9 

  

66. In the last 12 months, has your doctor prescribed you medication/s for high blood pressure?

0! No (If no, SKIP TO question 68)

1! Yes

8! DonÕt know (SKIP TO question 68)

9! Refuse (SKIP TO question 68)

67. On how many of the last 7 DAYS did you take your recommended blood pressure medication? (Please circle
one number.)

0 1 2 3 4 5 6 7 (days)

77! My doctor no longer recommends that I take blood pressure pills

88! DonÕt know

99! Refuse

68. In the last 12 months, has your doctor prescribed you medication/s for high cholesterol or triglycerides?

0! No (If no, SKIP TO question 70)

1! Yes

8! DonÕt know (SKIP TO question 70)

9! Refuse (SKIP TO question 70)
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69. On how many of the last 7 DAYS did you take your recommended cholesterol or triglyceride medication?
(Please circle one number.)

0 1 2 3 4 5 6 7 (days)

77! My doctor no longer recommends that I take cholesterol or triglyceride medication

88! DonÕt know

99! Refuse

The following questions are about your prescription medications and their cost.

70. Do you have prescription drug insurance?

0! No

1! Yes

71. How many different prescription medications do you currently take?
(If you take the same medication several times a day, please count it as one medication)

_________ (write number)

77! I am not currently on any prescription medications.

72. In the last 3 months, on average, how much did you pay per month for your prescriptions?

$_______ . ____ (amount per month)

73. In the past 12 months, did you USE LESS medication than you wanted to or than was prescribed because of
the COST? (For example, you were led to skip doses, not fill prescriptions, stop or not start medication/s.)

0! No (If no, SKIP TO question 84)

1! Yes

We are now interested in the specific types of prescribed medications that you used less of
because of cost.  Please check a box for each category of medication.  If you donÕt know the category,
then write the name of the medication(s) under the ÒOtherÓ category-see question 83 below,
and check ÒYesÓ for that category.

What type(s) of prescribed medications did you USE LESS of
because of COST? No Yes

DonÕt
know Refuse

74. Diabetes (high blood sugar)
   0 

  
   

1 
  

   8 
  

   9 
  

75. High blood pressure (hypertension)
   

0 
  

   
1 

  
   8 

  
   9 

  

76. High cholesterol or triglycerides    0 
  

   
1 

  
   8 

  
   9 

  

77. Heart disease (chest pain, heart attack,
heart failure, arrhythmia)

   0 
  

   
1 

  
   8 

  
   9 
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What type(s) of prescribed medications did you USE LESS of
because of COST? No Yes

DonÕt
know Refuse

78. Stroke or prevention of stroke    0 
  

   
1 

  
   8 

  
   9 

  

79. Pain or arthritis    0 
  

   
1 

  
   8 

  
   9 

  

80. Depression or anxiety    0 
  

   
1 

  
   8 

  
   9 

  

81. Asthma, emphysema, or COPD    0 
  

   
1 

  
   8 

  
   9 

  

82. Kidney disease or prevention of kidney disease    0 
  

   
1 

  
   8 

  
   9 

  

83. Other 1________________________________
                 

   0 
  

   
1 

  
   8 

  
   

9 
  

           Other 2________________________________    0 
  

   
1 

  
   

8 
  

   9 
  

Many people tell us that there are reasons why they canÕt take every one of their medicines every day.

84. In the past 6 months, did you EVER RUN OUT of ANY of the medicines that were prescribed by your
doctor or another health provider?

0! No (If no, SKIP TO question 92)

1! Yes

2! I have not been prescribed ANY medicines in the last 6 months        (SKIP TO question 109)

8! DonÕt know (SKIP TO question 92)

9! Refuse (SKIP TO question 92)

The following are some reasons why people RUN OUT of medicines.   For each reason, please check the box if
it happens Ònever,Ó Òrarely,Ó Òsometimes,Ó Òusually,Ó or Òalways.Ó

I have RUN OUT of my
medicines becauseÉ

Never Rarely
Some-
times Usually Always

Not
Applicable

DonÕt
know Refuse

85.The doctor or nurse forgot to
write a new prescription for
my medicine.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

    
       7

8 
  
    

   8 
  

   9 
  

86. I had to cancel or put off a
visit to my doctor or nurse
and ran out of medicine.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

    
       7

8 
  
    

