
Attachment 1 – Instrument to be cognitively tested.

OMB #0920-0222; Expiration Date: 02/28/10
Notice - Public reporting burden for this collection of information is estimated to average 60 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 burden to: CDC/ATSDR Reports Clearance Officer; 1600 Clifton 
Road, MS D-74, Atlanta, GA 30333, ATTN: PRA (0920-0222).

Assurances of Confidentiality – All information which would permit identification of any individual, a practice, 
or an establishment will be held confidential, will be used 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 the 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).

QUALITY OF LIFE

1. In general, would you say your quality of life is:…..
1. Excellent
2.Very good
3.Good
4.Fair
5. Poor

2. In general, how would you rate your physical health:….
1. Excellent
2. Very good
3. Good
4. Fair
5. Poor

3. In general, how would you rate your mental health, including your mood and your ability to 
think?

1. Excellent
2. Very good
3. Good
4. Fair
5. Poor

4. In general, how would you rate your satisfaction with your social activities and 
relationships?

1. Excellent
2. Very good
3. Good
4. Fair
5. Poor
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COMMUNICATION

5.  Using your usual language, do you have difficulty communicating, for example 
understanding or being understood?

1. No difficulty
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

6.  Do people have difficulty understanding you when you speak?
1. No difficulty
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

UPPER BODY

7. Do you have difficulty raising a 2 liter bottle of water or soda from waist to eye level?
1. No difficulty
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

8.  Do you have difficulty using your hands and fingers, such as picking up small objects, for 
example, a button or pencil, or opening or closing containers or bottles?

1. No difficulty
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

 COGNITION (REMEMBERING)

9.  Do you have difficulty remembering or concentrating?
1. No difficulty  (Go to Q 13)
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

10.  Do you have difficulty remembering, concentrating, or both?
1. Difficulty remembering only  (Ask 11a and 11b)
2. Difficulty concentrating only  (Ask 12)
3. Difficulty with both remembering and concentrating (Ask 11a, 11b and 12)
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11a.  How often do you have difficulty remembering?
1. Sometimes
2. Often
3. All of the time

11b.  Do you have difficulty remembering a few things, a lot of things, or almost 
everything?

1. A few things
2. A lot of things
3. Almost everything

12.  How much difficulty do you have concentrating for ten minutes? 
1. A little
2. A lot
3. Somewhere in between a little and a lot

LEARNING

13. Do you have difficulty understanding and following instructions for example, to use a new
cell phone or to get to a new place?

1. No difficulty
2. Some difficulty
3. A lot of difficulty
4. Cannot do at all / Unable to do

AFFECT (ANXIETY AND DEPRESSION)

14.  How often do you feel worried, nervous or anxious?  
1. Daily
2. Weekly
3. Monthly
4. A few times a year
5. Never  (Go to Q 15)

14a .  Do you take medication for these feelings?
1. Yes
2. No

14b.  Thinking about the last time you felt worried, nervous or anxious, how would you 
describe the level of these feelings?
1. A little  (Go to Q15) 
2. A lot  (Go to Q15)
3. Somewhere in between a little and a lot
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14c.Would you say this was closer to a little, closer to a lot, or exactly in the middle?
1. Closer to a little
2. Closer to a lot
3. Exactly in the middle

15.  How often do you feel depressed? 
1. Daily
2. Weekly
3. Monthly
4. A few times a year
5. Never  

15a.  Do you take medication for depression?
1. Yes
2. No

15b.  Thinking about the last time you felt depressed, how depressed did you feel?
1. A little  (Go to Q16)
2. A lot  (Go to Q16)
3. Somewhere in between a little and a lot 

15c.  Would you say this was closer to a little, closer to a lot, or exactly in the middle?
1. Closer to a little
2. Closer to a lot
3. Exactly in the middle

PAIN

16.  Do you have frequent pain?
1. Yes
2. No (Go to Q23)

17.  In the past 3 months, how often did you have pain?  
1. Never (Go to Q23)
2. Some days
3. Most days
4. Every day

18.  Thinking about the last time you had pain, how long did the pain last?  
1. Some of the day
2. Most of the day
3. All of the day
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19a.  Thinking about the last time you had pain, how much pain did you have?
1. A little (Go to Q20)
2. A lot  (Go to Q20)
3. Somewhere in between a little and a lot  (Go to Q19b)

19b.  Would you say the amount of pain was closer to a little, closer to a lot, or exactly 
in the middle?
1. Closer to a little
2. Closer to a lot
3. Exactly in the middle

20.  How old were you when the pain began?
_____ Age in years

21.  How much does your pain limit your ability to carry out daily activities?
1. Not at all
2. A little
3. A lot
4. Completely

22.  Which of the following activities, if any, are you unable to do, or find it hard to do, 
because of the pain?

A.  Working to support you or your family?
1.  Yes
2.  No

B.  Working outside the home to earn an income?
1.  Yes
2.  No

C.  Going to school or achieving your education goals?
1.  Yes
2.  No

D.  Participating in leisure or social activities?
1.  Yes
2.  No

E.  Getting out with friends or family?
1.  Yes
2.  No

F.  Doing household chores such as cooking and cleaning?
1.  Yes
2.  No
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G.  Using transportation to get to places you want to go?
1.  Yes
2.  No

H.  Participating in religious activities?
1.  Yes
2.  No

I.  Participating in community events or gatherings?
1.  Yes
2.  No

FATIGUE

23.  In the past 3 months, how often did you feel very tired or exhausted?  
1. Never
2. Some days
3. Most days
4. Every day
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