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   Site Id:
00
Subject Id:
10000
Alternative Id:
001

           Name: 

     These two pages should be completed after page 5, B. MEDICAL HISTORY section.
Page 161

     3a.01-56 Have you ever had any of the following conditions? As I read the list, please let me know if you think 

     you might have had any of the conditions I mention, or if you are not sure. (this checklist is specific to this version) 

     Interviewer: Read through the list at a moderate pace (including the words and phrases in parentheses). Pause very   

     briefly after each item to give the subject an opportunity to indicate recognition, and then continue. 

     For any YES response, probe whether the condition was diagnosed by a physician. Circle 1 if the subject reports having                                                                            


the condition, circle 2 if this was confirmed by a physician's diagnosis, and record age of onset. 

Age at 

No Yes DX
onset
Comments

      CANCER 

01 Cancer (specify) 

      CARDIOVASCULAR 

02 Angina/Myocardial Infarction (heart attack) 

03 Hypertension (high blood pressure) 

04 Mitral Valve Prolapse (leaky valve) 

05 Other Cardiovascular (heart disease)       DERMATOLOGIC/SKIN DISEASE 

06 Skin Disorder (acne, psoriasis, eczema) 

07 Scleroderma (thickening of tissue) 

08 Other Dermatologic/Skin Disease   ENDOCRINE/GLANDULAR 

09 Hyperthyroid (high) 

10 Hypothyroid (low) 

11 Other Endocrine (including Cushing's Disease) 

Age at 

No Yes DX
onset
Comments

 GASTROINTESTINAL/DIGESTIVE SYSTEM 

12 Colitis ("irritable bowel") 

13 Enteritis (chronic inflamed intestines) 

14 Gall bladder problems 

15 Hepatitis/Jaundice (liver inflammation) 

16 Liver disease (other than hepatitis) 

17 Ulcer 

18 Other Gastrointestinal   GENITO-URINARY 

19 Kidney disease 

20 STD (Syphilis, Gonorrhea, Herpes) 

21 Other Genito-Urinary or Bladder problems 

If YES, specify (e.g., surgery, recurrent UTIs, enuresis > age 4) 

 HEMATOLOGIC/BLOOD DISORDER 

22 Anemia (specify) 

23 Other Hematologic/Blood Disorder 

Age at 

No Yes DX
onset
Comments

 INFECTIOUS 

24 Tuberculosis 

25 Rheumatic fever 
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Age at 

No Yes DX
onset
Comments

   NEUROLOGICAL/NEUROMUSCULAR 

36 Encephalitis
(inflammation of brain)

37 Meningitis (brain infection) 

38 Migraine headaches 

39 Repeated headaches (not migraine) 

40 Polio, palsy, or paralysis 

41 Stroke 

42 Vision problems (e.g., glaucoma) 

43 Other Neurological/Neuromuscular 

(include Parkinson's, Huntington's)   RESPIRATORY 
44 Asthma 

45 Bronchitis 

46 Emphysema 

47 Other Respiratory 

Age at 

No Yes DX
onset
Comments

  SYSTEMIC 

48 Allergies (specify) 

49 Arthritis/Rheumatism 

50 Autoimmune disorder (e.g., lupus erythematous) 

51 Other Systemic 

  OTHER 

52 Lead Poisoning 

53 Unconsciousness 

54 Learning Disabilities/Hyperactivity 

55 Other 

56 Other 

Ask for subject's current:
Height (in.):
Weight (lbs.):

INTERVIEWER: 

RETURN TO:B. MEDICAL HISTORY, PAGE 6. 