   8 
  

   9 
  

87. I forgot to refill my
prescription in time.    

1 
  

   2 
  

   3 
  

   4 
  

   
5 

  
       7

8 
  
    

   8 
  

   9 
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I have RUN OUT of my
medicines becauseÉ

Never Rarely
Some-
times Usually Always

Not
Applicable

DonÕt
know Refuse

88. I could not afford them (they
cost too much).

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
       7

8 
  
    

   8 
  

   9 
  

89. The pharmacy could not fill
my prescription.    

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

       7
8 
  
    

   8 
  

   9 
  

90. It was hard to get to the
pharmacy to pick up my
medicines.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
       7

8 
  
    

   8 
  

   9 
  

91. There were problems or
delays with the mail-order
delivery system for my
medicines.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

    
       7

8 
  
    

   8 
  

   9 
  

92. In the past 6 months, did you EVER MISS A DOSE of ANY of your medicines, even just one pill or shot?

 0! No (If no, SKIP TO question 108)

1! Yes

8! DonÕt know (SKIP TO question 108)

9! Refuse (SKIP TO question 108)

The following are some reasons why people may have trouble taking their medicines, even when they have
enough of it.  For each reason, please check the box if it happens Ònever,Ó Òrarely,Ó Òsometimes,Ó Òusually,Ó
or Òalways.Ó

I sometimes DONÕT TAKE my medicines
becauseÉ

Never Rarely
Some
times Usually Always

DonÕt
know Refuse

93. I donÕt know what dose to take.    
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
94. I am not sure exactly what each medicine is

for.
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

95. I donÕt feel they are helping me.    
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
96. They are unpleasant to take (e.g., hard to

swallow, bad tasting, painful).
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

97. They make me feel bad or have side effects
that I donÕt like.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
98. I have heard about side effects that I am

afraid of.    
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
99. ItÕs too hard to keep track of what I am

supposed to take and when.
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

100.There are too many doses to take each day.   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 
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I sometimes DONÕT TAKE my medicines
becauseÉ

Never Rarely
Some
times Usually Always

DonÕt
know Refuse

101.   I just forget to take them.    
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
102.  I donÕt have enough time to talk with my

doctor of nurse about problems that IÕm
having with my medicines.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

103.  I sometimes forget to ask my doctor or
nurse about problems that IÕm having with
medicines.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

104   I sometimes find it hard to ask my doctor
or nurse questions about my medicines.    

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

105. It is difficult getting to the places where I
keep my medicine/s.

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
106. I just donÕt like taking medicines in

general.
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

107. Taking medicines means my health will
get worse.    

1 
  

   2 
  

   3 
  

   4 
  

   
5 

  
 

   8 
  

   9 
  

108. Thinking about all of the medication/s you take, how well do you think you followed your overall medication
plan over the last month?

1! Never followed plan

2! Rarely followed the plan

3! Sometimes followed the plan

4! Usually followed the plan

5! Always followed the plan

8! DonÕt know

9! Refuse

The next questions are about your general lifestyle.  These questions will ask about things like diet, physical
activity, tobacco and alcohol use.

109. Have you smoked more than 100 cigarettes or cigars in your lifetime?

0! No (If no, SKIP TO question 115)

1! Yes

8! DonÕt know

9! Refuse (SKIP TO question 115)
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110. How old were you when you FIRST started to smoke fairly regularly?

______ years old

88! DonÕt know

99! Refuse

111. In the past year, have you smoked cigarettes or cigars?

1! Not at all 

2! Some days

3! Every day

8! DonÕt know

9! Refuse

112. Were you advised to quit by a doctor or other health care provider?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

113. Were you ever referred to a smoking cessation program by a doctor or other health care provider?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

114. Were medication/s ever prescribed or given to you by a doctor or other health care provider to help you quit
smoking?

0! No 

1! Yes

8! DonÕt know 

9! Refuse

115. How often do you have a drink containing alcohol?

1! Never (If never, SKIP TO question 119)

2! Monthly or less

3! Two or more times a month

4! Two to three times a week

5! Four or more times a week

8! DonÕt know

9! Refuse
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116. How many drinks containing alcohol do you have on a typical day when you are drinking?

1! 1 or 2

2! 3 or 4

3! 5 or 6

4! 7 to 9

5! 10 or more

8! DonÕt know

9! Refuse

117. How often do you have six or more drinks on one occasion?

1! Never

2! Less than monthly

3! Monthly

4! Weekly

5! Daily or almost daily

8! DonÕt know

9! Refuse

118. Has a relative or friend or a doctor or other health care worker been concerned about your drinking or
suggested you cut down?

