APPENDIX C

DATA COLLECTION PROTOCOLS






LSP COST STUDY WORKSHEET #1: FACILITY LABOR COSTS

(Include staff working at the specific meal preparation or meal service facility.)

A. NAME OF FACILITY

B. NUMBER OF MEALS PREPARED OR SERVED PER WEEK CONGREGATE DEHLT?/'\QE}ED
Meals served to Title Ill participants . .. ........... ... . ... ... .....
Meals served in other programs to otherpersons . .. .................
C. LABOR USED
PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR
CATEGORY 1 CATEGORY 2 CATEGORY 3 CATEGORY 4 CATEGORY 5 CATEGORY 6

NAME OF PERSON OR CATEGORY >

Actual salary or average salary for position
(enterOifvolunteer) . ... ... e

Salary is per (year, week, hour)

Average percent fringe benefits . . . ... ...

If volunteer, equivalentsalary . .. ......... ... ... . . i

Total hours worked perweek . . .. ... ..

Breakdown of work time®

Hours on activities related only to congregate meals . . .. ..........

Hours on activities related only to home-delivered meals . ... .......

Hours on activities related to both congregate and
home-deliveredmeals .. ........ ... . i

Hours on nonmeal-related activities . . .........................

®Entries should add to total hours worked from previous line.




LSP COST STUDY WORKSHEET #2: MEAL DELIVERY LABOR COSTS

(Record labor costs associated with delivering meals to sites or to particpants homes.)

NAME OR DESCRIPTION OF ROUTE

HOME-

NUMBER OF MEALS DELIVERED PER WEEK CONGREGATE DELIVERED
Meals served to Title Ill participants . .. ........... ... . ... ... .....
Meals served to otherpersons . . ..................
LABOR USED

PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR

CATEGORY 1 CATEGORY 2 CATEGORY 3 CATEGORY 4 CATEGORY 5 CATEGORY 6
NAME OF PERSON OR CATEGORY 4

Actual salary or average salary for position
(enterOifvolunteer) . ... ... e

Salary is per (year, week, hour)

Average percent fringe benefits . . . ... ...

If volunteer, equivalentsalary . .. ......... ... ... . . i

Total hours worked perweek . ... ... ... ..

Total hours spent on this delivery route perweek . .. .................




LSP COST STUDY WORKSHEET #3: ENTIRE NUTRITION PROJECT FOOD
OPERATIONS: NON-LABOR COSTS

(Note: If any item (such as a space) can't be separated out between meal-related and nonmeal-related, report
the aggregate.)

COST COMPONENT

COST PER WEEK MEALS PER WEEK

A. Payments to Vendors for Already-Prepared Food

CoNgregate . . .. ..o

Home Delivered . . ... ... . . i

Food Ingredients for Meals Prepared at

B. Affiliated Central Kitchen or On-Site
CoNgregate . . .. ..o
Home Delivered . .. ... ... e
Total®
C Purchase of FrozenMeals ... ....... ... ... ... ... ....
CoNgregate . . ... oot
Home Delivered . .. ... ..
Total® L
D Value of USDA CommoditiesUsed . . ......... ... ... ... ......
E. Value of Other Donated Food . ... .......... ... .. ...
F. Non-Food Supplies . ... ...

G. Rent or Space Costs

SIS . ot
Central Kitchen . .. ... ... .
Central Administration . ... ... it
Additional Commodity Storage Costs . ... ................
H. Utility CoStS . . . oo
l. Value of Donated Space and Utilities . .. .....................
J. INSUrANCE . . . .. e
K. Gasoline . ...
L. Other (SPECIFY) . ..ot e e

%If the same food is used for congregate and home-delivered meals, a total is acceptable.



NON-LABOR COSTS (continued)

EQUIPMENT VALUE

VehiCles . .. .
Food Preparation and Service Equipment
Production Equipment . . . ... . .
Packaging Equipment . . . ... ... .
Transport Equipment Other Than Vehicles® .. .................
Serving Equipment . ... ...
Building and Improvements (Enter "0" if No Buildings are Owned)
Office Equipment . . . ... .

Other (SPECIFY) . . .o ottt e

ESTIMATED REPLACEMENT
COST OF COMPARABLE
EQUIPMENT, BOUGHT NEW

Such as insulated containers for food transport.

VEHICLE USAGE

Transporting Food to Congregate Sites . . . .. ... ... i
Transporting Participants to Congregate Sites . . .. .. .................
Other Participant Transportation . .. ......... ... i,
Home Deliveryof Meals . . . . ... .. .
General and Administrative . ... ... ...

Other (SPECIFY) . . oot e e

PERCENTAGE OF
TOTAL VEHICLE
USE TIME




LSP COST STUDY WORKSHEET #4: CENTRAL ADMINISTRATIVE LABOR COSTS

(Include staff with central administrative responsibilities.)

A. NAME OF NUTRITION PROJECT

B. NUMBER OF MEALS PREPARED OR SERVED PER WEEK CONGREGATE DET|C\)/'\|AEIFE?-ED
Meals served to Title lll participants . .. ............. .. ... ... .....
Meals served to other persons . . . ...t
C. LABORUSED
PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR PERSON OR
CATEGORY 1 CATEGORY 2 CATEGORY 3 CATEGORY 4 CATEGORY 5 CATEGORY 6

NAME OF PERSON OR CATEGORY >

Actual salary or average salary for position
(enterOifvolunteer) . . ... ... e

Salary is per (year, week, hour)

Average percentfringe benefits . .. ...

If volunteer, equivalentsalary . ... ........ . ... . .

Total hours worked perweek . . ...... ... ... . . .

Breakdown of work time®

Hours on activities related only to congregate meals . . .. ..........

Hours on activities related only to home-delivered meals . ... .......

Hours on activities related to both congregate and
home-deliveredmeals .. ........ ... .. i

Hours on nonmeal-related activities . . . ........................

®Entries should add to total hours worked from previous line.
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INTRODUCTION

INTERVIEWER: SELECT PARTICIPANT TYPE:

CONGREGATE NUTRITION PARTICIPANT ...t 1 SET PTCPT =CM
HOME-DELIVERED NUTRITION PARTICIPANT ....cooiiiiiiiiieeeereeeee e 2 SET PTCPT = HDM
CONGREGATE NUTRITION NONPARTICIPANT ....ovtiiiiiiiiiieeeeeeireeeee e 3 SET PTCPT = NON,;
MATCH =CM
HOME-DELIVERED NUTRITION NONPARTICIPANT ..., 4 SET PTCPT = NON,;
MATCH = HDM

INTERVIEWER:  WILL INTERVIEW BE CONDUCTED WITH A PROXY?

Y E S et 1 SET PROXY
STATUS =Y
N O e e 0 SET PROXY

INTERVIEWER: ENTER NAME OF PERSON
INTERVIEWER: ENTER NAME OF PROGRAM

REQUIRED

IF PTCPT = CM OR HDM AND PROXY =N

INTRO1. My name is [NAME] and | am from Mathematica Policy Research. | am here on behalf of
the U.S. Department of Health and Human Services, Administration on Aging. | would
like your help with a survey to find out how the Administration on Aging can help meet
the needs of older Americans.

This survey has two parts. The first part of the survey is about your participation in the
nutrition program at [NAME OF PROGRAM SITE] and your satisfaction with aspects of
the nutrition program there. The second part of the survey is about what you ate and
drank over the past 24 hours. Your participation is voluntary but we would really like
your help. This survey is for research purposes only and will help to improve services
for older adults in the future. All of your answers will be kept strictly confidential. Your
eligibility for services from this and other programs will not be affected by your decision
to participate. The entire survey takes about 75 minutes to complete. We’ll mail you a
$50 gift card for completing the survey.

CONTINUE ...ttt et e ettt e e st e e st b e e e annbeeeeanneeeeas 1 SKIP TO Al
REFUSED ...ttt ettt e e e e e e e s e e e e e e e s s ba e e e e e e e s snnrnneees r Thank you for
your time




REQUIRED

IF PTCPT = CM OR HDM AND PROXY =Y

INTRO2. My name is [NAME] and | am from Mathematica Policy Research. | am here on behalf of
the U.S. Department of Health and Human Services, Administration on Aging. | would
like your help with completing a survey on behalf of [NAME OF PARTICIPANT]. The
purpose of the survey is to find out how the Administration on Aging can help meet the
needs of older Americans.

This survey has two parts. The first part of the survey is about [NAME OF
PARTICIPANT]'s participation in the nutrition program at [NAME OF PROGRAM SITE]
and [his/her] satisfaction with aspects of the nutrition program there. The second part of
the survey is about what [he/she] ate and drank over the past 24 hours. Your
participation is voluntary but we would really like your help. This survey is for research
purposes only and will help to improve services for older adults in the future. All of your
answers will be kept strictly confidential. [NAME OF PARTICIPANT]’s eligibility for
services for this and other programs will not be affected by your decision to participate.
The entire survey takes about 75 minutes to complete. We'll mail you a $50 gift card for
completing the survey.

For the remainder of the survey | would like you to answer as though you are [NAME OF
PARTICIPANT]. All of the following questions pertain to [him/her]. Please provide your
best estimate as to [his/her] own response or opinion.

CONTINUE ..ttt e aabb e e s aanreee s 1 SKIP TO Al
REFUSED ...ttt e e r Thank you for
your time
REQUIRED

IF PTCPT = NON AND PROXY =N

INTRO3. My name is [NAME] and | am from Mathematica Policy Research. | am here on behalf of
the U.S. Department of Health and Human Services, Administration on Aging. | would
like your help with a survey to find out how the Administration on Aging can help meet
the needs of Older Americans.

This survey has two parts. The first part has some general questions, as well as
questions about your general health and dietary habits. The second part is about what
you ate and drank over the past 24 hours. Your participation is voluntary but we would
really like your help. This survey is for research purposes only and will help to improve
services for older adults in the future. All of your answers will be kept strictly
confidential. Your eligibility for services from this and other programs will not be
affected by your decision to participate. The entire survey takes about 55 minutes to
complete. We'll mail you a $50 gift card for completing the survey.

CONTINUE .ottt ettt et e e st e et e e sna e e snte e e ssteesnteeanteeesnteennneeennes 1 SKIP TO Al
REFUSED ...ttt e et e e e e e e s s ae e e e e e e s s s e e e e e e e e s annnnanees r Thank you for
your time




REQUIRED

IF PTCPT = NON AND PROXY =Y

INTRO4. My name is [NAME] and | am from Mathematica Policy Research. | am here on behalf of
the U.S. Department of Health and Human Services, Administration on Aging. | would
like your help with completing a survey on behalf of [NAME OF PARTICIPANT]. The
purpose of the survey to find out how the Administration on Aging can help meet the
needs of older Americans.

This survey has two parts. The first part of the survey is about [NAME OF
PARTICIPANT]'s general health and dietary habits. The second part of the survey is
about what (he/she) ate and drank over the past 24 hours. Your participation is voluntary
but we would really like your help. This survey is for research purposes only and will
help to improve services for older adults in the future. All of your answers will be kept
strictly confidential. [NAME OF PARTICIPANT]'s eligibility for services for this and other
programs will not be affected by your decision to participate. The entire survey takes
about 55 minutes to complete. We'll mail you a $50 gift card for completing the survey.

For the remainder of the survey | would like you to answer as though you were [NAME
OF PARTICIPANT]. All of the following questions pertain to [him/her]. Please provide
your best estimate as to [his/her] own response or opinion.

CONTINUE ...ttt st e et e st s s e bnbnenbeees 1 SKIP TO A1
REFUSED ...ttt e e r Thank you for
your time




A. NUTRITION PROGRAM PARTICIPATION

PROGRAMMER BOX Al

CATI: CONTINUE IF PTCPT = CM OR HDM. IF PTCPT = NON, SKIP TO
SECTION B.

REQUIRED

IF PTCPT =CM

A_Intro: My first questions are about [your/his/her] participation in the congregate nutrition
program at [NAME OF PROGRAM SITE].

Al. During a typical week, how many days [do you/does he/does she] eat at [NAME OF
PROGRAM SITE] or another place like it?

|__|__| DAYS (0-999)

PER WEEK (RANGE 1-7) oereceeeeeeeeeeeeeeeeeeeeeee e et ee s en s eeenen s s seneenns 1
PER MONTH (RANGE 1-31) .eeiiieeeiiiiiieeiee e e s eeteiee e e e e s s siteeee e e e e e s s ssnntnee e e e e e s ennnnnneees 2
PER YEAR (RANQE 1-99) .....ciiiieeiiiiiiiiie e ettt e s s e e e e e e s nnnaee e e e e e e s snnnnaees 3
DON'T KNOWV ..ottt ettt e e e s e e e e s s s s bbb e e e e e e s s annnrneeas d
REFUSED ...ttt e e e e e e e e r

HARD CHECK: IF DAYS PER WEEK GT 7; | want to be sure | recorded your answer correctly. Did
you say [fill Al] days per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 DAYS PER WEEK.

HARD CHECK: IF DAYS PER MONTH GT 31; | want to be sure | recorded your answer correctly. Did
you say [fill Al] days per month? INTERVIEWER: ANSWER CANNOT EXCEED 31 DAYS PER
MONTH.

HARD CHECK: IF A1 GT 99; | want to be sure | recorded your answer correctly. Did you say [fill Al]
days? INTERVIEWER: ANSWER CANNOT EXCEED 99 DAYS.

HARD CHECK: IF A1 = 0; | want to be sure | recorded your answer correctly. Did you say [fill Al]
days? INTERVIEWER: ANSWER CANNOT BE 0.




REQUIRED

IF PTCPT = HDM

A_Intro: My first questions are about [your/his/her] participation in the home-delivered nutrition
program from [NAME OF PROGRAM SITE]. You may also know this as the meals-on-
wheels program from [NAME OF PROGRAM SITE].

A1.1 During atypical week, how many days does [NAME OF PROGRAM SITE] or another
program like it deliver meals to [your/his/her] home?

| DAYS (0-999)

PER WEEK (RANGE 1-7) c..ovoeveeeeeeeeeeeeeeeeeeeeeee e eeeeeseee e s es s 1
PER MONTH (RANGE 1-31) c..oveoeeeeeeeeeeeeeeeeeeeseeeeeeeeeeesseeeeeeees e eeeeees e eese s 2
PER YEAR (RANGE 1-99).......oveoeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeseeeeses s eeeeees e eeeeenee. 3
DON'T KNOW ...t e e d
REFUSED ..o r

HARD CHECK: IF DAYS PER WEEK GT 7; | want to be sure | recorded your answer correctly. Did
you say [fill A1.1] days per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 DAYS PER
WEEK.

HARD CHECK: IF DAYS PER MONTH GT 31; | want to be sure I recorded your answer correctly. Did
you say [fill A1.1] days per month? INTERVIEWER: ANSWER CANNOT EXCEED 31 DAYS PER
MONTH.

HARD CHECK: IF A1.1 GT 99; I want to be sure | recorded your answer correctly. Did you say
[fill A1.1] days? INTERVIEWER: ANSWER CANNOT EXCEED 99 DAYS.

HARD CHECK: IF A1.1 = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A1.1] days? INTERVIEWER: ANSWER CANNOT BE 0.




REQUIRED

IF PTCPT =CM

A2. Thinking about meals [you eat/he eats/she eats] at [NAME OF PROGRAM SITE] or other
places like this, during a typical week, how many times per week [do you/does he/does
she] eat . ..

a. Breakfast there?

|__| TIMES (0-99)
DON'T KNOW ... eeees e d
REFUSED ...t eeee e eee e ee e es e r

HARD CHECK: IF A2a GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill A2a] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK.

b. Lunch there?

|__| TIMES (0-99)
DON'T KNOW ... eeeeee e d
REFUSED ... r

HARD CHECK: IF A2b GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill A2b] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK

c. Dinner there?

|| TIMES (0-99)
DONT KNOW ¢ e eee e eeeeeeeseeeeeeseeeseseessssseeeseseeeseeeeseeseesseeseseseeene d
REFUSED ..o ovoo e eeeee e e e eee e ee e e e s e s e e ee e eeee e s e e ees e r

HARD CHECK: IF A2c GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill A2c] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK.




REQUIRED

IF PTCPT = HDM

A2.1 Thinking about meals [you receive/he receives/she receives] from [NAME OF PROGRAM

SITE, how many of each of the following meals [do you/does he/does she] receive during a

typical week?
a. Breakfast

|__| MEALS (0-99)

UNDESIGNATED

DON'T KNOW ..ottt s e e d

REFUSED ... r

MEALS ARE NOT DESIGNATED ....ootiiiiiiiiiiiie e 99 SKIPTO
MEALS

HARD CHECK: IF A2.1a GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill A2.1a] meals per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 MEALS PER WEEK.

b. Lunch

|| MEALS (0-99)
DONT KNOW ¢ e eeeeeeeeeeeeees e eeeseeeseseeess e seseseeeseeesseseeesseeseseseeenes d
REFUSED ....vcooeveoeeveeeeeeeeeeeee e ese e see e s s eeeseeeee s ess s essseesseeeesseeesseeseseneeees r

HARD CHECK: IF A2.1b GT 7; | want to be sure | recorded your answer correctly. Did you say [fill
A2.1b] meals per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 MEALS PER WEEK.

c. Dinner

|__| MEALS (0-99)
DON'T KNOW ...t eee e eeees e d
REFUSED ...t ee e e e ee e r

HARD CHECK: IF A2.1¢c GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill A2.1c] meals per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 MEALS PER WEEK.

ASK ONLY IF RESPONDENT SAYS MEALS ARE NOT DESIGNATED:

d. Undesignated meals

||| MEALS (0-99)
DONT KNOW ¢ e eeeeeeeeeeeeees e eeeseeeseseeess e seseseeeseeesseseeesseeseseseeenes d
REFUSED ..o eeveeeeeeeeeeese e eees e esseeees s eeeseeeseseees s sessseesseeessseeesseeseseseeees r

SOFT CHECK: IF A2.1d GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill A2.1d] meals per week?

HARD CHECK: IF A2.1d GT 21; | want to be sure | recorded your answer correctly. Did you say
[fill A2.1d] meals per week? INTERVIEWER: ANSWER CANNOT EXCEED 21 MEALS PER WEEK.




REQUIRED

IF A2.1 LUNCHES ISLT5

A2.2 [Do you/Does he/Does she] receive fewer than five lunches a week because [you prefer/he
prefers/she prefers] it that way, or because [you/he/she] can only get fewer than five
lunches a week?

CODE ONE ONLY

PREFER IT THAT WAY L.t 1

CANNOT GET MORE LUNCHES ...ttt 2

DON'T KNOW ...ttt e d

REFUSED ..ottt e e e e e s e e e e r
REQUIRED

IF PTCPT = HDM

A2.3. How long ago was the last time [NAME OF PROGRAM SITE] delivered a meal to
[your/his/her] home? You can tell me the number of days, weeks, months, or years.

INTERVIEWER: IF RESPONDENT HAD A MEAL DELIVERED TODAY, PLEASE CODE

0 DAYS AGO

|__|__1(0-999)

DAYS AGO (RANQGE 0-45) ...uiiiiieeeiiiiieee e e e et e e s s staeer e e e e e s s snnnrae e e e e e e s snnnnneees 1
WEEKS AGO (RANGE 1-30) ..ceieiiiiiiiieiieeeeeeiiiiiieee e e e s s sssieteeee e e e s s ssntnneeeeeeeessnnsnneees 2
MONTHS AGO (RANGE 1-13) ...t 3
YEARS AGO (RANGE 1-40).......oiuieieieeeeeeeeeeeeeeeeesseee s, 4
DONT KINOWV ...eeeeeeeeetiteteteteeeteeetetetetesesetete e ss s s se s se s ssssss s s s sess s s ss s s sesssssssesnsnnnsnnnnes d
REFUSED ...ttt ettt ettt sttt st e s st st e et s s e s e e s s sssesesesesnnnsnnnnn r

HARD CHECK: IF A2.3 GT 45; | want to be sure | recorded your answer correctly. Did you say
[fill A2.3]? INTERVIEWER: ANSWER CANNOT EXCEED 45.

HARD CHECK: IF WEEKS AGO GT 30; | want to be sure | recorded your answer correctly. Did you
say [fill A2.3] weeks ago? INTERVIEWER: ANSWER CANNOT EXCEED 30 WEEKS AGO.

HARD CHECK: IF MONTHS AGO GT 13; | want to be sure | recorded your answer correctly. Did you
say [fill A2.3] months ago? INTERVIEWER: ANSWER CANNOT EXCEED 13 MONTHS AGO.

HARD CHECK: IF YEARS AGO GT 40; | want to be sure | recorded your answer correctly. Did you
say [fill A2.3] years ago? INTERVIEWER: ANSWER CANNOT EXCEED 40 YEARS AGO.

HARD CHECK: IF WEEKS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A2.3] weeks ago? INTERVIEWER: ANSWER CANNOT BE 0 WEEKS AGO.

HARD CHECK: IF MONTHS AGO = 0; | want to be sure | recorded your answer correctly. Did you
say [fill A2.3] months ago? INTERVIEWER: ANSWER CANNOT BE 0 MONTHS AGO.

HARD CHECK: IF YEARS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A2.3] years ago? INTERVIEWER: ANSWER CANNOT BE 0 YEARS AGO.




REQUIRED

IF PTCPT =CM

A3. Thinking back to 6 months ago (that is, last [CURRENT MONTH — 6 MONTHS]), did
[you/he/she] eat meals at the [NAME OF PROGRAM SITE] or other places like this more
often, less often, or about as often as [you do/he does/she does] now?

CODE ONE ONLY
MORE OFTEN ..ottt sttt ettt et et sab e e be e e 1
LESS OFTEN ...ttt ettt ettt ettt ettt ettt e e b e sa e e sb e e e sbe e e sabe e e snb e e enneeannes 2
ABOUT AS OFTEN .. ..ottt ettt be et saeeennneas 3 SKIP TO A5
DON'T KNOW ..ttt ettt sttt et e et e e bt e e sabe e e sabeesnbeeeanes d SKIP TO A5
REFUSED ...ttt ettt sttt b ettt et e e bn e e sabe e e snb e e snbeeennes r SKIP TO A5

REQUIRED

IFA3=1

A4, Why [do you/does he/does she] eat at [NAME OF PROGRAM SITE] more often than

[you/he/she] did 6 months ago?

PROBE: That is, since last [CURRENT MONTH — 6 MONTHS].

CODE ALL THAT APPLY
HAVE NO ONE AT HOME TO EAT WITH w.ooovvveeeeeeeeeeeseeeeeeeeeeeeesesseeessesseeeenneee 1
MADE FRIENDS AT MEAL SITE w..ovveoeeeveeeeeseeeoesseseeeeseeseessesseseesssseesssssesesseees 2
GOT INVOLVED IN ACTIVITIES AT MEAL SITE wvvvooevveeoeeeeeeeeeeseeesessseeenenee 3
COSTS LESS TO EAT AT MEAL SITE THAN ELSEWHERE .....vvvvveorerreeeeeee 4
THE MEAL SITE IS WARM AND INVITING w.....oovvecrieeeeeeeeeeeeeeseeeeeeseeeseseeeeeeos 5
NO LONGER HAVE A PLACE TO PREPARE MEALS ........oovvveomeeveeesreereeeseneee 6
PHYSICALLY DIFFICULT TO MAKE OWN MEALS .......vveeeeeeeseeeeeeeseeeeeeeeeneee 7
| LIKE THE KINDS OF FOODS THEY SERVE .....oomivveeeeeeeeoeseeeeeesseeeeesseeeesen 8
OTHER (PLEASE SPECIFY) ....coooveeeeeeeeeeeeeeeeesesseeeeeeseeeeeeseeseeeseesseeseesseeeesene 99
(STRING (30))
DONT KNOW ..vecooeeeeoeeeveeeeeeeeeeeeeeeeeseseseeeesseseseese s eeeee s esesseseeesseseessseseesnees d
REFUSED ..cooeveeoeeeeeeoeeeeseeeeeeseeseesseseseesssseseesseseseesessesesesseseeesseseeesseseessseeeessee r




REQUIRED

IFA3 =2

A4.1

Why [do you/does he/does she] eat at [NAME OF PROGRAM SITE] less often than
[you/he/she] did 6 months ago?

PROBE: That is, since last [CURRENT MONTH — 6 MONTHS].

CODE ALL THAT APPLY
HAVE FEW OR NO FRIENDS AT MEAL SITE ......civeieeeeeeeeeeeseeeeeeeeeeeeeeene. 1
HAVE OTHER PLACES TO EAT ..o 2
HAVEN'T GOTTEN INVOLVED OR NOT INTERESTED IN ACTIVITIES AT
Y 17N =SSO 3
CAN'T AFFORD TO DONATE AT MEAL SITE ... 4
SOMETIMES DIFFICULT TO GET TO MEAL SITE ..., 5
| FOUND THAT | DON'T ALWAYS LIKE THE KINDS OF FOODS THEY
SERVE ...ttt e ettt 6
STILL ABLE TO PREPARE OWN MEALS ......ccoveoeeoeieeeeeeeeeeeee e 7
OTHER (PLEASE SPECIFY) ...ooeeieeeeeeeeeeeeeeeeeeeeeeeee e seeeeeeeeee s 99
(STRING (30))
DON'T KNOW ... ees e d
REFUSED ...t ee e r

REQUIRED

IF PTCPT =CM

A5. When [you eat/he eats/she eats] at [NAME OF PROGRAM SITE], [are youlis helis she] able
to take leftovers or seconds home with [you/him/her]?
R =05 TP TR UPRT TR 1
N ettt 0
DON'T KNOW ..ttt ettt ettt ettt et e e sab et st e e be e e st e e e snbeesnneeennes d
REFUSED ...ttt ettt sttt e e e sb e e bt e e sab e e e bt e e snreeennes r
REQUIRED

IF PTCPT =CM

A6.

When [you go/he goes/she goes] to [NAME OF PROGRAM SITE], [do you/does he/does
she] ever get meals to take home to eat later? Please do not include leftovers [you/he/she]
might take home from a meal [you/he/she] ate at [NAME OF PROGRAM SITE].

Y E S e e s 1

N O e e e 0 SKIP TO A1l
DON'T KNOW ...ttt ittt ettt e et e e s snne e e e s enne e e e s anneeeenan d SKIP TO All
REFUSED ...ttt ettt et e e s n e e e s enneeeeaans r SKIP TO All

10




REQUIRED

IFA6=1

A7T. How would [you/he/she] describe those take home meals? Are they full meals, just snacks,
supplements such as Ensure or Boost, or something else?

CODE ONE ONLY

FULL MEALS ..o 1
SNACKS ..ottt 2
SUPPLEMENTS ...t 3
OTHER (PLEASE SPECIFY) ..ooveeeeeeeeeeeeeeeeeeeeeeeeseeeseeeseeeeesee e 99

(STRING (30))

DON'T KNOW ... eee e ee e ee e eee e d

REFUSED ... r
REQUIRED

IF PTCPT = HDM

A8. How often [do you/does he/does she] eat the entire delivered meal in one sitting? Would
[you/he/she] say . ..

CODE ONE ONLY

F N AT NV SRR 1 SKIP TO A10
USUAITY, ettt e et e e e e e s bbb e e e e e e e anbeee s 2 SKIP TO A9
SOMEBLIMES, ittt ettt e e e e e st b bt e e e e e e e e anbbeaeeeaeeeaannes 3 SKIP TO A9
5121 Fo Lo o 0 TR o | SRR 4 SKIP TO A9
[N (VA= o PP PP PP EPPP PP 5 SKIP TO A9
DON'T KNOW ....itiiie ittt ettt et e e st e e e stae e e e stae e e e sntaeeessntaeeesssbaeeessnsaeeeans d SKIP TO A9
REFUSED ....ooiiii ittt ettt e st e e st e e e st e e e s sntae e e s snbaeeessnbaaeessnbaeeeens r SKIP TO A9
REQUIRED

IF PTCPT = HDM AND A8 DNE 1

A9. When [you do/he does/she does] not eat [your/his/her] entire delivered meal in one sitting,
do [you/he/she] usually eat all of what is left as another meal, eat only part of what is left
as another meal, or do you usually throw the rest of the meal away?

CODE ONE ONLY

ALL OF ANOTHER MEAL ...coiiiiiiie it 1
PART OF ANOTHER MEAL ...ccoiiiiiie ittt 2
THROW IT AWAY L.ttt ettt 3
DON'T KNOW ...ttt e e e s e e e s nene e e e s nnneeee e e d
REFUSED ...t r
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REQUIRED

IF PTCPT = HDM

A10. [Do you/Does he/Does she] currently have any diet and nutritional supplements at home,
such as Ensure or Boost, that [NAME OF PROGRAM SITE] gave [you/him/her]?

Y E S et 1

N O e e 0

DON'T KNOW ..ottt e s d

REFUSED ... r
REQUIRED

IF PTCPT =CM OR HDM

Al11l. [Do you/Does he/Does she] currently any emergency meals at home that the [NAME OF
PROGRAM SITE] gave [you/him/her]?

Y E S e 1

N O e 0

DON'T KNOW ...ttt ettt e e e e s nmne e e e s nnne e e e s nnneeeeens d

REFUSED ..ottt e e s nnre e e e s anneee e e r
REQUIRED

IF A11=YES

A12. How many emergency meals [do you/does he/does she] have from [NAME OF PROGRAM
SITE]? Your best estimate is fine.
|__|__| NUMBER OF MEALS (0-99)
DON'T KNOW ...ttt d
REFUSED ...ttt ettt et b et e e sbs e e s ba e e st e e e sab e e snbeeanees r

HARD CHECK: IF A12 = 0; | want to be sure | recorded your answer correctly. Did you say [fill A12]
meals? INTERVIEWER: ANSWER CANNOT BE 0.

HARD CHECK: IF A12 GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill A12] meals? INTERVIEWER: ANSWER CANNOT EXCEED 10 MEALS.
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REQUIRED

IF PTCPT = CM OR HDM

A13. If the [NAME OF PROGRAM SITE] wasn’'t available to provide meals, how often would

(INSERT a-h) ... Would you say most of the time, sometimes, or never?

CODE ALL THAT APPLY
MOST OF DON'T
THE TIME | SOMETIMES | NEVER | KNOW | REFUSED
a. [You/He/She] cook for [yourself/himself/herself]? 1 2 3 d r
Family or friends provide [you/him/her] with meals? 1 2 3 d r
c. [You/He/She] eat at restaurants or have food
delivered from restaurants? 1 2 3 d r
d. [You/He/She] eat meals that were easy to fix like
sandwiches, microwavable meals, or soups? 1 2 3 d r
e. [You/He/She] eat meals that were ready to eat right
out of the package? 1 2 3 d r
f.  Skip meals or eat less than [you do/he does/she
does] now? 1 2 3 d r
Eat foods saved from other meals? 1 d r

h. [You/He/She] get food in some other way?
(PLEASE SPECIFY) 1 2 3

(STRING (30))

REQUIRED

IF PTCPT =CM

Al14. Excluding [NAME OF PROGRAM SITE], how many other places like [NAME OF PROGRAM
SITE] [do you/does he/does she] usually go for [your/his/her] meals? These could be

senior centers, senior lunch programs, or other congregate meals programs.

|__|__| NUMBER OF PLACES (0-99)
DON'T KNOW ...t eee e eeees e d
REFUSED ...t eeee e eee e ee e es e r

HARD CHECK: IF A14 GT 10; | want to be sure | recorded your answer correctly. Did you say

[fill A14] places? INTERVIEWER: ANSWER CANNOT EXCEED 10 PLACES.
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REQUIRED

IF PTCPT = HDM

A14.1 Excluding [NAME OF PROGRAM SITE], how many other similar places usually deliver
meals to [your/his/her] home?
||| NUMBER OF PLACES (0-99)
DON'T KINOW ..ottt ettt e e e e e ettt e e e e e e e e e st e e s e e e saessabaa s eeeeesenssanes d
REFUSED ...ttt e e e ettt e e e e e e et e e e e s e e e s eesseba s eeeaeseenaanes r

SOFT CHECK: IF A14.1 GT 5; | want to be sure | recorded your answer correctly. Did you say
[fill A14.1] other places usually deliver meals to [your/his/her] home?

HARD CHECK: IF A14.1 GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill A14.1] other places usually deliver meals to [your/his/her] home? INTERVIEWER: ANSWER
CANNOT EXCEED 10 OTHER PLACES.

REQUIRED

IF PTCPT =CM

A15. How long ago did [you/he/she] first begin eating at a congregate meal site, senior center,
or senior lunch program for a meal?

PROBE: You may answer in days, weeks, months, or years. Your best estimate is fine.

||| (0-999)

DAYS AGO (RANGE 0-45) ...cccvvieiiie ettt ettt e s tee s e ereeenes 1
WEEKS AGO (RANGE 1-30) ..ccieiiiiiiiiiiiee e e eieiiieeee e e e e e s esireee e e e e s ssnenneeseaaeeesnnnnnneees 2
MONTHS AGO (RANGE 1-13) .oiiiiiieiiieiieeeciieeeteeetee e ste e eee e e e ee e stee e snaeeenee e 3
YEARS AGO (RANGE 1-40) ....ccuiiieiiiiiieiiiiite et e s siee e sitee e sstee e st e e e naeee e ennnes 4
DON'T KNOW ...ttt ettt e st e e st e e e st e e e sstae e e e sntaeeessntaeeesssbaeeesansaeeeans d
REFUSED ..ottt ittt ettt ettt e s ste e st e e sn e e e nseeensaeesnteaesnaeennseeennes r

HARD CHECK: IF A15 GT 45; | want to be sure | recorded your answer correctly. Did you say
[fill A15]? INTERVIEWER: ANSWER CANNOT EXCEED 45.

HARD CHECK: IF WEEKS AGO GT 30; | want to be sure | recorded your answer correctly. Did you
say [fill A15] weeks ago? INTERVIEWER: ANSWER CANNOT EXCEED 30 WEEKS AGO.

HARD CHECK: IF MONTHS AGO GT 13; | want to be sure | recorded your answer correctly. Did you
say [FILL A15] months ago? INTERVIEWER: ANSWER CANNOT EXCEED 13 MONTHS AGO.

HARD CHECK: IF YEARS AGO GT 40; | want to be sure | recorded your answer correctly. Did you
say [fill A15] years ago? INTERVIEWER: ANSWER CANNOT EXCEED 40 YEARS AGO.

HARD CHECK: IF WEEKS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A15] weeks ago? INTERVIEWER: ANSWER CANNOT BE 0 WEEKS AGO.

HARD CHECK: IF MONTHS AGO = 0; | want to be sure | recorded your answer correctly. Did you
say [fill A15] months ago? INTERVIEWER: ANSWER CANNOT BE 0 MONTHS AGO.

HARD CHECK: IF YEARS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A15] years ago? INTERVIEWER: ANSWER CANNOT BE 0 YEARS AGO.
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REQUIRED

IF PTCPT = HDM

A15.1 How long ago did [you/he/she] first receive a home-delivered meal?

PROBE: You may answer in days, weeks, months, or years. Your best estimate is fine.

|__1__1(0-999)

DAYS AGO (RANQGE 0-45) ...veeieiie e i it ee e e ettt e e e s s sstaer e e e e e s s e e e e e e s annnnaeees 1
WEEKS AGO (RANGE 1-30) ..iiieeiiiiiiieiieeeeesseiiiieee e e e e e sesisieeee e e e s s snnsnseeeeeeesesnnnsnnnees 2
MONTHS AGO (RANGE 1-13) .oeieeiiiiiieiieee ettt e e e e s e seer e e e e e s st e e e e e e s snnnnaeees 3
YEARS AGO (RANGE 1-40).....cccuueiieiieeeeiiiiiieeee e e s s st e eae e e s s snntnneeeae e s snnnnnnneneeaees 4
DONT KINOWV ...osieiiiieiettttteettetttetaeseeesessstsssssssssssss s ss s sstsss s s ss s bs s ssssssssbsbssssnbnsnnnnes d
REFUSED ...ttt ettt s et s s ettt st s et s s s te b s sesssnbnennnnes r

HARD CHECK: IF A15.1 GT 45; | want to be sure I recorded your answer correctly. Did you say
[fill A15.1]? INTERVIEWER: ANSWER CANNOT EXCEED 45.

HARD CHECK: IF WEEKS AGO GT 30; | want to be sure | recorded your answer correctly. Did you
say [fill A15.1] weeks ago? INTERVIEWER: ANSWER CANNOT EXCEED 30 WEEKS AGO.

HARD CHECK: IF MONTHS AGO GT 13; | want to be sure | recorded your answer correctly. Did you
say [fill A15.1] months ago? INTERVIEWER: ANSWER CANNOT EXCEED 13 MONTHS AGO.

HARD CHECK: IF YEARS AGO GT 40; | want to be sure | recorded your answer correctly. Did you
say [fill A15.1] years ago? INTERVIEWER: ANSWER CANNOT EXCEED 40 YEARS AGO.

HARD CHECK: IF WEEKS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A15.1] weeks ago? INTERVIEWER: ANSWER CANNOT BE 0 WEEKS AGO.

HARD CHECK: IF MONTHS AGO = 0; | want to be sure | recorded your answer correctly. Did you
say [fill A15.1] months ago? INTERVIEWER: ANSWER CANNOT BE 0 MONTHS AGO.

HARD CHECK: IF YEARS AGO = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A15.1] years ago? INTERVIEWER: ANSWER CANNOT BE 0 YEARS AGO.
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REQUIRED

IF PTCPT =CM

A16. How did [you/he/she] first learn about the nutrition program like the one at [NAME OF
PROGRAM SITE]?

