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SAMPLE

NATIONAL AMBULATORY MEDICAL CARE SURVEY
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~

/NOTICE - Public reporting burden of this collection of information is estimated to average 14 minutes per response, including time for reviewing

instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An

agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid OMB control
number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden
to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road, MS D-74, Atlanta, GA 30333, ATTN: PRA (0920-0234).

Patient medical record No.

Date of visit

Sex
1 [] Female — Is patient pregnant?
1 [ Yes - Specify gestation

P A

Ethnicity
1 ] Hispanic or Latino
2] Not Hispanic or Latino

Alaska Native

Expected source(s) of payment
for this visit - Mark (X) all that apply.

1 [ Private insurance
2 [] Medicare

Month [Day [ Year OR_ = 3 [] Medicaid or CHIP
201 LMP ace . 4 [] Worker’s compensation
Month| Day | Year 1L White : 5 L] Self-pay
ZIP Code 2[] Black or African 6 L1 No charge/Charity
2|O| 1 | American ]
3] Asian ! n Str:(er
Date of birth 2[JNo 4[] Native Hawaiian or | ° fKnown
Month 1D Y 3 [J Unknown Other Pacific Islander
on ay CEN 2 [ Male 5[] American Indian or

Are you the patient’s primary care

Was patient referred for this

(1) Primary
diagnosis

INJURY/POISONING/ADVERSE EFFECT

Assurance of confidentiality - All information which would permit identification of an individual, a practice, or an establishment will be held
confidential; will be used for statistical purposes only by NCHS staff, contractors, and agents only when required and with necessary controls; and will
not be disclosed or released to other persons without the consent of the individual or establishment in accordance with section 308(d) of the Public
Health Service Act (42 USC 242m) and the Confidential Information Protection and Statistical Efficiency Act (PL-107-347).

Tobacco use

1 [J Not current
2 [] Current
3 [] Unknown

REASON FOR VISIT

Height Weight Temperature Blood pressure
OR Oc Systolic Diastolic
ft in cm Ib oz O-F /
OR
kg gm

CONTINUITY OF CARE

visit? Visits
1 [ Yes 1 [J Unknown
2 S Uzknown 2] No, new patient

As specifically as possible, list diagnoses related to this visit including chronic conditions.

Major reason for this visit

Is this related to an Is this Patient’s complaint(s), symptom(s), or other reason(s) for this visit - Use patient’s
injury, poisoning, or adverse injury/poisoning |own words.
effect of medical unintentional or
treatment? intentional Most
. ) . 1)
1 [ Yes, |n]ury/trauma}—> 1 [ Unintentional ( important
2 [ Yes, poisoning 2 [ Intentional
3 [ Yes, adverse effect of skiPto | [ Unknown
medical treatment 2 (2) Other
] No Reason
3 For Visit
5 [] Unknown
(8) Other

Has the patient been seen in your practice

physician? before? 1+ CJ New problem (<3 mos. onset)
1] Yes - SKIP to > | 1 Yes, established patient — 2 [ Chronic problem, routine
2[INo } How many past visits in the last 12 months? 3 [] Chronic problem, flare-up

3 [] Unknown / Exclude this visit. 4 [ Pre/Post surgery

5 [] Preventive care (e.g., routine prenatal, well-baby,
screening, insurance, general exams)

(2) Other

(8) Other

4[] Severe persistent
5 [] Other — Specify 7

6 ] None recorded

4 L1 Other — Specify i

Regardless of the diagnoses previously entered, does the patient now have - Mark (X) all that apply.

5[] None recorded

disease (COPD)
6 ] Chronic renal failure

7 ] Congestive heart
failure

8 [] Depression

dependent or
NIDDM). Excludes
diabetes insipidus
and gestational
diabetes.

1 O Arthritis 3 [] Cancer o [] Diabetes 10 [J Hyperlipidemia
2 [ Asthma 7 4[] Cerebrovascular Includes both Type | 11 L] Hypertension
) disease/History of diabetes mellitus 12 [] Ischemic heart
Asthma severity: Asthma control: stroke or transient (insulin dependent or disease
1 [ Intermittent 1] Well controlled ischemic attack (TIA) IDDM) and Type Il 13 L] Obesity
2 [] Mild persistent 2 ] Not well controlled 5 L] Chronic obstructive diabetes mellitus Provider-diagnosed
3 ] Moderate persistent 3 [ Very poorly controlled pulmonary (non-insulin and documented in

record
14 ] Osteoporosis
15 (] None of the above




VISIT DISPOSITION

SIS SIS IS S Y~

| PROVIDERS | TIME SPENT WITH PROVIDER

SERVICES
CPT CODES

MEDICATIONS & IMMUNIZATIONS
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