0! No

1! Yes, but not in the last year

2! Yes, during the last year

8! DonÕt know

9! Refuse

The next questions are about diet and physical activity.

119. How many of the last seven days have you followed a healthful / healthy eating plan?  (Please circle one
number.)

0 1 2 3 4 5 6 7

120. On average, over the past month, how many days per week have you followed a healthful / healthy eating
plan?  (Please circle one number.)

0 1 2 3 4 5 6 7
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These questions are about exercise.  If you were sick during the past 7 days, please think back to the last seven
days that you were not sick.

121. On how many of the last seven days did you participate in at least 30 minutes of physical activity?  (Please
circle one number.)

DEFINITION:  Physical activity  includes exercise sessions, as well as things you do around the house or as
a part of your work.  Include walking.  When deciding if you participated in 30 minutes of physical activity,
add up the total minutes that you did continuous physical activity for that day.

0 1 2 3 4 5 6 7

122. On how many of the last seven days did you participate in EXERCISE sessions for at least 30 minutes, such
as swimming or walking, OTHER THAN what you do around the house or as part of your work?  (Please
circle one number.)

0 1 2 3 4 5 6 7

123. During the past six months, how much did pain interfere with your ability to exercise?  

0! Not at all

1! A little bit

2! Moderately

3! Quite a bit

4! Extremely

8! DonÕt know

9! Refuse

The next set of questions asks about advice given to you by your health care team (doctor, nurse, dietician,
or diabetes educator).  Which of the following has your health care team advised you to do?

Has your health care team advised you to: No Yes
DonÕt
know Refuse

124. Follow a low-fat eating plan?
   0 

  
   

1 
  

   8 
  

   
9 

  

125. Eat lots of food high in dietary fiber?
   0 

  
   

1 
  

   8 
  

   9 
  

126. Reduce the number or calories you eat to lose
weight?

   0 
  

   
1 

  
   8 

  
   9 

  

127. Eat at least five servings a day of fruits and
vegetables?

   0 
  

   
1 

  
   8 

  
   9 

  

128. Get light exercise such as walking on a daily basis?    0 
  

   
1 

  
   

8 
  

   9 
  

129. Exercise continuously for at least 30 minutes at least
3 times a week?

   0 
  

   
1 

  
   8 

  
   9 
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130. Fit exercise into your daily routine (for example,
take stairs instead of elevators, park a block away
and walk)?

   0 
  

   
1 

  
   8 

  
   9 

  

131. Engage in a specific amount, type, duration, and
level of exercise?

   0 
  

   
1 

  
   8 

  
   9 

  

The following questions are about whether you test your own blood sugar levels.

132. Do you test your blood sugar levels at home?

0! No (If no, SKIP TO question 133)

1! Yes

132a. How many days a week do you test your blood sugar?

____ Enter number of days per week

8! DonÕt know

9! Refuse

132b. When you test your blood sugar level, how many times per day do you usually test?

____ Enter number of times per day

88! DonÕt know

99! Refuse

The following question is about your general health.
Question #133 was obtained from the SF-12¨HealthSurvey Ð http://www.sf-36.org/copyright.shtml.
Permissions obtained at: Quality Metric, 640 George Washington Highway, Suite 201, Lincoln, RI 02865,
Telephone: 401-334-8800 or email at license@qualitymetric.com

The next questions ask about activities that you might do during a typical day.  Please indicate if your overall
health now limits you a lot, limits you a little, or does not limit you at all in these activities.
Question #134 to 135 was obtained from the SF-12¨HealthSurvey Ð http://www.sf-
36.org/copyright.shtml.  Permissions obtained at: Quality Metric, 640 George Washington Highway, Suite
201, Lincoln, RI 02865, Telephone: 401-334-8800 or email at license@qualitymetric.com

The following questions are about some general and specific experiences you may have had during the past
FOUR weeks.