CODE ALL THAT APPLY

FROM ANOTHER PERSON.......oo.oveieeieeeeeeseseeeeeeeeseeeeeeeees e seeeees s eesesenee. 1
MEDICAL DOCTOR.......veoeeeeeeeeeeeeeeeeeeeeeeeeeees e eeeeese s eeees s esee e 2
MEDICAL PERSONNEL OTHER THAN A DOCTOR ......covveveerieeeereeeeeeeeeresee. 3
SOCIAL WORKER ... oot eeeeeeeeeeee e eeee e ee e eesee e 4
FAMILY MEMBER ....oeveeeeeeeeeeeeeeeeeeeeeee e eeeee s ee s eeses s 5
FRIEND ..ot e e s e s ee e 6
NEWSPAPER, TV, RADIO, INTERNET .....covvvvveeoeeeeee oo 7
POSTERS, SOMETHING IN THE MAIL ... 8
ANNOUNCEMENT IN CLUB OR CHURGCH ......coovoovvoeeereeeeeeeesee oo 9
REFERRED BY A COMMUNITY-BASED AGENCY (HOSPITAL, SOCIAL
SERVICES AGENCY, ETC.) ovovoeeeeoeeeeee oo eeee e eee e 10
OTHER (PLEASE SPECIFY) ..ooveoeeeeeeeeeee oo 99

(STRING (30))
DON'T KNOW ...t e e ee e d
REFUSED ...ttt eeee e ee e e es e r
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REQUIRED

IF PTCPT = HDM

A16.1 How did [you/he/she] first learn about the home-delivered nutrition program like the one at

[NAME OF PROGRAM SITE]?

CODE ALL THAT APPLY

FROM ANOTHER PERSON.......oo.oveieeieeeeeeseseeeeeeeeseeeeeeeees e seeeees s eesesenee. 1
MEDICAL DOCTOR.......veoeeeeeeeeeeeeeeeeeeeeeeeeeees e eeeeese s eeees s esee e 2
MEDICAL PERSONNEL OTHER THAN A DOCTOR ......covveveerieeeereeeeeeeeeresee. 3
SOCIAL WORKER ... oot eeeeeeeeeeee e eeee e ee e eesee e 4
FAMILY MEMBER ....oeveeeeeeeeeeeeeeeeeeeeeee e eeeee s ee s eeses s 5
FRIEND ..ot e e s e s ee e 6
NEWSPAPER, TV, RADIO, INTERNET .....covvvvveeoeeeeee oo 7
POSTERS, SOMETHING IN THE MAIL ... 8
ANNOUNCEMENT IN CLUB OR CHURGCH ......coovoovvoeeereeeeeeeesee oo 9
REFERRED BY A COMMUNITY-BASED AGENCY (HOSPITAL, SOCIAL
SERVICES AGENCY, ETC.) ovovoeeeeoeeeeee oo eeee e eee e 10
OTHER (PLEASE SPECIFY) ..ooveoeeeeeeeeeee oo 99

(STRING (30))
DON'T KNOW ...t e e ee e d
REFUSED ...ttt eeee e ee e e es e r

REQUIRED

IF PTCPT =CM OR HDM

Al7.

[Were you/Was he/Was she] on a waiting list before [you were/he was/she was] able to
take part in the [NAME OF PROGRAM SITE] nutrition program?

Y E S e 1

N O et e e e e e e e 0 SKIP TO B1
DON'T KNOW ...ttt e e e e e s s e e e s nnne e e e s nnnneeeens d SKIP TO B1
REFUSED ..ottt e e s s e e e s nnneee e e r SKIP TO B1
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REQUIRED

IFA17=1

A18.

How long [were you/was he/was she] on the waiting list before [you/he/she] received a
program meal? You can tell me the number of days, weeks, months, or years.

|| (0-999)

DAYS (RANGE 1-99) ...ttt ettt e e e e e e e e e e snneae s 1
WEEKS (RANGE 1-20) .. .eetieiiiiieeiiiitie ittt ettt a e e et are e e e e e e e e snnbnneeas 2
MONTHS (RANGE 1-12) ..eeieieiieiiie ettt sttt et ee e sbe et saeesaeesaeeseeas 3
YEARS (RANGE 1-5) ..ctiiiiiiiiiii ittt ettt ettt a e e e eeaa e 4
DON'T KINOW ...ttt ettt ettt e bt e ee e meeebeenbeeabeesaeeseeenenas d
REFUSED ...ttt sttt be e bt e bt e st e et e e be e beesaeeseeeseeas r

HARD CHECK: IF A18 GT 99; | want to be sure | recorded your answer correctly. Did you say
[fill A2.3]? INTERVIEWER: ANSWER CANNOT EXCEED 99.

HARD CHECK: IF WEEKS GT 20; | want to be sure | recorded your answer correctly. Did you say
[fill A18] weeks? INTERVIEWER: ANSWER CANNOT EXCEED 20 WEEKS.

HARD CHECK: IF MONTHS GT 12; | want to be sure I recorded your answer correctly. Did you say
[fill A18] months? INTERVIEWER: ANSWER CANNOT EXCEED 12 MONTHS.

HARD CHECK: IF YEARS GT 5; | want to be sure | recorded your answer correctly. Did you say
[fill A18] years? INTERVIEWER: ANSWER CANNOT EXCEED 5 YEARS.

HARD CHECK: IF A18 = 0; | want to be sure | recorded your answer correctly. Did you say
[fill A18]? INTERVIEWER: ANSWER CANNOT BE 0.
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B. OTHER SERVICES

PROGRAMMER BOX B1
CATI: CONTINUE IF PTCPT = CM, HDM, OR NON.

REQUIRED

IF PTCPT =CM OR HDM

B1. In the past 6 months, other than meals from [NAME OF PROGRAM SITE], [have you/has
he/has she] gotten other types of help or services from either [NAME OF PROGRAM SITE],
[NAME OF AREA AGENCY ON AGING], or some other agency or provider?
4= T SRRSO P PP OPPRPPR 1
N[ TSRO OUP PP 0 SKIP TO B3
DON'T KNOW ..ottt ettt tee ettt e stte e snte e et e e ante e e nseeessaeesnteeesnteeanneeannes d SKIP TO B3
REFUSED ....ooiiiiiiiit ettt sttt ettt e st e e s ste e et e e snte e et e e ssaeesnteeesnteennseeennes r SKIP TO B3
REQUIRED

IF PTCPT = NON

B1.1

In the past 6 months, [have you/has he/has she] gotten any help or received any services
from [NAME OF AREA AGENCY ON AGING] or some other agency?

Y E S et 1

N O et e e e n e e e 0 SKIP TO C1
DON'T KNOW ...ttt ettt e s e e s e e s nnne e e e s nnneeeenns d SKIP TO C1
REFUSED ... r SKIP TO C1
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REQUIRED

IFB1IORB1.1=1

B2.

In the past 6 months . ..

[Have you/Has he/Has she] participated in an adult day
care program?

[Have you/Has he/Has she] received personal care services
for help with dressing or bathing?

Did [a visiting nurse or therapist come to [your/his/her]
home to provide physical, occupational, or speech therapy?

Did a nutritional counselor give [you/him/her] individual
advice on what [you/he/she] should eat?

[Have you/Has he/Has she] received case management
services in which a case manager set up in-home services
for [you/him/her] such as homemaker or personal care
services, or called to see how [you are/he is/she is] doing?

[Have you/Has he/Has she] received free or discounted
housing?

Did [you/he/she] participate in a support group to talk with
other people who have the same kind of problems [you
have/he has/she has]?

[Have you/Has he/Has she] received homemaker or
housekeeping services to help with light housework,
preparing meals, or shopping?

[Have you/Has he/Has she] received chore services to help
with heavier housecleaning or yard work?

DON'T
YES NO KNOW | REFUSED
1 0 d r
1 0 d r
1 0 d r
1 0 d r
1 0 d r
1 0 d r
1 0 d r
1 0 d r
1 0 d r
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REQUIRED

IF PTCPT =CM

B3. In the past 6 months, [have you/has he/has she] attended a class or lecture about any of

the following at [NAME OF PROGRAM SITE]?

DON'T
YES NO KNOW | REFUSED

a. A specific chronic disease (e.g., Diabetes, heart disease)? 1 0 d r

b. Nutrition or healthy eating habits? 1 0 d r

c. Safety issues such as falls prevention? 1 0 d r

d. Health insurance or Medicare Part D? 1 0 d r

e. How to manage [your/his/her] medications? 1 0 d r

f.  How to manage [your/his/her] finances? 1 0 d r
REQUIRED

IF PTCPT =CM

B3.1 Thinking about other activities at [NAME OF PROGRAM SITE], in the past 6 months

[have you/has he/has she] . ..

a. Participated in an exercise or fitness class there?
Received assistance in finding employment there?

c. Received legal services such as help with making a will or
understanding a bill or other legal matter there?

d. Received counseling about your housing situation or
problems with your housing there?

DON'T
YES NO KNOW | REFUSED
1 0 d r
1 d r
1 0 d r
1 0 d r
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C. SERVICES, ACTIVITIES, AND TRANSPORTATION

PROGRAMMER BOX C1
CATI: CONTINUE IF PTCPT = CM, HDM, or NON.

REQUIRED

IF PTCPT =CM

C_Intro: The next questions are about how [you get/he gets/she gets] to and from [NAME OF
PROGRAM SITE].

C1. During the past 30 days, [have you/has he/has she] done any of the following to get to or
from [NAME OF PROGRAM SITE]? Did you . ..

NOT APPLICABLE
(SITE IN BUILDING

WHERE
DON'T PARTICIPANT
YES | NO | KNOW | REFUSED RESIDES)
a. Drive [yourself/himself/herself]? 1 0 d r n
SKIP TO C5

b. Share a ride with a friend or family

member but were not the driver? 1 0 d r n
c. Use private transportation such as a

taxi, limousine, or car service? 1 0 d r n
d. Use public transportation such as buses,

light rail transit, trains, subways,

community shuttles or jitheys? 1 0 d r n
e. Use para transportation such as ADA

transit or Dial-A Ride transit? 1 0 d r n
f. Use specialized transportation such as

nutrition program or senior program

sponsored bus/van/car, church or faith-

based program bus/van/car, or volunteer

driver? 1 0 d r n
g. Use some other form of transportation

such as walking, biking, or using a

scooter? 1 0 d r n
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REQUIRED

IFCleORC1f=1

c2. During the past 30 days, how often did [you/he/she] use para or special transportation to
get to and from [NAME OF PROGRAM SITE]?

|| (0-999) TIMES

PER DAY (RANGE 1-5) ...ttt ettt a e e 1
PER WEEK (RANGE 1-25) .. .ectiiitieiiieiiie ittt ettt ettt e e saee e 2
PER MONTH (RANGE 1-50) ....ueiiuiiiiiiiiiiiieeie ettt e ettt saesseee e 3
PER YEAR (RANGE 1-99) ... .iiiiiiie ettt ettt sttt e neeas 4
DON'T KINOW ...ttt ettt sttt ettt e sbe e see e sme e et e e beeabeesaeeseeeseeas d
REFUSED ...ttt ettt ettt et e bt e she e eme e et e e beenbeesbeeseeeseeas r

HARD CHECK: IF C2 GT 99; | want to be sure | recorded your answer correctly. Did you say
[fill C2]? INTERVIEWER: ANSWER CANNOT EXCEED 99.

HARD CHECK: IF PER DAY GT 5; | want to be sure | recorded your answer correctly. Did you say
[fill C2] times per day? INTERVIEWER: ANSWER CANNOT EXCEED 5 TIMES PER DAY.

HARD CHECK: IF PER WEEK GT 25; | want to be sure | recorded your answer correctly. Did you
say [fill C2] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 25 TIMES PER WEEK.

HARD CHECK: IF PER MONTH GT 50 1; | want to be sure | recorded your answer correctly. Did you
say [fill C2] times per month? INTERVIEWER: ANSWER CANNOT EXCEED 50 TIMES PER MONTH.

HARD CHECK: IF C2 = 0; | want to be sure I recorded your answer correctly. Did you say [fill C2]?
INTERVIEWER: ANSWER CANNOT BE 0.

REQUIRED

IF ANY C1B-G =1

Cs. How easy is it to obtain transportation to the [NAME OF PROGRAM SITE]? Would
[you/he/she] say . ..

CODE ONE ONLY

NV BIY BASY, tuuuiiiiiiiiiittit st e ettt e e et et ta e e et et e e e e e et e e et e e e rr e eaaees 1
SOMEWNRNAL BASY, uuvvriiiiieeiiiiiiiie it e e et s st e e e e e s s s e e e e e e e sant e reeeeessnsreneeeeeeesnnnnns 2
NOT TOO BASY, OF .uueeueeiieieieueueeeeeeeueueeeeeeeeeneeeeeeeeeeeereeereeereenreeereresesenernsnnnsnnnsnnnnsnnnnnns 3
N[O T= 1oV Y = 1 R 4
DON'T KNOWV ...ttt r e e e e e e e e s s e e e e e e s s annnnnees d
REFUSED ...ttt e e e s e e e e e e e r
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REQUIRED

IFCleORC1f=1

CA4. If the transportation service [you use/he uses/she uses] to get to and from [NAME OF
PROGRAM SITE] was not available, would [you/he/she] go . ..

CODE ONE ONLY

ADOUL @S OFTEN 8S NOW, .cviiiiiiiiiie e 1

SOMeWhat 1€SS OFtEN, ...ueiiiiii s 2

A TOT 1ESS OFLBN, OF 1 3

Wouldn't go At @ll? ..o 4

DON'T KNOW ..ottt ettt et e st e e st e e saae e snte e e snbeenraeenes d

REFUSED ...ttt ettt ettt ettt e st e e st e e e st e e s aae e ste e e sabeesbeeennes r
REQUIRED

IF PTCPT = CM, HDM, OR NON

C5. During the past year, [have you/has he/has she] used any of the following transportation
services to go to the store, bank, doctor’s office, or some other place?

DON'T
YES NO KNOW | REFUSED

a. Para transportation such as ADA transit or Dial-A Ride
transit? 1 0 d r

b. Specialized transportation such as a senior program
sponsored bus/van/car, church or faith-based program
bus/van/car, or volunteer driver? 1 0 d r

REQUIRED

IFC5a OR C5b =1

Cé6. Where did the transportation service take [you/him/her]?

CODE ALL THAT APPLY

LT Lo =1 o VA=Y g Lo o 11 4o S S PRERR 1
Other types of SHOPPING, ..o civiiiiieeii e 2
Doctor or other health care Visit,........cccooivieriiiie e 3
Bank or 0ther errand, OF ..o 4
Some place else? (PLEASE SPECIFY) ... 99

(STRING (30))
DON'T KNOWV ...ttt e e e s e e e e e e e s s e e e e e e s s snnnneees d
REFUSED ...ttt et e e e s e e e e e s s r
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D. RECREATIONAL AND SOCIAL ACTIVITIES

PROGRAMMER BOX D1

CATI: CONTINUE IF PTCPT = CM. IF PTCPT = HDM OR NON, SKIP TO
SECTION E.

D_Intro: The next questions are about recreational and social activities [you/he/she] may
participate in at [NAME OF PROGRAM SITE].

REQUIRED

IF PTCPT =CM

D1. In general, how satisfied [are youl/is helis she] with opportunities [you have/he has/she
has] to spend time with other people at [NAME OF PROGRAM SITE]? Would [you/he/she]
say [you are/heis/sheis] ...

CODE ONE ONLY

VErY SAtiSTIOM, .ooii i 1

Somewhat SAtiSTIEU,........ouiiiiiiiii e 2

NOTE t00 SALISTIEU, OF ..eeiiiiiiiiie e 3

NOt At All SALISTIEU? ... 4

DON'T KINOW ...ttt ettt ettt e ebe e ae e e e e e be e sbeesbeesaeesneesnnas d

REFUSED ...ttt ettt ettt ettt et e ettt e et e e ebeesbeesaeesanennnas r
REQUIRED

IF PTCPT =CM

D2. [Do you/Does he/Does she] spend a lot of time, some time, just a little time, or no time
participating in other activities or receiving other services at the [NAME OF PROGRAM
SITE] meal site?

CODE ONE ONLY

A LOT OF TIME oot 1
SOME TIME ...ttt e e 2
JUST A LITTLE TIME ..ottt 3
NO TIME ... e e e e e s s e e s e e e s nnneeee e 4
DON'T KNOW ...ttt ettt e e e s s e e e s e e e s nenneee e e d
REFUSED ..ottt e e s e e e s nnne e e e e r
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REQUIRED

IF PTCPT =CM

D3. How long [do you /does he/does she] usually stay at the [NAME OF PROGRAM SITE] meal
site each time [you go/he goes/she goes]? Please include the time [you spend/he
spent/she spent] getting a meal.

|__I__| (0-999)

MINUTES (L-90) ...-vveoeeeeeeeeeeeeeee e eeeeeeeeeeseeeeeees e eeeeeseeess e eeees e eeeeees e 1
HOURS (1710 eeeeeeeee e eeeee e eee e se e eesee e ees e e es e 2
DON'T KNOW ...t es e d
REFUSED .....vooveeeeeeee e ee e ee e ee e e s r

HARD CHECK: IF D3 GT 90; | want to be sure | recorded your answer correctly. Did you say
[fill D3]? INTERVIEWER: ANSWER CANNOT EXCEED 90.

HARD CHECK: IF HOURS GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill D3] hours? INTERVIEWER: ANSWER CANNOT EXCEED 10 HOURS.

HARD CHECK: IF D3 = 0; | want to be sure I recorded your answer correctly. Did you say [fill D3]?
INTERVIEWER: ANSWER CANNOT BE 0.
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E. INFORMATION AND REFERRAL, OTHER SERVICES

PROGRAMMER BOX E1

CATI: CONTINUE IF PTCPT = CM OR HDM. IF PTCPT = NON,
CONTINUE IF B1.1 = 1. ELSE, SKIP TO SECTION J.

REQUIRED

IF PTCPT =CM OR HDM

E_Intro: The next set of questions are about services, help, or information [you/he/she] may
receive from [NAME OF PROGRAM SITE].

REQUIRED

IF PTCPT = NON

E_Intro: The next set of questions are about services, help, or information [you/he/she] may
receive from [NAME OF AREA AGENCY ON AGING] or another organization.

REQUIRED

IF PTCPT =CM OR HDM

E1l. During the past year, did someone from the [NAME OF PROGRAM] provide information or
refer [you/him/her] to places to learn about financial, social, or health services that are
available or tell [you/him/her] how to get the help [you need/he needs/she needs]?

Y E S et 1

N O et e e e e s e e e a e e e e 0 SKIP TO F1

DON'T KNOW ...ttt e st e e s s e e e s e e e s nnneee e e d SKIP TO F1

REFUSED ...ttt sttt e e e e e s e e e e r SKIP TO F1
REQUIRED

IF PTCPT = NON

E1.1 During the past year, did someone from [NAME OF AREA AGENCY ON AGING] or another
organization provide information or refer [you/him/her] to places to learn about financial,
social, or health services that are available or tell [you/him/her] how to get the help [you
need/he needs/she needs]?

Y E S e e 1

N O e a e e e 0 SKIP TO J1
DON'T KNOW ..ottt e e e d SKIP TO J1
REFUSED ..ottt et e e e e s nnre e e e s e e e e r SKIP TO J1
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REQUIRED

IFE1=1

E2. How often did [you/he/she] seek out this kind of information or help from the [NAME OF
PROGRAM] in the past year?

|| TIMES (0-999)

PER WEEK (RANGE 1-7) ..o eeeeees e eeeeeeeee s eeees s seeeees s 1
PER MONTH (RANGE 1-31) c..oveoeeeieeeeeeeeeeeeeeeseeeeeeeseeesseeeeeee e eeeeees e eese s 2
PER YEAR (RANGE 1-90)........vuoeeeeeeeeeeeeeeeeeeeseeeeeeeeeeesseeeesee s eeeeees e s 3
DON'T KNOW ...t e e d
REFUSED ...t ee et e e ee e r

HARD CHECK: IF E2 GT 90; | want to be sure | recorded your answer correctly. Did you say [fill E2]
times? INTERVIEWER: ANSWER CANNOT EXCEED 90 TIMES.

HARD CHECK: IF PER WEEK GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill E2] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK.

HARD CHECK: IF PER MONTH GT 31; | want to be sure | recorded your answer correctly. Did you
say [fill E2] times per month? INTERVIEWER: ANSWER CANNOT EXCEED 31 TIMES PER MONTH.

HARD CHECK: IF E2 = 0; | want to be sure | recorded your answer correctly. Did you say [fill E2]
times? INTERVIEWER: ANSWER CANNOT BE 0.

REQUIRED

IFE1L1=1

E2.1 How often did [you/he/she] seek out this kind of information or help from [NAME OF AREA
AGENCY ON AGING] or another organization in the past year?

|__|__| TIMES (0-999)

PER WEEK (RANGE 1-7) ..o eeeeees e eeeeeeeee s eeees s seeeees s 1
PER MONTH (RANGE 1-31) c..oveoeeeieeeeeeeeeeeeeeeseeeeeeeseeesseeeeeee e eeeeees e eese s 2
PER YEAR (RANGE 1-90)........vuoeeeeeeeeeeeeeeeeeeeseeeeeeeeeeesseeeesee s eeeeees e s 3
DON'T KNOW ...t e e d
REFUSED ...ttt eeeee e e es e e e ee e r

HARD CHECK: IF E2.1 GT 90; | want to be sure | recorded your answer correctly. Did you say
[fill E2.1] times? INTERVIEWER: ANSWER CANNOT EXCEED 90 TIMES.

HARD CHECK: IF PER WEEK GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill E2.1] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK.

HARD CHECK: IF PER MONTH GT 31; | want to be sure | recorded your answer correctly. Did you
say [fill E2.1] times per month? INTERVIEWER: ANSWER CANNOT EXCEED 31 TIMES PER
MONTH.

HARD CHECK: IF E2.1 = 0; | want to be sure | recorded your answer correctly. Did you say
[fill E2.1] times? INTERVIEWER: ANSWER CANNOT BE 0.
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REQUIRED

IFEIORElL1=1

E3. [Were you/was he/was she] looking for information or a referral to any of the following . . .
DON'T
YES NO KNOW | REFUSED

a. An adult day care program? 1 d r

Personal care services for help with dressing or bathing? 1 d r
c. Avisiting nurse or therapist that would come to your home

to provide physical, occupational, or speech therapy? 1 0 d r
d. A nutritional counselor who would give [you/him/her]

individual advice on what [you/he/she] should eat? 1 0 d r
e. Case management services in which a case manager

would set up in-home services for [you/him/her] such as

homemaker or personal care services, or calls to see how

[you are/he is/she is] doing? 1 0 d r
f. A support group to talk with other people who have the

same kind of problems [you have/he has/she has]? 1 0 d r
g. Homemaker or housekeeping services to help with light

housework, preparing meals, or shopping? 1 0 d r
h. Chore services to help with heavier housecleaning or yard

work? 1 r
i. Housing assistance? 1 r
j-  Transportation services? 1 r
REQUIRED
IFE1=1
E4. During the past year, when [you/he/she] sought out information about services or help

from [NAME OF PROGRAM] staff and were referred to an agency other than [NAME OF
PROGRAM SITE], did the program staff ever . ..
DON'T
YES NO KNOW | REFUSED

a. Give [you/him/her] printed information, brochures,

applications, or phone numbers? 1 0 d r
b. Fill out or help [you/him/her] to fill out an application or

paperwork for services? 1 0 d r
c. Make an appointment for [you/him/her] at the other agency

or notify them that [you were/he was/she was] coming? 1 r
d. Accompany [you/him/her] to the other agency? 1 r
e. Provide or arrange for transportation to the other agency? 1 r
f.  Follow-up with [you/him/her] to see that [you were/he

was/she was] served by the other agency? 1 0 d r
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REQUIRED

IFE1=1

ES5. Overall, how helpful was the program staff in getting [you/him/her] the information,
services, help, or benefits [you were/he was/she was] looking for? Were they . . .

CODE ONE ONLY

RV =T Y 4 1= 1 o) 01 1
Somewhat NeIPTUL, .o 2
NOt t00 NEIPTUL, OF oo 3
NOt at all REIPTUI? e 4
DON'T KNOW ..ottt ettt et e e st e e sas e e s ate e s te e e sabeesree e e d
REFUSED ...ttt ettt ettt et e e st e e st e e st e e s te e e snbeeereeenes r

REQUIRED

IFE1=1

E6. Has [NAME OF PROGRAM)] staff ever given [you/him/her] information or helped
[you/him/her] with making decisions on Medicare Part D, the prescription drug benefit?

Y S et 1
N O ettt e e s e e e s e e e e 0
DON'T KNOW ...ttt ettt e e s s e e e s nnne e e e s nnnneeeens d
REFUSED ...ttt ettt e e s s e e e s e e e e r
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F. HELPFULNESS OF PROGRAM

PROGRAMMER BOX F1

SECTION J.

CATI: CONTINUE IF PTCPT = CM OR HDM. IF PTCPT = NON, SKIP TO

REQUIRED

IF PTCPT =CM OR HDM

F1. Overall, how helpful has [NAME OF PROGRAM]’s nutrition program been? Would

[you/he/she] say it has. . .

CODE ONE ONLY

Helped [you/him/Ner] @ l0t, .. 1
Helped [you/him/her] SOMeWhat,..........coooiiiiiiiiiiiie e 2
Helped [you/him/her] @ little, ... 3
Didn’t help [You/Nim/NEr], OF ..o 4
Made thingS WOISE? . it e e e e e e e s abeae s 5
DON'T KNOW ..ottt enes d
REFUSED ..ottt nn e r
REQUIRED

IF PTCPT = CM OR HDM

F2. Has [NAME OF PROGRAM SITE]’s nutrition program . . .

DON'T
YES NO KNOW | REFUSED

a. Helped [you/him/her] eat healthier foods? 1 d r

Improved [your/his/her] health? 1 d r
c. Helped [you/him/her] follow the special diet that is

prescribed by [your/his/her] doctor or dietician? 1 d r
d. Helped [you/him/her] achieve or maintain a healthy weight? 1 r
e. Helped [you/him/her] to live independently and stay in

[your/his/her] home? 1 0 d r
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G. VOLUNTEER WORK FOR [NAME OF PROGRAM SITE] NUTRITION PROGRAM

PROGRAMMER BOX G1

CATI: CONTINUE IF PTCPT = CM. IF PTCPT = HDM, SKIP TO SECTION
H. IF PTCPT = NON, SKIP TO SECTION J.

G_Intro: The next set of questions are about volunteer work for [NAME OF PROGRAM SITE]'s
nutrition program.

REQUIRED

IF PTCPT =CM

G1. [Do you/Does he/Does she] do volunteer work for [NAME OF PROGRAM SITE]'s nutrition
program?
Y B S s 1
[ LR P PP PP PRSPPI 0 SKIP TO H1
DON'T KNOWV ...ttt e e e s e e e e e e s n e e e e e e s s snnnnnees d SKIP TO H1
REFUSED ...ttt e e e e e e e s r SKIP TO H1

REQUIRED

IFGl1=1

G2. How often [do you/does he/does she] do volunteer work for NAME OF PROGRAM SITE]'s
nutrition program?

|__L_| TIMES (0-999)

PER WEEK (RANGE 1-7) ..o 1
PER MONTH (RANGE 1-31) c..oveoeeeieeieeeeeeeeeeeeseeeeeeeeeesseeesee s eeeeees e eeeeese. 2
PER YEAR (RANGE 1-90)........veoeeeeeeieeeeeeeeeeeeseeeeeeeeeesseeeeses s eeseees e eesee e 3
DON'T KNOW ...t ee e ee e d
REFUSED ...t ee e ee e s e ee e r

HARD CHECK: IF G2 GT 90; | want to be sure | recorded your answer correctly. Did you say
[fill G2] times? INTERVIEWER: ANSWER CANNOT EXCEED 90 TIMES.

HARD CHECK: IF PER WEEK GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill G2] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 7 TIMES PER WEEK.

HARD CHECK: IF PER MONTH GT 31; | want to be sure | recorded your answer correctly. Did you
say [fill G2] times per month? INTERVIEWER: ANSWER CANNOT EXCEED 31 TIMES PER MONTH.

HARD CHECK: IF G2 = 0; | want to be sure | recorded your answer correctly. Did you say [fill G2]
times? INTERVIEWER: ANSWER CANNOT BE 0.
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REQUIRED

IFGl1=1

G3. On average, how long [do you/does he/does she] volunteer each time [you do/he does/she
does] volunteer work?

PROBE: Your best estimate is fine.

||| (0-999)

MINUTES (RANGE 1-90) .....uuieiiieeeiiiiiiieeeee e e s sctetee e e e e e s s snsieeee e e e e e s s snnnrenee e e e e s snnnnnneees 1
[ @10 S (= g o L= R 0 ) T 2
DON'T KNOWV ...ttt ettt e s e e e e s s s e e e e e e s s annnrnees d
REFUSED ...ttt ettt et e st st s et s s s s st et e e sesesesesnnnnnnnne r

HARD CHECK: IF G3 GT 90; | want to be sure | recorded your answer correctly. Did you say
[fill G3]? INTERVIEWER: ANSWER CANNOT EXCEED 90.

HARD CHECK: IF HOURS GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill G3] hours? INTERVIEWER: ANSWER CANNOT EXCEED 10 HOURS.

HARD CHECK: IF G3 = 0; | want to be sure | recorded your answer correctly. Did you say [fill G3]?
INTERVIEWER: ANSWER CANNOT BE 0.

REQUIRED

IFGl1=1

G4. [Do you/Does he/Does she] do volunteer work for the congregate nutrition program, the
home-delivered nutrition program, or both programs?

CODE ONE ONLY

CONGREGATE NUTRITION PROGRAM ..ottt 1
HOME-DELIVERED NUTRITION PROGRAM ......cooiiiiiiiiiiiiieciieee e 2
BOTH NUTRITION PROGRAMS ...ttt 3
DON'T KNOW ...ttt ettt e e e e s s e e e s nnne e e e s nnneeeeen d
REFUSED ...ttt e s s e e e e e e e e r
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H. IMPRESSIONS OF THE NUTRITION PROGRAM

PROGRAMMER BOX H1

CATI: CONTINUE IF PTCPT = CM OR HDM. IF PTCPT = NON, SKIP TO
SECTION J.

H_Intro: The next questions are about [your/his/her] general impression of the [NAME OF
PROGRAM].

REQUIRED

IF PTCPT =CM

H1. Overall, how would [you/he/she] rate the nutrition program at [NAME OF PROGRAM SITE]?
Would [you/he/she] say itis . ..

CODE ONE ONLY

g oT =11 1T o | TP TPPPRTPRR 1
RV4=1 2o o Yo Lo FAN PP 2
L€ To oo [T PP TP PPRPPRN 3
= U] S o 1 PP PPRTPT PR 4
20T 0] o TP TP T PP PP PP PP PTPPPPPPPPPPPPIN 5
DON'T KNOW ...ttt ettt ettt et e s st e e e st e e s snbee e e s snbaeeessnbeeeeen d
REFUSED ...ttt ettt et e e st e e s sab et e e s snbee e e s snbaeee e e r
REQUIRED

IF PTCPT = HDM

H1.1  Overall, how would [you/he/she] rate [NAME OF PROGRAM SITE]'s home-delivered
nutrition program? Would [you/he/she] say itis ...

CODE ONE ONLY

EXCEIENT, ..o 1
RV 2= Y2« [0 1o Yo S 2
L€ 0T o o 1R PP 3
=TT G 0] ST PP PR 4
20T 0] o TP PP PP PP PR PP PTPPPPPPPPRPPPIN 5
DON'T KNOWV ...ttt e e e e s e e e e e e e s s asbb e e e e e e e s snnnnee s d
REFUSED ...ttt e e e s e e e e e s r
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REQUIRED

IF PTCPT = CM OR HDM

H1.2  Which of the following best describes the meals provided by [NAME OF PROGRAM SITE]?
CODE ONE ONLY

There is a set menu that does not give [me/him/her] any choice of food
1 =] 1 ST PP RPN 1

[ have/He has/She has] a choice of different complete meal options
(€.9., MEal A OF MEAI B), OF .eevvieeiiiiiiiieiee ettt e e e e e e e s 2

[ have/He has/She has] a choice of different food items within the
meal (e.g., Choice of entrée, choice of vegetables, fruit, dessert, salad

o= ) TSR 3

DON'T KNOW ...oiiiiieeiiee sttt ee et e e ste e st e ntae e snte e e sneeesnaeesnteeesnteeanseeennes d

REFUSED ....cootiii ittt sttt ettt et e e st e et e e ante e e aneeessaeesnteeesnteeanneeennes r
REQUIRED

IF PTCPT =CM

H2. What [do you/does he/does she] like most about the [NAME OF PROGRAM SITE]'s
nutrition program? Would [you/he/she] say the . ..

CODE ONE ONLY

(o Yo Yo IR PR PPR P 1
OtN eI SEIVICES, ittt et e e e e e re e e e e e e e nnes 2
[T T o1 - 10 £ R 3
] =L AT P PP 4
ACTIVITIES, ittt 5
(0T oF= 1 0¥ TR o) SO PRI 6
Something else? (PLEASE SPECIFY) .ot e e srieeee e e e 99
(STRING (30))
DON'T KNOWV ...ttt ettt e e s e e e e e s s s e e e e e e s s snnnnees d
REFUSED ...ttt e e e e e e e e e s r
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REQUIRED

IF PTCPT = HDM

H2.1  What [do you/does he/does she] like most about the [NAME OF PROGRAM SITE]'s
nutrition program? Would [you/he/she] say the . ..

CODE ONE ONLY

oo Lo F PP PTPPPRTPRRN 1
(D= VAT YA} - i 5 | R 2
Something else? (PLEASE SPECIFY) .ot e e srintee e e e e 99
(STRING (30))
DON'T KNOW ..ottt ettt ettt ettt s et e e st e e et e e s aae e snbe e e snbeesnbaeennes d
REFUSED ...ttt ettt ettt e et e e st e e et e e st e e s be e e saaeennbeeennes r
REQUIRED

IF PTCPT =CM

[PROGRAMMER: EXCLUDE RESPONSES GIVEN TO H2 FROM H3]

H3. What [do you/does he/does she] like least about the [NAME OF PROGRAM SITE]'s
nutrition program? Would [you/he/she] say the . ..

CODE ONE ONLY

[0 Lo F O P PP PP PPPPPRPPPRPTN 1
SBIVICES, oeiiiiiitie ettt ettt et e e 2
[T o1 o= T 1 £ T PP TPT PR 3
] =L PP TR PR 4
ACTIVITIES, ittt 5
(0T oF= 1 0¥ TR o) SO PRI 6
Something else? (PLEASE SPECIFY) .ot e e srvnnee e e e 99
(STRING (30))
DON'T KNOWV ...ttt e e s e e e e e e s s e e e e e e s s snnnnnees d
REFUSED ...ttt ettt e e e e e e e e s e r
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REQUIRED

IF PTCPT = HDM

[PROGRAMMER: EXCLUDE RESPONSES GIVEN TO H2.1 FROM H3.1]

H3.1 What [do you/does he/does she] like least about the [NAME OF PROGRAM SITE]'s
nutrition program? Would [you/he/she] say the . ..

CODE ONE ONLY

oo Lo F PSP PTPPPRTPRRN 1
(D= VAT YA} - i 5 | R 2
Something else? (PLEASE SPECIFY) .ot e e srinnee e e e e 99
(STRING (30))
DON'T KNOW ..ottt ettt ettt et e s e e et e e saae e s nte e e snbeesbaeennes d
REFUSED ....coitiieiiie ettt e et e st e e s nte e st e e snte e e nneeesnaeesnteeesnteeaneeeennes r
REQUIRED

IF PTCPT = CM OR HDM

H6. How would [you/he/she] rate the [NAME OF PROGRAM SITE]’s staff overall? Would
[you/he/she] say they are . ..

CODE ONE ONLY

EXCRIIENT, e 1
V45182 e To Yo Lo FA T PP PP 2
€10 o Lo HN OO PP T PPPPPPPPI 3
=TT G0 ) ST PP PR PPN 4
P OO 7 e e e 5
DONT KINOWV ...eiieieiitiititittetttateeeseseaeseseseeesssssssessses s ts s ss st s s bs s bs s bs s s bsbsbe s bnbnbnbnnes d
REFUSED ...ttt ettt et s s ettt s st s st s st sbe e bnbnennenes r
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REQUIRED

IF PTCPT = CM OR HDM

Next I'm going to read you some statements about [NAME OF PROGRAM SITE]’s nutrition
program.

H7.

Think about all the foods [you receive/he receives/she receives] from [NAME OF
PROGRAM SITE]’'s nutrition program. Would [you/he/she] say [you are/he is/she is]
always, usually, sometimes, seldom, or never satisfied . . .

with the way the food
tastes?

with the way the food
smells?

with the way the food
looks?

with the variety of food?

that hot foods are hot and
cold foods are cold?

that you get foods that
[you like/he likes/she
likes]?

that [your/his/her] special
dietary needs or
restrictions are met?

with the amount of food
[you receive/he receives/
she receives]?

(PTCPT = CM):

with the tables and table
settings?

DON'T
ALWAYS | USUALLY | SOMETIMES | SELDOM | NEVER | KNOW | REFUSED
1 2 3 4 5 d r
1 2 3 4 5 d r
1 2 d r
1 2 3 5 r
1 2 3 4 5 d r
1 2 3 4 5 d r
1 2 3 4 5 d r
1 2 3 4 5 d r
1 2 3 4 5 d r
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REQUIRED

IF PTCPT = CM OR HDM

H8. [Do you/Does he/Does she] like the meals that [you get/he gets/she gets] from [NAME OF
PROGRAM SITE]?

Y E S e 1

N O e 0

DON'T KNOW ...ttt e e d

REFUSED ... r
REQUIRED

IF PTCPT =CM

H9. [Are you/ls hells she] greeted when [you arrive/he arrives/she arrives] at [NAME OF
PROGRAM SITE]?

Y E S e 1

N O e e 0

DON'T KNOW ...ttt sttt e e e e s nnne e e e s nnne e e e s nnneee e e d

REFUSED ...ttt e e e e e s enne e e e s nnneee e e r
REQUIRED

IF PTCPT = HDM

H10. How often does the meal arrive at the scheduled time? Would [you/he/she] say . ..
CODE ONE ONLY

F N A= Y2 TP PTTTRPTT 1
USUAITY, ettt e e e e e s b e e e e e e e ae s 2
SOMEBLIMES, ettt sn e 3
1] o Lo 1 4 TR o PP 4
N =Y =T S P PR PURRRP PRI 5
DONT KINOWV ... eiieiiiiiittttitteittteeeeaeeeseeeeesseeeeetses s sses e ts s ts st s st s st s s bsbs s bs s bsbsbnbnbnnenns d
REFUSED ...ttt sttt s sttt st s s st s st s s bn e bnbnennenes r
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REQUIRED

IF PTCPT = HDM

H11. How often does the person who delivers [your/his/her] meals stay and spend some time
talking with [you/him/her]? Would [you/he/she] say . ..

CODE ONE ONLY

N A= Y2 1
L LU 25 2
S T0] 1= 1] 41T RSP RPTTP 3
ST=1 [o [0 o 0 TR o | SRR 4
[N [V A= o PP PP PP PPPPI 5
DON'T KNOW ..ottt ettt ettt e tae e st e e st e e s ate e s nte e e snbeeereeenes d
REFUSED ....ooitiiiitit ettt e et e e s nte e smte e s ntee e ante e e nneeesnaeesnteeesnteeanneeennes r
REQUIRED

IF PTCPT = HDM

H12. How often is the person who delivers [your/his/her] meals pleasant? Would [you/he/she]

say ...
CODE ONE ONLY
F N A= Y2 TP PTTTRPTT 1
USUAITY, ettt e e e e e s b e e e e e e e ae s 2
SOMEBLIMES, ittt ettt e e e e e st b bt e e e e e e e e anbbeaeeeaeeeaannes 3
5121 [o [0 o 0 TR o | RSP RT 4
[N [V A= o O TPT PP PP PPPPI 5
DON'T KNOW ....iiiiieiiiiie ettt ettt ettt e e st e e e staee e e staee e e sntaeeeesntaeeesssbaeeessnnaeeenans d
REFUSED ....ooiiii ittt st e e st e e e st e e e e sntae e e s sntaeeesssbaeeessnbaeeeens r
REQUIRED

IF PTCPT =CM OR HDM

H13. Would [you/he/she] recommend [NAME OF PROGRAM SITE]’s nutrition program to
[your/his/her] friends or relatives?

Y S et 1
N O et e e s e s e e e e 0
DON'T KNOW ...ttt ettt e e e e s e e e s nnne e e e s nnnneeeens d
REFUSED ..ottt ettt e e e s s e e e s nnneee e e r
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I. MEAL CONTRIBUTIONS

PROGRAMMER BOX I1

CATI: CONTINUE IF PTCPT = CM OR HDM. IF PTCPT = NON, SKIP TO
SECTION J.

|_Intro:  The next set of questions are about monetary contributions to the nutrition program at
[NAME OF PROGRAM SITE].

REQUIRED

IF PTCPT =CM OR HDM

1. [Do you/Does he/Does she] make monetary contributions to [NAME OF PROGRAM SITE]’s
nutrition program?

Y E S ittt ittt e bt e e b —— e bt e e e abae e e e tre e e e nraeaeeanrres 1
N PP TPPPRTPRRN 0 SKIP TO J1
DON'T KNOW ...ttt ettt ettt et e e e st e e s snba e e e s sabe e e e s ssbeeeesanbeeeeans d SKIP TO J1
REFUSED ...ttt ettt ettt ettt e e s sab e e s sbb e e e s nbbe e e e s nnbeeeeane r SKIP TO J1
REQUIRED
IFl1=1
12. Does the program have a suggested amount that [you/he/she] should contribute for each
meal?
B =2 T PP PP PP 1
N PSP OUPPPRTPRR 0 SKIP TO 14
DON'T KNOW ....iiiiieiiiiee ettt ettt ettt e e st e e e st e e e e sstae e e s sstaeeessstaeeesssbaeeesssraeaeans d SKIP TO 14
REFUSED ...ttt sttt ettt et e e st e e e ssta e e e e snba e e e s snbaeeesssbaeeesasbaeaeanns r SKIP TO 14
REQUIRED
IFI2=1
13. [Do you/Does he/Does she] think the suggested amount [you are/he is/she is] asked to

contribute is too much, too little, or about right?
CODE ONE ONLY

TOO MUGCH . ..ot e e 1
TOO LITTLE .ottt e e s 2
ABOUT RIGHT ...ttt 3
DON'T KNOW ...ttt ettt e e s s e e e s e e e s nnneeeeans d
REFUSED ...ttt e e s nnre e e e s e e e e r
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REQUIRED

IFI1=1

14. [Do you/Does he/Does she] decide for [yourself/himself/herself] how much to contribute
for each meal?

0 TSRS 1
N SRR TPRPPR 0
DON'T KNOW ..ottt ettt ettt st e st e e sbe e et e e snbe e e snbeeanraeennes d
REFUSED ..ottt ettt ettt e e st e et e e e ete e e st e e st e e e sateeanreeennes r

REQUIRED

IFlI1=1

5. [Do you/Does he/Does she] feel pressured to contribute for each meal?
R 4 =S TSRO PPOURRPPR 1
N SRR 0
DON'T KNOW ..ottt ettt ettt ettt e s abe e et e e s aae e sabe e e snbeennraeennes d
REFUSED ...ttt ettt ettt e sate e snte e st e e snte e e nneeessaeesnteeenneeenneeeennes r
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J. EATING BEHAVIOR, DIET AND FOOD PREPARATION

PROGRAMMER BOX I1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION J.

J Intro: The next questions are about the meals [you eat/he eats/she eats] each day.

REQUIRED

IF PTCPT = CM, HDM OR NON

J1. In total, how many different meals do you usually eat each day? Please include meals you
eat at home or away from home.

ENTER MEALS PER DAY .ottt 0
NOT REGULAR, EAT WHEN HUNGRY ... 99
DON'T KNOW ...ttt ettt e e e e s e e e s nene e e e s nnneeee e e d
REFUSED ...ttt e e e e e s e e s nnne e e e e r
REQUIRED
IFJ1=0

J1_Meals. ENTER NUMBER OF MEALS PER DAY

|__| MEALS PER DAY (0-99)
DONT KNOW ...t ee et ee e s es e s e ee e d
REFUSED ...ttt es ettt e e s et ee s s es e ee s se s r

HARD CHECK: IF J1_Meals = 0; | want to be sure | recorded your answer correctly. Did you say
[fill J1_Meals] meals per day? INTERVIEWER: ANSWER CANNOT BE 0

HARD CHECK: IF J1_Meals GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill J1_Meals] meals per day? INTERVIEWER: ANSWER CANNOT EXCEED 7 MEALS PER DAY
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REQUIRED

IF PTCPT = CM, HDM OR NON

J2. When at home, [do you/does he/does she] usually prepare [your/his/her] own meals, help
someone else cook, or don’t cook at all?

CODE ONE ONLY

PREPARE OWN MEALS ......ooii ettt 1

HELP SOMEONE ELSE COOK ..ottt 2

DON'T COOK ...ttt e e 3

DON'T KNOW ...ttt e e d

REFUSED ...t r
REQUIRED

IF PTCPT = CM, HDM OR NON

J3. Can [you/he/she] prepare hot meals for [yourself/himself/herself] if [you need/he
needs/she needs] to?

Y E S e e e 1

N O et e s e e e s e e e 0

DON'T KNOW ...ttt e s e e s e e e s e e e s nnnneee e e d

REFUSED ...ttt e e e s e e e s nnne e e e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

Ja. [Are you/ls he/ls she] currently on any special diet for health, medication, religious, or
cultural reasons?

= T PP 1

N O e 0 SKIP TO J7
DON'T KNOW ...ttt e e d SKIP TO J7
REFUSED ... r SKIP TO J7
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REQUIRED

IFJ=1
J5. What kind of special diet [are youlis helis she] on?
CODE ALL THAT APPLY
DIABETIC ...ttt bbbkttt b et nae b e 1
LOW SODIUM/SALT ...ttt ettt ettt ettt st et e e e aseeeneeeste e sbeesaeesaeesnenaneas 2
LOW CHOLESTEROL ....ciiiieiieiiie ittt ettt st saeesaeesnee e 3
LOW CALORIE ...ttt ettt sttt ettt sttt e s e mee e ebe e sbeesaeesaeesaeennnas 4
LOW SUGAR ..ttt sttt ettt et bt e bttt et e e be e ebeesbeesaeesaeesneas 5
LOW FAT ettt ettt ettt sttt sttt ettt et e e b e e sbe e ebe e eseeemeeebeeabeesbeesaeesaeesneas 6
LOW FIBER ...ttt ettt ettt ettt ettt e et e e sbe e sbeesaeeseeesnnas 7
HIGH FIBER. ...ttt b et 8
GROUND OR PUREED.....c..coiiiiiiiiitiit ettt 9
VEGETARIAN ...ttt ettt ettt beenne e 10
NON-DAIRY/ LACTOSE-FREE ........ccotiiiiitiiitieitie ettt 11
KOSHER ...ttt ettt 12
HALAL ..ttt bbb bttt ettt b et 13
OTHER (PLEASE SPECIFY) ..ottt ee sttt st snee e ae e 99
(STRING (30))

DON'T KINOW ...ttt sttt ettt ettt st et eese e st e e nbe e ebe e sbeesaeesanesnneannas d
REFUSED ...ttt ettt ettt ettt e se et e et e e ebe e sbeesaeesnnesneas r

REQUIRED

IF PTCPT=CMORHDMAND J4=1

J6. How often does [NAME OF PROGRAM SITE]'s nutrition program serve foods that help
meet [your/his/her] special dietary needs? Would [you/he/she] say . ..

CODE ONE ONLY

ATMOST AIWAYS, weeiiiieeiiiiiiie ettt e e e e et b e e e e e e e s anb e e e e e e e e e e snnbeneeas 1
1O 11 (=7 o OO PPPPPPPPTPP 2
SOMEBLIMES, ettt et b e e st e e e 3
121 (o [0 1 0 TR o | OSSP TP PPPRPPI 4
[N [V A =T PP PP PP PPPP 5
DON'T KINOW ...ttt sttt be et et e st e eae e e st e e nbe e sbe e sbeesaeesaeesneeaneas d
REFUSED ...ttt ettt sttt e bt se e e mte e nbe e sbeesbeesaeesneenneas r
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REQUIRED

IF PTCPT = CM, HDM OR NON

J7. How is [your/his/her] appetite? Would [you/he/she] say it is usually excellent, good, fair, or
poor?

CODE ONE ONLY

EXCELLENT Lt 1

GOOD et 2

FAIR e 3

POOR ...t 4

DON'T KNOW ..ottt e d

REFUSED ...t r
REQUIRED

IF PTCPT = CM, HDM OR NON

J8. [Do you/Does he/Does she] eat alone most of the time?
1 TR TSUR 1
N ettt ettt e ettt aa et e e te e Ee e an et e nneeennteeanteeennteennreeennes 0
[0 I B I 1 Y SRR d
REFUSED ....ooitiie ittt ettt ettt et e sne e s ste e st e e an e e e nneeesnaeesnteeesnteennneeennes r
REQUIRED

IF PTCPT = CM, HDM OR NON

Jo. [Do you/Does he/Does she] have a refrigerator that works?
R =05 T PSPPSR PR PRI 1
N[ TSP UPR PP 0
DON'T KINOW .ttt ettt ettt sttt st e e sbe e e be e e sabe e e sabeesnneeenees d
REFUSED ...ttt ettt ettt sttt et e b e e be e e st e e e sab e e snbeeenees r
REQUIRED

IF PTCPT = CM, HDM OR NON

J10. [Do you/Does he/Does she] have a freezer that works?

Y E S e 1
N e 0
DON'T KNOW ..ottt e d
REFUSED ...ttt e e e e e s nnne e e e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

J11. [Do you/Does he/Does she] have a stove or toaster oven that works?

REQUIRED

IF PTCPT = CM, HDM OR NON

J12. [Do you/Does he/Does she] have a microwave that works?
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K. FOOD SECURITY

PROGRAMMER BOX I1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION K.

K_Intro: These next questions are about the food eaten in [your/his/her] household in the last
30 days and whether [you were/he was/she was] able to afford the food [you need/he
needs/she needs].

REQUIRED

IF PTCPT = CM, HDM OR NON

K1. I'm going to read you several statements that people have made about their food situation.
For these statements, please tell me whether the statement was OFTEN, SOMETIMES, or
NEVER true for [your/his/her] household in the last 30 days.

The first statement is, “The food that [I/he/she] bought just didn’t last, and [I/he/she] didn't
have money to get more.” Was that often, sometimes, or never true for [your/his/her]
household in the last 30 days?

CODE ONE ONLY

OFTEN TRUE ..ottt 1

SOMETIMES TRUE .....oiiiii e 2

NEVER TRUE ....ooiiiiiiiii e 3

DON'T KNOW ..ottt e e d

REFUSED ...t r
REQUIRED

IF PTCPT = CM, HDM OR NON

K2. “[I/he/she] couldn't afford to eat balanced meals.” Was that often, sometimes, or never true
for [your/his/her] household in the last 30 days?

CODE ONE ONLY

OFTEN TRUE ..ottt 1
SOMETIMES TRUE ...ttt 2
NEVER TRUE ..ot 3
DON'T KNOW ...ttt ettt e e e e e s nene e e e s nnneeee e e d
REFUSED ...ttt et e e s e e e s e e e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

K3. In the last 30 days, did anyone in [your/his/her] household ever cut the size of
[your/his/her] meals or skip meals because there wasn't enough money for food?

Y E S et 1
N O e e 0 SKIP TO K5
DON'T KNOW ..ottt e s d SKIP TO K5
REFUSED ... r SKIP TO K5
REQUIRED
IFK3=1

K4. In the last 30 days, how many days did this happen?

|__|__| DAYS (1-99)
DON'T KNOW ..ottt e e d
REFUSED ...t r

HARD CHECK: IF K4 = 0; In a previous question you answered that in the last 30 days, someone in
your household cut the size of [your/his/her] meals because there wasn’'t enough money for food.
However, in K4 you answered that this happened on 0 days. Have | entered something
incorrectly? INTERVIEWER: ANSWER MUST BE GREATER THAN 0 DAYS.

HARD CHECK: IF K4 GT 30; I want to be sure I recorded your answer correctly. Did you say [fill K4]
days? INTERVIEWER: ANSWER CANNOT EXCEED 30 DAYS.

REQUIRED

IF PTCPT = CM, HDM OR NON

K5. In the last 30 days, did [you/he/she] ever eat less than [you/he/she] felt [you/he/she] should
because there wasn't enough money to buy food?

Y E S et 1
N O et a e e e s e e e e 0
DON'T KNOW ...ttt e e e e e s nnne e e e s nnneee e e d
REFUSED ..ottt ettt e e s s e e e s nnneee e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

K6. In the last 30 days, [were you/was he/was she] ever hungry but didn't eat because
[you/he/she] couldn't afford enough food?

Y E S e 1
N O e 0
DON'T KNOW ...ttt e e d
REFUSED ... r
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L. HEALTH STATUS

PROGRAMMER BOX L1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION L.

L_Intro: The next questions are about [your/his/her] health.

REQUIRED

IF PTCPT = CM, HDM OR NON

L1. In general, would [you/he/she] say [your/his/her] health is excellent, very good, good, fair,
or poor?

CODE ONE ONLY

EXCELLENT L 1
VERY GOOD ...ttt 2
GOOD ... 3
FAIR Lo 4
POOR ..ot n e e e 5
DON'T KNOW ...ttt ettt e e e s e e s e e e s nnnneee e e d
REFUSED ...ttt e e e e e e s nnne e e e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

L2. During the past year, about how many different times [were you/was he/was she] treated in
an emergency room?
|__|__] TIMES (0-99)
DON'T KINOW ..ottt ettt e e e e e ettt e e e e e e e e e et e e s e e e saessaba s eeeeesenssanes d
REFUSED ... .ottt e ettt e e e e e et e e e e e s e e e s aesseb s eeeaeseenaaaes r

SOFT CHECK: IF L2 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill L2]
times?

HARD CHECK: IF L2 GT 50; | want to be sure | recorded your answer correctly. Did you say [fill L2]
times? INTERVIEWER: ANSWER CANNOT EXCEED 50 TIMES.
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REQUIRED

IF PTCPT = CM, HDM OR NON

L3. During the past year, about how many different times did [you/he/she] spend at least one
night in the hospital?
|__|__| TIMES (0-99)
DON'T KINOW .ttt ettt ettt et e e sbs e e bb e e sabe e e sabeesnbeeenes d
REFUSED ...ttt ettt sttt sttt e sb e e s bb e e st e e e sab e e snbeeennes r

SOFT CHECK: IF L3 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill L3]
times?

HARD CHECK: IF L3 GT 50; | want to be sure | recorded your answer correctly. Did you say [fill L3]
times? INTERVIEWER: ANSWER CANNOT EXCEED 50 TIMES.

REQUIRED

IF PTCPT = CM, HDM OR NON

L4. During the past year, did [you/he/she] stay in a nursing home, convalescent home, or
rehabilitation center?

Y E S e e e 1

N O et e s e e e s e e e 0

DON'T KNOW ...ttt e s e e s e e e s e e e s nnnneee e e d

REFUSED ...ttt e e e s e e e s nnne e e e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

L5. During the past year, was there a particular clinic, health center, medical doctor’s office, or
other place that [you/he/she] usually went to if [you were/he was/she was] sick, needed
advice about your health, or for routine care?

Y E S e e et e e e e e e 1
N O e e e 0
DON'T KNOW ...ttt s e e s d
REFUSED ...t r
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REQUIRED

IF PTCPT = CM, HDM OR NON

L6.

During the past 30 days, about how many times did [you/he/she] see or talk to a medical
doctor or other health care professional? Do not count doctors seen while being an
overnight patient in a hospital or nursing home.

|__|__| TIMES (0-99)
DON'T KNOW ...t ee e ee e d
REFUSED ...t eee e ee e ee e r

SOFT CHECK: IF L6 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill L6]

times?

HARD CHECK: IF L6 GT 30; | want to be sure | recorded your answer correctly. Did you say [fill L6]
times? INTERVIEWER: ANSWER CANNOT EXCEED 30 TIMES.

REQUIRED
IF L6 =0 TIMES
L6a. During the past year, about how many times did [you/he/she] see or talk to a medical

doctor or other health care professional? Do not count doctors seen while being an
overnight patient in a hospital or nursing home.

|__|__| TIMES (0-99)
DON'T KNOW ...ttt e e e e s e e s e e e s nnnneee e e d
REFUSED ..ottt e e e e e e e s nnneee e e e r

SOFT CHECK: IF L6a GT 10; | want to be sure I recorded your answer correctly. Did you say
[fill L6a] times?

HARD CHECK: IF L6a GT 30; | want to be sure | recorded your answer correctly. Did you say
[fill L6a] times? INTERVIEWER: ANSWER CANNOT EXCEED 30 TIMES.
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REQUIRED

IF PTCPT = CM, HDM OR NON

L7. Has a doctor ever told [you/he/she] that [you have/he has/she has]:
DON'T
YES NO KNOW | REFUSED
a. Arthritis or rheumatism? 1 0 d r
High blood pressure or hypertension? 1 d r
c. A heart attack, coronary heart disease, angina, congestive
heart failure, or any other heart problems? 1 0 d r
d. High cholesterol? 1 r
e. Diabetes or high blood sugar? 1 0 d r
f.  Allergies, asthma, emphysema, chronic bronchitis, or other
breathing and lung problems? 1 0 d r
Cancer or malignant tumor, excluding minor skin cancer? 1 0 d r
A hearing impairment? 1 0 d r
i. Stroke? 1 0 d r
j-  Anemia? 1 0 d r
k. Osteoporosis? 1 0 d r
[.  Kidney disease? 1 0 d r
m. Eye or vision conditions such as glaucoma, cataracts,
macular degeneration or other medical conditions of the
eye? 1 0 d r
[INTERVIEWER NOTE: THIS DOES NOT INCLUDE JUST
WEARING GLASSES OR CONTACTS.]
REQUIRED
IF PTCPT = CM, HDM OR NON
L8. [Do you/Does he/Does she] currently wear dentures?
Y B S s 1
[N [ T TP TP PP PP PP PP PP PTUPPPPPPPPPPPIN 0
DONT KINOWV ...oeieieiieetttttetetttitteeaesesesessstsssssssssasss s te s ts e ss s s s bs s s s ts s ssbnbsbssnsnbnsnnnnes d
REFUSED ...ttt e e e e e e e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

L9. In the past year, did [you/he/she] get a flu shot?

= T PP PR 1

N O ettt e s e e e e e 0

DON'T KNOW ..ottt e e d

REFUSED ... r
REQUIRED

IF PTCPT = CM, HDM OR NON AND RESPONDENT AGE < 65

L10. [Have you/Has he/Has she] ever had a vaccination to protect [you/him/her] from

pneumonia?

4 TSRO PTOUSRPPR 1

N[ SRR TPR PR 0

DON'T KNOW ..ottt ettt et st e st e e s abe e e bt e e s aa e e sabe e e snbeesnreeennes d

REFUSED ..ottt ettt ettt ettt saee e snte e st e e snte e e nneeesnaeesnteeenneeenneeeennes r
REQUIRED

IF PTCPT = CM, HDM OR NON AND RESPONDENT AGE > OR =65

L11. Since age 65, [have you/has he/has she] had a vaccination to protect [you/him/her] from

pneumonia?

R =05 TP P PRSP R PTRRPRI 1
N ettt 0
DON'T KNOW ...ttt nn e d
REFUSED ...ttt ettt ettt etk e e sb e e e bt e e st e e e sbb e e snbeeenees r
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REQUIRED

IF PTCPT = CM, HDM OR NON

L12. Inthe past 12 months, how many times have you fallen?

||| TIMES (0-99)
DONT KNOW ¢ eeeeeeeeeeeeeeseeeeeeseeeseseesss s eseseeeseeeesseeeesseeseseseeene d
REFUSED ... ovoo e eeeeeee oo ee e ee e e e s s es e e e e s es e r

SOFT CHECK: IF L12 GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill L12] times?

HARD CHECK: IF L12 GT 30; | want to be sure | recorded your answer correctly. Did you say
[fill L12] times? INTERVIEWER: ANSWER CANNOT EXCEED 30 TIMES.

REQUIRED

IFL12 =DK

L13. Inthe past 12 months, have you fallen more than two times?

Y E S e 1
N e e 0
DON'T KNOW ..ottt e e d
REFUSED ...ttt e e s nn e e e e e e e e r
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M. SMOKING

PROGRAMMER BOX M1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM, OR NON) ANSWER
QUESTIONS IN SECTION M.

M_Intro: The next questions are about cigarette smoking.

REQUIRED

IF PTCPT = CM, HDM OR NON

M1. [Have you/Has he/Has she] smoked at least 100 cigarettes in [your/his/her] entire life?

Y E S e 1
N e 0 GO TO N1
DON'T KNOW ..ottt e e d GO TO N1
REFUSED ...ttt e e e e s e e e s nnnee e e e r GO TO N1
REQUIRED
IFM1=1

M2. [Do you/Does he/Does she] now smoke cigarettes . . .
CODE ONE ONLY

EVEIY QAY, oottt e e e e 1
SOME AAYS, OF ittt ettt e e e e e e e bbbttt e e e e e e s st bbe et e e e e e e annbeseeeaeeeaaannes 2
NOT AL AII? et e e s e e e s e e 3
DON'T KNOW ...ttt bbbttt ettt nb e nbe b e d
REFUSED ...ttt ettt ettt ettt e bt e ae e et e et e e ebeesbeesaeeseeesneas r
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N. ALCOHOL CONSUMPTION

PROGRAMMER BOX N1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION M.

N_Intro: The next set of questions are about alcohol consumption.

REQUIRED

IF PTCPT = CM, HDM OR NON

N1. During the past 30 days, how many days did [you/he/she] have at least one drink of any
alcoholic beverage?
|__]__| DAYS (Range 0-99)
DON'T KINOW ..ottt ettt e e e e e e ettt e e e e e e e e e st e e s e e s saessaba s eeeaeseessanes d
L ] | I N r

SOFT CHECK: IF N1 GT 20; | want to be sure I recorded your answer correctly. Did you say [fill N1]
days?

HARD CHECK: IF N1 GT 30; | want to be sure | recorded your answer correctly. Did you say [fill N1]
days? INTERVIEWER: ANSWER CANNOT EXCEED 30 DAYS.

REQUIRED

IFN1>0

N2. On the days when [you/he/she] drank, about how many drinks did [you/he/she] drink on
average?
|__|__| DRINKS PER DAY (1-99)
DON'T KNOW ...ttt ettt e e e e s s e e e s s e e e s nnnneee e e d
REFUSED ...ttt e et e st e e s e e e e s anne e e e e r

SOFT CHECK: IF N2 GT 5; | want to be sure | recorded your answer correctly. Did you say [fill N2]
drinks per day?

HARD CHECK: IF N2 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill N2]
drinks per day? INTERVIEWER: ANSWER CANNOT EXCEED 10 DRINKS .

HARD CHECK: IF N2 = 0; | want to be sure | recorded your answer correctly. Did you say [fill N2]
drinks per day? INTERVIEWER: ANSWER CANNOT BE 0.
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O. MEDICAL INSURANCE

PROGRAMMER BOX O1
CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON).

O_Intro: The next questions are about health insurance and health care coverage.

PROGRAMMER NOTE: IF STATE IS CALIFORNIA, FILL STATE NAME FOR MEDICAID WITH
MEDIC-CAL; IF MASSACHUSETTS, FILL WITH MASS-HEALTH; IF
OREGON, FILL WITH OREGON HEALTH PLAN; IF TENNESSEE, FILL
WITH TENNCARE; IF ARIZONA, FILL WITH AHCCCS/ACCESS; IF MAINE,
FILL WITH MAINECARE.

REQUIRED

IF PTCPT = CM, HDM OR NON

O1. What kind of health insurance plan or health care coverage [do you/does he/does she]
have right now? Please include those that pay for only one type of service (nursing home
care, accidents, or dental care). Please exclude private plans that only provide extra cash
while hospitalized. If [you have/he has/she has] more than one kind of health insurance,
tell me all plans that [you have/he has/she has].

CAPI INSTRUCTION: DO NOT ALLOW MORE THAN ONE ANSWER WHEN 10
(NO COVERAGE OF ANY TYPE) IS CODED.

CODE ALL THAT APPLY
MEDICARE ...ttt 1
MEDI-GAP ..o 2
OTHER PRIVATE HEALTH INSURANCE........ccciiiiiiee e 3
MEDICAID ({DISPLAY STATE PLAN NAME}). ..coiiiiiiiiieiieenee e 4
MILITARY HEALTH CARE (TRICARE/NA/CHAMP-VA) .....ccooiiiiiiec e 5
INDIAN HEALTH SERVICE ...ttt 6
STATE-SPONSORED HEALTH PLAN ({DISPLAY STATE PLAN NAME})......... 7
OTHER GOVERNMENT PROGRAM .....ociiiiiiiiiiiiiieee e 8
SINGLE SERVICE PLAN (E.G., DENTAL, VISION) ....ccvvviiiiiiieiniieee e 9
NO COVERAGE OF ANY TYPE ...ttt 10 SKIPTO O3
DON'T KNOW ..ottt e e d SKIP TO O3
REFUSED ..ottt ettt e e e s nne e e e e nnnee e e e r SKIP TO O3
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REQUIRED

IFO1=1

02. [Are you/ls he/ls she] currently enrolled in Medicare Part D, also known as the Medicare
Prescription Drug Plan?

Y E S et 1
N O e e 0
DON'T KNOW ..ottt e s d
REFUSED ... r
REQUIRED
IFO2 IS YES

03. [Are you/ls he/ls she] currently getting Extra Help from the government to pay for Medicare
Part D monthly premiums, annual deductibles, and prescription co-payments?

Y E S e 1

N e e 0

DON'T KNOW ...ttt ettt e e e e e s nnne e e e s nnneee e e d

REFUSED ..ottt et e e e s enne e e e s anne e e e e r
REQUIRED

IF O1 >=2 AND <=9

0O4. Do any of [your/his/her] [IF O2=1 add “other”] health insurance plans cover any part of the
cost of [your/his/her] prescriptions?

Y E S et 1
N O ettt e e e s e s e e e e 0
DON'T KNOW ..ottt s e e d
REFUSED ...t r

60




REQUIRED

IF O4 1S YES
04.1  Which of [your/his/her] other health insurance plans cover part of the cost of [your/his/her]
prescriptions?
CODE ALL THAT APPLY
A STATE PRESCRIPTION ASSISTANCE PROGRAM (FILL STATE
PROGRAM NAME). ...ttt ettt ettt ettt et et e e sabe e neeeees 1
A DRUG MANUFACTURER PRESCRIPTION ASSISTANCE PROGRAM.......... 2
A COPAYMENT PROGRAM (FOUNDATION, NONPROFIT).....cccvciiiiiieiieeenen, 3
SAVINGS CARD ...ttt ettt ettt ettt e et e s be e e sabe e e sbeeeees 4
OTHER (PLEASE SPECIFY) ettt ittt sttt 99
(STRING (30))
DON'T KNOW ...ttt e s d
REFUSED ..ottt sttt ettt r
REQUIRED

IF PTCPT = CM, HDM OR NON

O5. [Do you/Does he/Does she] have a Medicare Savings Program to pay for Medicare Part A
or Part B insurance premiums?

Y E S et 1

N O ettt n e e e s e e e e 0

DON'T KNOW ..ottt e d

REFUSED ... r
REQUIRED

IF O4.1 DOES NOT INCLUDE 1

O6. During the past 30 days, did [you/he/she] receive assistance from [STATE NAME
PRESCRIPTION PROGRAM] to help with prescription drug expenses?

Y E S e s 1
N O e e e e 0
DON'T KNOW ...ttt e e s s e e e s nnne e e e s nnneee e e d
REFUSED ..ottt ettt e e e s en e e s nnneee e e r
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P. MOBILITY

PROGRAMMER BOX P1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION P.

P_Intro: The next set of questions are about [your/his/her] physical and mental health.

REQUIRED

IF PTCPT = CM, HDM OR NON

P1. (ASK IF NOT APPARENT) Is [respondent/he/she] . . .
CODE ONE ONLY

ADIE 10 WAIK, <.t 1 SKIP TO P4
Bed DOUN, .. 2 SKIP TO P2
Chair bound or in awheelchair? ... 3 SKIP TO P3

REQUIRED

IFP1=2

P2. How long [have you/has he/has she] been confined to a bed?
|__|__1(0-999)
DAYS (RANGE 1-99) ...ttt ettt ettt ettt sttt st sabe e bee e 1 SKIP TO P6
WEEKS (RANGE 1-30) ..uveiiiiieitiiesiieesiee ettt sibeeste et e e sabe e snneennneas 2 SKIP TO P6
MONTHS (RANGE 1-13) ..ueiiiiiieiiiie ettt ettt st e e e snneeenees 3 SKIP TO P6
YEARS (RANGE 1-10) ... ueiiiiiiiiiieiiiee ittt sttt sttt e st e ses e sebe e s sbneesaneeaas 4 SKIP TO P6
DON'T KNOW .ottt ettt ettt ettt ettt e seb e e be e e bt e e sabe e e nbeeesnneeennes d SKIP TO P6
REFUSED ...ttt ettt ettt ettt e s bt et e e be e e sab e e s be e e snbeeannes r SKIP TO P6

HARD CHECK: IF P2 GT 99; | want to be sure | recorded your answer correctly. Did you say
[fill P2]? INTERVIEWER: ANSWER CANNOT EXCEED 99.

HARD CHECK: IF WEEKS GT 30; | want to be sure | recorded your answer correctly. Did you say
[fill P2] weeks? INTERVIEWER: ANSWER CANNOT EXCEED 30 WEEKS.

HARD CHECK: IF MONTHS GT 13; | want to be sure I recorded your answer correctly. Did you say
[fill P2] months? INTERVIEWER: ANSWER CANNOT EXCEED 13 MONTHS.

HARD CHECK: IF YEARS GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill P2] years? INTERVIEWER: ANSWER CANNOT EXCEED 10 YEARS.

HARD CHECK: IF P2 = 0; | want to be sure | recorded your answer correctly. Did you say [fill P2]?
INTERVIEWER: ANSWER CANNOT BE 0.
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REQUIRED

IFP1=3

P3. How long [have you/has he/has she] been confined to a chair or a wheelchair?

|__I__[(0-999)

DAY'S (RANGE 1-99) ..o ee e 1  SKIPTOP6
WEEKS (RANGE 1-30) ......veoeeeeeeeeeeeeeeeeee e e eeeeess e seeeeeseeeesee s esee e s eseeeeneas 2  SKIPTOP6
MONTHS (RANGE 1-13) ..o eeeeees e e eeeeeee e eeeeeee e 3  SKIPTOP6
YEARS (RANGE 1-10)......ooveeeeeeeeeeeeeeeeeee s eeeeeeseeseeeeesee s ee s eeeeeee e 4  SKIPTOP6
DON'T KNOW ...t es e eee e ee e d SKIPTOP6
REFUSED .....vooveeeeee et eeee e ee e e e ee e ee e ee e r  SKIPTOP6

HARD CHECK: IF P3 GT 99; | want to be sure | recorded your answer correctly. Did you say
[fill P3]? INTERVIEWER: ANSWER CANNOT EXCEED 99.

HARD CHECK: IF WEEKS GT 30; | want to be sure | recorded your answer correctly. Did you say
[fill P3] weeks? INTERVIEWER: ANSWER CANNOT EXCEED 30 WEEKS.

HARD CHECK: IF MONTHS GT 13; | want to be sure I recorded your answer correctly. Did you say
[fill P3] months? INTERVIEWER: ANSWER CANNOT EXCEED 13 MONTHS.

HARD CHECK: IF YEARS GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill P3] years? INTERVIEWER: ANSWER CANNOT EXCEED 10 YEARS.

HARD CHECK: IF P3 = 0; | want to be sure | recorded your answer correctly. Did you say [fill P3]?
INTERVIEWER: ANSWER CANNOT BE 0.

REQUIRED

IFP1=1

P4. [Do you/Does he/Does she] currently use a cane or walker?
R =05 T PP ST P PR UPRPTRRPRI 1
N[ TP P RO TPP PP 0
DON'T KNOW ..ttt ettt ettt ettt et et e sab e et e e bn e e st e e e snbeesnneeennes d
REFUSED ...ttt ettt ettt sttt et e b e e be e e st e e e sab e e snbeeenees r

REQUIRED

IFP1=1

P5. [Do you/Does he/Does she] have serious difficulty walking or climbing stairs?

Y E S e 1
N e e 0
DON'T KNOW ..ottt e e d
REFUSED ...ttt ettt e e e e s nn e e e s nnneee e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

P6. Because of a physical, mental, or emotional condition, [do you/does he/does she] have
serious difficulty concentrating, remembering, or making decisions?

= T PRSP 1

N O e 0

DON'T KNOW ...ttt e e d

REFUSED ... r
REQUIRED

IF PTCPT = CM, HDM OR NON

P7. The next questions ask about difficulties [you/he/she] may have doing certain activities.
[Do you/Does he/Does she] have difficulty . . .

NOT DON'T
YES | NO | APPLICABLE | KNOW | REFUSED

a. shopping for personal items, such as toilet items

or medicine? 1 0 99 d r
b. getting to a grocery store? 1 0 99 d r
c. shopping for groceries? 1 0 99 d r
d. carrying a bag of groceries? 1 0 99 d r
e. using the telephone? 1 0 99 d r
f. doing light housework? 1 0 99 d r
g. preparing meals? 1 0 99 d r
h. using public transportation or riding in a private

automobile? 1 0 99 d r
i. taking medications? 1 0 99 d r
j-  managing money or balancing a checkbook? 1 0 99 d r
k. taking a bath or shower? 1 0 99 d r
[. dressing? 1 0 99 d r
[ASK ONLY IF P1=1]
m. getting in or out of a bed or chair? 1 0 99 d r
n. eating? 1 0 99 d r
0. using the toilet? 1 0 99 d r
p. chewing or swallowing? 1 0 99 d r
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Q. PHYSICAL ACTIVITY

PROGRAMMER BOX Q1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM, OR NOM) ANSWER
QUESTIONS IN SECTION Q.

Q_Intro: The next questions are about physical activity.

REQUIRED

IF PTCPT = CM, HDM OR NON

Q1. During the past 30 days, [have you/has he/has she] done any exercise, sports, or physical

activities?
D =S T 1
1L 2N 0 SKIP TO R1
[ 1@ AN I SV ( 1 N d SKIP TO R1
L 1] 1 I LN r SKIP TO R1
REQUIRED
IFQ1=1

Q2. How many times per week did [you/he/she] do those kinds of activities?

|__|__| TIMES PER WEEK (1-99)
DON'T KNOW ...t eee e eeees e d
REFUSED ... ee e e e e e ee e ee e ee e r

SOFT CHECK: IF Q2 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill Q2]
times per week?

HARD CHECK: IF Q2 GT 30; | want to be sure | recorded your answer correctly. Did you say
[fill Q2] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 30 TIMES PER WEEK.