Question #136 to 145 was obtained from the SF-12¨HealthSurvey Ð http://www.sf-
36.org/copyright.shtml.  Permissions obtained at: Quality Metric, 640 George Washington Highway, Suite
201, Lincoln, RI 02865, Telephone: 401-334-8800 or email at license@qualitymetric.com
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The following question asks about the level of pain you experience.
Question #146 was obtained from the SF-12¨HealthSurvey Ð http://www.sf-36.org/copyright.shtml.
Permissions obtained at: Quality Metric, 640 George Washington Highway, Suite 201, Lincoln, RI 02865,
Telephone: 401-334-8800 or email at license@qualitymetric.com

The next set of questions asks about your emotions and your daily activities.  Please tell us how often over the
past 2 weeks you have been bothered by any of the following problems.  For each item, please indicate if you
have been bothered Ònot at all,Ó Òseveral days,Ó Òmore than half the days,Ó or Ònearly every day.Ó

Have you been bothered byÉ Not at all
Several

days

More
than half
the days

Nearly
every
day or
daily

DonÕt
know Refuse

147. Little interest or pleasure in doing
things?

   0 
  

   
1 

  
   2 

  
   3 

  
   8 

  
   9 

  
148. Feeling down, depressed, or

hopeless?
   0 

  
   

1 
  

   2 
  

   3 
  

   8 
  

   9 
  

149. Trouble falling or staying asleep, or
sleeping too much?

   0 
  

   
1 

  
   2 

  
   3 

  
   8 

  
   9 

  
150. Feeling tired or having little

energy?
   0 

  
   

1 
  

   2 
  

   3 
  

   8 
  

   9 
  

151. Poor appetite or overeating?    
0 

  
   

1 
  

   2 
  

   3 
  

   8 
  

   9 
  

152. Feeling bad about yourself - or that
you are a failure or have let yourself
or your family down?

   0 
  

   
1 

  
   2 

  
   3 

  
   8 

  
   9 

  

153. Trouble concentrating on things,
such as reading the newspaper or
watching television?

   0 
  

   
1 

  
   2 

  
   3 

  
   8 

  
   9 

  

154. Moving or speaking so slowly that
other people could have noticed? Or
the opposite - being so fidgety or
restless that you have been moving
around a lot more than usual?

   0 
  

   
1 

  
   

2 
  

   3 
  

   8 
  

   9 
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The next set of questions ask about how much you believe that certain factors can INCREASE a personÕs risk
or chance of having a HEART ATTACK?  For each item, please indicate, if you believe that it INCREASES a
personÕs risk Ònot at all,Ó Òa little,Ó Òa fair amount,Ó or Òa great deal.Ó

Not at all A little
A fair

amount
A great

deal
DonÕt
know

Refuse

155. High blood pressure    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

156. High cholesterol levels (or a low
level of ÒgoodÓ cholesterol)

   
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

157. High blood sugar    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

158. Smoking    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

159. High fat diet    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   

9 
  

160. Lack of exercise    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

161. Overweight or obesity    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

The next questions are about your beliefs about YOUR OWN risk (or chance) of having particular health
problems in the future.

What do you think YOUR risk is of having the following health problems in the NEXT 10 YEARS?  For each
item, please indicate if you think you are at Òno risk at all,Ó Òlow risk,Ó Òin between low and high risk,Ó or
Òhigh risk.Ó

No risk at
all Low risk

In between
low and
high risk  High risk

 DonÕt
know

Refuse

162. Heart attack    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

163. Stroke    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

164. Blindness    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

165. Amputation    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 
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How much do you think that you and your doctor can lower YOUR risk or chance of the following?  For each
item, please indicate if you think that you and your doctor can lower YOUR risk Ònot at all,Ó Òa little,Ó Òa fair
amount,Ó or Òa great deal.Ó

Not at all A little
A fair

amount
A great

deal
  DonÕt
know

Refuse

166. Heart attack    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

167. Stroke    
1 

  
   2 

  
   3 

  
   4 

  
   8 

  
   9 

  

How much are you CURRENTLY DOING to keep in control or to improve the following factors? (Either by
yourself or with your doctorÕs help.)  Please indicate if you are currently doing Ònothing at all,Ó Òa little,Ó Òa
fair amount,Ó or Òa great dealÓ to control or improve each of the following factors.

Nothing
at all A little

A fair
amount

A great
deal

Not
Applicable

DonÕt
know Refuse

168. Blood pressure    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

169. Cholesterol    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

170. Blood sugar    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

171. Smoking    
1 

  
   

2 
  

   3 
  

   4 
  

       7
8 
  
    

   8 
  

   9 
  

172. Eating habits    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

173. Exercise    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

174. Body weight    
1 

  
   2 

  
   3 

  
   4 

  
       7

8 
  
    

   8 
  

   9 
  

The following questions are about particular tests for blood glucose, blood cholesterol, and blood pressure.
For each test, please indicate what you think the goal (the ideal level) should be for someone with diabetes.