HARD CHECK: IF Q2 = 0; | want to be sure | recorded your answer correctly. Did you say [fill Q2]
times per week? INTERVIEWER: ANSWER CANNOT BE 0.
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R. HEIGHT AND WEIGHT

PROGRAMMER BOX R1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION R.

R_Intro: The next questions are about [your/his/her] height and weight.

REQUIRED

IF PTCPT = CM, HDM OR NON

R1. How tall [are youlis helis she] without shoes?
|__| FEET (0-99)
|__|__| INCHES (0-99)
DONT KINOWV ...eeieietiteieittetetieteteeaeseeesesssssessessssssss s sess s ts s s s s bs s bsbs s ss s bs s bsbnbnbnbnnnnes d
REFUSED ...ttt ettt e e e e e e e e s r

HARD CHECK: IF FEET LT 4; | want to be sure | recorded your answer correctly. Did you say
[fill R1] feet? INTERVIEWER: ANSWER CANNOT BE LESS THAN 4 FEET.

HARD CHECK: IF FEET GT 7; | want to be sure | recorded your answer correctly. Did you say
[fill R1] feet? INTERVIEWER: ANSWER CANNOT EXCEED 7 FEET.

HARD CHECK: IF INCHES GT 11; | want to be sure | recorded your answer correctly. Did you say

[fill R1] inches? INTERVIEWER: ANSWER CANNOT EXCEED 11 INCHES.

REQUIRED

IF PTCPT = CM, HDM OR NON

R2. How much [do you/does he/does she] weigh without clothes or shoes?

|__|__ || POUNDS (0-999)
DON'T KNOW ...ttt ettt e s e e s e e e nene e e e s nnneeee e e d
REFUSED ...t r

SOFT CHECK: IF POUNDS GT 300; | want to be sure I recorded your answer correctly. Did you say

[fill R2] pounds?

HARD CHECK: IF POUNDS LT 50 | want to be sure | recorded your answer correctly. Did you say

[fill R2] pounds? INTERVIEWER: ANSWER CANNOT BE LESS THAN 50 POUNDS.

HARD CHECK: IF POUNDS GT 500; | want to be sure | recorded your answer correctly. Did you say

[fillR2] pounds? INTERVIEWER: ANSWER CANNOT EXCEED 500 POUNDS.

66




REQUIRED

IF PTCPT = CM, HDM OR NON

R3. Without trying to, [have you/has he/has she] gained or lost ten pounds in the last six

months?

D S T 1
N O 2R 0
DON'T KINOW ..ottt ettt e e e e e ettt e e e e e e e e e et e e s e e e saessaba s eeeaeseessanes d
REFUSED ...ttt e e ettt e e e e e e et e et e s e e e seeesaba e eeeeseesaaaes r

67




S. PRESCRIPTIONS

PROGRAMMER BOX S1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM, OR NON) ANSWER
QUESTIONS IN SECTION S.

S Intro: The next set of questions are about prescription medications.

REQUIRED

IF PTCPT = CM, HDM OR NON

S1. How many different prescription medications [do you/does he/does she] take every day?

|__|__| NUMBER (0-99)
DON'T KNOW ...t eee e eeees e d
REFUSED ... ee e e e e e ee e ee e ee e r

SOFT CHECK: IF S1 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill S1]
prescriptions?

HARD CHECK: IF S1 GT 30; | want to be sure | recorded your answer correctly. Did you say [fill S1]
prescriptions? INTERVIEWER: ANSWER CANNOT EXCEED 30.
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T. VITAMIN AND MINERAL SUPPLEMENTS

PROGRAMMER BOX T1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION T.

T Intro: The following questions are about vitamin and mineral supplements.

REQUIRED

IF PTCPT = CM, HDM OR NON

T1. [Do you/Does he/Does she] take any of the following on a regular basis . ..
DON'T
YES NO KNOW | REFUSED
a. Multivitamin without minerals? 1 0 d r
b. Multivitamin plus minerals? 1 0 d r
c. Individual vitamin and mineral supplements? 1 0 d r
d. Herbal supplements? 1 0 d r
REQUIRED
IF PTCPT = CM, HDM OR NON
T2. [Do you/Does he/Does she] currently use any diet or nutritional supplements, such as
Boost or Ensure?
R =05 TP PSSP P R PPRRTRRPRIN 1
N ettt 0 SKIP TO U1
DON'T KNOW ..ottt ettt ettt ettt e et e et e e sbs e e s bb e e sabe e e sabe e enbeeenees d SKIP TO U1
REFUSED ...ttt ettt b ettt e b e e be e e st e e e snb e e snbeeennes r SKIP TO U1
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REQUIRED

IFT2=1

T3.

How often [do you/does he/does she] use diet or nutritional supplements?

||| TIMES (0-999)

[ S AN = U To 1= 00 i 1 ) 1
PER WEEK (RANGE 1-21) ...t ee st 2
PER MONTH (RANGE 1-50) .....cvuveeveieeeeeeeeeeeeeeeeses s s eese e en e 3
PER YEAR (RANGE 1-90).......euiueieeeieeieeeeeeeeeeeeesees e s s s s en e een s 4
DONT KINOWV ...eeieeeeieietttiteteteteteteeeeeteseseseseee s sssstess e ssssssse s s ss e sssssssssssssssssesnsnsnsnnnnes d
REFUSED ...ttt ettt et s et s s et e s s s s s e s e s s sesesssesesnnnsnnnne r

HARD CHECK: IF T3 GT 90; | want to be sure | recorded your answer correctly. Did you say
[fill T3]? INTERVIEWER: ANSWER CANNOT EXCEED 90.

HARD CHECK: IF PER DAY GT 10; | want to be sure | recorded your answer correctly. Did you say
[fill T3] times per day? INTERVIEWER: ANSWER CANNOT EXCEED 10 TIMES PER DAY.

HARD CHECK: IF PER WEEK GT 21; | want to be sure | recorded your answer correctly. Did you
say [fill T3] times per week? INTERVIEWER: ANSWER CANNOT EXCEED 21 TIMES PER WEEK.

HARD CHECK: IF PER MONTH GT 50; | want to be sure | recorded your answer correctly. Did you
say [fill T3] times per month? INTERVIEWER: ANSWER CANNOT EXCEED 50 TIMES PER MONTH.

HARD CHECK: IF T3 = 0; | want to be sure | recorded your answer correctly. Did you say [fill T3]
times? INTERVIEWER: ANSWER CANNOT BE 0.
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U. DEPRESSION, LONELINESS, SOCIAL ISOLATION

PROGRAMMER BOX Ul

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTION IN SECTION U.

U_Intro: The next set of questions are about [your/his/her] social life.

REQUIRED

IF PTCPT = CM, HDM OR NON

Ul. Overall, how satisfied [are youlis helis she] with the opportunities [you have/he has/she
has] to spend time with other people? Would [you/he/she] say [you are/he is/sheis] . ..

CODE ONE ONLY

VErY SAtiSTIOA, .ocii i 1

Somewhat SatiSTIed, . ....cooiiiiiiiii e 2

NOt t00 SALISTIEA, OF oo 3

NOt at @ll SALISTIEA? oo 4

DON'T KNOW ...ttt ettt ettt e e e st e e s sttt e e s snbe e e e s sbbeeeesnnbeeeeanns d

REFUSED ..ottt ettt s et e e st e e e e ssta e e e e stta e e e s snbaeeesssbaaeesasbaeeeanes r
REQUIRED

IF PTCPT = CM, HDM OR NON

u2. [Do you/Does he/Does she] belong to any religious or social groups, book clubs, special
interest groups, or other organizations?

Y E S e 1
N O e 0
DON'T KNOW ..ottt e e d
REFUSED ...t r
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REQUIRED

IF PTCPT = CM, HDM OR NON

uU3. How often [do you/does he/does she] feel that you lack companionship?

CODE ONE ONLY

[ B2 U0 LY = T R 1

SOMeE Of the tIME, OF i 2

L@ 1§ 1= 0 PP 3

DON'T KNOW ..ottt ettt sttt e st e e sbe e e s aae e ste e e sabeesbeeennes d

REFUSED ..ottt ettt ettt et e st e e st e e st e e st e e s be e e sabeennraeennes r
REQUIRED

IF PTCPT = CM, HDM OR NON

u4. How often [do you/does he/does she] feel left out?

CODE ONE ONLY

[ F= Uo7 P PPTUPTPR 1

SOME OF the LIME, OF e 2

1O 1= o 1T PP TP PPRPPTTN 3

DON'T KNOW ....iiiiieiiiiie ettt e st e e st e e e sntae e e s sntae e e s sntaeeessntaeeesssbaeeessnsaeaeans d

REFUSED .....oeiii ittt ettt e et e e e st e e e e snbae e e s sntaeeesssbaeeesssbaeeeans r
REQUIRED

IF PTCPT = CM, HDM OR NON

UsS. How often [do you/does he/does she] feel isolated from others?

CODE ONE ONLY

[ F= U0 |V oA T PP TRPT PR 1
SOMeE Of the TIME, OF i e 2
L0 1§ (=7 0 OO PP PPTPPI 3
DON'T KINOW ...ttt ettt bbbttt ettt nb e nb e neee e d
REFUSED ...ttt bbbttt b et et r
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For the next three questions, please think about the past two weeks.

REQUIRED

IF PTCPT = CM, HDM OR NON

U6. [During the past two weeks], how often [have you/has he/has she] been bothered by any of
the following problems? Little interest or pleasure in doing things. Would [you/he/she]

say ...
CODE ONE ONLY
[N o A= = TP PTUPPRTPRR 1
SEVEIAl HAYS, coiiiiiiiiiiiiie e s e et e e e s e e e e e e e s n e e e e e e e e e e e e e e annnnn 2
More than half of the days, OF ... 3
NEAITY EVEIY Y7 ottt e e e e e e e e e enbeae s 4
DON'T KNOW ...ttt ettt ettt e e s st e e e st e e s snba e e e s snbaeeessnbeeeeee d
REFUSED ...ttt ettt e e st e e s snb et e e s sabe e e e s snbaeeeae r
REQUIRED

IF PTCPT = CM, HDM OR NON

uU7. [During the past two weeks], how often [have you/has he/has she] felt down, depressed or
hopeless. Would [you/he/she] say . ..

CODE ONE ONLY

NOT AL AIL, o 1
SEVEIAl HAYS, coiiiiieiiiiiii e s e e e e e e s e s e e e e e e s e e e e e e a e e e e e e nnanne 2
More than half of the days, OF ... 3
NEAITY EVEIY TAY? .oiieeiiiiiieiieee ettt e e e e e e e s r e e e e e s e e e e e e e s annreanees 4
DON'T KNOWV ...ttt et e e s e e e e e e s s e e e e e e e s snnnneees d
REFUSED ...ttt e e e e e e e e e s s r
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REQUIRED

IF PTCPT = CM, HDM OR NON

us. [During the past two weeks], how often was it difficult to get in touch with others when
[you/he/she] wanted to. Would [you/he/she] say . ..

CODE ONE ONLY

F N Ea T FS A= 1LY 1= 1
MOStE OF thE tIME,..eeiiie s 2
ADBOUL half the tIMe, ..o 3
(@ ToTo= 1] [0 1 =11 Y780 1 S PEERR 4
[N [ L= L= | PP PRSP 5
DON'T KNOWV ...ttt e e s e e e e s e s e e e e e e s s snnnnnees d
REFUSED ...ttt e e s e e e e e s r
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V. DEMOGRAPHICS

PROGRAMMER BOX V1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM, OR NON) ANSWER
QUESTIONS IN SECTION V.

V_Intro: The following questions are about [your/his/her] background and education.

REQUIRED

IF PTCPT = CM, HDM OR NON

V1. INTERVIEWER:  ASK IF NOT OBVIOUS: WHAT IS [YOUR/HIS/HER] GENDER?

IMALE e 1
FEMALE ...t e e 2
REQUIRED

IF PTCPT = CM, HDM OR NON

V2. In what year [were you/was he/was she] born?

|__|_|__|__| YEAR (Range 1800-2012)
DON'T KNOW ... eeee e d
REFUSED ... ee e e e e e ee e ee e ee e r

HARD CHECK: IF V2 LT 1900; | want to be sure | recorded your answer correctly. Did you say you
were born in [fill V2]? INTERVIEWER: YEAR OF BIRTH MUST BE GREATER THAN 1900.

HARD CHECK: IF V2 GT 1965; | want to be sure | recorded your answer correctly. Did you say you
were born in [fill V2]? INTERVIEWER: YEAR OF BIRTH MUST BE PRIOR TO 1965.

REQUIRED

IF PTCPT = CM, HDM OR NON

V3. Are you a veteran of the U.S. Armed Forces?

Y E S et 1
N O ettt e e e s e e e e 0
DON'T KNOW ...ttt sttt e e e e s e e e s nnne e e e s nnneeeenns d
REFUSED ..ottt e e s nn e e e e e e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

V4. What is the highest grade or level of school [you have/he has/she has] completed or the
highest degree [you have/he has/she has] received?

CODE ONE ONLY

NEVER ATTENDED/KINDERGARTEN ONLY .....ootiiiiiiiiiiiiiiee it 0
LST GRADE ... .o 1
2ND GRADE ... 2
BRD GRADE ... . 3
ATH GRADE ..ottt 4
STH GRADE ...ttt 5
BTH GRADE ... 6
TTH GRADE ...ttt 7
8TH GRADE ...t 8
OTH GRADE ...t 9
JOTH GRADE ...ttt 10
LITH GRADE ...ttt 11
12TH GRADE, NO DIPLOMA ...ttt 12
HIGH SCHOOL GRADUATE ..ottt 13
GED OR EQUIVALENT ...t 14
SOME COLLEGE, NO DEGREE ........cocoiiiiiiiieee e 15
ASSOCIATE DEGREE; OCCUPATIONAL, TECHNICAL, OR VOCATIONAL
PROGRAM . ...ttt e e e e s e e e s e e e e 16
ASSOCIATE DEGREE: ACADEMIC PROGRAM .....oooiiiiiiieiieee e 17
BACHELOR’S DEGREE(EXAMPLE: BA, AB, BS, BBA).......cccccooiiiiiicireeeeeee 18
MASTER'’'S DEGREE (EXAMPLE: MA, MS, MEng, MEd, MBA)..........cccocvviieene. 19
PROFESSIONAL SCHOOL DEGREE (EXAMPLE: MD, DDS, DVM, JD) ........... 20
DOCTORAL DEGREE (EXAMPLE: PhD, EdD) .....cccoiviiiiiiiiieeiiieee e 21
DON'T KNOW ..ottt e d
REFUSED ... r
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REQUIRED

IF PTCPT = CM, HDM OR NON

V5. [Are you/ls he/ls she] of Hispanic or Latino origin?
R =05 TP P PR PPRTPTRRPRI 1
N et nnes 0
DON'T KNOW .ttt ettt ettt sttt e e sbe e e bb e e sabe e e snb e e snneeennes d
REFUSED ...ttt ettt sttt ekt et e e bt e e st e e e sab e e snreeenees r
REQUIRED

IF PTCPT = CM, HDM OR NON

V6. | am going to read a list of five race categories. Please choose one or more races that [you
consider yourself/he considers himself/she considers herself] to be. American Indian or
Alaska Native; Asian; Black or African American; Native Hawaiian or other Pacific Islander

or White.
CODE ALL THAT APPLY

AMERICAN INDIAN OR ALASKA NATIVE ..ottt 1
ASTAN e e e e e e et e e e e e 2
AFRICAN AMERICAN OR BLACK ....coiiiiiiiiiiiiiit ettt 3
NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER........ccccoiiiiiiiiieeeee i 4
WHITE ..o 5
OTHER (PLEASE SPECIFY) ..ttt e e e e 99

(STRING (30))
DONT KINOWV ... eiieieiitiiiittetetttteseeaeseaesesssseesesssssessses e ssssts s s ss e s bsss s ts s bsbsbsbsbnbnbnbnnes d
REFUSED ...ttt s et st e s sttt st s st s st s s s bnbsbnbesnnnnes r
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REQUIRED

IF PTCPT = CM, HDM OR NON

V7. [Are you/ls he/ls she] now married, widowed, divorced, separated, never married or living

with a partner?

CODE ONE ONLY

MARRIED ...ttt 1
WIDOWED ...ttt e 2
DIVORCED ...ttt 3
SEPARATED ... 4
NEVER MARRIED ......cooiiiiiii e 5
LIVING WITH A PARTNER. ....ccoiiiii et 6
DON'T KNOW ...ttt ettt e e ee e e s s e e e s e e e s nnneeee e e d
REFUSED ..ottt ettt e e s e e s nnneee e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

V8. What is [your/his/her] home zip code?

ZIP
DON'T KNOW ..ottt et e e d
REFUSED ... r

HARD CHECK: IF NUMBER OF DIGITS ENTER GT 5; | want to be sure | entered your answer
correctly. Did you say zip code [fill V8]? INTERVIEWER: ZIP CODE MUST HAVE 5 DIGITS.

HARD CHECK: IF NUMBER OF DIGITS ENTER LT 5; | want to be sure | entered your answer
correctly. Did you say zip code [fill V8]? INTERVIEWER: ZIP CODE MUST HAVE 5 DIGITS.
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REQUIRED

IF PTCPT = CM, HDM OR NON

V9. Including [yourself/himself/herself], how many people live in [your/his/her] household? By
“live in [your/his/her] household” | mean all people who usually stay in the household.
Please do include people who are away, such as students, people on vacation, or traveling
for business, or people who are in the hospital for a brief stay. Do not include people in
institutions, in the military, or people who are temporary visitors.

|__|__| NUMBER OF PEOPLE IN HOUSEHOLD (0 — 99)

DON'T KNOW ..ottt e e d
REFUSED ... r

SOFT CHECK: IF V9 GT 10; | want to be sure | recorded your answer correctly. Did you say [fill V9]
people live in your household?

HARD CHECK: IF V9 = 0; | want to be sure | recorded your answer correctly. Did you say [fill V9]
people live in your household? INTERVIEWER: NUMBER OF PEOPLE IN HOUSEHOLD CANNOT
BE 0.

HARD CHECK: IF V9 GT 20; | want to be sure | recorded your answer correctly. Did you say [fill V9]
people live in your household? INTERVIEWER: NUMBER OF PEOPLE IN HOUSEHOLD CANNOT
EXCEED 20.

REQUIRED

IFV9=1 GOTO V1l
IFVONE 1

V10. Who are all the people who live in [your/his/her] household?

CODE ALL THAT APPLY
HUSBANDMIFE/PARTNER .....oooiveieeeeeeeeeeeeseeeeeeseee s eeseees e seeeees s 1
CHILD OR CHILDREN. .....veoveoeeeeeeeeeeeeeeeeeeeeeeeeee e s seeee e eeseeen e 2
BROTHER(S) OR SISTER(S) ..ovveeveieeeeeeieeeseeeeseeeseeesseeeeseeeseeseeeeeseseseeessenee 3
GRANDCHILD OR GRANDCHILDREN ..o 4
SON-IN-LAW OR DAUGHTER-IN-LAW .....coo..oveeeeeeeeosee oo 5
OTHER RELATIVE (PLEASE SPECIFY) ..oovvovoeeeeseeeeee oo 6

(STRING (30))
NON RELATIVE OR FRIEND ........ovoivooieeoeeeeee oo 7
DON'T KNOW ... ese e d
REFUSED ...t eeee e e ee e ee s r
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REQUIRED

IF PTCPT = CM, HDM OR NON

V11. Now I'd like to ask you some questions about income and financial assistance
[you/he/she] [IF V9 NE 1 fill (or others) in [your/his/her] household] may be receiving.
During the past 30 days, did [you/he/she] (or anyone in [your/his/her] household) receive
money from any of the following . ..

DON'T
YES NO KNOW REFUSED
a. Full- or part-time work? 1 0 d r
b. Social Security? 1 0 d r
c. Unemployment Compensation? 1 0 d r
d. Disability (SSDI) or Worker's Compensation? 1 0 d r
e. Supplemental Security Income or SSI? 1 0 d r
f. Pension or retirement fund? 1 0 d r
g. General Assistance? 1 0 d r
h. Money from relatives? or 1 0 d r
i. Other sources? (PLEASE SPECIFY) 1 0 d r
(STRING (30))
REQUIRED

IF PTCPT = CM, HDM OR NON

V12. What was ([your/his/her] household’s) total income last month before taxes? Please
include all types of income received by all household members last month, including all
earnings, pensions, Social Security, cash welfare benefits and SSI. Do not include the
value of SNAP benefits or food stamps, Medicaid, or public housing.

$ Iy |—|I—|_I (0-99,999)

NO INCOME ...ttt e e s e e e s nnneee e e 0
DON'T KNOW ..ottt e e d
REFUSED ...t r

SOFT CHECK: IF V12 GT 5,000; | want to be sure | recorded your answer correctly. Did you say
[your/his/her] household’s) total income last month before taxes was $[fill V12]?

HARD CHECK: IF V12 GT 15,000; | want to be sure | recorded your answer correctly. Did you say
[your/his/her] household’s) total income last month before taxes was $[fill V12]? INTERVIEWER:
ANSWER CANNOT EXCEED $15,000.
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REQUIRED

IFV12=d,r

V13. Please stop me when | reach [your/his/her] household’s total income for last month.

Waslt...
CODE ONE ONLY
LeSS than $00, .....eeeiieieiriiiiiie e 1
POOL - BL,200, . .eeeeeierienrieteesiee sttt ettt ettt nh e nre e 2
BL, 201 - BL,500, ...ttt bbb 3
PBL,5001 = BL,800, .eeeiieiiieiiiiieeiitiie ettt et e bbb e e nnres 4
BL,80L - B2,100, ..ueiieiiiieeeiiiie et earar e e e nnraes 5
B2,100 - B2,400, ..eeeiiiiiiee et rae e e e nnras 6
B2,40L OF MOTE? oeeieie it etee ettt et ee st e te e eeste s e e beste et e sbeeseeseeeteaneeseeaneensesteeneeneas 7
DON'T KNOW ...ttt e e s e e e e e st e e e e e s s annnnnneeas d
REFUSED ...ttt ettt e e e et e e e e e e s r
REQUIRED

IF PTCPT = CM, HDM OR NON

V14. What was ([your /his/her] household’s) total income before taxes last year from all
sources, including Social Security and other government programs but excluding the
value of SNAP benefits or food stamps, Medicaid, or public housing. Your best estimate is
fine.

$ Iy ||| (0-999,999)

NO INCOME ...ttt e e s e e e s nnneee e e 0
DON'T KNOW ...ttt ettt e et e e s s e e e s e e e e s nnneeee e e d
REFUSED ..ottt ettt e e s e e e s e e e e e r

SOFT CHECK: IF V14 LT 1,000; | want to be sure | recorded your answer correctly. Did you say
[your/his/her] household’s) total income last year before taxes was$][fill V14]?

SOFT CHECK: IF V14 GT 100,000; | want to be sure | recorded your answer correctly. Did you say
[your/his/her] household’s) total income last year before taxes was $[fill V14]?

HARD CHECK: IF V14 GT 250,000; | want to be sure | recorded your answer correctly. Did you say
[your/his/her] household’s) total income last year before taxes was $[fill V14]? INTERVIEWER:
ANSWER CANNOT EXCEED $250,000.

81




REQUIRED

IFV14=d,r

V15. Please stop me when | reach [your/his/her] household’s total income for last year.

Waslt...
CODE ONE ONLY

Less than $10,000, .....cooireiiiriieiieeeee e 1
P$L0,001 - BLA,000, ....eeeuriemrieiieeriee ettt ettt 2
PBLA,00L - BLB,000, ....eeeuriemreeieierieerire ettt ettt ettt 3
PBL8,001 - B22,000, ....veeuriemreeieierieeeire ettt ettt 4
$22,001 - $26,000, ....eeeieeiuirieeiiiiieeeiiieee et e e rra e e e anres 5
$26,001 - $30,000, ....eveieeiuiiiieiiiiiieeeiiee e s sttt r e s s e e e e e anres 6
30,001 OF MIOTE? .eiiiiiieieeteeiie ettt eee et et e teste et eseeeee e tesaeeseestesseeneesteaneeseesseeneeneeas 7
DON'T KNOWV ...ttt e e e e s e e e e e s e e e e e e e e s snnnnee s d
REFUSED ...ttt e e e e s e e e e e e s r
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W. ADEQUACY OF MONEY

PROGRAMMER BOX W1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION W.

REQUIRED

IF PTCPT = CM, HDM OR NON

W1. How well does the amount of money [you have/he has/she has] take care of [your/his/her]
needs? Would you say very well, fairly well, or poorly?

CODE ONE ONLY

VERY WELL. ..ot 1

FAIRLY WELL ..ottt 2

POORLY .ttt ettt e s e e e e 3

DON'T KNOW ...ttt e e e e s e e e s e e e e s nnneeeenn d

REFUSED ...ttt e e s nnre e e e s e e e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

W2. In the past month, did [you/he/she] ever have to choose between buying food and buying

medications?

Y E S e 1

[N L@ TSR TP TP PP TR PPPPPPPPTPPRPPRPRPRRIN 0

DONT KINOWV ..ottt e s te s se e e sssasssesesssesesesesnsesssessnnnnnnnnnes d

REFUSED ...ttt ettt ss et e et e e s e se s e e s s snsnsessnesnnnnnnnnnne r
REQUIRED

IF PTCPT = CM, HDM OR NON

Wa. In the past month, did [you/he/she] ever have to choose between buying food and paying
[your/his/her] utility bills?

Y S et 1
N O et e e s e s e e e e 0
DON'T KNOW ...ttt ettt e e e e s e e e s nnne e e e s nnnneeeens d
REFUSED ..ottt e e e e nnne e e e e nnneee e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

W4. In the past month, did [you/he/she] ever have to choose between buying food and paying
[your/his/her] rent?

Y E S e 1
N O e 0
DON'T KNOW ...ttt e e d
REFUSED ... r
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X. PROGRAM PARTICIPATION

PROGRAMMER BOX X1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION X.

X Intro: The next questions are about [your/his/her] participation in different types of programs.

REQUIRED

IF PTCPT = CM, HDM OR NON

X1. Are [you/hel/she] or anyone else in [your/his/her] household currently receiving SNAP
benefits or food stamps?

Y E S et 1

N O ettt e e e e s e e e e 0

DON'T KNOW ...ttt sttt e e s s e e e s nnne e e e s nnneeeeans d

REFUSED ..ottt ettt e e s e e e s e e e e r
REQUIRED

IF PTCPT = CM, HDM OR NON

X2. During the past 30 days, did [you/he/she] or anyone else in [your/his/her] household get
food from a food pantry or food bank?

Y E S et 1

N O e e 0

DON'T KNOW ..ottt e e d

REFUSED ...t r
REQUIRED

IF PTCPT = CM, HDM OR NON

X3. During the past 30 days, did [you/he/she] receive any meals provided by churches or
meals at a soup kitchen or emergency kitchen?

Y E S e 1
N e e 0
DON'T KNOW ...ttt e e e e s e e e s nnne e e e s nnneeeeens d
REFUSED ..ottt ettt e e s s e e e s nnneee e e r
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REQUIRED

IF PTCPT = CM, HDM OR NON

X4. During the past 30 days, did [you/he/she] receive assistance to help with heating and
cooling your home, such as LIHEAP?

INTERVIEWER: LIHEAP IS PRONOUNCED [LI-HEEP] AND STANDS FOR LOW INCOME
HOME ENERGY ASSISTANCE PROGRAM.

Y E S 1

N 0

DON'T KNOW ..ottt d

REFUSED ...t r
REQUIRED

IF PTCPT = NON AND MATCH =CM

X5. [Are you/ls he/ls she] aware that the Administration on Aging’s Elderly Nutrition Program
provides for meals and related nutrition services for individuals aged 60 years and older in
group settings such as senior centers, faith-based settings, and schools? [You/He/She]
may know of this as a congregate nutrition program.

Y E S e e s 1

N O e e 0

DON'T KNOW ...ttt et e et e et e e s nnne e e e s nnneee e e d

REFUSED ..ottt ettt et e e e e s en e e e e anneee e e r
REQUIRED

IF PTCPT = NON AND MATCH = HDM

X5.1 Areyou aware that the Administration on Aging’s Elderly Nutrition Program provides for
meals and related nutrition services for individuals aged 60 years and older who are
homebound due to illness, disability, or geographic isolation? You may know of this as a
home-delivered nutrition program.

Y E S e e 1
N e a e e e 0
DON'T KNOW ...ttt e e d
REFUSED ...t r
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REQUIRED

IF PTCPT = NON AND MATCH = CM

X6. [Have you/Has he/Has she] ever been contacted about going to a congregate nutrition
program?
Y E S e 1
[ PO PP P PP PP PUPPPPPPPRPN 0
DON'T KNOW ...ttt ettt ettt e et e e st e e e s anb e e e s nsbe e e e s anneeeeane d
REFUSED ..ottt e et e e s an e e e s b e e e e s anrneeeaae r
REQUIRED

IF PTCPT = NON AND MATCH = HDM

X6.1 [Have you/Has he/Has she] ever been contacted about getting meals from a home-
delivered nutrition program?

Y E S e 1
N e e 0
DON'T KNOW ...ttt ettt e e e e s nmne e e e s nnne e e e s nnneeeeens d
REFUSED ..ottt e e s nnre e e e s anneee e e r
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REQUIRED

IF PTCPT = NON AND MATCH = CM

X7. What are the reasons that [you do/he does/she does] not participate in a congregate
nutrition program?

CODE ONE ONLY
DON'T KNOW ABOUT THE PROGRAM/DON'T KNOW WHERE MEAL

SITES ARE LOCATED ..o e ee e eeseeen e 1
DON'T NEED THIS PROGRAM/NOT OLD ENOUGH/TOO HEALTHY............... 2
TRANSPORTATION PROBLEMS/BARRIERS ......ovvoiveeeeseeeeseeeeeseeeeseeeneesnens 3
DO NOT NEED/WANT ASSISTANCE FROM THE GOVERNMENT................... 4
HEALTH IS TOO POOR/PHYSICAL IMPAIRMENT/MEAL SITE IS NOT
ACCESSIBLE BASED ON PHYSICAL HEALTH .....ooooveieeeeeeeee s 5
MEALS OFFERED DO NOT MEET NEEDS/TASTES/ETHNIC
VALUES/NOT ENOUGH VARIETY IN MEALS ......ovvooveeeeeeeeeee e 6
LANGUAGE BARRIER/DO NOT SPEAK ENGLISH WELL ......cooooovveerreirennene.. 7
MEAL SITE IS NOT IN A SAFE LOCATION/ DON'T FEEL SAFE AT MEAL
SITE/DON'T FEEL SAFE LEAVING HOME TO GO TO MEAL SITE ................. 8
HOURS THAT MEALS ARE OFFERED ARE TOO LIMITED ........cooveoiveeerereneene.. 9
WANTED TO PARTICIPATE BUT WAS PLACED ON WAITING LIST ............... 10
COST OF MEAL IS TOO HIGH ... 11
OTHER (PLEASE SPECIFY) ...ovooeeeoeeeeeee oo seeeeeee e 99
(STRING (30))
DON'T KNOW ... d
REFUSED ..o r
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REQUIRED

IF PTCPT = NON AND MATCH = HDM

X7.1  What are the reasons that [you do/he does/she does] not participate in a home-delivered
nutrition program?
CODE ONE ONLY

DON'T KNOW ABOUT THE PROGRAM........vveeveeieeeeeeeeeeeeeeseeeeeeeeeeeeessene. 1
DON'T NEED THIS PROGRAM/NOT OLD ENOUGH/TOO HEALTHY............... 2
DO NOT NEED/WANT ASSISTANCE FROM THE GOVERNMENT.................... 3
MEALS OFFERED DO NOT MEET NEEDS/ TASTES/ETHNIC
VALUES/NOT ENOUGH VARIETY IN MEALS ......ovvooveeeeeeeesee e 4
LANGUAGE BARRIER/DO NOT SPEAK ENGLISH WELL ......coooovvverrereenenn.. 5
COST OF MEAL IS TOO HIGH ... 6
WANTED TO PARTICIPATE BUT WAS PLACED ON WAITING LIST ............... 7
APPLIED BUT WAS NOT ELIGIBLE TO RECEIVE MEALS........coocovvoiveerrn., 8
DO NOT LIKE OTHER PEOPLE COMING INTO HOME .......c..ovvoiveeererreennenne. 9
OTHER (PLEASE SPECIFY) ...oveeeeieeeeeeeeeeeeseeeeeeseeeesseeeeeesee e eesesen e 99
(STRING (30))
DON'T KNOW ...t es e d
REFUSED ...t eeee et ee s ee e r
REQUIRED

IF PTCPT = NON AND MATCH =CM

X8. [Do you/Does he/Does she] think [you/he/she] will be interested in going to a congregate
nutrition program in the future?

Y E S e 1

N O et e s e e e s e e e 0

DON'T KNOW ...ttt ettt e e e e s e e e e e e e s nnnneeen e d

REFUSED ...ttt s e e s e e e s nnne e e e e r
REQUIRED

IF PTCPT = NON AND MATCH = HDM

X8.1 [Do you/Does he/Does she] think [you/he/she] will be interested in getting meals from a
home-delivered nutrition program in the future?

Y E S e 1
N O e 0
DON'T KNOW ..ottt s e e d
REFUSED ...t r
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Y. RELEASE OF SOCIAL SECURITY NUMBER

PROGRAMMER BOX Y1

CATI: ALL RESPONDENTS (PTCPT = CM, HDM OR NON) ANSWER
QUESTIONS IN SECTION Y.

REQUIRED

IF PTCPT = CM, HDM OR NON

Y1.

Mathematica Policy Research will conduct statistical research by combining your survey
data with health and other related records. To obtain these records, we need your social
security number. We will not release it to anyone, including any government agency, for
any other reason. Providing this information is voluntary. There will be no effect on your
benefits if you do not provide it.

||| | ]l_—]_]__]__| ENTER SOCIAL SECURITY NUMBER
DON'T KNOW/DOES NOT HAVE SOCIAL SECURITY NUMBER ..........cccee.... d SKIP TO SECTION Z

REFUSED ..ottt e e e e e e e s nnne e e e e r SKIP TO SECTION Z

INTERVIEWER: IF RESPONDENT CANNOT RECALL FROM MEMORY ASK {HIM/HER} TO
GET CARD AT THIS TIME.

IF SOCIAL SECURITY NUMBER IS ENTERED AT Y1, ANEW SCREEN
SHOULD APPEAR FOR THE INTERVIEWER TO VERIFY THE NUMBER
THAT WAS ENTERED:

INTERVIEWER: READ THE NUMBER BACK TO THE RESPONDENT TO MAKE SURE IT
WAS RECORDED CORRECTLY.

IF RESPONDENT REFUSES, DISPLAY THESE INTERVIEWER NOTES:

IF RESPONDENT IS RELUCTANT TO GIVE NUMBER OR IF RESPONDENTS ASK IF THEY
MUST GIVE NUMBER: It is extremely useful to have this information to be able to link to
health records such as Medicare records. Many years in the future, the information you
gave me can be used to see how health habits and diet at one point in your life influence
how healthy you are in the future. If you prefer, you can give us only the last four digits of
your social security number, and we can use this number to access your records.

IF RESPONDENT CITES PRIVACY CONCERNS: I understand your concern. Mathematica
has never had a breach of confidentiality in the more than 40 years we have been
conducting research studies. | do not have access to this information after | type it. Once |
complete the interview all the information is sent to a secure facility. Only one or two
people have access to the file to use it for our health research. If you prefer, you can give
us only the last four digits of your social security number, and we can use this number to
access your records.
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REQUIRED

IFY1=d

Y1_DK.INTERVIEWER: CODE PREVIOUS RESPONSE.

DOES NOT HAVE SOCIAL SECURITY NUMBER .......cccooiiieiic e 1
DON'T KNOW ...ttt ettt e e e e e e e s e e e s nenneee e 2
REQUIRED
IFYLNECd,r
Y2. INTERVIEWER: SELECT CATEGORY FOR REPORTING OF SOCIAL SECURITY
NUMBER.
SELF REPORTED FROM MEMORY ....ooiiiiiiiiiiiiiiiieceeeien e 1
SELF REPORTED FROM RECORDS .........cooiiiiiiiiiiiiciienee s 2
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Z. 24 HOUR DIETARY RECALL

In the next part of the survey, | will ask you questions about what you ate and drank over the last
24 hours . ..
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AA. RESPONDENT PAYMENT

Confirm1l. Thank you very much for your time. You have really helped us with this study. I'd like
to make sure the contact information we have on file for you is correct so that we can
send you a $50 gift card within the next few weeks. According to our records we
have . ..

[FILL NAME, ADDRESS, CITY, STATE, ZIP, PHONE NUMBER]

Y E S e e s 1
N O e 2
FIX THIS NAME/ADDRESS ...ttt 3
NEW NAME/ADDRESS ..ottt 4

(STRING (30))

FIRST NAME
(STRING (30))

MIDDLE INITIAL/NAME
(STRING (30))

LAST NAME

STREET 1

STREET 2

STREET 3

CITY

STATE

ZIP

AAl PhonNuml. According to our records your phone number is . ..

Y N [ Y Y N I R A A M
(RANGE) (RANGE) (RANGE)
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AA2.

AA3.

In about 6 months, we will be contacting you again to see how you are doing. The
interview will take no more than 5 minutes to complete. You will get a $10 gift card for
participating in that interview. In case we can’t reach you at the phone number we just
discussed, is there another number we should try?

Y Y [ Y Y [ N N A
(RANGE) (RANGE) (RANGE)

DONT KINOWV ...oiieieeieietettteettetttetaesesesesestsssssssss s ss s ts s ssss s ss s ts s s s s ssssssbsbsbssssnbnsnnnnes d GO TO THANK YOU

REFUSED ...ttt a e e e e et e e e aa e e e e e e eaeaaaan r GO TO THANK YOU
In case we have trouble reaching you in 6 months, please give me the name and telephone
number of a relative or friend who would know where you could be reached. Please give

me the name of someone not currently living in your household.

(STRING (30))

FIRST NAME
(STRING (30))

MIDDLE INITIAL/NAME
(STRING (30))

LAST NAME

STREET 1

STREET 2

STREET 3

CITY

STATE

ZIP

Y Y [ Y Y [ N N A
(RANGE) (RANGE) (RANGE)

DONT KINOWV ...oieeeeiieittettteetettetetaeseeesessstsesssesssasss s ts s ssts s s s ts s s s sssssstsbsbssssnnssnnnnes d GO TO THANK YOU
REFUSED ...ttt e e e e e e e e e s s r GO TO THANK YOU
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AA4. How is this person related to you?

HUSBAND/WIFE/PARTNER ...ttt 1
L0 o 11 5 PSPPI 2
BROTHER OR SISTER .....otiiiiiiiiiiiiee e 3
GRANDCHILD ...t 4
SON-IN-LAW OR DAUGHTER-IN-LAW .....cccoiiiiiiiiiiiiiiiieenee e 5
OTHER RELATIVE ..ot 6
NON RELATIVE OR FRIEND ......coiiiiiiiiiecce e 7
DON'T KNOW ...ttt s e e d
REFUSED ...ttt e e e e e s nnnee e e e r

THANK YOU. Thank you very much for your help with this important study. We look forward to
speaking with you again in about 6 months.
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INTRODUCTION

Hello.

Hello, my name is [NAME] from Mathematica Policy Research in Princeton,
New Jersey. May | please speak to [SAMPLE MEMBER NAME]?

SPEAKING TO [SAMPLE MEMBER NAME]......ccccciiiiiiaiianieiie e 1 SampMemb
[SAMPLE MEMBER NAME] COMES TO THE PHONE ........ccoeiiiiiiiiie e 2 SampMemb
PERSON ASKS WHAT CALL IS ABOUT .....coitiiiiiiieiiiesie ettt 3 WhatAbout
NEED TO CALL BACK ...ttt 4 CALLBACK
SAMPLE MEMBER HAS A HEALTH PROBLEM/ IS DECEASED............ccc....... 5 HealthProb
SAMPLE MEMBER IS IN AN INSTITUTION .....coiiiiiiiiiiiieieesiee e 6 Institution
SAMPLE MEMBER HAS MOVED ......ccocoiiiiiiiieiie it 7 KnowWhere
SAMPLE MEMBER DOES NOT SPEAK ENGLISH.......cccoeiiiiiiiiiiicciec 8 Lang
NEVER HEARD OF SAMPLE MEMBER/WRONG NUMBER..........c.cccccoeiiuenne. 9 Thanks
HUNG UP DURING INTRODUCTION......ciitiitieitieiteesiieeiie e 10 Thanks
REFUSED ...ttt ettt e ekt e e s abb e e s nbbe e e e aanneeeeanes r Thanks

SampMemb. [Hello, my name is [NAME] from Mathematica Policy Research in Princeton,

New Jersey.] Recently, the U.S. Department of Health and Human Services,
Administration on Aging and Mathematica Policy Research sent you a letter
describing a study we are conducting to improve nutrition services for older adults.

First | need to determine whether you are eligible to participate in this study. All of
your answers will be kept strictly confidential and your participation is voluntary.
May | ask you a few questions now?

BEGIN INTERVIEW ..ottt 1 Al

DID NOT RECEIVE OR DOES NOT RECALL LETTER .....coooiiiiiiiieeeeee e 2 NoLetter
WANTS MORE INFORMATION ...ttt sttt ettt sttt 3 Morelnfo

NOT A GOOD TIME.....iittiitieiieiieeaiee ettt ettt see e e ee e sbe e sbeesbeesaeesaeesenas 4 CallBack
HUNG UP DURING INTRODUCTION. ... .ciiiitieitieitiesiie it 5 Thanks
SUPERVISOR REVIEW ...ttt ettt 6 Thanks
REFUSED ...ttt ettt e et e e s aa e e s nbbe e e e s anreeeeee r RefusalReason




WhatAbout. Recently, the U.S. Department of Health and Human Services, Administration on
Aging and Mathematica Policy Research sent [SAMPLE MEMBER NAME] a letter
describing a study we are conducting to improve nutrition services for older adults.
May | speak with [SAMPLE MEMBER NAME]?

SAMPLE MEMBER COMES TO THE PHONE ...t 1 SampleMemb (2)
NEED TO CALL BACK ...iiiiiititiiiiitiiitiittiieetetbeaeateesbabsbsbsbaesbsbsbsbsssbsesssssssesssnsnsrsnenes 2 CallBack
SAMPLE MEMBER HAS A HEALTH PROBLEM/IS DECEASED..........cccccee.... 3 HealthProb
SAMPLE MEMBER IS IN AN INSTITUTION .....cuuitiiiiiiiiiiiiiiiiiiiiiiiieiereieenieieneeeneees 4 Institution
SAMPLE MEMBER MOVED ......cuutiiiiiiiiiiiiiiiiiiiiiiiiiet bbb eebeeebeeeeeeeneeeneees 5 KnowWhere
SAMPLE MEMBER DOES NOT SPEAK ENGLISH........ooiciiiiiiiiiiieeee e 6 Lang

SAMPLE MEMBER DIDN'T RECEIVE LETTER .....ccoviiiiiiiiiicciieeeee e 7 NoLetter

HUNG UP DURING INTRODUCTION.....ccciiiittiitiiee ettt 8 Thanks
SUPERVISOR REVIEW ...ttt 9 Thanks
REFUSED ...ttt e e n e r Thanks

CALLBACK. When would be a good time to call back?

(SPECIFY)

Morelnfo. The Centers for Medicare & Medicaid Services (CMS), which administers the
Medicare program, is cooperating with the U.S. Department of Health and Human
Services’ Administration on Aging on a study to learn more about how well citizens
are served by certain government programs. Mathematica Policy Research
(Mathematica), an independent research company, is conducting the study.

Today we will ask you a short series of questions about your health and use of
nutrition services. If you are selected based on your responses, one of our
interviewers will call you to schedule a time to meet with you and interview you
about your health and well-being, and what you eat and drink.

Shall we begin?

BEGIN INTERVIEW ...ttt 1 Al
WANTS ANOTHER LETTER ...t 2 ReadLetter
NOT A GOOD TIME......c it 3 Callback
HUNG UP DURING INTRODUCTION......cciiiiiiiiiiie et 4 Thanks




KnowWhere. Recently, the U.S. Department of Health and Human Services, Administration on
Aging and Mathematica Policy Research sent [SAMPLE MEMBER NAME] a letter
describing a study we are conducting to improve nutrition services for older adults.
Do you or anyone there know how we can reach [SAMPLE MEMBER]?

D =S TSSOSO PP P PPPPPRTPP 1 NewPhone

[N L TR 0 Thanks

NewPhone. May | please have [his/her] telephone number?

ENTER 1 TO CONTINUE .....oiiiiiiiiiie ettt 1 PhoneNumber

Y Y [ Y Y [ N N A
(RANGE) (RANGE) (RANGE)

DON'T KNOW ..ottt e e d
REFUSED ...t r

HARD CHECK: IF AREA CODE LT 200; Area code must be greater than 200

HARD CHECK: IF PHONE NUMBER NE 10 DIGITS Phone number should be 10 numeric digits, no
spaces, dashes, parentheses, or other punctuation (or empty)

NewAddress. May | please have [his/her] address?

ENTER 1 TO CONTINUE .....ooiiiiiiiiie e 1 AddrCheck

AddrCheck. The address we have is [SAMPLE MEMBER ADDRESS]. Is that correct?

=05 T TSP P R PRRPTRRPRIN 1 Thanks
N ettt 0 Address1
REFUSED ...ttt nn e r Thanks
DON'T KNOWV ...ttt ettt e e s e e e e s e s e e e e e e s s snnnnnees d Thanks




Address1. What is the address?

(STRING (NUM))

FIRST NAME
(STRING (NUM))

MIDDLE INITIAL/NAME
(STRING (NUM))

LAST NAME

STREET 1

STREET 2

STREET 3

CITY

STATE

ZIP
DON'T KINOW ..ttt e e e e et e e e e e e e s e et e e saba e ssraaneeseeen d Thanks
REFUSED ...t e e e e et e e b e e b e e et e s ab e e aaeees r Thanks

HARD CHECK: IF ZIP CODE NE 5 OR 9 DIGITS; The zip code must be 5 or 9 digits, please re-enter

Lang. CODE LANGUAGE NEEDED TO COMPLETE INTERVIEW IF KNOWN:
SPANISH ... 1 Thanks
[ = L R 2 NeedProxy
CHINESE ...ccee ettt st e e e e e e et e e e e e e st e e e e e e e s snsbeneneeeeeannnnes 3 NeedProxy
RUSSIAN Lot e e e e e s e e e e e e s s st ae e e ee e e s s snnnbaeeeeeeessnnnrnneees 4 NeedProxy
GERMAN Lottt ettt e e e e ekt e e e e e e e e e nbere e e e e e e e anne 5 NeedProxy
OTHER LANGUAGE ... .. ettt e bebabebebs s bsbsbsbebsbenene 6 OtherLang

(Skips to NeedProxy)




NoLetter. The letter described the study and explained that your name was randomly selected
from a list of Medicare beneficiaries in your area. The letter also explained that we
would be calling to interview you. May | ask you a few questions now to determine if
you are eligible to participate in this study?

BEGIN INTERVIEW .....ouiiiiiiiiiiiiiiiiiiieiettieeeieieteteteieteeetetebaesbebebsbsbsbsbsssesbsbsbsbsbsennnnes 1 Al

WANTS ANOTHER LETTER.....coiiiiiiiiiiii 2 ReadLetter
WANTS MORE INFORMATION ....coiiiiiiiiiiiiiiiiieeee 3 Morelnfo

NOT A GOOD TIME-.....eitiiiiiiiiiiiiiiiiiiettttieaeeeeeeeaeseeseaeeeeeeeeesesaessbsssassessssssrsssssrsrsnsnes 4 CALLBACK
HUNG UP DURING INTRODUCTION......ututtttiutuuiteieinreineniennneennenernrnrereenrerererenenes 5 Thanks
REFUSED ..ottt st nn e r RefusalReason

ReadLetter. May | read the letter to you and then we can begin?

YES, READ THE LETTER FROM THE HARD COPY ...cocoiiiiiiiiiieieeeieiieieeeeen 1 SKIP TO Al
NO, WANTS ANOTHER LETTER FIRST ...t 2 SendLetter
HUNG UP DURING INTRODUCTION.....ccciiititiiiiee et 3 Thanks
REFUSED ..ottt ettt ettt nn e r RefusalReason

SendLetter. Okay, I'll mail another letter and call back in a few days.

ENTER 1 TO CONTINUE .....ooiiiiiiie e 1 AddrCheck

Health Prob. ENTER TYPE OF HEALTH PROBLEM

HEARING PROBLEM .....ciiiiiiiiiiiiiiiiiiittiieieieieisisssasaesssssssssssssssssssssssssssssssssssssssssenes 1 AmpTTY
SPEECH PROBLEM.......uuittttt bbb be e bsbebsbeseseseseneee 2 AmpTTY
PHYSICAL PROBLEM.......outtiiitiiiiiiiiiiiiiiiiiieieiataeeastebsbeteesesssbsssbsbsssbssssssessssssnsssnenes 3 CallLater
COGNITIVE PROBLEM ... ..ottt 4 NeedProxy
TOO OLD J FRAIL ...ttt 5 CallLater
A N O A R 6 NeedProxy
DECEASED ...ttt 7 Deceased

AMPTTY. | can get on a phone that will amplify my voice or [SAMPLE MEMBER]’s voice, or we
could use a TTY service. Would either of these enable [him/her] to complete the

interview?
YES, USE AMPLIFIER PHONE.......cctciiiiiiiiti ettt 1 RespAvall
YES, USE TTY CAPABILITY ..ottt 2 RespAvall
N[ LT PRSP 3 NeedProxy




CallLater. Will [SAMPLE MEMBER NAME] be able to talk on the telephone if | call back next
week?
YES/MAYBE, CALL BACK ..ottt e e eaba e e e e neees 1 CALLBACK
N[ LT PRSP 2 NeedProxy
DON'T KINOW ..ottt ettt e e e e e e et e e e e e e e e e et e e s e e e s aessaba s eeeaeseessnaes d Callback
REFUSED ...ttt et e e e et e e e et e s et e e s e b e s s eaaaseeaees r RefusalReason
Institution. ENTER TYPE OF INSTITUTION
HOSPITAL/REHABILITATION CENTER.......coieieee e 1 HomeSoon
[ (O 1] 24 [ O TP 2
NURSING HOME .....ii oottt e s e e e e e s st e e e e e e s ennnnaees 3 Capable
ASSISTED LIVING FACILITY ettt e e s s e e s e eeesba e e e e eaeees 4 Capable
GROUP HOME ... .ciiiiiiiie ettt st e e e e e e st e e e e e e s e snnsnnneeaeeeannnnes 5 Capable
N N (IO = = T L\ 6 Thanks

HomeSoon. Do you expect [SAMPLE MEMBER NAME] to come home from the hospital within a

week or two?

YES, ARRANGE CALLBACK .....ciitiiie ittt ettt e snnaee s 1 CallBack

N[ 2SRRI 2 Capable

SM UNABLE TO RESPOND OVER THE TELEPHONE .......ccccccoviviveiiiiiee e, 3 NeedProxy
Deceased. |am very sorry to hear that [he/she] passed away. | am calling on behalf of

Mathematica Policy Research regarding the U.S. Department of Health and Human
Services, Administration on Aging. A letter explaining why we are calling was
recently sent to [SAMPLE MEMBER NAME].

Please accept my condolences. Good-bye.

Capable.

Recently, the U.S. Department of Health and Human Services, Administration on
Aging and Mathematica Policy Research sent [SAMPLE MEMBER NAME] a letter
describing a study we are conducting for older adults. Would [he/she] be able to
answer questions [himself/herself] or would someone need to answer the questions
for [SAMPLE MEMBER NAME]?

RESPONDENT IS ABLE TO RESPOND.......ccctiiiiieiiiiriiie e 1 Facility
RESPONDENT IS UNABLE TO RESPOND ......ccoviiiiiiiiiiieeeieeeee e 2 NeedProxy

Facility.

What is the name of the hospital/group home/assisted living facility?




Contact. Do you have the name of the administrator or a contact person there?

ENTER 1 TO CONTINUE .....ooiiiiiii et 1 FirstName

FIRST NAME

MIDDLE INITIAL

LAST NAME

CONFIRM

FacAddr. What is the address of the hospital/group home/assisted living facility?

ADDRESS 1

ADDRESS 2

ADDRESS 3

ADDRESS 4

CITY

STATE

ZIP

CONFIRM
DON'T KINOWV ..ottt et e e e e et e e e e et e e e et e e e eaba s eaeeaaeeseees d Thanks
REFUSED ...ttt e e e e e e et e e e et e e e e s e eaaeees r Thanks

FacPhone. May | please have the telephone number of the hospital/group home/assisted living
facility?
ENTER 1 TO CONTINUE ....ouiiiii et e et e e e e e eanaanas 1 PhoneNumber

N Y [ Y N A 1 Y Y Y
(RANGE) (RANGE) (RANGE)

DON'T KNOW ..ottt e e d
REFUSED ... r

HARD CHECK: IF AREA CODE LT 200; Area code must be greater than 200

HARD CHECK: IF PHONE NUMBER NE 10 DIGITS Phone number should be 10 numeric digits, no
spaces, dashes, parentheses, or other punctuation (or empty)




NeedProxy. Is there someone who could answer the questions for [SAMPLE MEMBER]?

YES, SPEAKING TO FAMILY MEMBER OR FRIENDS WHO WILL ACT AS

[ L ) PSPPSR 1 ProxyName
YES, BUT NOT A GOOD TIME/PROXY NOT AVAILABLE .......cccccccoiiiiiiiiinannn. 2 ProxyName2
PROXY LIVES ELSEWHERE.........outtiiiiiiiiiiiiiiiiiiiiiiiiiieieieieiebebeveieeebseeesbeeeieeereneee 3 ProxyName2
NO PROXY AVAILABLE ... .ottt bebebebe e bsreesbereeerereeene 4 Thanks
SUPERVISOR REVIEW ...ttt eebeesbebeeeesbereneee 5 Thanks

ProxyName. Before we begin, can you please tell me your name?

ENTER 1 TO CONTINUE .....ooiiiiiiiiie e 1

FIRST NAME

MIDDLE INITIAL

LAST NAME

Confirm. [NAME] ProxyRel

ProxyName2. May | please have [his/her] name?

ENTER 1 TO CONTINUE ....oitiiiiiiiiiie ettt e e e 1

FIRST NAME

MIDDLE INITIAL

LAST NAME

Confirm. [NAME] ProxyPhone




ProxyPhone. May | please have [his/her] telephone number?

ENTER 1 TO CONTINUE .ottt ettt s s s e e e e e e et s e e e s e e e aabb s e e e s eseensaaes 1 PhoneNumber

Y Y Y [ Y I Y [ Y Y A
(RANGE) (RANGE) (RANGE)

DON'T KNOW ...ttt st e et e e s s e e e s nnne e e e s nnnneeenns d
REFUSED ..ottt ettt e e s nnne e e s nnnee e e e r

HARD CHECK: IF AREA CODE LT 200; Area code must be greater than 200

HARD CHECK: IF PHONE NUMBER NE 10 DIGITS Phone number should be 10 numeric digits, no
spaces, dashes, parentheses, or other punctuation (or empty)

ProxyAddr. And [his/her] address?

ENTER 1 TO CONTINUE ..ottt 1 Addr

STREET 1

STREET 2

STREET 3

CITY

STATE

ZIP
ProxyRel2

CONFIRM

ProxyRel. And how are you related to [SAMPLE MEMBER NAME]?

SPOUSE ... 1 Al
CHILD et e et e e e s e e e 2 Al
SIBLING ..ottt 3 Al
PARENT Lo 4 Al
NIECE/NEPHEW ..ottt 5 Al
FRIEND/NEIGHBOR/OTHER RELATIVE ......cociiiiieiee e 6 Al
GROUP/FOSTER HOME/ASSISTED LIVING FACILITY

ADMINISTRATOR/CARER ..ottt 7 Al
OTHER .. e e e e e e nens 8 OtherRel




ProxyRel2. And how is [he/she] related to [SAMPLE MEMBER NAME]?

SPOUSE ...ttt ettt b e e e e nnree s 1 Callback
103 o 11 5 T PP 2 Callback
LY = 1N SRR 3 Callback
PARENT L.ttt e e et e e et s e et e e et e e et e e s be e e nareeareeenes 4 Callback
NIECE/NEPHEW ..ottt ettt ettt e e enae e e 5 Callback
FRIEND/NEIGHBOR/OTHER RELATIVE .....ccoiviiiiie ettt 6 Callback
GROUP/FOSTER HOME/ASSISTED LIVING FACILITY

ADMINISTRATOR/CARER ........oii ettt ettt st 7 Callback
OTHER ...ttt e st e e s st e e e s nnbt e e e s anneeee s 8 OtherRel

CalllnInfo. You should call toll-free XXX-XXX-XXXX and ask for XXXXXXXXXXXXXXX. We look
forward to hearing from you.

ENTER 1 TO CONTINUE .....ooiiiiiiiiie e 1

Callback Screener - When calling back to complete screener after reaching Al or if given a new
number for a proxy.

Callback-Hello.Hello, my name is [NAME] from Mathematica Policy Research in Princeton,
New Jersey. May | please speak to [RESPONDENT NAME]?

SPEAKING TO [RESPONDENT NAME] ..coiiiiiiiiiiiiiie e 1 SampMemb1 or
New Proxyl
[RESPONDENT NAME] COMES TO THE PHONE .......ccoociiiiiiiiiieeeee e 2 SampMemb2 or
New Proxy2
PERSON ASKS WHAT CALL IS ABOUT ..o 3 WhatAbout
NEED TO CALL BACK ..ttt et e ettt e e e e n e st e e e e e e eaeaanas 4 CALLBACK
NEVER HEARD OF RESPONDENT/WRONG NUMBER.........ccccccvviiiiiiiiiinininnn, 5 PhoneCheck
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SampMemb (1). | am calling to complete the interview we are conducting about [your/SAMPLE
MEMBER’s NAME] health and use of nutrition services. Is now a good time?

CONTINUE THE INTERVIEW ...cooiiiiiiiiiiiiiee ettt 1 Last question answergd
NOT A GOOD TIME......cciiiiiitii ettt ettt ettt et ae e st e sabe e s erae e 3 Callback
SUPERVISOR REVIEW ....ooiiiiiicie ettt sttt 3 Thanks

SampMemb (2). Hello, my name is [INTERVIEWER NAME] from Mathematica Policy Research in
Princeton, New Jersey. | am calling to complete the interview we are conducting
about [your/SAMPLE MEMBER’s NAME] health and use of nutrition services. Is
now a good time?

CONTINUE THE INTERVIEW .....cooiiiiiiiiiiien e 1 Al
NOT A GOOD TIME.......ciiiiiiii 2 CallBack
SUPERVISOR REVIEW ..ot 3 Thanks

NewProxy(1): PROGRAMMING NOTE: WHEN THERE IS A PROXY, USE THIS SCREEN IF ON
THE FIRST CALL WE WERE GIVEN THE NAME OF THE PROXY BUT THAT
PROXY WAS NOT AVAILABLE.

Recently , the U.S. Department of Health and Human Services, Administration on
Aging and Mathematica Policy Research sent [SAMPLE MEMBER’s NAME] a
letter describing a study we are conducting to improve nutrition services for
older adults. We wanted to interview [SAMPLE MEMBER’s FIRST NAME], but |
understand that [he/she] is unable to be interviewed and your name was given as
someone who could answer on [his/her] behalf. Is now a good time?

CONTINUE THE INTERVIEW .....ccooiiiiiiiiiiiiiie e 1 Al

NOT A GOOD TIME.......ciiiiiiiei 2 CallBack
WANTS MORE INFORMATION ..ottt 3 Morelnfo
SUPERVISOR REVIEW ...t 4 Thanks

NewProxy(2): PROGRAMMING NOTE: WHEN THERE IS A PROXY, USE THIS SCREEN IF ON
THE FIRST CALL WE WERE GIVEN THE NAME OF THE PROXY BUT THAT
PROXY WAS NOT AVAILABLE.

Hello, my name is [INTERVIEWER NAME] from Mathematica Policy Research in
Princeton, New Jersey. Recently, the U.S. Department of Health and Human
Services, Administration on Aging and Mathematica Policy Research sent
[SAMPLE MEMBER NAME] a letter describing a study we are conducting to
improve nutrition services for older adults. We wanted to interview [SAMPLE
MEMBER’s FIRST NAME], but | understand that [he/she] is unable to be
interviewed and your name was given as someone who could answer on [his/her]
behalf. Is now a good time?

CONTINUE THE INTERVIEW ....cocoiiiiiiiiiii e 1 Al

NOT A GOOD TIME.......ciiiiiiie e 2 CallBack
WANTS MORE INFORMATION ....cuttiiiiiie it 3 Morelnfo
SUPERVISOR REVIEW ...t 4 Thanks
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Morelnfo. The Centers for Medicare & Medicaid Services (CMS), which administers the
Medicare program, is cooperating with the U.S. Department of Health and Human
Services, Administration on Aging on a study to learn more about how well citizens
are served by certain government programs. Mathematica Policy Research
(Mathematica), an independent research company, is conducting the study.

Today We will ask you a short series of questions about [SAMPLE MEMBER’s NAME]
health and use of nutrition services. If [he/she] is selected based on your responses,
one of our interviewers will call you to schedule a time to meet with you and
interview you about [his/her] health and well-being, and what [he/she] eats and
drinks.

Shall we begin?

BEGIN INTERVIEW ... 1 Al
WANTS ANOTHER LETTER. ...t 2 ReadLetter
NOT A GOOD TIME.......ciiiiiiie e 3 Callback
HUNG UP DURING INTRODUCTION......coiiiiiiitiiie et 4 Thanks

WhatAbout. |am calling to complete the interview we are conducting with [RESPONDENT
NAME]. When is a good time to reach [RESPONDENT]?

[RESPONDENT] COMES TO THE PHONE ...ttt 1 Al
NEED TO CALL BACK ...t 2 NoLetter
SUPERVISOR REVIEW ...ttt 3 Morelnfo

PhoneCheck.I'm sorry, | must have misdialed, | thought | dialed [PHONE NUMBER]. Can you tell
me what number I've reached to see what kind of mistake | made?

RIGHT NUMBER, NO SUCH PERSON .......cooiiiiiiiiiiiieeeiieee e 1 WrongNumber
WRONG CONNECTION/MISDIAL ...ccviiiiiieitiieniie e 2 Thanks
SUPERVISOR REVIEW ...ttt 3 Thanks
REFUSED TO CONFIRM NUMBER .......cooiiiiiiiiiiee e 3 Thanks

12




A. NONPARTICIPATION SCREENING

PROGRAMMING NOTE: For questions A1-A15, if there is a proxy (Respondent is not the sample
member), text should fill with [Does he/does she, has he/has she, etc.] depending on the Sample
Member.

If there is no proxy (Respondent is the Sample Member), text should fill with [do you, have you, etc.].

Al. [Do you/Does he/Does she] currently eat at a senior community meal program, for
example, at a place like a senior center or community center or somewhere else where
older adults get meals on a regular basis, other than a restaurant?

YES oottt an e, 1 THANK YOU(1)
L PRSPPI 0
DON'T KNOW ..ottt ettt ess et s s en s s nan e d
REFUSED ..ottt sae st s st s s r

A2. During the past year, [have you/has he/has she] eaten at a senior community meal

program?

A2 =1 TR 1 THANK YOU(1)
[ T PO PP PP P PP PPPPPPPPPRPN 0

DON'T KNOW ...ttt ettt ettt ettt et e e e s e e s st e e e s anbeeeesanrneeeaae d

REFUSED ...ttt ettt e et e et e e s b e e e s anreeeeaae r

PROGRAMMER BOX (NUM)

CATI: IF BOTH A1 AND A2 ARE DON'T KNOW OR REFUSED,
SKIP TO THANK YOU(1).

A3. [Are you/ls he/ls she] currently in a home-delivered meals or meals-on-wheels program
where meals are delivered to [your/his/her] home?

YES oottt 1 THANK YOU(1)
L PRSPPI 0
DON'T KNOW ..ottt es st s s d
REFUSED ..ottt n s r
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A4.

AS5.

A6.

AT.

During the past year, [have you/has he/has she] received home-delivered meals or meals-
on-wheels?

YES oottt ettt 1 THANK YOU(1)
NO .ottt ettt en et n et 0
DON'T KNOW ....oocvoieeceeeetetee ettt ene st s s s st seneneanenenenen d
REFUSED ..ottt esee et en st n e s e senenannnansnen r

PROGRAMMER BOX (NUM)

CATI: IF BOTH A3 AND A4 ARE DON'T KNOW OR REFUSED, GO TO
THANK YOU.

[Do you/Does he/Does she] currently live in a nursing home?

YES oottt ettt an e 1 THANK YOU(1)
L PRSPPI 0

DON'T KNOW ..ottt nan s d  THANK YOU(1)
REFUSED ..ottt ettt s s st en e s s r THANK YOU(1)

Y E S et 1

N O ettt e e e s e e e e 0 A8
DON'T KNOW ..ottt e e d A8
REFUSED ... r A8

YES oot ettt ettt an e 1 THANK YOU(1)
NO oottt s ettt et en et n et en e enna e 0

DON'T KNOW ...oooviieecectetes ettt sae s en s s d  THANK YOU(1)
REFUSED ..ottt sse st s s r THANK YOU(1)
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A8.

A9.

A10.

Please tell me how difficult it is for [you/him/her] to go out of [your/his/her] house on
[your/his/her] own without the help of another person.

[Do you/Does he/Does she] have no difficulty, some difficulty, much difficulty, or [are
youlis helis she] unable to leave the house on [your/his/her] own without the help of
another person?

CODE ONE ONLY

NO DIFFICULTY oottt 1 GO TO A13
SOME DIFFICULTY ettt e e 2
MUGCH DIFFICULTY .ottt 3
UNABLE TO DO ..ottt e e s e e e e 4
DON'T KNOW ...ttt ettt e et e e s e e s e e e s nnnneee e e d
REFUSED ...ttt ettt e e s e e e s nnneee e e r

Is the difficulty because of a medical problem, a physical condition, an emotional or
psychological problem, or a lack of transportation?

CODE ALL THAT APPLY
MEDICAL PROBLEM........cttiiiiiiiiiiiii e 1
PHYSICAL CONDITION ....otiiiiiiiiiiiiiiiiiee et 2
EMOTIONAL OR PSYCHOLOGICAL PROBLEM........cccoviiiiiiiiiiiiieeecee e 3
LACK OF TRANSPORTATION ...ttt 4
NONE OF THE ABOVE ..ottt 5
DON'T KNOW ..ottt e e d
REFUSED ..ottt e e e e e s nnnnee e e r

PROGRAMMER BOX A10
CATI: IFA8 =3 OR 4 AND A9 =1, 2, OR 3, ASK A10; ELSE GO TO A13

Please tell me how difficult it is for [you/him/her] to walk from one room to another on the
same level by [yourself/himself/herself].

[Do you/Does he/Does she] have no difficulty, some difficulty, much difficulty, or [are
youlis helis she] unable to go from room to room by [yourself/himself/herself] without the
help of another person?

CODE ONE ONLY

NO DIFFICULTY ottt e 1
SOME DIFFICULTY ottt 2
MUGCH DIFFICULTY .ottt 3
UNABLE TO DO .ottt 4
DON'T KNOW ...ttt e e e e e e e s e e e s nnneeee e e d
REFUSED ..ottt e e e e s nnneee e e r
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Al11l. Please tell me how difficult it is for [you/him/her] to stand up from an armless chair by
[yourself/himself/herself].

[Do you/Does he/Does she] have no difficulty, some difficulty, much difficulty, or [are
youlis helis she] unable to get up from an armless chair by [yourself/himself/herself]
without the help of another person?

CODE ONE ONLY

NO DIFFICULTY oottt 1
SOME DIFFICULTY ittt e e 2
MUGCH DIFFICULTY .ottt 3
UNABLE TO DO ..ottt e e nnnneee e 4
DON'T KNOW ...ttt ettt e e s s e e e s e e e e s nnnneee e e d
REFUSED ..ottt s e e s e e e s nnne e e e r

Al12. Please tell me how difficult it is for [you/him/her] to get in or out of bed by
[yourself/himself/herself].

[Do you/Does he/Does she] have no difficulty, some difficulty, much difficulty, or
[are youlis helis she] unable to get in or out of bed by [yourself/himself/herself]
without the help of another person?

CODE ONE ONLY

NO DIFFICULTY ottt 1
SOME DIFFICULTY ottt 2
MUGCH DIFFICULTY .ttt 3
UNABLE TO DO ..ottt e e e nnnnee e e 4
DON'T KNOW ...ttt ettt e e e e e e s e e e e s nnnneee e e d
REFUSED ..ottt e e nnne e e e s e e e e r

A13. [Areyoul/ls he/ls she] able to prepare hot meals [yourself/himself/herself]?

R =05 TP SRR PPPTPPRRPRI 1 Confirm1
N[O T T TP PP PP PP PPPPPPPPPRUPPPPPPPIN 0

DONT KINOWV ...oeieieeieteeetttteeteteeeeaeseetsssssssssssssssesss s ssss s ts s s ss st s sssesssssssssssesssnsnsnnnnns d Confirm1
REFUSED ..ottt ettt e st e e s st e e st e e e s anreeaeaae r Confirm1

Al4. Is there someone living in [your/his/her] household who can prepare hot meals for

[you/him/her]?

R 4 =S TSP OUSRUPR 1
N ittt ettt e et n e et e e R te e e ae e e aEae e e Ee e e neeennteeareeeanreeannes 0
[0 TN B 1 SR d
REFUSED ...ttt ettt st e et e et e e sste e srte e e st e e snteeenneeesnteesneeenneeennnes r
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Confirml

(IF SAMPLE MEMBER) | would like your help with a survey to find out how the

U.S. Department of Health and Human Services, Administration on Aging can help meet
the needs of older Americans. The survey has two parts. The first part is about your
general health and dietary habits. The second part is about what you ate and drank over a
24 hour period. Your participation is voluntary but we would really like your help. This
survey is for research purposes only and will help to improve services for older adults in
the future. All of your answers will be kept strictly confidential. Your eligibility for services
for this and other programs will not be affected by your decision to participate. The survey
takes about 55 minutes to complete. We'll mail you a $50 gift card within a few weeks of
completing the survey.

(IF PROXY) | would like your help with a survey to find out how the U.S. Department of
Health and Human Services, Administration on Aging can help meet the needs of older
Americans. The survey has two parts. The first part is about [SAMPLE MEMBER’s FIRST
NAME] general health and dietary habits. The second part is about what [he/she] ate and
drank over a 24 hour period. Your participation is voluntary but we would really like your
help. This survey is for research purposes only and will help to improve services for older
adults in the future. All of your answers will be kept strictly confidential. [SAMPLE
MEMBER’s FIRST NAME] eligibility for services for this and other programs will not be
affected by your decision to participate. The survey takes about 55 minutes to complete.
We'll mail you a $50 gift card within a few weeks of completing the survey.

(IF SAMPLE MEMBER OR PROXY) One of our trained interviewers will be calling you
shortly to set up an appointment to complete the interview at your convienence. May |
please confirm some information...

(STRING (NUM))

FIRST NAME
(STRING (NUM))

MIDDLE INITIAL/NAME
(STRING (NUM))

LAST NAME

STREET 1

STREET 2

STREET 3

CITY

STATE

ZIP
DON'T KNOW ..ottt ettt e et e e e s s e e e e e s s snnene s d GO TO END
REFUSED ... r GO TO END

HARD CHECK: IF ZIP CODE NE 5 OR 9 DIGITS; The zip code must be 5 or 9 digits, please re-enter
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Is that correct?

Y E S et 1
N O ettt e e s e s e e n e e e e 0
DON'T KNOW ...ttt e d
REFUSED ...t r

ConfPhoneNumb The phone number we have on record for you is XXX-XXX-XXXX. Is that the
best number where we can reach you?

RS TP 1 ThankYou(2)
[ O PO PU PP PPPPPPTPPPRPTN 0 PhoneNumber
PhoneNumber Please give me the telephone number, area code first.

N Y [ Y N A 1 Y Y Y
(RANGE) (RANGE) (RANGE)

DON'T KNOW ..ottt e e d
REFUSED ...t r

HARD CHECK: IF AREA CODE LT 200; Area code must be greater than 200

HARD CHECK: IF PHONE NUMBER NE 10 DIGITS Phone number should be 10 numeric digits, no
spaces, dashes, parentheses, or other punctuation (or empty)

ThankYou(2). Thank you for your time.

ThankYou(2). Thank you for your time. We look forward to your participation in our study.
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MATHEMATICA
Policy Research

2011 National Evaluation of Title I11-C Nutrition Services
[FILL SUA NAME] Data Verification

The information in Column 1 about [FILL SUA NAME] comes from the State Program Report and the NASUA State of
Aging report. Please review the information about your SUA in Column 1. If the information is correct, check the box in
Column 2 and continue to the next row. If the information is incorrect, please make corrections in Column 3.

COLUMN 1 COLUMN 2

COLUMN 3

Organizational Structure

1. The SUAs... O Correct

an independent agency within state
government

part of an umbrella agency
part of a board or commission

2. (ANSWER 2 ONLY IF SUA IS PART OF O Correct
UMBRELLA AGENCY) The umbrella agency of
the SUA is best described as...

Human service

Health

Medicaid

Welfare

Health and Social/Human/ Family services
Governor/Lt. Governor’s Office
Community/Cultural Affairs

None of the above

Incorrect. The SUA is...

O anindependent agency within state
government
O part of an umbrella agency

O part of a board or commission

Incorrect. The umbrella agency of the SUA is
best described as...

O Human service

Health

Medicaid

Welfare

Ooooag

Health and Social/Human/ Family
services

Governor/Lt. Governor’s Office

O

Community/Cultural Affairs
O None of the above
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COLUMN 1 COLUMN 2 COLUMN 3
3. The SUA administers the followi.ng non-Older O Correct Incorrect. The SUA administers the following
Americans Act (OAA) programs: non-Older Americans Act (OAA) programs:
Medicaid institutional care CHECK ALL THAT APPLY
Medicaid Waiver(s) O Medicaid institutional care
Energy assistance (LIHEAP) O Medicaid Waiver(s)
State health insurance counseling and :
assistance program (SHIP) O Energy a55|s.tance (LIHEAP) |
Pre-admission screening and resident review O State health insurance counseling and
screening for mental illness (PASRR) assistance program (SHIP)
State funded HCBS O Pre-admission screening and resident
SNAP (Food Stamps) review screening for mental iliness
(PASRR)
CACFP O State funded HCBS
Emergency Food Assistance (TEFAP) ate funde
Commodity Supplemental Food Program 0 SNAP (Food Stamps)
(CSFP) O CACFP
Senior Farmers Market (SFMP) O Emergency Food Assistance (TEFAP)
None of the above O Commodity Supplemental Food Program
(CSFP)
O Senior Farmers Market (SFMP)
O None of the above
4. There are [FILL NUMBER] tribal organizations | 0 correct Incorrect. The state has. ..
with Title VI grants in this state.
|__|__| TRIBAL ORGANIZATIONS
Staff and Volunteers
5. This SUA has [FILL # FTEs] full-time O Correct Incorrect. The SUA has...
equivalent employees, including yourself. ||| FULL-TIME EQUIVALENT
~ EMPLOYEES INCLUDING
YOURSELF
6. Of the total number of full-time equivalent O Correct Incorrect. The number of employees who
employees, [FILL # FTEs] work on the Elderly work on the Elderly Nutrition Program is...
Nutrition Program and are funded in whole or in
part by the Older Americans Act. ||| FULL-TIME EQUIVALENT
EMPLOYEES INCLUDING
YOURSELF
Aging and Disability Resource Centers (ADRCSs)
7. An Aging and Disability Resource Center O Correct Incorrect. An Aging and Disability Resource
[exists/does not exist] in your state. Center [exists/does not exist] in your state.
8. (ANSWER QUESTION 2 ONLY IF ADRC O Correct Incorrect. An Aging and Disability Resource

EXISTS) The Aging and Disability Resource
Center [provides/does not provide] statewide
coverage.