175. Hemoglobin A1c is a blood test that measures the amount of sugar in blood over a 2 to 3-month period.  For
anyone with diabetes the goal for hemoglobin A1c should be:

1! Greater than 9

2! Between 8 and 9

3! Between 7 and 8

4! Less than 7

8! DonÕt know

9! Refuse
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176. LDL is the amount of "bad" cholesterol in your blood.   For most people with diabetes, their LDL goal should
be:

1! Below 100

2! Between 100 and 130

3! Between 131 and 200

4! Greater than 200

8! DonÕt know

9! Refuse

177. People with diabetes are at greater risk for heart attack (MI) or stroke.   For this reason, it is especially
important for your top blood pressure number to be:

1! Greater than 150

2! Between 130 and 150

3! Less than 130

8! DonÕt know

9! Refuse

Your body size is an important factor for controlling your diabetes and for preventing some of the
complications of diabetes.  We will ask you a few brief questions about your body size.

178. What is your height without shoes?

_____ feet, _____ inches

8! DonÕt know 88! DonÕt know

9! Refuse 99! Refuse

*National Center for Health Statistics. Health, United States, 2000. Hyattsville, Maryland: Public Health Service. 2000.

179. What is your weight without clothes?

______ pounds

888! DonÕt know

999! Refuse

180. Has a doctor ever told you that you were overweight?  (Even if your weight is okay now.)

0! No 

1! Yes

8! DonÕt know 

9! Refuse



CVD Risk Factor Patient Written Survey Version 0206

22

We are interested in how language differences affect your care.  So, the following questions are about
communicating with health care professionals.

Not
at all Poorly

Fairly
well

Very
well Fluently

DonÕt
know Refuse

LEP1.  How well do you speak
English?    

1 
  

    

   2 
  

  

   3 
  

 

   
4 

  
     

   5 
  

      

   8 
  

   9 
  

Never Rarely
Some-
times Usually Always

DonÕt
know Refuse

LEP1a. How often did doctors have
trouble communicating with
you because of language
differences?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

The following questions are about your experiences talking with your doctors over the past 12 months.  For
each question, please indicate if it happens Ònever,Ó Òrarely,Ó Òsometimes,Ó Òusually,Ó or Òalways.Ó

Never Rarely
Some-
times Usually Always

DonÕt
know Refuse

181. How often did doctors speak
too fast?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
182. How often did doctors use

words that were hard to
understand?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

183. How often did doctors really
find out what your concerns
were?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

184. How often did doctors let you
say what you thought was
important?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

185. How often did doctors really
respect you as a person?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  
186. How often did doctors treat

you as an equal?
   

1 
  

   2 
  

   3 
  

   4 
  

   5 
  

   8 
  

   9 
  

187. How often did doctors take
your health concerns very
seriously?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

188. How often did doctors
explain your test results such
as blood tests or x-rays?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

189. How often did doctors clearly
explain the results of your
physical exam?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

190. How often did doctors ask if
you would have any problems
following what they
recommended?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

191. How often did doctors ask if
you felt you could do the
recommended treatment?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 
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Never Rarely
Some-
times Usually Always

DonÕt
know Refuse

192. How often did you and your
doctors work out a treatment
plan together?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

193. If there were treatment
choices, how often did
doctors ask if you would like
to help decide your
treatment?

   
1 

  
   2 

  
   3 

  
   4 

  
   5 

  
   8 

  
   9 

  

The next questions are about problems reading, understanding and filling out written health materials.
Please answer these questions thinking about problems that are not due to poor vision.

194. How often do you have someone like a family member, friend, hospital or clinic worker or caregiver, help
you read health-related materials?

1! Always

2! Often

3! Sometimes

4! Rarely

5! Never

8! DonÕt know

9! Refuse

195. How often do you have problems learning about your medical condition because of difficulty understanding
written information?

1! Always

2! Often

3! Sometimes

4! Rarely

5! Never

8! DonÕt know

9! Refuse

196. How confident are you filling out medical forms by yourself?

1! Extremely

2! Quite a bit

3! Somewhat

4! A little

5! Not at all

8! DonÕt know

9! Refuse
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197. In the last 12 months, how often did doctors or other health care providers explain things in a way you could
understand?