Center [exists/does not exist] in your state.
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COLUMN 1 COLUMN 2 COLUMN 3
Service Population
9. The SUA serves the following populations O Correct O Incorrect. The SUA serves. ..
through all programs and services:
CHECK ALL THAT APPLY
Adultts 60 yegrs and older O Adults 60 years and older
Family caregivers O Family caregivers
Adults with physical disabilities regardless of y ) g ) o
age O Adults with physical disabilities regardless
Adults with mental retardation or developmental of age
disability regardless of age O Adults with mental retardation or
Children with physical disabilities developmental disability regardless of
Children with mental retardation or age
developmental disability O Children with physical disabilities
O Children with mental retardation or
developmental disability
10. Between October 2010 and September 2011, O Correct O Incorrect. In the most recently completed
the SUA served [FILL NUMBER] unduplicated fiscal year, the SUA served
congregate nutrition clients in the Older '
Americans Act (OAA) Title 11I-C Congregate |
Nutrition Program. UNDUPLICATED CONGREGATE NUTRITION
PROGRAM CLIENTS
11. Between October 2010 and September 2011, O Correct O Incorrect. In the most recently completed

the SUA served [FILL NUMBER] unduplicated
home-delivery nutrition clients in the Older
Americans Act (OAA) Title 111-C Home-
Delivered Nutrition Program.

fiscal year, the SUA served...

UNDUPLICATED HOME-DELIVERED
NUTRITION PROGRAM CLIENTS

Transfer of Older Americans Act Funds

*THE INFORMATION IN THIS SECTION APPLIES TO FUNDS TRANSFERRED IN THE MOST RECENTLY COMPLETED FISCAL YEAR

12. The SUA transferred $[FILL AMOUNT] in OAA

O Correct O Incorrect. The SUA transferred...
funds from Congregate Meal to Home-
Delivered Meals. S
FROM CONGREGATE TO HOME-DELIVERED
MEALS
13. The SUA transferred $[FILL AMOUNT]in OAA | o correct O Incorrect. The SUA transferred...
funds from Home-Delivered Meals to
Congregate Meals. & N Y Y I Y
FROM HOME-DELIVERED TO CONGREGATE
MEALS
14. The SUA transferred $[FILL AMOUNT]in OAA | o correct O Incorrect. The SUA transferred...

funds from Congregate Meals to Supportive
Services.

1 I Y Y Y A Y Y I

FROM CONGREGATE MEALS TO
SUPPORTIVE SERVICES

National Evaluation of Title IlI-C SUA Fax Back (3-7-12)




COLUMN 1 COLUMN 2 COLUMN 3
15. The SUA transferred $[FILL AMOUNT]in OAA | o correct Incorrect. The SUA transferred...
funds from Home-Delivered Meals to
Supportive Services. S ]
FROM HOME-DELIVERED MEALS TO
SUPPORTIVE SERVICES
16. The SUA transferred $[FILL AMOUNT]in OAA | o correct Incorrect. The SUA transferred...
funds from Supportive Services to Congregate
Meals. & I Y Y I Y
FROM SUPPORTIVE SERVICES TO
CONGREGATE MEALS
17. The SUA transferred $[FILL AMOUNT]in OAA | o correct Incorrect. The SUA transferred...
funds from Supportive Services to Home-
Delivered Meals S]]
FROM SUPPORTIVE SERVICES TO HOME-
DELIVERED MEALS
Program Characteristics
18. The SUA [administers/does not administer] a O Correct Incorrect. The SUA [administers/does not
state fundgd HCBS program that includes administer] a state funded HCBS program
home-delivered meals. that includes home-delivered meals.
Medicaid Waiver
19. The state offers the following nutrition services | 5 correct Incorrect. The state offers the following

in Medicaid HCBS:

Home delivered meals
Nutrition supplements
None of the above

nutrition services in Medicaid HCBS:

O Home delivered meals
O Nutrition supplements
O None of the above
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MATHEMATICA
Policy Research

2011 National Evaluation of the Title IlI-C

Elderly Nutrition Services
State Unit on Aging (SUA) Survey

INTRODUCTION

Thank you for helping us with the National Evaluation of the Title IlI-C Elderly Nutrition Services. The
study will involve a census of all State Units on Aging as well as a large number of Area Agencies on
Aging, Local Service Providers, program participants and eligible non-participants. This survey will collect
information that is not available either in the State Program Report or the NASUA State of Aging report.

The survey should be completed by the person in the SUA who is most familiar with the Elderly
Nutrition Program.

When completing the survey, please use a black or blue pen and write in the spaces provided.

Unless questions specifically indicate that more than one answer may be given, please mark only
one answer per question.

If you have any questions regarding the study or completing the State Unit on Aging Survey,
please contact Rhoda Cohen at 1-800-232-8024 or email: rcohen@mathematica-mpr.com

The information you provide will be used only for statistical purposes. In accordance with the
Confidential Information Protection and Statistical Efficiency Act of 2002, your responses will not
be disclosed in identifiable form without your consent.

Participation is completely voluntary. We thank you for your cooperation and participation in this
very important study.

If you do not have exact information available to answer certain questions, your best estimate will
be fine.


mailto:rcohen@mathematica-mpr.com�

A. ORGANIZATIONAL STRUCTURE, STAFF AND VOLUNTEERS

Al. How many Area Agencies on Aging (AAA) are there currently in your state?

|__|__| AAAs

A2. Of the total number of Area Agencies on Aging currently in your state, please record
the number of AAAs that are characterized by each of the various types of planning

and service area boundaries.

Planning and Service Area Boundaries Number of AAAs Don’t Know
A, SINGIE-COUNLY ....ooiveereeiceeeeceeeceee e L ad
D, MUHCOUNLY w..voeveeceeeeecee e ] aJ
c. Single city/metro area......ccccccceecuvvveveeeeeiiiinnnn, | a0
d. Multiple City/metro area ............cceeveveveeveeeenne. ] a1
€. Other (SPECIfY)...ceceveeeeieeeeeeeee e ] a0

A3. Does the SUA currently employ a Nutrition Program Administrator who plans,
develops, administers, implements and evaluates the Elderly Nutrition Program?

10 Yes

o No
I—) GO TO A6
¢« Don’t know

A4. Is the Nutrition Program Administrator a registered dietitian or state credentialed

nutrition professional?

10 Yes
o No

¢« Don’t know
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A5. What program responsibilities does the Nutrition Program Administrator currently
have other than the Elderly Nutrition Program?
MARK ALL THAT APPLY

10 Other food and nutrition programs (e.g., SNAP, Senior Farmers’
Market Nutrition Program (SFMNP), etc.)

20 Non-food and nutrition programs (e.g., transportation services,
senior centers, etc.) (Specify)

s No other program responsibilities

A6. How many employees who are registered dietitians and/or state credentialed nutrition
professionals currently work at least part of their time on the Elderly Nutrition
Program?

|__| EMPLOYEES

B. AGING AND DISABILITY RESOURCE CENTERS (ADRCS)

B1. Has the Elderly Nutrition Program staff been involved in developing or reviewing the
current intake process or assessment tools for nutrition services for the Aging and
Disability Resource Center site(s) in your state?

10 Yes
od No
20 ADRC is not operational => GO TO C1

¢« Don’t know

B2. Do Aging and Disability Resource Center sites in your state currently assess clients
for nutrition service needs as part of the client intake and assessment?

10 Yes, all sites
20 Yes, some sites
o No

«d Don't know

B3. Do the Aging and Disability Resource Center sites currently use client intake and
assessments for nutrition services that are consistent across the state?

10 Yes
o No
20 Only one site in state

¢« Don’t know
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C. CONSUMER DIRECTION

The next questions are about self-directed care. Self-directed care is defined as programs
and services, in which clients can choose to select, manage and dismiss their workers.
This may also be referred to as “consumer-directed” care.

C1l. Does the SUA currently have policies that permit self-directed home and community-
based services for older adults?

10
o
a [

Yes

No
I—) GO TO D1
Don’t know

C2. Do the self-directed home and community-based service programs for older adults
include nutrition services as allowable services?

10
20
od
«Od

Yes, all self-directed programs allow nutrition services

Yes, some self-directed programs allow nutrition services

No
I—) GO TO D1
Don't know

C3. What options are currently allowed for delivery of self-directed nutrition services?

MARK ALL THAT APPLY

10
20
s
40
s
s J

Payments to friends or family

Restaurant vouchers

Congregate nutrition services

Home-delivered nutrition services

No policy exists about allowable service delivery

Other (Specify)
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D. FOOD SAFETY

D1. Does the SUA currently have any formal policies, guidance or regulations for
managing food borne ilinesses in the Elderly Nutrition Program?

10 Yes

o No
I—) GO TO D3
¢« Don’t know

D2. Which of the following entities were involved in the development of the SUA’s current
food borne illness policy for the Elderly Nutrition Program?

10 AAAs

20 Local service providers

s State or local health department
4[] State department of agriculture
s None of the above

¢« Don't know

D3. Does the SUA currently have formal policies, guidance or regulations for managing
food recalls?

10 Yes

o No
I—) GO TO D5
¢« Don’t know

D4. Which of the following entities were involved in the development of the SUA’s current
food recall policy?

10 AAAs

20 Local service providers

3[J State or local health department
4+ State department of agriculture
s None of the above

¢« Don’t know
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D5.

D6.

D7.

D8.

D9.

Are local service providers currently required by the SUA to report incidents of
food borne illness that occur in the Elderly Nutrition Program (congregate or
home-delivered nutrition programs) to each of the following entities?

Don’t

Yes No Know
A, AAA O o[ 4
D, SUA O o o
c. State or local health department ...................... O o a O

During the past 3 years, how many different times was the food served in the
congregate nutrition program associated with an outbreak of food-borne illness?

|| TIMES

o Zero
—> GO TO D8

«O0 Don'tknow ——
In total, how many clients got sick during the past 3 years?
| |_|__|__| CONGREGATE NUTRITION PROGRAM CLIENTS

¢« Don’t know

During the past 3 years, how many different times was food served in the home-
delivered nutrition program associated with an outbreak of food-borne illness?

__|__| TIMES

o Zero
—> GO TO E1

«O0 Don't know —

In total, how many clients got sick in the past 3 years?

HOME-DELIVERED NUTRITION PROGRAM CLIENTS

¢« Don’t know
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E. NUTRITION PROGRAM QUALITY/MONITORING/SITE VISITS

El. Please indicate how the DRIs (dietary reference intakes) and Dietary Guidelines for
Americans (2005) had been implemented throughout the Elderly Nutrition Program in

your state as of December 2010?

Implementation Status

Full implementation throughout the state .......................

a.
b. Full implementation in portions of the state..................

@

Partial implementation throughout the state....................

o

Very little implementation throughout the state ..............

(ST 1o o B 10 N

Dietary Reference
Intakes (DRIs)

Dietary Guidelines
for Americans

1O
2O
3
4O
«O

1O
2O
s [
4O
«O

E2. Has the SUA established a formal policy for the Elderly Nutrition Program regarding
the implementation of the DRI or the Dietary Guidelines for Americans?

10 Yes, DRI only

20 Yes, Dietary Guidelines for Americans only

s Yes, both DRI and the Dietary Guidelines

o No, neither DRI or the Dietary Guidelines —> GO TO E4

E3. When were the SUA’s formal policies regarding the DRI or Dietary Guidelines last

updated?
||| |__|YEAR

¢« Don’t know

E4. How frequently are SUA policies on the implementation of the DRIs or Dietary
Guidelines in the Elderly Nutrition Program updated?

1O Yearly

20 After every reauthorization of the Older Americans Act (OAA)

s[J After changes are made to the DRI, Dietary Guidelines for Americans or food service

codes
4+ Every 1-5 years
5[] Other (Specify)

s[1] No schedule is used

¢« Don’t know
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E5. Has the SUA established a formal policy for the Elderly Nutrition Program regarding
the implementation of state and local food service codes?

10 Yes
o No
¢« Don’t know

E6. Does the SUA currently include assessments in any of the following areas to monitor
the AAAs’ implementation of the Elderly Nutrition Program?

MARK ALL THAT APPLY
1O Nutrient quality

20 Client satisfaction
s Food service quality
4[J Targeting of service
s[J Outreach activities
6] Access to service
70 Reporting of data

s [ Fiscal management
9 None of the above
«d Don't know

E7. Which of the following does the SUA currently use to contribute to the nutrient quality
of the meals in the Elderly Nutrition Program?

MARK ALL THAT APPLY

1[0 Statewide catering contract

20 State approved menus to AAAs

3[J Credentialed nutrition professional to approve AAA submitted menus
40 Computer assisted menu analysis

s Site visits

s ] Training of AAAs and local service providers
70 Technical assistance

s Monitoring of AAAs

9[J AAA assurance of nutrient quality

o0 None of the above

¢« Don’t know
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F. DATA AND PERFORMANCE
F1. How do AAAs currently report Elderly Nutrition Program data to the SUA?

MARK ALL THAT APPLY

10 Software/computer system
20 Emall
sd Phone

4+ Mall —> GO TOF3
5[] Other (Specify)

¢« Don’t know

F2. Are all AAAs in your state currently required to use the same software for reporting
Elderly Nutrition Program data?

10 Yes
o No

¢« Don’t know

F3. Does the SUA currently require AAAs to report Elderly Nutrition Program data beyond
that required in the AoA State Program Report?

10 Yes

o No
I—) GO TO F5
¢« Don’t know
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F4. What specific data are currently collected beyond what is required for the State
Program Report?

MARK ALL THAT APPLY
1 Nutrition program service reports/program performance data

20 Quality assurance findings
s Fiscal management reports
40 None of the above

¢« Don't know

F5. Has the SUA or AAA established Elderly Nutrition Program performance measures at
the AAA level?

10 Yes

od No

¢« Don't know

F6. Does the SUA currently share Elderly Nutrition Program performance data with the

public?

10 Yes

od No

¢« Don't know

F7. How frequently are AAAs required to report Elderly Nutrition Program data to the
SUA?

10 Continuously
20 Monthly

s Quarterly

40 Semi-annually
s Annually

61 Other (Specify)

¢« Don’t know
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F8. Does the SUA currently use Elderly Nutrition Program performance data for any of the
following purposes?

MARK ALL THAT APPLY

10 To monitor AAAs’ Elderly Nutrition Program performance
20 To provide the basis for technical assistance

3[J To provide information to other state agencies

4+ To provide information to the state legislature

s [ To justify or prepare state budget requests

6] To develop new programs

70 To improve existing programs

s [J To inform program planning

90 None of the above

¢« Don’t know

G. NUTRITION NEEDS ASSESSMENT (COMMUNITY/INDIVIDUAL)

G1. During the previous 5 years, have community needs assessments for elderly nutrition
services been conducted?

10 Yes, a state-wide community needs assessment that
includes nutrition has been done —> GO TO G3

20 Yes, one or more local level (PSA-level) community
needs assessments that include nutrition have been done

30 No assessment has been done
—l—) GO TO G4
¢« Don’t know

G2. Did the local level community needs assessment(s) follow a consistent protocol that
included nutrition?

10 Yes
o No

¢« Don’t know

G3. Were results from the community needs assessment(s) pertaining to nutrition utilized
or incorporated into the state plan?

10 Yes
o No

¢« Don’t know
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G4. Does the SUA currently issue formal policies or guidance to the AAAs or local service
providers on the conduct of individual nutrition needs assessment in the Elderly
Nutrition Program?

10 Yes

o No
I—) GO TOH1
¢« Don’t know

Gb5. Is a consistent individual nutrition needs assessment currently required at the local level
(AAA or local service provider) for the Elderly Nutrition Program? Please exclude the
NSI/DETERMINE Checklist from your response.

10 Yes
o No

¢« Don’t know

H. STATE AND AREA PLANS

H1. Does the OAA required State Plan on Aging currently include a nutrition services
component?

10 Yes
o No

¢« Don’t know

H2. How was the Elderly Nutrition Program staff involved in developing the current OAA
required State Plan on Aging?

MARK ALL THAT APPLY
10 Consulted during development

20 Participated in writing nutrition related components
3[J Reviewed or commented on drafts of the state plan
4 None of the above

s [J ENP staff were not involved in the development of the current OAA required State Plan
on Aging

¢« Don’t know

H3. Does the Area Plan for Aging format currently include a nutrition services
component?

10 Yes
o No

¢« Don’t know
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I EMERGENCY NUTRITION SERVICE

1. Does the SUA currently have an Emergency Preparedness Plan that includes nutrition
services?

MARK ALL THAT APPLY
1 Yes, for short-term emergencies

20 Yes, for long-term emergencies

o No
I—) GO TOI4
¢« Don’t know

2. Does the SUA currently have policies that require AAA contracts or grants to local
service providers to include how nutrition services are to be provided during local
emergencies?

10 Yes
o No
¢« Don’t know

3.  Which of the following components are included in the current SUA Emergency
Preparedness Plan for nutrition services?

MARK ALL THAT APPLY
10 Plan for communications between organizations as well as with clients

20 Plan for the provision of food and water

s Plan for identifying and addressing the health and wellness needs of nutrition clients
400 None of the above

¢« Don't know

4.  With which of the following entities does the SUA currently have a relationship to help
meet the needs of Elderly Nutrition Program clients during emergencies?

MARK ALL THAT APPLY

10 County/local organizations
20 Red Cross
s[J FEMA citizens’ corps

4[J National Voluntary Organizations Active in Disasters (VOAD) or their members
(e.g., Feeding America, Catholic Charities, The Jewish Federations)

5[] Private sector entities involved in disasters
s[] None of the above

¢« Don’t know
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J. TRAINING AND TECHNICAL ASSISTANCE

J1. During the past 2 years, which of the following has the SUA done to provide training
and technical assistance for the Elderly Nutrition Program?
MARK ALL THAT APPLY
10 Held specific trainings that focus on the Elderly Nutrition Program and related topics

20 Held general trainings that cover a range of programs and services, including the
Elderly Nutrition Program and related topics

s Held trainings on the Elderly Nutrition Program and related topics in conjunction with
other state or local agencies or organizations (e.g., state health department)

4O None of the above

¢« Don’t know

J2. During the past 2 years, on which of the following topics has the SUA provided
training to AAAs or local service providers?
MARK ALL THAT APPLY
1 Nutrition quality
20 Food safety
s[J Food service
4[J Nutrition education
5[ Nutrition counseling
6 ] Program evaluation or outcome measurement
700 None of the above
¢« Don't know
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K. TARGETING

The next question is about targeting. Targeting is defined as modifying or adapting
services and outreach to attract and meet the needs of identified groups who may be
under-represented or are considered in special need of services. Target populations are
defined by the Older Americans Act as... “older individuals with greatest economic need
and older individuals with greatest social need (with particular attention to low-income
older individuals, including low-income minority older individuals, older individuals with
limited English proficiency, and older individuals residing in rural areas).”

K1. What mechanisms does the SUA use to insure targeting of Elderly Nutrition Program
services?

10 Formal policies

20 Guidance

3[J Regulations

4+[J Contract language

s Area plan review and approval
6] Monitoring of AAAs

70 None of the above

¢« Don’t know

L. PRIORITIZATION OF SERVICES

The next 3 questions are about prioritization. Prioritization is defined as establishing
criteriato be used as a basis for making decisions to serve some individuals before
others when resources are limited.

L1. Which of the following best describes how the SUA’s current prioritization policy was
set for the Elderly Nutrition Program?

1 Prioritization policy is set by the SUA

20 Prioritization policy is set by the SUA with input from AAAs
s Prioritization policy is set by the AAAs with input from SUA
4+ Prioritization policy is set by the AAAs

s Prioritization policy is set by the local service providers

6 1 No prioritization policy exists

¢« Don’t know

L2. Are prioritization criteria statewide or do they vary by AAA?

1O Prioritization criteria are statewide
20 Prioritization criteria are AAA specific
s Prioritization criteria are local service provider specific

¢« Don’t know
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L3. Which of the following criteria are used to determine Elderly Nutrition Program
service priority according to SUA policy?

MARK ALL THAT APPLY

Congregate meal Home-delivered meal

Criteria prioritization prioritization
a. ADL and/or IADL impairment minimum

(e.g., 3+ ADL impairments)............cccoeeveeenunnn. 10 20
b. Lack of informal/family support..........cccccceeennns 1O >0
c. Geographic isolation (e.g., rural) ........ccc..cc..... 1O 2[00
d. Social isolation (e.g., lives alone) .................... 1O >0
e. Chronic health condition (e.g., diabetes)......... 1O > O
f.  Poor housing or lack of kitchen access........... 1O >0
g. Homebound........ccccoeeiiiiiiiiiieee e 1O > O
h. Racial/ethnic minority ........cccccccoevviciieeneeennnns 1O >0
i. Advanced age (e.g., 75+, 85+) ..cccccviiiiieeeninnnns 1O > O
j- Lowincome (e.g., % of federal poverty level) . 1O >0
k. Limited English proficiency..........cccccovvveeennnnns 1O > O
. Dementia or cognitive impairment.................. 1O >0
m. Food insecurity/NUNGEr ..........cccovvveiiiiieeeeenenns 1O > O
n. Nutrition risk assessment ...........cccccvvvveveeennnnns 1O >0
0. Adult day care participation ...........ccccceeeeerennns 1O > O
p. Long-term care need for service..........c..c....... 1O >0
g. Short-term care need for service.........cc..c....... 1O > O
. Other (SPECify) .. .uuurieiiiiiiiiiieie e e e e 1O >0
S. No prioritization criteria...........cccceeeeeeiiciieieennn. 0O >0
t.  Criteria are not set by the SUA.............ccccee. 0O >0
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M WAITING LISTS

M1. Does the SUA currently have policies, guidance or regulations pertaining to the
creation and management of waiting lists for Elderly Nutrition Program services?

MARK ALL THAT APPLY

10 Yes, for the home-delivered nutrition service
20 Yes, for the congregate nutrition service

od No

¢« Don’t know

M2. Does the SUA currently maintain or have access to information on waiting lists for
any of the following services?

MARK ALL THAT APPLY

10 Yes, for home-delivered nutrition service
20 Yes, for congregate nutrition service

s Yes, for other OAA services

o No

¢« Don’t know

N. ACCESSING SERVICES/ELIGIBILITY

The following two questions ask about eligibility criteria. Eligibility criteria refer to criteria
used to determine who may receive services regardless of program resource limitations.

N1. Does the SUA have specific policies, guidance or regulations on the eligibility criteria
for the Home-Delivered Nutrition Program?

10 Yes

o No
I—) GO TO N3
¢« Don’t know

N2. Which of the following best describes how eligibility criteria are set for the home-
delivered nutrition program?

MARK ONE

1O Eligibility is set by the SUA

20 Eligibility is set at the AAA level but must be consistent with SUA policy
s Eligibility is set at the AAA level

4+ Eligibility is set at the local service provider level

¢« Don’t know
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N3. Does the SUA currently have policies, guidance or regulations regarding the location
of congregate nutrition sites?

10 Yes
od No
¢« Don't know
N4. Does the SUA currently have policies, guidance or regulations regarding the

accessibility of congregate nutrition sites, that is, sites are compliant with the
Americans with Disabilities Act?

10 Yes
od No
¢« Don’t know
N5. What percent of congregate sites in your state are accessible as defined by the
Americans with Disabilities Act?
||| %

¢« Don’t know

O. NUTRITION EDUCATION

O1. Currently, how often does the SUA require the AAA or local service provider to offer
nutrition education?

MARK ONE

10 Monthly

20 Quarterly

sd Semi-annually

4«0 Annually

5[] No policy exists at the SUA level on frequency of nutrition education

s [J Nutrition education only provided by the SUA and not by AAA or local service provider
70 Other (Specify)

¢« Don’t know

02. Currently, does the SUA have formal policies, guidance or regulations on the
gualifications of staff that provide nutrition education at the AAA or local service
provider level?

10 Yes
o No

¢« Don’t know
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03. Currently, does the SUA require that AAAs or local service providers develop a
nutrition education plan?

10 Yes

o No
I—) GO TOP1
¢« Don’t know

O4. What is the SUA’s role with regard to the AAA/local service provider nutrition
education plan?

MARK ALL THAT APPLY

10 The SUA must approve the plan

20 The SUA provides guidance on developing the plan
30 The SUA sets minimum components of the plan
4[J The SUA monitors the plan

5[] Other (Specify)

¢« Don’t know

P. NUTRITION COUNSELING

P1. Currently, does the SUA require that nutrition counseling be available in each PSA
(provided by the AAA or their service providers)?

10 Yes
o No

¢« Don’t know

P2. Currently, does the SUA have policies, guidance or regulations related to nutrition
counseling on any of the following topics?

MARK ALL THAT APPLY

1O Criteria for authorizing nutrition counseling
20 Qualifications of the nutrition counseling staff
3[J Content of the nutrition counseling

4+[J None of the above

¢« Don’t know
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Q. BUDGET AND FISCAL

Q1. Which of the following budget related activities involve the participation of Elderly
Nutrition Program staff?

MARK ALL THAT APPLY
1O Providing research or analysis on the implications of budget options

20 Preparing or reviewing budget justification materials
s Determining budget request amounts

4+ Determining budget allocation

s None of the above

¢« Don't know

Q2. Which of the following does the Elderly Nutrition Program staff currently monitor at
the SUA or AAA level?

MARK ALL THAT APPLY
10 Expenditures per meal
20 Expenditures per client
30 Contract costs

4+[J Program income

s[J Funding sources

s ] None of the above

«d Don't know

Q3. Does the SUA have policy, guidance, or regulations related to AAA and local service
provider offering private pay/fee-for-service nutrition services?

10 Yes
o No
¢« Don’t know

Q4. Please indicate how much your SUA encourages or discourages AAAS or service
providers to operate private pay/fee-for-service nutrition programs for older adults?

1 Strongly encourages

20 Encourages

s[J Allows private pay but neither encourages nor discourages the activity
4«0 Discourages

5[] Prohibits

¢« Don’t know
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Q5. Is there a statewide unit rate for the following nutrition services programs and were

nutrition program staff involved in setting the unit rate?

Program staff involved in
Statewide Unit Rate setting unit rate
Don’t Don’t
Nutrition Program Yes No know Yes No know
a. Congregate nutrition program............ O o o 1O o o
b. Home-delivered nutrition program..... 1O o O O o o
c. Medicaid waiver nutrition services..... 1O o O O o a O
R. PROGRAM CONTRIBUTIONS

The next questions ask about the SUA policy regarding participant contributions for the

Elderly Nutrition Program.

R1. Does the SUA currently have a policy regarding the...

a. Collection and/or management of participant
contributions for the Elderly Nutrition Program?.........

b. Distribution of participant contributions for the Elderly

NULHItION Program?........ccceeeveeeiiiiciiiieeee e csinieeeeea e

c. Spending of participant contributions for the Elderly
NULFtION Program?...........eceeeeiiiiiiiiiieeeee e

Yes No Don’t know
1O od «O
1O od aO
1O od «O

R2. Does the SUA currently have specific policies on the non-coercion of participants

with regard to participant contributions?

10 Yes
o No

¢« Don’t know

National Evaluation of Title 11I-C SUA Survey Draft (3-9-12)
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R3. How does the SUA determine if participant contributions to the Elderly Nutrition
Program are used to expand services?
MARK ALL THAT APPLY

10 AAAs and local service providers are required to spend participant contributions first and
then other funds

20 AAAs and local service providers are required to report data on services delivered using
participant contributions

s[d The SUA monitors program data (e.g., service units, people served) in relation to
participant contributions reported.

4«0 Other (Specify)

¢« Don’t know

S. FACILITIES AND EQUIPMENT

S1. Currently, does the SUA provide equipment, either directly or through designated
funding, for use by the Elderly Nutrition Program (home-delivered nutrition or
congregate nutrition programs)?

10 Yes
o No

¢« Don’t know

S2. Currently, does the SUA provide any facilities, either directly or through designated
funding for use by the Elderly Nutrition Program (home-delivered nutrition or
congregate nutrition programs)?

10 Yes
o No

¢« Don’t know
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T. INTEGRATION WITH OTHER FOOD AND NUTRITION PROGRAMS

T1. Currently, to what extent does the Elderly Nutrition Program staff collaborate with
each of the following food and nutrition partners to improve access or service
delivery to older adults (e.g., through modification/streamlining of application
process, review or development of policies, etc.)?

Extent of Collaboration

Very Not at Not
much Somewhat | A little all applicable
a. Supplemental Nutrition Assistance
Program (SNAP) ........cccoveeveeecennn. 10 2[1 3] a0 n[l
b. Senior Farmers’ Market Nutrition
Program (SFMNP) ........cccccovevevevennnn. 10 201 s a0 n[]
c. Commodity Supplemental Food
Program (CSFP) ......cccccvveveveeeeennnnn. 10 2[1 3] a0 n[l
d. Child and Adult Care Food Program
[(07:X01 =1 =) TS 10 2] 3] 20 nJ
e. The Emergency Food Assistance
Program (TEFAP) ......cccoceeveeeieennn. 10 20 s o0 n

T2. Have the Elderly Nutrition Program staff collaborated with the following food and
nutrition programs in any of the following ways?

MARK ALL THAT APPLY

Type of Collaboration SNAP | SFMNP | CSFP | CACFP | TEFAP
a. Participate in review or development of policies
OF PrOCEAUIES. .....c.veueeeeeeeeeeeteeeeeeeeeeeseesesereseeeaeeanenas 1 2 s 4O s [
b. Promote older adult access to the program .......... 14 2 3] o[ 5 [
c. Participate in training and technical assistance..... 10 2] s [ 40 s [
d. Participate in committees and workshops............. 14 2 s +0O s [
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u. INTEGRATION WITH NON-FOOD AND NUTRITION PROGRAMS

Ul. Have the Elderly Nutrition Program staff been involved with case management,
information and referral/assistance or ADRC services in any of the following ways?

MARK ALL THAT APPLY

10 Review or development of policies, guidance or regulations regarding the inclusion of
nutrition services

20 Development or review of screening protocols
s Implementation of screening protocols
40 Development or review of assessment tools
s[J Development or review of referral/assistance process
6 ] Implementation of referral/assistance process
70 Provision of training
s [J Receipt of training from non-food nutrition program
nJ Not applicable, no consistent state level intake, assessment or referral process
U2. Have the Elderly Nutrition Program staff been involved with evidence-based health

promotion and disease prevention programs (e.g., chronic disease self-management
program) in any of the following way?

10 Management of evidence-based health promotion and disease prevention grants
20 Promotion of inclusion of nutrition program clients as participants

s Participation in outreach activities

40 Coordination with state health department evidence-based grantees

s None of the above

nJ Not applicable, no evidence-based health promotion and disease prevention grants

V. MEDICAID WAIVER
V1. Currently, does the SUA administer a Medicaid waiver program for the elderly?

10 Yes
o No—> GOTOV3

20 State does not have a Medicaid
waiver program for the elderly _|_> GO TO W1

¢« Don’t know
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V2. Which of the following services are provided under the current state Medicaid waiver
program for the elderly?

MARK ALL THAT APPLY

10 Nutrition assessment
20 Nutrition counseling

3[J Nutrition risk reduction
4J Home-delivered meals
s[J Medical nutrition therapy
e [1 Dietitian services

70 Nutritional supplements
s [J None of the above

¢« Don’t know

V3. Was the SUA Elderly Nutrition Program staff involved with the current state Medicaid
waivers for the elderly by...

Yes No Don’t know
a. Reviewing policies related to nutrition services?............. 10 old «d
Providing input regarding the use of nutritional
supplements in the waiver programs?..........cccceecvvvveeennn. 10 od ad

V4. Are the following consistent across Medicaid waiver and the Elderly Nutrition Programs?

Yes No Don’t know
a. Are nutrition standards consistent? ..............cccceeeeeeennnns 10 old «Od
b. Are food safety standards consistent? .............cccccceeeene 10 od ad
c. Are nutrition counseling services consistent? ................. 10 o «Od
d. Are cost or rates for nutrition services consistent?.......... 10 od ad
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W. COORDINATION/COLLABORATION/PARTNERSHIPS

W1. Please mark your five most important partners or collaborators specifically for the
Elderly Nutrition Program.

MARK ONLY FIVE

1 O Hospital or nursing facility state associations

2 [0 State transportation department or agency

3[J State Medicaid agency/unit

4[] State Medicaid waiver agency/unit

5[] Veterans Affairs (state or federal)

6 [1 State public housing department or agency

70 Supplemental Nutrition Assistance Program (SNAP)

s 1 Supplemental Nutrition Assistance Program — Education (SNAP-Ed)
9 [J Food Distribution Program on Indian Reservations (FDPIR)

10 [0 Commodity Supplemental Nutrition Program (CSNP)

110 The Emergency Food Assistance Program (TFAP)

12[J Child and Adult Care Food Program (CACFP)

13 [0 Senior Farmers Market Nutrition Program (SFMNP)

1[0 OAA Title VI (Native American, Alaska Native and Native Hawaiian Elders) program
15 [ Other Older Americans Act (OAA) programs

16 ] Aging and Disability Resource Center program

170 Non OAA funded Home delivered nutrition programs (e.g. Meals on Wheels)
18 [] State public health departments or agencies

19 [0 Other state human services agencies or programs

20 L1 Elder abuse prevention programs or Adult Protective Services (APS)
21 [0 Legal services for older adults

22 [ Energy assistance (LIHEAP)

23 [] State association of area agencies on aging

24 [0 Other stakeholder organizations

25 [1 Professional Organizations

26 [1 Foundations

27 [ Churches, synagogues, mosques, faith-based organizations

28 [1 College or university

20 [1 Volunteer bureaus/organizations

s0 [ Private Industry

31 [0 Other (Specify)

32 [0 None of the above
|—) GO TO W3
¢« Don’'t know
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W?2. For each partner/collaborator that you marked in Question W1, please record the

partner/collaborator number from Question W1 and indicate which activities

you jointly engage in for the Elderly Nutrition Program.

TA or training about fundraising ........
Shared resources .........ccocvvvverneennn.
AdVOCACY ...eevveeeiiiiiiiiiiiiee e
Strategic planning...........ccoceeeeienne

Public education .........cccceeeeveveierennnen.

Development of policies, guidance or
regulations ........cccccooveiiiieneiee e

Development of procedures ..............
Service delivery ....cccvvicciiieeneeeieis
Shared outreach .........cccccoevievenneenn.
Targeting special populations............
Training/technical assistance ............

Development of consumer materials.

. Promotion of older adult nutrition

issues in other agencies/programs....

None of the above .........cc.ooovvueereinnnnn.

DON't KNOW ..covvveeieiiiiieeiieee e,

Wa3. Is there one or more OAA Title VI Nutrition and Supportive Services for Native American,

First Second Third Fourth Fifth
Partner Partner Partner Partner Partner
Number Number Number Number Number
| || || | |

1O 2 s 4«0 s

1O 2O s 4O s

1O 2O s 4«0 s

1O 2 s 40O s

1O 2O s 4«0 s

1O 2O s 4O s

1O 2 s 4«0 s

1O 2 s 40O s

1O 2O s 4«0 s

1O 2 s 40O s

1O 2 s 4«0 s

1O 2O s 4O s

1O 2O s 4«0 s

1O 2 s 40O s

«Od «O «O «Od «Od

Alaska Native and Native Hawaiian Program in your state?

10 Yes

o No
I—) GO TO X1
¢« Don’t know
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W4. What are the major areas in which your SUA currently collaborates with Title VI
programs?

MARK ALL THAT APPLY

Areas of Partnership or Collaboration

1 TA or training about fundraising

2 [J Shared resources

s Advocacy

4 [0 Strategic planning

s [J Public education

s [1 Development of policies, guidance or regulations
7 Development of procedures

s [ Service delivery

9 Shared outreach

10 [] Targeting special populations

11 [0 Training/technical assistance

12 [0 Development of consumer materials

13 [0 Promotion of older adult nutrition issues in other agencies/programs
1[0 None of the above

¢« Don’'t know

X. FUNDING/RESOURCE ALLOCATION
The next questions are about total expenditures incurred by your SUA during the most
recently completed fiscal year. Total expenditures include service, administrative, and
overhead expenditures.

X1. When did your most recently completed fiscal year end?

|| ]
MONTH DAY YEAR

X2. During the most recently completed fiscal year, what were the total expenditures for
your SUA, including expenditures for the Elderly Nutrition Program?

G538 I X 9 T 9 I
¢« Don’t know

National Evaluation of Title 11I-C SUA Survey Draft (3-9-12) 27



X3. During the most recently completed fiscal year, what were the total expenditures for
the Elderly Nutrition Program? This includes expenditures from funds received from

the OAA plus expenditures from any additional sources of funds for the Elderly

Nutrition Program.

$

¢« Don’t know

X4.