1! Never

2! Sometimes

3! Usually

4! Always

5! I had no visits in the last 12 months

8! DonÕt know

9! Refuse

You are almost done completing the survey.  Now, we would just like to ask a few additional basic questions
about you that will help us to describe all of the people who take part in this study.

198. Including yourself, how many people live in your household?

________________ # people

99! Refuse

199. Do you provide any childcare for at least one child less than 18 years of age?

0! No (If no, SKIP TO question 202)

1! Yes

8! DonÕt know

9! Refuse

199a. How many hours in an average week do you provide childcare?

1! Between 1 hour and 9 hours

2! Between 10 and 29 hours

3! 30 hours or more

8! DonÕt know

9! Refuse

200. Are you primarily responsible for the care of any child less than 6 years of age?

0! No

1! Yes

8! DonÕt know

9! Refuse

201. Are you primarily responsible for the care of any child between 6 and 17 years of age?

0! No

1! Yes

8! DonÕt know

9! Refuse

202. Are you of Hispanic or Latino origin?

0! No (If no, SKIP TO question 203)

1! Yes
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8! DonÕt know (SKIP TO question 203)

9! Refuse (SKIP TO question 203)

202a. Is thatÉ

1! Cuban, Puerto Rican, or other Caribbean

2! Mexican American, Chicano/a, or Tejano

3! Central American or South American

4! Other Hispanic or Latino

8! DonÕt know

9! Refuse

203. What is your race? Please mark all of the categories that you feel apply to you.

1! American Indian or Alaska Native

2! Asian

3! Pacific Islander

4! Black or African American

5! White (Or Caucasian)

6! Other (Specify:                        )

8! DonÕt know

9! Refuse

204. Which of the following best describes your current employment (working) situation?
(CHOOSE THE ONE ANSWER THAT BEST FITS)

1! Self-employed

2! Employed by others for wages or salary

3! Retired

4! Homemaker

5! Student

6! Not employed due to poor health

7! Not employed for other reasons

8! DonÕt know

9! Refuse
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205. What is your current marital or domestic status?

1! Married

2! Living with someone as a couple, but not married

3! Divorced or separated and not currently living with
someone else as a couple (SKIP TO question 207)

4! Widowed and not currently living with someone else as a couple(SKIP TO question 207)

5! Never married and not currently living with someone else as a couple
(SKIP TO question 207)

8! DonÕt know

9! Refuse

206. Which of the following best describes your spouse or domestic partnerÕs current employment situation?

1! Self-employed

2! Employed by others for wages or salary

3! Retired

4! Homemaker

5! Student

6! Not employed due to poor health

7! Not employed for other reasons

8! DonÕt know

9! Refuse

The next questions ask about the level of support you receive from your family and friends.  We are interested
in emotional support and any help that you receive in performing daily activities related to your health.
These activities may include special diets, physical activities, testing your blood glucose, or taking
medications.

207. Overall, how satisfied are you with the support that you receive from family members or friends for activities
related to your health?  Please indicate if you are Òvery satisfied,Ó Òsomewhat satisfied,Ó Òneutral,Ó
Òsomewhat dissatisfied,Ó or Òvery dissatisfiedÓ about the support that you receive.

1! Very satisfied

2! Somewhat satisfied

3! Neutral

4! Somewhat dissatisfied

5! Very dissatisfied

8! DonÕt know

9! Refuse

208. During the past 12 months, did you fear for the safety of yourself, your family, or friends because of anger or
threats of a current or former spouse, partner, boyfriend or girlfriend?

0! No

1! Yes

8! DonÕt know

9! Refuse
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It is very important that this study represent the views of all people.  For this reason, we need to know the
answers to the following questions. We want to remind you that all of your answers are completely
confidential.

209. What is the highest grade of school that you completed?

1! 8th grade or less

2! Some high school, but did not graduate

3! High school graduate or GED

4! Some college or 2-year college degree

5! 4-year college graduate

6! More than 4-year college degree

8! DonÕt know

9! Refuse

210. Is your total annual household income $40,000 or more?

0!  No

1!  Yes (SKIP TO question 211)

8!  DonÕt know (SKIP TO question 211)

9!  Refuse (SKIP TO question 211)

210a. We are giving you a list of some income categories.  Please mark the category that best describes your
total annual household income before taxes.  After answering this question, this survey is complete.
Please return in the envelope provided.

1! Less than $5,000 per year   

2! $5,000 to under $7,500

3! $7,500 to under $10,000

4! $10,000 to under $12,500

5! $12,500 to under $15,000

6! $15,000 to under $20,000

7! $20,000 to under $25,000

8! $25,000 to under $30,000

9! $30,000 to under $35,000

10! $35,000 to under $40,000

88! DonÕt know

99! Refuse

211. We are giving you a list of some income categories.  Please mark the category that best describes your total
annual household income before taxes.

1! $40,000 to under $75,000

2! $75,000 to under $100,000

3! $100,000 and above

8! DonÕt know

9! Refuse
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212. May we contact you again for an upcoming study involving your physician?
0! No

1! Yes

8! DonÕt know

              9! Refuse

The next question (NJ1, A-E) is for male participants only.  Female participants skip to Question NJ2.

NJ1. THE NEXT QUESTIONS ASK ABOUT YOUR SEXUAL FEELINGS AND RESPONSES OVER THE PAST SIX MONTHS.
PLEASE ANSWER THE FOLLOWING QUESTIONS AS HONESTLY AND CLEARLY AS POSSIBLE .  IF ANY
QUESTION MAKES YOU FEEL UNCOMFORTABLE OR IF YOU ARE UNABLE TO ANSWER A QUESTION , PLEASE
SKIP TO THE NEXT QUESTION .

OVER THE PAST SIX MONTHS:

A. How do you rate your
confidence that you could get and
keep an erection?

VERY LOW

1
LOW

2
MODERATE

3
HIGH

4
VERY HIGH

5

B. When you had erections with
sexual stimulation, how often
were your erections hard enough
for penetration?

ALMOST

NEVER/
NEVER

1

A FEW TIMES

(MUCH LESS

THAN HALF

THE TIME)
2

SOMETIMES

(ABOUT HALF

THE TIME)
3

MOST TIMES

(MUCH MORE

THAN HALF

THE TIME)
4

ALMOST

ALWAYS/
ALWAYS

5

C. During sexual intercourse, how
often were you able to maintain
your erection after you had
penetrated (entered) your partner?

ALMOST
NEVER/
NEVER

1

A FEW TIMES

(MUCH LESS
THAN HALF

THE TIME)
2

SOMETIMES
(ABOUT HALF

THE TIME)
3

MOST TIMES

(MUCH MORE
THAN HALF

THE TIME)
4

ALMOST
ALWAYS/
ALWAYS

5

D. During sexual intercourse, how
difficult was it to maintain your
erection to completion of
intercourse?

EXTREMELY

DIFFICULT
1

VERY

DIFFICULT
2

DIFFICULT
3

SLIGHTLY

DIFFICULT
4

NOT

DIFFICULT
5

E. When you attempted sexual
intercourse, how often was it
satisfactory for you?

ALMOST

NEVER/
NEVER

1

A FEW TIMES

(MUCH LESS

THAN HALF

THE TIME)
2

SOMETIMES

(ABOUT HALF

THE TIME)
3

MOST TIMES

(MUCH MORE

THAN HALF

THE TIME)
4

ALMOST

ALWAYS/
ALWAYS

5

NJ2. Please indicate the type of medications you take to control your diabetes:

1! No medications, diet only

2! Oral hypoglycemic agents (pills only)

3! Insulin (whether one or more types)

4! Oral hypoglycemic agents (pills) and insulin

5! Byetta (exenatide) and oral hypoglycemic agents (pills)
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NJ3. During the last month, on how many nights or days per week have you had or been told you had the
following? (Please check one box per question.)

Never
1

Rarely
(less than

once a
week)

 2

Sometimes
(1-2 times
per week)

 3

Frequently
(3-4 times
per week)

4

Always
(5-7 times
per week)

5

Do
not

know
8

1. Loud snoring

2. Your legs feel jumpy or jerk

3. Difficulty falling asleep

4. Frequent wakenings

5. Snorting or gasping

6. Falling asleep when at work

7. Frequent tossing, turning, or
thrashing

8. Your breathing stops or you choke
or struggle for breath

9. Excessive sleepiness

10. Morning headaches

11. Falling asleep while driving

12. Feeling paralyzed, unable to move
for short periods when falling
asleep or awakening

13. Find yourself in a vivid dreamlike
state when falling asleep or
awakening even though you know
you are awake

14. Any snoring

Thank you for completing the survey!