During the most recently completed fiscal year, how much did your SUA spend for the

Elderly Nutrition Program from each of the following sources?

Funding Category

a.

All federal funding sources

1. Older Americans Act funds including
NSIP

2. Other HHS funds (e.g., SSBG)

3. Other non-HHS funds (e.g., USDA,
VA)

4. Multiple federal funds (unidentified)
All state funding sources

1. General state funds

2. State lottery funds

3. State targeted tax funds

4. Other state funds (Specify)

Other funding sources, excluding
AAA and local service provider funds

X5.

Congregate nutrition expenditures

Home-delivered nutrition expenditures

.3 A T Y Y Y I ) Y A ) O
¢ Don't know d ] Don't know
3 N Y N A Y - Y I N ) A
¢ Don't know ¢ Don't know
.3 N T Y A Y Y I A Y I N )
¢ Don't know d [ Don't know
.3 N T S A Y Y ) Y I ) O

¢ [J Don't know

¢ [ Don't know

.3 N T Y I Y I ) Y N ) I
¢ Don't know d ] Don't know
3 N Y N A Y - Y I N ) A
¢ Don't know ¢ 0 Don't know
. N T Y Y Y I A Y Y A
¢ Don't know d [ Don't know
.3 N T Y S Y Y ) Y I ) Y I

¢ 0 Don't know

-3 N Y Y I O

¢ 0 Don't know

$ ]

d [J Don't know

d I Don't know

Which of the following statements best describes how decisions are currently made

on transferring funds among congregate nutrition, home-delivered nutrition, and
supportive services programs?

10
20
s
4O

¢« Don’t know

National Evaluation of Title 11I-C SUA Survey Draft (3-9-12)
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Y. CONTACT INFORMATION

Y1. Please provide contact information for the person who completed this questionnaire.

Contact Name:

Title or Role in SUA:

Email Address:

Telephone Number: |__ | | ||l ]
Area Code

THANK YOU FOR COMPLETING THIS SURVEY. WE VALUE YOUR PARTICIPATION.

Please Return to:

Rhoda Cohen, Survey Director
Mathematica Policy Research
P.O. Box 2393
Princeton, NJ 08543-2393

If you have any questions, please call Ms. Cohen at 1-800-232-8024.
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MATHEMATICA
Policy Research

2011 National Evaluation of Title I11-C Nutrition Services
Area Agency on Aging (AAA) Survey
Fax Back Form

ORGANIZATIONAL STRUCTURE

What was the end date of your most recently completed fiscal year? Note: You may use your organization’s
fiscal year or another entity’s fiscal year (e.g. federal, state). Please use the same fiscal year as the reference
for all questions that follow.

] A Y A Y
Month Day Year

During your most recently completed fiscal year, what was the total, unduplicated number of people who
received any registered service, supported in whole or in part by Older Americans Act (OAA) Title 111?
Registered services include personal care, homemaker, chore, home-delivered meals, adult day care/health,
case management, assisted transportation, congregate meals, and nutrition counseling.

| _ILL_|__| | PEOPLE RECEIVED ANY REGISTERED OAA SERVICE
«O Don’t know

During your most recently completed fiscal year, what was the total, unduplicated number of people who
received the following?

a. Congregate nutrition services for older adults? Y Y Y A I
«O Don’t know

b. Home-delivered nutrition services for older adults? || |.[_|__|_ |
¢« Don’t know

STAFF AND VOLUNTEERS

During your most recently completed fiscal year, including yourself, how many full-time equivalent
employees did your AAA have?

| I__]__|___| NUMBER OF FULL-TIME EQUIVALENT EMPLOYEES
¢« Don’t know

During your most recently completed fiscal year, including yourself, how many full-time equivalent
employees worked on the nutrition program (congregate and home-delivered) funded in whole or in
part by the OAA?

||| NUMBER OF FULL-TIME EQUIVALENT EMPLOYEES
¢« Don't know

During your most recently completed fiscal year, how many individual volunteers worked on the nutrition
program (congregate and home delivered nutrition) at your AAA?

L L Ll l__|__ | NUMBER OF VOLUNTEERS

During your most recently completed fiscal year, in total, how many volunteer hours did the nutrition
program at your AAA directly receive?

L] IL_]__|__| NUMBER OF VOLUNTEER HOURS
¢« Don’t know
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C. TARGETING

1. Inthetable below, please record the number of AAA program participants that fell into each of the following
racial or ethnic categories for both congregate and home-delivered nutrition programs during your most
recently completed fiscal year. Also indicate whether each category is a target population for your AAA.

Racial or Ethnic Category

a. American Indian or Alaska Native
(AloNe) ..

b. Asian (alone) .......ccccceveeeiiiinnnnn.

c. Black or African American (alone).

d. Native Hawaiian or other Pacific

Islander (alone)..........ccccvveeeeeeennn.

e. White (alone) .........ccccvvveeeeeeiinns
f. Person reporting 2 or more races..

g. Other (SpPecify) .....cccovveeviiieeeannn.

Is this a target

h. Hispanic (Total) ......ccccceeeevvnvvnnnn.

. . lation?
Number in Number in Home- populatio
Congregate Don't | Delivered Nutrition | Don’t Don't
Nutrition Program | know Program know | Yes No know
Y Y ) atd Y Y ) atd 10 o] atd
N Y Y «Od N Y Y «Od 10 od «Od
Y a0 Y a0 10 od a0
Y Y ) N W atJ Y Y ) N W atJ 10 o] atJ
Y aO Y aO 10 o e
N Y Y «Od N Y Y «Od 10 od «Od
Y a0 Y a0 10 od a0
N Y Y ad N Y Y ad 10 od ad

2. Inthe table below, please record the number of your AAA’s program participants that fell into each of the
categories listed below for both congregate and home-delivered nutrition programs during your most
recently completed fiscal year. Also indicate whether each category is a target population for your AAA.

Category

a. Impairments in 3 or more
Activities of Daily Living..............

b. Impairments in 1-2 Activities of
Daily Living ....cccevveeeieeeeiiiiieeen,

C. Livingalone ........c.ccoceeeviiineennnn

d. Ruralresidents .........ccccccevvvnnnnenn.

e. Living below the federal poverty
level .....cooveiiie

f. Female......oooooeiiiiii .
g. 60-74 yearsold.........c.ccceeveeeeenns

h. 75-84 yearsold.........cccccccevunnnen.

i. 85+yearsold........cccccoocvereninnnn,

Number in
Congregate
Nutrition Program

Is this a target

. lation?
Number in Home- populatio
Don’t Delivered Nutrition Don’t Don’t
know Program know | Yes No know
Y Y I d [ 10 ol d [
] dad 10 o dad
A Y Y Y ) I aO 10 o a0
N Y I O 1O o aO
da Y Y Y d [ 10 ol d [
«d Y Y Y I aO 10 o a0
aOd ] aO 10 o aO
aOdd N Y I aO 10 o a0
da[ A Y Y Y I a0 10 o a O
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D. PROGRAM RESOURCES

The next questions concern the total expenditures incurred by your AAA during your most recently completed
fiscal year. Total expenditures include service, administrative, and overhead expenditures. Unless specified,
expenditures do not include the estimated value of donated goods and services (e.g., volunteers).

During your most recently completed fiscal year, ...

1. ..what were the total expenditures for your AAA?

3 Y Y N Y Y Y I N

¢« Don’t know

2. ..what were the total expenditures for the Elderly Nutrition Program? This includes expenditures from funds
received from the OAA plus expenditures from any additional sources of funds for the elderly nutrition
program.

$ ]

¢ Don’t know

3. ..what were the total expenditures for the congregate nutrition program?

$ ]

¢ Don't know

4. ..what were the total expenditures for the home-delivered nutrition program?

3 N N Y N Y Y Y I N

¢ Don’t know

5. During your most recently completed fiscal year, what was the estimated annual value of donated facilities,
equipment, goods and services for the Elderly Nutrition Program?

a. Congregate nutrition program 3 N I T 9 I T

b. Home-delivered nutrition program S ]

Prepared by Mathematica Policy Research 3




6. For each of the following funding sources, please indicate how much your AAA spent for congregate

nutrition expenditures and home-delivered nutrition expenditures during your most recently completed

fiscal year.

Funding Sources

Direct Federal Sources

a. Older Americans Act funds including NSIP ...............
b. Other HHS (e.9., SSBG)......uvviiiiiiiiiiiieieeee e,
c. Other non-HHS (e.g., USDA, VA).......ccccciveeeeeeiianns
d. Multiple federal funds (unidentified)..........ccccceeeevinnns
€. Other State SOUICES ........cceeiueeiieeiiieiiieaiieaiie e aie e
Other Local Sources

f.  County GOVErNMENt........c.ccovveeeiiiiiiiieiee e e e eeciieeeeeeeenn
0. City GOVEINMENT......uuiiiiiieiiiiiiieie e
h. Other local funding.........cooocuiiiiiiiiiii i,
i.  Multiple local funds (unidentified) .........ccccceeevirnrennen.

Private Sources

j-  Non-profit org (e.g., United Way, 501 3-c).................
k. Private for-profit (e.g., food industry) .............ccccvveeee.

I.  Participant contributions ..........cccccceeeciiieeeeeie e,

m. Program income other than participant contributions

n. Other private funds .........ccccceiieeei i,

0. Other (SPEeCify)....coicuiieeiiee e

Congregate Home-Delivered
Nutrition Don’t Nutrition Don’t
Expenditures know Expenditures know
$ a0 $ a0
$ ad $ a«O
$ «ad | $ a0
$ a0 | $ a0
$ a0 $ a0
$ «aad | $ a0
$ ad $ a«O
$ a0 $ a0
$ a0 | $ a0
$ «aad | $ a0
$ a0 | $ a0
$ a0 $ a0
$ ad $ a«O
$ «ad | $ a0
$ a0 | $ a0

7. The Older Americans Act permits the transfer of funds between the congregate nutrition, home-delivered
nutrition, and supportive services programs. During your most recently completed fiscal year, what were the

total amounts of funds transferred from...

Funds transferred from...

a. Congregate Nutrition to Home-Delivered Nutrition?...................
b. Home-Delivered Nutrition to Congregate Nutrition?...................
c. Congregate Nutrition to Supportive Services? .......ccccceeeeveecunnen.
d. Home-Delivered Nutrition to Supportive Services?....................
e. Supportive Services to Congregate NUtrition? ............ccccoeeueeeee.

f. Supportive Services to Home-Delivered Nutrition? ....................

Amount Transferred

Don’t
know

$|

$|

$|

$

$

$

da

dad

da

ad

da

ad
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OMB: XXXX-XXXX MATHEMATICA
Expiration Date: XX/XX/XXXX PO].lCY ReseCIl'Ch

2011 National Evaluation of Title 111-C
Nutrition Services

Area Agency on Aging (AAA) Survey

INTRODUCTION

Thank you for helping us with the National Evaluation of Title 11I-C Elderly Nutrition Services.
This study will examine how effectively and efficiently the Elderly Nutrition Program helps to
keep older Americans healthy and active in their homes and communities. Results of the study
will be used to support program planning and guide program practices at various levels of the
aging network.

This survey contains questions about your AAA’s characteristics and objectives, staffing, use of
technology, program decision processes, and measures used to coordinate with internal staff
and other organizations. The questionnaire takes approximately 60 minutes to complete.

e If you have any questions regarding the study or completing the Area Agency on
Aging survey, please contact Rhoda Cohen at 1-800-232-8024 or email:
rcohen@mathematica-mpr.com

¢ The information you provide will be used only for statistical purposes. In accordance with
the Confidential Information Protection and Statistical Efficiency Act of 2002, your
responses will not be disclosed in identifiable form without your consent.

¢ Participation is completely voluntary. We thank you for your cooperation and
participation in this very important study.

¢ If you do not have exact information available to answer certain questions, your best
estimate will be fine.

e After hitting the submit button, it may take a few seconds for the next page of the survey
to load. Please be patient and your responses will be accepted.

e Please be aware that after using the “Review my answers” link to go back to a previous
guestion of the survey, you will need to continue through the survey again from that point
forward.

5/24/12




SECTION A. ORGANIZATIONAL STRUCTURE

REQUIRED
ALL
Al. Is your AAA currently a standalone organization or is it part of another organization?
QO Standalone OrganiZatioN...........ccuuveiiieeeeiicie e e e e e s e e e aae e 1
O Part of another 0rganization ... 2
(O T B o] o B 44T O TP PP PPPPRPPPPI d
REQUIRED
ALL

A2. Which of the following best describes the current management structure of your AAA?

O A not for profit private agency (non-governmental) ...........cccooiiiiieniiinniiiiiinenen, 1
1O N o] gl o] o) 1| AP PUOTPPPRP 2
O A division of city or COUNtY QOVEINMENT..........ciiiiiiiiiiiiiiie et 3
O Part of a council of governments or regional planning and development

=0 =] 010} PP PTTTTRR R PPRPPPI 4
O A Tribal GOVErNMENT ENLILY.....cceeiieieeee e e e sanrrrr e ee s 5
O Educational INSHEULION........cciiiiiieiieee e 6
O Other (SPECIFY) ittt st e e st e e e e nnneee s 7
O I|:)on’t KNOW ..t d

NOTE: Responses to all questions regarding Older Americans Act programs and
services should be based on all funding sources and not restricted to the federal
share of the program or service unless otherwise specified. [FOOTER TO APPEAR
ON THE BOTTOM OF EVERY PAGE ON THE WEB SURVEY]

REQUIRED

ALL

A3. Does a Title VI (Native American) program currently operate within your Planning and Service
Area (PSA) or in an adjacent PSA?

L T T 1
L T o 0
(O T B T o 18 A o T d




REQUIRED

ALL

A4. Which of the following populations does the AAA currently serve through all its programs and

services?

Select all that apply

O Adults 60 years and Older............uuviiiriee i e e snrer e e 1
O Adults with physical disabilities regardless of age.........ccccceviiiiiiieiiiiiniiiiiieee, 2
O Adults with mental retardation or developmental disability regardless of age ..... 3
O Children with physical diSabilities .............ueeiiiiii e 4
O Children with mental retardation or developmental disability ..............ccccccceeeenne 5
I =Yg TV o= T =T LY== TP TOPUTPPPRTN 6
OO DONTKNMOW ...ttt ekt e et e e st e e st et e e st e e e e e aabn e e e e snnrneeeans d

HARD CHECK: IF A4 = DON'T KNOW and any other answer category is selected. Don’t know cannot
be selected along with other response options.

REQUIRED

ALL

A5. Please describe the areas included in your PSA.

Select all that apply

O3 UD@N @rEa.......eiiiiiiiiee et 1
O SUDUIDAN GIrEa ... eei it 2
I U = 1= T =T PP PP RPN 3
OO FrONTEI BIEA ...eieiitiiee ittt ettt ettt ettt ettt e e st e e s sar e e s sann e e e s anreeee e e 4
OO DON'TKNOW ...ttt ettt ettt e st e e e st e e e s sab e e e e s annn e e e s anreeeeens d

HARD CHECK: If A5 = DON'T KNOW and any other category is selected. Don’'t know cannot be
selected along with other response options.




REQUIRED

ALL
A6. Which of the following best describes the current boundaries of your PSA?
1O TS o Lo 0T | | SRR 1
1O T 1011 oo 11 Y/ SRR 2
QO SINGIE CItY/MEIO @ a....uueeieeeiieciiieiieee e e i ettt e e e s s e e e e e s e s e e e e e s an s eeeaaees 3
O MUIIPIE CItY/MELIO @I A ...eeiie ittt e e e ee e e e 4
(O T @ 1 1= T (51 2 L@ 1 o RO PRRPR 5
(O I b To ] o B 1 g 0 TP P PP d
REQUIRED
ALL
A7. Currently, is there an Aging and Disability Resource Center (ADRC) in your PSA? In your state,
the ADRC is known as [FILL ADRC NAME (to the public)].
1O T €= TP 1
O Under development/in PrOgIrESS ......cuu i ieiieiiaa e aatiiieee et e e e snsbeeeeaae s 2
(O T o PP 0 SKIPTOB1
(O T B o] o B A 43T 1 PRSPPI d SKIPTOB1
REQUIRED

A7=Yes OR Under development/in progress

A8.

Which of the following best describes the relationship of the AAA to the Aging and Disability
Resource Center (ADRC)?

O AAAis lead agency of the ADRC ........cooiiiiiiiiiiee e snreee e 1
O  AAA partners With the ADRC.........ooiiiii i eneeae s 2
O AAA has a different relationship to the ADRC (SPECIFY) ......ccviiiiiiiiiiiiiiiiaenene 3
O AAA has no relationship with the ADRC ........cooiiiiiiiiiiiiie e 4
(O T B o] i 8 (31 )V TP ETT TP PPPPPN d




REQUIRED

A7=Yes OR Under development/in progress

A9. Was your nutrition program staff involved in developing the Aging and Disability Resource
Center (ADRC)?

L T T 1

L T o 0

(@ T B T o 18 A o T d
REQUIRED

A7=Yes OR Under development/in progress

A9a. Is your nutrition staff currently, or was your nutrition staff ever, involved in operating the

ADRC?

[ T T TR 1
L T V[ T 0
(O T B 1] o 18 A (g o T d




SECTION B. TITLE Ill-C ELDERLY NUTRITION PROGRAM CHARACTERISTICS

REQUIRED
ALL
B1. Are the following services currently available in your PSA?

DON'T
YES NO KNOW
a. Nutrition education (a program to promote better health by providing
nutrition, physical fitness, and nutrition-related health information and
instruction in a group or individual setting) 10 00 aQ
b. Nutrition counseling (individualized guidance provided one-on-one to
address options and methods for improving nutritional status) 10 00 a0
c. Nutrition screening 10 00O adO




REQUIRED

ALL

B1.1. How are the following services currently provided in your PSA?

Note:

Note:

a. Congregate meal 10 20 sO od «O
b. Home-delivered meal 10 20 3O o «O

Bla=Yes

¢.  Nutrition education (a program to promote
better health by providing nutrition,
physical fitness, and nutrition-related | -0 sO oO «O
health information and instruction in a
group or individual setting)

Blb = Yes

d.  Nutrition counseling (individualized
guidance provided one-on-one to address O O O O O
options and methods for improving ! 2 : ° ‘
nutritional status)

Blc=Yes

e. Nutrition screening 10 20 sO od «O

Local service providers, at a minimum, have the following responsibilities for the meal
portion of the OAA Elderly Nutrition Program: (1) are responsible for the delivery of the
meal (not necessarily the production or responsible for the production —i.e., AAA could
enter into a PSA wide catering contract through which all providers receive meals);

(2) are responsible for providing an opportunity for and the collection of voluntary
contributions; (3) are responsible for documenting and reporting meals served; and

(4) are responsible for food safety and sanitation during meal delivery. In the case of a
restaurant/voucher based-program, the provider is the entity that has entered into an
agreement with the restaurant or other meal producer for the provision of meals that meet
the OAA dietary requirements and is responsible for issuing the voucher for service. A
caterer with no responsibility beyond production of the meal is not considered a local
service provider for the OAA Elderly Nutrition Program.

Nutrition counseling services and nutrition education services may also be provided
through an agreement (e.g., contract, grant, MOU) with a local provider organization other
than the Area Agency on Aging.

Select all that apply for each row

THROUGH A
CONTRACT THROUGH A GRANT
DIRECTLY BETWEEN THE AAA PROVIDED BY THE THROUGH SOME
BY THE AND ANOTHER AAATO ANOTHER OTHER DON'T
AAA ORGANIZATION ORGANIZATION ARRANGEMENT KNOW

PROGRAMMER SKIP BOX B1.1

IF ANY B1l.la-e = “Through a contract between the AAA and another
organization,” CONTINUE TO B2. ELSE, SKIP TO B4

HARD CHECK: If B1.1 = DON'T KNOW and any other category is selected within a row. Don’t know
cannot be selected along with other response options.




REQUIRED

ANY B1.1 a-e = THROUGH A CONTRACT BETWEEN THE AAA AND ANOTHER ORGANIZATION

B2. What type of contracts does the AAA currently enter into with Elderly Nutrition Program service

providers?

Select all that apply

I O U = = PSPPI 1
O Performance DASEd .........coooi i 2
O  COSt reIMDUISEMENT ....eiiiiiiiitie ettt e e e e e e be e e e e e e e e annes 3
OO Other (SPECIFY) ittt ettt e et e e e st e e e staeeessntaeeessntaeeeeans 4
Specify |

I B o A (g1 1 PP TTOPUPPPPPTTN d

HARD CHECK: If B2 = DON'T KNOW and any other category is selected. Don’'t know cannot be
selected along with other response options.

REQUIRED

ANY B1.1 a-e = THROUGH A CONTRACT BETWEEN THE AAA AND ANOTHER ORGANIZATION

B3. Which of the following are included in your AAA’s current contracts or grants with Elderly
Nutrition Program service providers?

Select all that apply

O Quality assurance component (e.g., HACCP (Hazard Analysis Critical

Control Points), food safety, program participant satisfaction)................ccccvveer.... 1
I O I 10 =Y £ 0] o o =1L PSP 2
O NONE Of the @DOVE ... 0
I B o (T RO PPRRPTN d

HARD CHECK: If B3 = NONE OF THE ABOVE and any other category is selected. None of the above
cannot be selected along with other response options.

HARD CHECK: If B3 = DON'T KNOW and any other category is selected. Don’t know cannot be
selected along with other response options.




REQUIRED

IF Bl.1a INCLUDES THROUGH A CONTRACT BETWEEN THE AAA AND ANOTHER ORGANIZATION,
THROUGH A GRANT PROVIDED BY THE AAA TO ANOTHER ORGANIZATION, OR THROUGH SOME
OTHER ARRANGEMENT

B4. Currently, how many nutrition service providers does your AAA have either through contract,

grant, or other formal mechanism? These are nutrition providers funded by your AAA to provide

nutrition services. Please do not include caterers or vendors that only prepare meals and
perform no other program operation.

Providers of congregate and home-delivered nutrition (0-999)

Providers of congregate nutrition only (0-999)

Providers of home-delivered nutrition only (0-999)
I T To T N B 4 1o 2O PRPPPPRt d

SOFT CHECK: IF LT1; You have indicated that your AAA has 0 nutrition service providers of
[congregate and home delivered nutrition/congregate nutrition only/home-delivered nutrition
only]. Is this correct?

SOFT CHECK: IF GT 50; You have indicated that your AAA has more than 50 nutrition service
providers of [congregate and home delivered nutrition/congregate nutrition only/home-delivered
nutrition only]. Is this correct?

HARD CHECK: IF GT 200; The number of nutrition service providers cannot be greater than 200.

HARD CHECK: If B4 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

REQUIRED
ALL
B5. How many different congregate nutrition locations currently exist in your PSA? A congregate

nutrition location is any group dining setting such as, but not limited to, senior centers, adult
day care centers, community centers, faith-based locations, and restaurants.

Number of congregate nutrition locations (0-999)
[ B o o B i T O PO PP PP PUPPPTPPP d

SOFT CHECK: IF LT 1; You have indicated that your PSA has 0 congregate nutrition locations. Is
this correct?

SOFT CHECK: IF GT 100; You have indicated that your PSA has more than 100 congregate
nutrition locations. Is this correct?

HARD CHECK: IF GT 500; The number of nutrition service providers cannot be greater than 500.

HARD CHECK: If B5 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.




REQUIRED

ALL
B6. What is the current availability of congregate nutrition services in your PSA?
Number of Days Congregate Locations are Open in Your PSA
5 or More Days Per
1 Day Per Week 2-4 Days Per Week Week
Number of locations |:| |:| |:|
(O T I To o 1 310 PSR OTRT d

HARD CHECK: IF GT 500 in any column The number of nutrition service locations cannot be greater
than 500.

HARD CHECK: If B6 = DK AND number is entered. Don’t know cannot be selected if any numbers
are entered.

HARD CHECK: IF B6 GT NUMBER OF CONGREGATE NUTRITION LOCATIONS IN B5, Please enter a
number that does not exceed the total number of congregate nutrition locations in the PSA.

REQUIRED
ALL
B7. Which areas of your PSA currently do not have home-delivered nutrition services?

Select all that apply

O SOME UrDan Greas ........ccueiiiiiiiiie e 1
O  SOMeE SUDUIDAN @rEaS .....cciiuviiieiiiiiie ittt sbree e 2
O SOME FUFAI BIEAS ....eeeiitiieei ittt ettt ettt e st e e st e e sbre e e e sbreeeeans 3
O SOME frONTEN ArEAS ....cciveveiiei ettt 4
O SOME MIXEA GIrEAS......ceiiieieiriieiieeeree sttt 5
O All areas of the PSA have home-delivered nutrition Services ........cccccccevvvveenen... 6
I I To o B T PP R TR d

HARD CHECK: If B7 = ALL AREAS OF THE PSA HAVE HOME-DELIVERED NUTRITION SERVICES
and any other category selected. All areas of the PSA have home-delivered nutrition services cannot
be selected along with other response options.

HARD CHECK: If B7 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.




REQUIRED

ALL

B8. In what ways does your AAA and/or service providers respond to increased service costs such

as labor, fuel, or food costs for the Elderly Nutrition Program?

Select all that apply

I O €1 (0T o I 10 (o] = T [ T [ SR 1
[ Y ¢ Fo T (T I (=TT 0 10 ] (o1 1 TR 2
O Changes in catering or service provider contract requirements/specifics to

(=T0 (D [oS I o0 1) £ 3
O Modification of menu (increased use of prepared food/use less expensive

{0 oo | PSR 4
O Additional restrictions in program eligibility criteria............oocceieeiiiiiiiiiieee 5
O Reduced or eliminated compensation to volunteers (e.g., mileage to

(0 LY== SRR 6
O Reductions in staff or Staff NOUIS .........oiiiiiiiiiie e, 7
O Reductions in the number of congregate nutrition locations ..............cccccvvveeeennn. 8
O Reductions in the number of days of service per week at congregate

YU g (o] I [oTor= 1 i o o = 9
O Reductions in the number of people served at congregate nutrition

[0To%= 11 (] ¢ F= T 10
O Reductions in home-delivered NULrition SEIVICE ar€a ........cococeveveiiveeeieieiieeeeiienes 11
O Reductions in the frequency of home-delivered nutrition deliveries.................... 12
O Reductions in the number of home-delivered meals provided per

0221110 7= g | SR 13
O Reductions in the number of home-delivered nutrition participants served ......... 14
O Increased use of frozen meals in the home-delivered nutrition program.............. 15
O Other response to increased costs (SPECIFY) ..o ccvvieeee e 16
O No changes in response to INCreased COSES........oovviiiiiieeeiiiiiiieee e s e e e 0
I T Yo Y 1 A T U d

HARD CHECK: If B8 = NO CHANGES IN RESPONSE TO INCREASED COSTS and any other category
is selected. No changes in response to increased costs cannot be selected along with other
response options.

HARD CHECK: If B8 = DON'T KNOW and any other category is selected. Don’'t know cannot be
selected along with other response options.

10




SECTION C. STAFF

REQUIRED

ALL

C1. Does your AAA currently have a paid staff member who is a registered dietician or state-
credentialed nutrition professional working on the Elderly Nutrition Program?

[ T T TR 1
L T Vo TR 0
(O T B 1] o 18 A o T d
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SECTION D. TECHNOLOGY AND DATA

REQUIRED

ALL

D1. Which of the following systems does your AAA currently use?

Select all that apply

O Computer-assisted menu planning and analysis...........ccccccviiiiiieieeeniiiiieeeeen, 1
O Software to track inventory or order food ..o 2
O Delivery systems for home-delivered nutrition (e.g., route mapping

10112 T ) TP PRRT O 3
O Program participant tracking or referral SyStems. ... 4
O ElectroniC Cent ID Card........cccoovieiieeiiie e 5
O Electronic system for recording service (e.g., the meal) was received................. 6
O Financial systems for billing and/or making payments for services ..................... 7
O Cost-centered acCoUNtiNg SYSIEM .....ccoiuiiiiiiie e e e e e 8
O Geographic Information Systems (GIS) .....cevvveiiiiiciiiiiree e 9
O Other automated SYSIEIM ......c.cuviiiiiie e e e e e e e r e e e e e aans 10
O NO autOMALEA SYSIEIMS ..ottt e e e e nabe e e e e e e aane 0
I o i A gL TP UUU U PUPUPPRRP d

HARD CHECK: If D1 = NO AUTOMATED SYSTEMS and any other category is selected. No automated
systems cannot be selected along with other response options.

HARD CHECK: If D1 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

12




REQUIRED

ALL

D2. Which of the following types of program performance data does your AAA currently collect
either directly or through your individual services providers?

Select all that apply

O Nutrition program service reports/program performance data ..............ccccvvveeen... 1
O Quality assurance fINdINGS ......ooeeveiiiiie e 2
O Fiscal management FEPOIS ........uuii i iiiiiiiite e ettt e e e e e e e eibee e e e e e e s ebebeeeeaaeeeannes 3
O Client aSSeSSMENES OF SEIVICE ......vvviiiiiiiee ittt 4
O ClHENt OUICOMES .....eiiiiiiiiiee ittt ettt ettt et e e e et e e e e sb e e e e snn e e e s snrreeeeaas 5
O NONe Of the @DOVE ... 0
OO DONTKNMOW ...ttt ettt s ettt e e st et e e st e e e st e e e e sbn e e e e anbeeeeeans d

HARD CHECK: If D2 = NONE OF THE ABOVE, no other category should be selected. None of the
above cannot be selected along with other response options.

HARD CHECK: If D2 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

REQUIRED

ALL

D3. How does your AAA currently use Elderly Nutrition Program performance data?

Select all that apply

O To justify funding rEQUESES.......c.ceiiiiiiee e 1
O To manage the Elderly NUtrition Program ..........ccccoceuvveeieeeeiiiiciiieeeee s sssivneeeee e 2
O To administer VENAOr CONTIACES .......oeiiiiiiiiiiiea ettt e e e e e e e 3
O To provide information to stakeholders (governing board, advocacy
organizations, local governmMent, €1C.).......ccuuuiiiiiaaiiiiieee e 4
O FOr program PIANNING ...o...o et e e e e e e ernaeeeeaaeeeaaes 5
O Do not use performance datal.........coooiueiiiiiii i 0
I B o (1 1V TP OUOPUPURPPN d

HARD CHECK: If D3 = DO NOT USE PERFORMANCE DATA, and any other category is selected, Do
not use performance data cannot be selected along with other response options.

HARD CHECK: If D3 = DON'T KNOW and any other category is be selected, Don’t know cannot be
selected along with other response options.

13




SECTION E. SELF-DIRECTED CARE & PRIVATE PAY/FEE-FOR-SERVICE

The next question is about self-directed care. Self-directed care is defined as programs and
services in which clients can choose to select, manage and dismiss their workers. Self-directed
care may also be referred to as “consumer-directed care.”

REQUIRED
ALL
E1l. Does your AAA currently include nutrition services as part of any self-directed care programs
for older adults?
(O T = O PP PPPPTPPPPI 1
(O T o T TP P PP PPPPR PP 0
O AAA does not offer self-directed care programs ...........ccccceeeeiviieeeeeeenniiiiieeeeeens 2
(O T I To o 1 310 PSR PTRPT d
REQUIRED
ALL
E2. Currently, does your AAA have policies that permit, encourage, or prohibit the operations of
private pay/fee-for-service nutrition programs for older adults offered by your service providers
(or for your organization if you provide direct service)?
(O T €T OO PP RPN 1
(O T o T PO PP RSP PPRPPT 0
(O T I To o 1 310 PP PT PP PPRPT d
REQUIRED
ALL
E3. On a scale from 1to 5, how much does your AAA currently encourage or discourage service

providers to operate private pay/fee-for-service nutrition programs for older adults?

(O IS i fo] o] VA = g Telo 10 = o = R EPT OO 1
1O I o o Tolo 10 = Vo [ 2P UP TP 2
O Neither encourage NOr diSCOUMAgE .......coiuuuiiiiiieee ettt 3
1O N B 1ol 11 =T [ U UP PP 4
QO PIORIDIL. ....eeee s 5
(O T I To o 310 P PP PTRT d
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SECTION F. ACCESS TO SERVICES

REQUIRED

ALL

Fla. Is your AAA responsible for prioritizing clients (i.e., using characteristics to base decisions for
serving some individuals before others when resources are limited) for the elderly nutrition
service programs you provide?

[ T T TR 1

L T Vo TR 0

(@ T B T o 18 A 7 o TR d
REQUIRED

ALL

Fib. Does your AAA have specific prioritization criteria (i.e., characteristics to base decisions on for
serving some individuals before others when resources are limited) for the elderly nutrition
service programs you provide or administer through your local service providers?

(O T T 1

L T N o T 0

(@ T Yo T i A T 1 d
REQUIRED

ALL

Flc. Did your AAA (either directly or through local nutrition providers) have to prioritize who
received congregate or home-delivered nutrition services during the past year?

L T T 1
L T Vo T 0
(O T B 1] o 18 A (a0 T d
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REQUIRED

IF F1b OR Flc = YES

F2. Which of the following criteria (do you/did you) use for prioritization?
Select all that apply for each column
Congregate Nutrition Home-Delivered Nutrition
Characteristic Prioritization Criteria Prioritization Criteria

a. ADL cut-off 1O 20O
b. IADL cut-off 14 .0
c. Homebound 1O .O
d. Food insecure/hungry 104 20
e. Nutrition Risk Assessment 1O 20O
f.  Poor housing/lack kitchen access 10 .0
g. Lowincome 1O 20
h. Lack of informal/family support | -0
i. Racial/ethnic minority 1O -0
j-  Geographic isolation | -0
k. Social isolation 1O -0
[.  Chronic health condition 1O .0
m. Advanced age 1O -0
n. Dementia/cognitive impairment 14 .0
0. Limited English proficiency 10 -0
p. Adult day care participation 10 .0
g. Long-term need for service 10 -0
r. Other 1O .0
s. Do not prioritize for this type of service | -0

HARD CHECK: If F2 = DO NOT PRIORITIZE FOR THIS TYPE OF SERVICE and any other category is
be selected, Do not prioritize for this type of service cannot be selected along with other response
options.

16




REQUIRED

IF F1b OR Flc = YES

F2.1  Who established the prioritization criteria?

O My organization, the AAA ...
L TSSO
(O I @ )1 1= (5] 2 (O | = PR

(O T B T o 18 A 0 TR

REQUIRED

IF F1b OR Flc = YES

F2.2 How much influence did the AAA have on the prioritization criteria?

L TN [ ST

© 0 0 O

REQUIRED

ALL

F3. Who authorizes home-delivered nutrition services for a new client?

®}
>
=
>

LOCAl SEIVICE PrOVIAEN ... .ceiee i i ittt e e e e e e s s e e e e e e s e e eeeeas
Either AAA or local SErviCe ProVIAEr.........c.uveiiiieeiiiiiiieee e
Both AAA and local SErvice ProVider ...........ueeeveeeiiiceiiiiieee e snreee e
Other authorizing system (SPECIFY).....coc ot e

© 0 00

(O T B 1] o 18 A 0 TR
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REQUIRED

ALL

F4. How is the current number of meals per week for a home-delivered nutrition program participant

determined?

Select all that apply

O Program participant/family reqUEST..........cc.uveiiiiii i 1
O NUtrition NEEAS SSESSMENT .......ueiiiiiiie ettt eee e e 2
O Prioritization criteria other than nutrition NEeds ..o, 3
O All program participants receive the same number of meals per week................ 4
O Other (SPECIFY) ettt ettt ettt e st e sbe e e sbe e e saneenaneas 5
O |Don’t KNOW <.ttt e e e e e e bbb e e e e e e e anbaeeeaae s d

HARD CHECK: If F4 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

IF F4 = All program patrticipants receive the same number of meals per week, and any other category is
selected, All program participants receive the same number of meals per week cannot be selected
along with other response options.

REQUIRED
ALL
F6. Does your AAA currently have criteria for the termination of home-delivered nutrition services?
O T T PP PRSPPI 1
QO NO, We dONt NAVE CHEEIIA ......eeiiiiieie ettt 0
O Not applicable, neither the AAA nor local service provider initiates
(=100 0110 F= Ui o] o B PP PP UPP PP PPPPPPPPPPR n
(O T B o] o ([0 1 PO PP PP UPPPUPPPTPPPRPT d

18




REQUIRED

F6 = Yes

F7. What criteria are currently used by the AAA/local service provider to initiate termination of
home-delivered nutrition service?

Select all that apply

O
O

O

O

Service iS tiMe MItE .........ocvviiiiccee s 1
AAA or local service provider determines the program participant is no

[oTaTo =T g o I g T=T=To [PPSR 2
The program participant becomes eligible for services through another

(101 1uTe] T o] foo ] =1 o ¢ [P 3
The program participant does not adhere to rights/responsibilities
(uncooperative, inappropriate behavior, not home, etc.).........cccocceeiieiiiiiiiiieennnn. 4
Other (SPECIFY) ettt ettt 5
DON'E KNOW ...ttt ettt e e nn e s e s e nnneeen d

HARD CHECK: If F7 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

REQUIRED
ALL
F8. Does your AAA track reasons for home-delivered nutrition service termination, regardless of

whether or not it is initiated by the AAA or local service provider?

R =T TP PPN 1
N o T 0
[70] 0 1 A G 1) T d
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REQUIRED

F8 = Yes
F9. Which of the following reasons for home-delivered nutrition service termination is currently
tracked by your AAA?
DON'T
YES NO KNOW
F7 = Service is time limited
a. Time limit on service is reached 10 00 dO
b. Nursing home placement 10 00 aQ
c. Death 10 00 aO
d. Relocation 10 00 aO
e. No longer in need of service (participant or AAA/local service
provider determined) 10 0O a0
f. Participant’s dissatisfaction 10 0O a0
g. Other (SPECIFY)
10 00 aQ

20




SECTION G. NUTRITION SERVICE OPERATION AND QUALITY ASSURANCE

REQUIRED
ALL
G1. Currently, which entity has primary responsibility for the following activities for the congregate

nutrition program?

Select one per row

STATE
UNIT LOCAL NO ENTITY ACTIVITY
ON SERVICE OTHER TAKES PRIMARY NOT DON'T
Role/Responsibility AGING | AAA | PROVIDER ENTITY RESPONSIBILITY | PROVIDED | KNOW
a. Meal production (either self
produced or through
caterer/vendor contract) 10 20 30 40 5Q 6Q aQ
b. Menu planning 10 20 JO) 40 5Q 6Q aQ
c. Nutrition program
planning/development 10 20 JO) 750 50 6Q adO
d. Nutrition program outreach 10 20 3O e 50 6Q a0
e. Nutrition community needs
assessment 10 20 3O 40 50O 6O a0
f.  Nutrition quality assurance 10 20 3O e 5O 6O aO
g. Congregate site management 10 20 3O 40 50O 6O a0
h. Nutrition screening 10 20 3O e 50O 6O adO
i.  Nutrition individual assessment 10 20 30 40 50 3O adO
j- Nutrition education 10 20 JO) 40 5Q 6Q aQ
k. Nutrition counseling 10 20 30 50 5Q 6Q aQ

21




REQUIRED

ALL

G2. Currently, which entity has primary responsibility for the following activities for the home-
delivered nutrition program?

Select one per row

STATE
UNIT LOCAL NO ENTITY ACTIVITY
ON SERVICE TAKES PRIMARY NOT DON'T
Role/Responsibility AGING | AAA | PROVIDER | OTHERENTITY | RESPONSIBILITY | PROVIDED | KNOW
a. Meal production (either self
produced or through
caterer/vendor contract) 10 20 30 ) 50O 6O adO
b. Menu planning 10 20 30 ) 50 60 aQ
c. Nutrition program
planning/development 10 20 30 ) 50O 60 dO
d. Nutrition program outreach 10 20 30 ) 50 60 aQ
e. Nutrition community needs
assessment 10 20 30 40 50 6O a0
f.  Nutrition quality assurance 10 20 30 40 50O 6O aO
g. Delivery service management 10 20 30 40 5O 6O a0
h. Nutrition screening 10 20 30 40 50O 6O aO
i.  Nutrition individual assessment 10 20 30 40 5O 6O a0
j- Nutrition education 10 20 30 40 5O 6O aO
k. Nutrition counseling 10 20 30 40 5O 6O aO
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REQUIRED

G1j = AAA OR G2j = AAA

G3. Which of the following does your AAA currently use to contribute to the quality of nutrition
education?

Select all that apply

O Require credentialed nutrition professional to conduct education........................ 1
O Conduct a survey of program participant NEed ...........cccoooiiiiiiiiiiieniiiiiieeee e 2
O Use evidence-based education Programs...........ccuueeeeeeeeiiiiiieeeeee e eeeiieeeaa e e 3
O Use cooperative extension MaterialsS ..o 4
O Use curricula from a reliable, science-based organization (academia,
government, American Heart Association, American Diabetic Association)........ 5
O NONe Of the @DOVE ... 0
O DONTKNOW ..ttt ettt e e nn e d

HARD CHECK: If G3 = NONE OF THE ABOVE No other category should be selected. None of the
above cannot be selected along with other response options.

HARD CHECK: If G3 = DON'T KNOW No other category should be selected. Don’t know cannot be
selected along with other response options.

REQUIRED

G1lk = AAA OR G2k = AAA

G4. Which of the following does your AAA currently use to contribute to the quality of nutrition
counseling?
Select all that apply
O Require credentialed nutrition professional to conduct the counseling................ 1

O Require use of protocols approved by a respected source such as the
American Dietetic Association, Patient Education Association, or

Association of Diabetic EQUCALOIS ..........ueuiiiiiaiiiiieie e 2
O Require credentialed non-nutrition professionals (e.g., nurses, diabetes

educators, etc.) to conduct the COUNSElING ........c.coviiiiiiiiiiiiii e 3
O Require evidence-based method to conduct the counseling ............ccccvvvvveeennne 4
O NONE Of thE @DOVE ..o 0
O DONTKNOW ..ttt sttt nn e s nnn e e d

HARD CHECK: If G4 = NONE OF THE ABOVE and any other category is selected, None of the above
cannot be selected along with other response options.

HARD CHECK: If G4 = DON'T KNOW and any other category is selected. Don’'t know cannot be
selected along with other response options.
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REQUIRED

ALL

G5.

Which of the following does your AAA currently use to contribute to the nutrient quality of
meals?

Select all that apply

O Computer-assisted MenuU analySisS .........ccccuviriiieeeiiiiiiiiriee e 1
O MeEAI PAIEINS ...ttt e e e e e e e e et et e e e e e e s nbnbeeeaaaeeeannes 2
O Use of dietician or state credentialed nutrition professional..............cccccoeeeienni. 3
O State Unit 0N AQING QUIAANCE ......coiii ittt e e 4
O Older AMericans ACt QUIHANCE .....cccoiiiiiiiiiieie ettt a e a e e e 5
O NONe Of the @DOVE ... 0
OO DONTKNMOW ...ttt etttk e e e et e e e abr e e e e aabne e e e snbreeeeaas d

HARD CHECK: If G5 = NONE OF THE ABOVE and any other category is be selected, None of the
above cannot be selected along with other response options.

HARD CHECK: If G5 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

24




REQUIRED

ALL

G6. Which of the following does your AAA currently use to contribute to the overall food service
guality provided by the AAA or service providers, caterers, or vendors?

Select all that apply

O Food service license/safety INSPECHIONS ........eevvveeiiiiiiiieiie e 1
O Training Of Staff...... ..o 2
O Survey of program PartiCiPantS..........ooiueeiieeieiie et 3
O Program participant feedback mechanism (comment box/card, complaint

MECNANISIM, BTC.) 1ot e e e et e e e e e e e e nnreeeeaaeeas 4
O Regularly scheduled site visits either to production location and/or service

[oTo%= 14T ] o TP 5
O Visits to home of home-delivered nutrition ClientS..........cccoccveeiiiee e 6
O Program participant advisory or menu COMMIttEES ........ccovvcvvirieereeeiiiiiiiieeeae e 7
O Food quality SPECIfICAtIONS .......uuuiiiieeiiiciiiiie e e e e e 8
O Use of dietician or state credentialed nutrition professional..............cccccvvveveeeennne 9
O State Unit 0N AQING QUIAANCE .......oiieei ittt seee e e e e 10
O Older Americans ACt QUIHANCE .......cceciiiueiieiiee et e e e e e e e e e e e e e e e 11
O NONE Of the @DOVE ... 0
I B o i A g T U PUPPPPRRR d

HARD CHECK: If G6 = NONE OF THE ABOVE and any other category is selected, None of the above
cannot be selected along with other response options.

HARD CHECK: If G6 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.
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SECTION H. EMERGENCY PLANNING

REQUIRED

ALL

H1. Does the AAA currently have an emergency plan that includes providing nutrition services?

Select all that apply

O Yes, for Short-term emMergenCiesS .........ooiiiiiiiiiie et 1
O Yes, for long-term €MErgENCIES ......cciiiiiiiiiiiiiiiae et 2
0 o PP P PP PPPTUPPPRPPPRPIT 0

HARD CHECK: If H1 = “No,” and any other category is selected, No cannot be selected along with
other response options.

REQUIRED

ALL

H2. Has your organization experienced a disaster (natural or manmade) in the past 3 years?

[ T T T 1

L T o 0

(@ I Yo T 8 A T 1 d
REQUIRED

IFH1=10OR 2 AND H2 = YES

H3. During the disaster did you organization initiate an emergency plan?

(O T = PR 1
(O T o PR 0
O Did not have an emergency plan at the time ..o, 2
(O T B o] o B A 43T 1 PP d
REQUIRED
IF H3 = YES

HA4. Please rate the effectiveness of the emergency plan.

O VEIY EffECHIVE ...t 1
1O T o 1 (=Tod 11V PP RPTPPPRP 2
O Somewhat EffECHVE ......c.ueiii i 3
O NOELVEIY EffECHVE ... 4
(O I (o1 0= 1 =T ox 1) TP 5
L T I To T o B B 4 0 PR d
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SECTION I. PARTNERSHIP DEVELOPMENT

REQUIRED
ALL
1. Please select all of your partners for the Elderly Nutrition Program during your most recently

completed fiscal year. Partners are organizations or groups in which you may jointly engage in
some of the following activities: fundraising, shared resources, advocacy, strategic planning,
public education, referrals, senior activities, service delivery, shared outreach, targeting special
populations, training or technical assistance, or volunteer recruitment or retention.

Select all that apply
O Hospitals, nursing facilities, including discharge planning and emergency

[foT0] 1 I or=T {CH PP PPTP PP 1
O Transportation (public services — county/municipal) .......ccccccoeccvvvvereeeeninciiieeeeenn, 2
I Y =T [Tt = PR PPRUTPRR 3
O Medicaid (NON-WEIVET)......coiuiiieiiiiiee ittt ettt e b e e sbree e 4
O MedICAIA WAIVET ......eeeiiiiiee ittt e e s et e e e e et e e e e e e e e annes 5
O Veterans AfTAUIS ........uuuiiiiie it e e e e e e e e e 6
O SOCIAI SECUILY ...ttt ettt e e et e e e sbreeeeans 7
O Public housing and related services, including senior housing .................evvveeee.. 8
O HOMEIESS SNEIEIS ... 9
O SNAP (Food Stamps)/SNAP Ed (Food Stamp Nutrition Education).................... 10
O Senior farmers Market.........ooouuueiiiiiiii e 11
O Other food and nutrition programs (e.g., Emergency food service programs

including food banks and pantries, Commodity Supplemental Nutrition

L (0o =2 1) 12
O Title VI (Native AMErican) PrOgram ........eeeeiiueeeeiiieeeeiiieeeesteeeessreeeessreeeessrneee e 13
O Other Older Americans ACE PrOGraMS .....c.coiuureeiiriiieeeiiieeeeatieeeesrreeeesrreeessreeee e 14
O Aging and Disability RESOUICE CENEN........ccevviviieiiieiiieeieeeeeeeeeeeeeeeee e e e e 15
O Non OAA funded Meals 0n WhEEIS...........oouviiiiiiiiii e 16
O Community health CENLEIS.......ccoiiiiii e 17
O Public NEAIH SEIVICES ....cii it 18
O City or county SOCial SEIVICES AJENCY .....cceiiiuiiieiiiiiieeiiiiee ettt e sieee e sreeee e 19
O City or county regional planning offiCe .........ceeeiiiiiiiiii e 20
O Elder Abuse Prevention programs or Adult Protective Services (APS) ............... 21
O Legal services for older adultS...........oooueiiiiiiiiiii e 22
O Energy assistance (LIHEAP) .......ov et a e 23
O Churches, synagogues, mosques, faith-based organizations..............cccccceeeeenn. 24
O COllEgE OF UNIVEISILY ...vveeiieeiiiciiiiieeie e e seseiee e e e e e e s st e e e e e e s s st eee e e e e e s e nnnnraneeeaeeeanns 25
O Volunteer bureaus/organiZatioNS..........cccuuveereeeeeiiiiieeer e s s srerer e e e e s sereereeae e e 26
I I @1V Tl o T o F= T g1 2= L1 T ] o PR PUPUPPRRRT 27
O Local business (SPECIFY THE TYPE) ....uuuuiiiieiiiiiiciiiiiee et e e e e ssiivveeaaaaaan 28
I @ 1 1= g 5] o =T e ) PP |29
O DO NOt have any PArtNers ..........eeeeiiiaeiiieeie ettt e e e et e e e e e e e enabeeeeaaaeeean |30
[ o o B A 4T 1 PSPPI d
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PROGRAMMER DISPLAY BOX 12
IF GT 5 SELECTIONS FOR J1, CONTINUE TO I2. ELSE, GO TO I3.
HARD CHECK: If 11 = DO NOT HAVE ANY PARTNERS and any other
category is selected, Do not have any partners cannot be selected along

with other response options.

HARD CHECK: If 11 = DON'T KNOW and any other category is selected,
Don’'t know cannot be selected along with other response options.

REQUIRED

I1 GT 5 SELECTIONS

12. Please select the five most important Elderly Nutrition Program partners you had during your
most recently completed fiscal year.

Select only five

PROGRAMMER DISPLAY BOX 12

PROGRAMMER: DISPLAY ALL CHECKED SELECTIONS FROM I1. IF
RESPONDENT CHECKED “Local business” or “Other,” ALSO DISPLAY
TEXT IN “Specify” FIELD.

HARD CHECK: IF RESPONDENT CHECKS FEWER THAN FIVE SELECTIONS FROM LIST, SHOW
VALIDATION MESSAGE, You have selected fewer than five partners. Please select your five most
important partners.

HARD CHECK: IF RESPONDENT CHECKS MORE THAN FIVE SELECTIONS FROM LIST, SHOW
VALIDATION MESSAGE, You have selected more than five partners. Please select your five most
important partners.
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REQUIRED

ALL
13. For each partnership listed, please indicate which activities you jointly engaged in for the
Elderly Nutrition Program during your most recently completed fiscal year.
PROGRAMMER DISPLAY BOX I3

If MORE THAN 5 SELECTIONS FOR |1, FILL PARTNERSHIP NAME

WITH CHECKED SELECTIONS FROM I2. ELSE, FILL PARTNERSHIP

NAMES FROM I1.

Select all that apply for each column
[Partnership 1 | [Partnership 2 | [Partnership 3 | [Partnership 4 | [Partnership 5
Name] Name] Name] Name] Name]

a. Fundraising 10 -0 30 «0O s0O
b. Shared resources 10 .0 30 40O sO
c. Advocacy 10 -0 30 «0O s0O
d. Strategic planning 10 .0 30 40O s0O
e. Public education 1O -0 30O .0 sO
f. Referrals 104 -0 sOd 40O sOd
g. Senior activities | -0 3O .0 sO
h. Service delivery 104 -0 s 40O sOd
i. Shared outreach | -0 3O .0 sO
j.  Targeting special populations 10 -0 sOd 40O sO
k. Training/technical assistance | 20O sO «0O sO
I.  Volunteer recruitment or retention 10 -0 30 40O sO
m. None of the above | -0 30 .0 sO

PROGRAMMER SKIP BOX I3

YES, THEN ASK |4. ELSE, SKIP TO SECTION J.

IF 13 DOES NOT INCLUDE “Title VI (Native American) program” and A3 =

HARD CHECK: IF 13 = NONE OF THE ABOVE, and any other category is selected, None of the above

cannot be selected along with other response options.
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REQUIRED

I3 NE “Title VI (Native American) program” AND A3 = YES

14, What are the major areas in which your AAA collaborated with Title VI programs during your
most recently completed fiscal year?

Select all that apply

I I U o To 7= 1] o [ U T ORI 1
OO0 SNAred rESOUICES ......eiiieiiiiiee ettt ettt e ettt e e e e et e e e e e e s e snnbeeeeaaeeas 2
0 20 AV 0T T3 PSSR 3
I Y 1 =1 =0 [ [o o] =T o 11 Vo [P REER 4
I W o] [Tl =To [UTot=1 i o] o R PP TPPRUPPPRRN 5
O REFEITAIS ..ottt e e et e e e sbeeeeeans 6
O SENIOr ACLIVILIES .. .vveieiiiiiee ittt e e sttt e e s bt e e e sbbe e e e sbreeeeans 7
I ST Y o= o 1= 11T o SRS 8
O  Meal PrOAUCTION ...ttt e e e e et e e e e e e e e aanbbeeeaaaeeeaans 9
O  Shared OUIFEACK ........eeeiiiiee it e e e e 10
O Targeting special POPUIALIONS.......cciiiiiiiiiiiiiiee e 11
O Training/technical aSSISTANCE .......ccciiiiiiiiiiiiii e 12
O Volunteer recruitment OF FeteNtiON ..........euiiiiiiiee e 13
O Other (SPECIFY) ittt ettt et tae e e et e e e s snbaeeesssbeeeesssreeaeans 14
O I|Don’t collaborate with Title VI programs.........cccvveeveeeesiiciiiieeee e 15
o] o 1 4T 1RO PPPP d

HARD CHECK: IF 14 = DON'T COLLABORATE WITH TITLE VI PROGRAMS, and any other category is
selected, Don’t collaborate with Title VI programs cannot be selected along with other response
options.

HARD CHECK: IF 14 = DON'T KNOW, and any other category is selected, Don’t know cannot be
selected along with other response options.
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SECTION J. MEDICAID WAIVER PROGRAMS FOR THE ELDERLY

REQUIRED
ALL
J1. Does your AAA or your parent organization currently authorize or receive payment for services

from the state’s Medicaid Waiver programs for the elderly?

O Yes, AAA authorizes or receives payment for services from the state’s

Medicaid Waiver programs for the elderly ..., 1
O Yes, parent organization authorizes or receives payment for services from

the state’s Medicaid Waiver programs for the elderly .........cccccooiiinne 2
(O T o IO PO PSPPI PUPPPPPPP 0
(O T i To o 310 PO PP RPN d
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SECTION K. WAITING LISTS

REQUIRED
ALL
K1. Does your AAA or another organization currently maintain waiting lists for the congregate

nutrition or home-delivered nutrition programs that are funded in whole or part with OAA funds?

Select one response for each row

MAINTAINS WAITING LIST FOR CONGREGATE
NUTRITION PROGRAM

YES NO DON'T KNOW
a. State Unit on Aging 10 0O a0
b. Area Agency on Aging 10 0O a0
c. Local Service Provider 10O 00O a0

Select one response for each row

MAINTAINS WAITING LIST FOR HOME-DELIVERED
NUTRITION PROGRAM

YES NO DON'T KNOW
a. State Unit on Aging 10 00 aQ
b. Area Agency on Aging 10 00 aQ
c. Local Service Provider 10O 00 a0

PROGRAMMER SKIP BOX K1
IF ALL K1 a-c = NO, DK (for congregate and home-delivered), SKIP TO K9
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REQUIRED

ANY Kla-c = Yes

K2. What is the current waiting list policy in the PSA for congregate nutrition and home-delivered
nutrition?

Select one per column

Congregate Home-Delivered
Nutrition Nutrition

a. The waiting list contains everyone who requested service

without screening for service eligibility or need, ordered by

date of request 10 20
b. The waiting list contains everyone who is screened eligible

for services on a first-come first-served basis 10 20
c. The waiting list contains everyone who is screened eligible

and in priority order (by priority criteria) 10 20
d. Policy varies across the PSA 10 20Q
e. Other (SPECIFY) 10 2Q
f.  There is no waiting list policy 10 20Q
g. Don't know a0 a0

PROGRAMMER SKIP BOX K2

IF ALL K1a-c = NO OR DON'T KNOW FOR CONGREGATE NUTRITION,
SKIP TO K6
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REQUIRED

ANY Kla-c = YES FOR CONGREGATE NUTRITION

K3. How many people are currently on the waiting list in your PSA for the congregate nutrition
program?

People (0-9999)
[ I B To T i A 4 1o T PSP PPUPPPPPPPPPRt d

SOFT CHECK: IF LT 1 You have indicated that your PSA currently has 0 people on the waiting list.
Is this correct?

SOFT CHECK: IF GT 1000 You have indicated that your PSA currently has more than 1000 people
on the waiting list. Is this correct?

HARD CHECK: IF GT 5000 The number of people on the waiting list cannot be greater than 5000.

HARD CHECK: If K3 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

PROGRAMMER SKIP BOX K3
IF K3=0 OR DK, THEN SKIP TO K5
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REQUIRED

ANY Kla-c = YES FOR CONGREGATE NUTRITION

K4. What is the longest time a person has been on the current congregate nutrition program waiting

list in your PSA?

Days/Weeks/Months/Years [DROP DOWN BOX]
[ o o B A 4T 1 SR UTRRRPP d

PROGRAMMER BOX K4

USE LIMIT OF 10 YEARS IN ANY TYPE OF UNIT (DAYS, WEEKS,
MONTHS, YEARS)

SOFT CHECK: IF GT 5 YEARS You have indicated that the longest time a person has been on the
current waiting list is more than 5 years. Is this correct?

HARD CHECK: IF GT 10 YEARS The longest time a person has been on the current waiting list
cannot be greater than 10 years.

HARD CHECK: IF NUMBER FIELD IS FILLED BUT DROP DOWN IS NOT SELECTED, SHOW
VALIDATION MESSAGE Please select days, weeks, months or years from the drop down menu.

HARD CHECK: IF K4 = DK AND number is entered. Don’t know cannot be selected along with other
response options.

REQUIRED

ANY Kla-c = YES FOR CONGREGATE NUTRITION

K5. On average, how often is the waiting list for the congregate nutrition program checked for
duplicates and those no longer eligible or in need and then updated?

L T V=TT SRR 1
1 T /T 11 0 V2SR 2
L T @ 1 - ¢ 1= SRR 3
QO SEMIFANNUAIIY ...eeee e e e a e 4
(O I =T 1| U PP 5
(O T oY PSP PP PPPPPPPPP 0
O OtEr (SPECIFY) .ottt ettt n st en s 6

o
O
S
:~
~
>
5]
=
o
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REQUIRED

ANY Kla-c = YES FOR HOME-DELIVERED NUTRITION

K6. How many people are currently on the waiting list for the home-delivered nutrition program in
your PSA?

People (0-9999)
[ I B To T i A 4 1o T PSP PPPPPPPPPPPPRt d

SOFT CHECK: IF LT 1; You have indicated that your PSA currently has 0 people on the waiting list.
Is this correct?

SOFT CHECK: IF GT 1000; You have indicated that your PSA currently has more than 1000 people
on the waiting list. Is this correct?

HARD CHECK: IF GT 5000; The number of people on the waiting list cannot be greater than 5000.

HARD CHECK: IF K6 = DK AND number is entered. Don’'t know cannot be selected along with other
response options.

PROGRAMMER SKIP BOX K6
IF K6=0 OR DK, THEN SKIP TO K8

REQUIRED

ANY Kla-c = YES FOR HOME-DELIVERED NUTRITION

K7. What is the longest time a person has been on the current home-delivered nutrition program
waiting list in your PSA?

Days/Weeks/Months/Years [DROP DOWN BOX]
[ o o B A 4T 1 SRR d

PROGRAMMER BOX K7

USE LIMIT OF 10 YEARS IN ANY TYPE OF UNIT (DAYS, WEEKS,
MONTHS, YEARS)

SOFT CHECK: IF GT 5 YEARS You have indicated that the longest time a person has been on the
current waiting list is more than 5 years. Is this correct?

HARD CHECK: IF GT 10 YEARS The longest time a person has been on the current waiting list
cannot be greater than 10 years.

HARD CHECK: HARD CHECK: IF NUMBER FIELD IS FILLED BUT DROP DOWN IS NOT SELECTED,
SHOW VALIDATION MESSAGE Please select days, weeks, months or years from the drop down
menu.

HARD CHECK: IF K7 = DK AND number is entered. Don’t know cannot be selected along with other
response options.
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REQUIRED

ANY Kla-c = YES FOR HOME-DELIVERED NUTRITION

K8. On average, how often is the waiting list for the home-delivered nutrition program checked for

duplicates and those no longer eligible or in need and then updated?

1O T V=TT SR 1
1O T /T 11 0 V2RSSR 2
1O I @ 1 =14 (=1 | PP UOPPPPRT 3
QO SeMIANNUANNY ..ot e e a e 4
1O I =T T 1| RO 5
1O T LY PP 6
QO Other (SPECIFY) ittt ettt ettt et e snbe et e e nnneas 7
1O T b 7o o B A N 01 PP d
REQUIRED

ALL

K9. For which of the following OAA services does the AAA or its service providers currently
maintain a waiting list?

Select all that apply

I O I = Vg o o T = U1 1SR 1
I I O 1Yl g = T F= To =10 1= o | PSR 2
O PerSONAI CAE....ciiiiiiiie ittt nnne s 3
[0 CROIE SEIVICES .....eeieiiee ittt ettt ettt n e s nnneennnes 4
O HomemMaKer ASSISTANCE ........vviiiiiiiiiee ittt sbree e 5
O LEQAI SBIVICES ...ttt e ettt e e e e ettt e e e e e e e e e aab et e e e e e e e e anbnbeeeeaaeeeannn 6
O AUIL AY CAIE.....eeeeeeee ettt e e et e e e e e e s bnbeeeeaaeaeaans 7
O Evidence-based disease prevention or health promotion program...................... 8
O Family Caregiver FESPILE ......coueiieiiiie ettt e e e e e e e e 9
O Family caregiver COUNSEIING .......uuiiieeeiiiiiiieeie e e s s e e e e e s sear e e e e e e s ssnnnreereeee e e e 10
O Family caregiver SUPPOIT OFOUD ...ueeeeeeiirerireeeeeessisestateeeeeessssnssrsnreesesssnsnssnneeeeeesanns 11
O Family caregiver traiNiNg .......cc.vuvrieiee i ee e s s e e e e s seer e e e e e e e nnnnneeereeeeeeaans 12
O NONE Of thE @DOVE ......oeiiiicieiee s 0
T To o B A 1o PP PP RPN d

HARD CHECK: IF K9 = NONE OF THE ABOVE and any other category is selected, None of the above
cannot be selected along with other response options.

HARD CHECK: IF K9 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.
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REQUIRED

K9 = AT LEAST 2 RESPONSE OPTIONS CHOSEN

K10. Please select the service that currently has the longest waiting list in the PSA (Planning and
Service Area).

(O T I - Vg 7 [0 15 7= 11T o 1SR 1
(O I O 1Tl g F- T F= To =10 1 =1 o | SRR 2
QO PEISONAI CAIE....ceiiiiiiie ittt ettt et e e 3
O CNOME SEBIVICES ...ttt ettt ettt et et e et e nneee s 4
O HOMEMAKET ASSIStANCE .....cciuiiiieiiiieie it 5
(O I o T 1T =T (o T SRR 6
O AQUIE DAY CAIE...cei ittt e e e e e e eeaaaeeas 7
O Evidence-based disease prevention or health promotion program...................... 8
O Family CaregiVEr FESPILE .....ccciieieiiiiieee e it e e e e e e e e e e e e e e s s s e e eaees 9
O  Family caregiver COUNSEIING ........uuviiiiee i e e e e e eanrreeeee s 10
O  Family caregiver SUPPOI grOUD .....eueeeeeeiieierereeeeeesssiieieeeeeeesssssrnneeeeesssnsnsnneeeesess 11
O Family caregiver traiNiNg .........cccveeiieeee i e r e e e e e e e e e s ereae e 12
(O T I To T B [0 PP PPRPT d
PROGRAMMER BOX K10
IF K9 = AT LEAST 2 RESPONSE OPTIONS CHOSEN, ASK K10.
REQUIRED

K9 = ANY ANSWER CATEGORY EXCEPT “NONE OF THE ABOVE” AND “DON'T KNOW” OR K10 =
ANY EXCEPT “DON'T KNOW”

K11. How many people are currently on this waiting list?

| People (0-9999)
[ B Yo o 8 A 4 T 1V PP PRRPTPRR d

SOFT CHECK: IF LT 1 You have indicated that there are currently O people on the waiting list. Is
this correct?

SOFT CHECK: IF GT 1000 You have indicated that there are more than 1000 people on the waiting
list. Is this correct?

HARD CHECK: IF GT 5000 The number of people on the waiting list cannot be greater than 5000.

HARD CHECK: IF K11 = DK AND number is entered. Don’t know cannot be selected along with other
response options.
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REQUIRED

K9 = ANY ANSWER CATEGORY EXCEPT “NONE OF THE ABOVE” AND “DON'T KNOW” OR K10 =
ANY EXCEPT “DON'T KNOW”

K12. What is the longest a person has been on this current waiting list?

Days/Weeks/Months/Years [DROP DOWN BOX]
I o o B A 4T 1 PRSPPI d

PROGRAMMER BOX K12

USE LIMIT OF 10 YEARS IN ANY TYPE OF UNIT (DAYS, WEEKS,
MONTHS, YEARS)

SOFT CHECK: IF GT 5 YEARS You have indicated that the longest time a person has been on the
current waiting list is more than 5 years. Is this correct?

HARD CHECK: IF NUMBER FIELD IS FILLED BUT DROP DOWN IS NOT SELECTED, SHOW
VALIDATION MESSAGE Please select days, weeks, months or years from the drop down menu.

HARD CHECK: IF K12 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.
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SECTION L: REFERRALS AND NEEDS ASSESSMENTS

REQUIRED
ALL
L1. Has a community needs assessment that included a nutrition needs component been conducted

in your PSA in the past 5 years?

O I T 1

(O T o T 0

(O T B o) o 1 A 4 101V 2T d
REQUIRED

ALL

L2.1 Does your AAA currently have a formal process (performed by the AAA or through local service
providers) for assessing service needs (both nutrition and non-nutrition) for Elderly Nutrition
Program participants (e.g., transportation, SNAP, housing, etc.)?

Nutrition Needs Non-Nutrition Needs
DON'T DON'T
YES | NO KNOW YES | NO KNOW
a. Congregate nutrition 10 00O dO 10 00O dO
b. Home-delivered nutrition 10 0O a0 10 0O adO

REQUIRED

IF L2.1 = DON'T KNOW FOR NUTRITION NEEDS AND NON-NUTRITION NEEDS, SKIP TO L3.

L2.2 How often are Elderly Nutrition Program participants re-assessed for service needs (both
nutrition and non-nutrition services)?

Select all that apply for each column

Congregate nutrition program participants ‘ Home-delivered nutrition program participants
10 No policy (frequency determined by staff) 10 No policy (frequency determined by staff)
20 Atleast yearly (1 or more assessments per 20 Atleast yearly (1 or more assessments per

year) year)

30 Less than once per year 30 Less than once per year
40O After acute care episode (hospital, ER visit) 4«0 After acute care episode (hospital, ER visit)
5O (|)ther (SPECIFY) | s (|)ther (SPECIFY) |
¢«O Don't know ¢O Don’t know

HARD CHECK: If L2.2 = DON'T KNOW and any other category is be selected, Don’t know cannot be
selected along with other response options.
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REQUIRED

ALL

L3.

Not including the Nutrition Screening Initiative (NSI) DETERMINE checklist, does your AAA
currently have a formal process (performed by the AAA or through service providers) for
assessing nutrition service needs for non-nutrition program participants?

O Yes, participants receive a separate nutrition needs assessment............ccccee..... 1
O Yes, participants receive a general needs assessment that includes

(1011117 ] o IR 2
O No, participants are not formally assessed for nutrition service needs................ 0
1O T b To ] o B A N 01 PP d
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REQUIRED

ALL
L4. Currently, which of the following services does your AAA (directly or through nutrition service
providers) actively assist congregate or home-delivered nutrition participants to access? Active
assistance involves more than providing reading materials and brochures.
Select all that apply for each column
Congregate Nutrition Home-Delivered
Service Program Nutrition Program

a. Medicaid Waiver programs | -0
b. Medicaid (non-waiver) 104 -0
c. Medicare Parts A or B | -0
d. Medicare Part D 104 -0
e. Housing programs | -0
f.  Transportation services 10 -0
g. Low Income Home Energy Assistance Program

(LIHEAP) 1O .O
h. Supplemental Security Income 10 .0
i. Other supportive services (chore, homemaker) 10 -0
j- SNAP (Food Stamps) 104 20
k. Other food or nutrition services (food pantry) | -0
I.  Veterans Affairs services 104 -0
m. Adult Protective Services | -0
n. Evidence-based health promotion and disease

prevention programs 10 .0
0. Other | -0
p. Do not provide this type of assistance 10 .0

HARD CHECK: IF L4p = CONGREGATE AND Any L4a-o0 = CONGREGATE, Do not provide this type
of assistance cannot be selected along with other response options.

HARD CHECK: IF L4p = HOME DELIVERED AND Any L4a-o = HOME DELIVERED, Do not provide
this type of assistance cannot be selected along with other response options.

42




REQUIRED

ALL

L5. Please rank the top 5 referral sources for the congregate nutrition and home-delivered nutrition
programs during your most recently completed fiscal year.

Rank top 5 referral sources in each
column

Home-Delivered
Congregate Nutrition
Referral Source Nutrition Referrals Referrals

a. Family/friends

b. Hospital/health care facility/discharge planner

c. Nursing homes

d. Physician

e. Case management system

f.  Aging and Disability Resource Center
g. Information and Assistance system

h. Medicaid Waiver

i. Other food or nutrition program

j- Faith-based organizations

k. Self

JHOUBDOUDBLL
LU OUOUUOG

. Other

O
O

m. Cannot rank referral sources

PROGRAMMER BOX L5

RANGE FOR L5a-k IS (1-5). EACH NUMBER (1-5) CAN ONLY BE
ENTERED ONCE IN EACH COLUMN.

HARD CHECK: If L5 = CANNOT RANK REFERRAL SOURCES AND number is entered. Cannot rank
referral sources cannot be selected if ranks are entered.

PROGRAMMER SKIP BOX L5

CHECK B1b: IF NUTRITION COUNSELING = NO OR DK, SKIP TO
CHECK BEFORE L9
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REQUIRED

Blb=YES

L6. How many congregate nutrition locations in the PSA currently provide nutrition counseling to
eligible program participants? The nutrition counseling may be offered by your AAA or
coordinated with a local service provider.

Locations (0-999)
[ I To T i A 4 1o PP OPPPPPPPRt d

SOFT CHECK: IF LT 1; You have indicated that O congregate nutrition locations in the PSA
currently provide nutrition counseling. Is this correct?

HARD CHECK: IF GT 500; The number of congregate nutrition locations in the PSA that currently
provide nutrition counseling cannot be greater than 500.

HARD CHECK: If L6 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

HARD CHECK: IF L6 GT NUMBER OF CONGREGATE NUTRITION LOCATIONS IN B5, Please enter a
number that does not exceed the total number of congregate nutrition locations in the PSA.

REQUIRED
Blb = Yes
L7. Currently, what is the availability of nutrition counseling for home-delivered nutrition program

participants? The nutrition counseling may be offered by your AAA or coordinated with a local
service provider.

O Available throughout the entire PSA ... 1
O Available in a portion 0f the PSA .....cooi oo 2
O Notavailable iN the PSA ... s 3
(O T i To o B 310 PP PP RSP PPRPT d
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REQUIRED

Blb = Yes

L8. How is the current need for nutrition counseling determined?

Select all that apply

O NUtrition NEEAS SSESSIMENT .......vviiiiieiiie it 1
O Nutrition Screening Initiative (NSI) SCOIE ....ccceiiiiiiiiiiiiee e 2
O Presence of nutrition related chronic diSease ..........cccccoiiiiiiiiiiiiii e, 3
O FoO0d iNSECUNtY ASSESSMENT ......eiiiiiiiiiiiiiieiei e e ettt e e e e e e e e e e e e s eanneeeeeaaeeeanes 4
O Health care provider orders or recommendation .............coooiuviieiiieeniiiiiiieeeeeeeee 5
O Other criteria (SPECIFY) .. a e 6
I B o i A T 1 PR PPPPRR d

HARD CHECK: IF L8 = DON'T KNOW No other category should be selected. Don’t know cannot be
selected along with other response options.

PROGRAMMER SKIP BOX L8
CHECK B1la: IF NUTRITION EDUCATION = NO OR DK, SKIP TO

SECTION M
REQUIRED
Bla = Yes
L9. How many congregate nutrition locations in the PSA currently provide nutrition education to

eligible program participants?

Locations (0-999)
I I T T o A 4 0 SRS d

SOFT CHECK: IF LT 1; You have indicated that 0 congregate nutrition locations in the PSA
currently provide nutrition education. Is this correct?

HARD CHECK: IF GT 500; The number of congregate nutrition locations in the PSA that currently
provide nutrition education cannot be greater than 500.

HARD CHECK: IF L9 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

HARD CHECK: IF L9 GT NUMBER OF CONGREGATE NUTRITION LOCATIONS IN B5, Please enter a
number that does not exceed the total number of congregate nutrition locations in the PSA.
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REQUIRED

Bla=YES

L10.

Currently, what is the availability of nutrition education for home-delivered nutrition program
participants? The nutrition education may be offered by your AAA or coordinated with a local
service provider.

O Available throughout the entire PSA ... 1
O Available in a portion 0f the PSA ... 2
O Notavailable iINthe PSA ... e 3
(O T B o] o B 44T 1 O POP TP PPPPTPPPPP d
REQUIRED
Bla= Yes
L11. According to your current AAA policy, how often are nutrition education services provided to
program participants in your PSA?
Congregate Home-Delivered
Nutrition Program Nutrition Program
Participants Participants
a. No AAA policy (frequency determined by local service
provider) 10 20
b. Yearly (1 session per year) 10 20
c. Twice per year (2 sessions per year) 10 20
d. Quarterly (4 sessions per year) 10 20
e. Monthly (12 sessions per year) 10 20
f.  More than monthly (12+ sessions per year) 10 20
g. Nutrition education is not available 10 20
h. Other 10O 20
i. Don't know adO a0
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SECTION M. FOOD SAFETY

REQUIRED
ALL
M1. Does your AAA currently require congregate and home-delivered nutrition production facilities

to have a food service license?

(O T T ST UUUPUPRRPTN 1
(O T N o TP UOPUPUPPTN 0
(O T B o] 1 8 (3 1)V TR TPT R UUOPUPPRPTN d
REQUIRED
ALL
M2. Are the food service personnel for the Elderly Nutrition Program in your PSA currently required
to have food safety and sanitation training?
O T T ST TTT T UUUPUPURPTN 1
(O T o PP 0
(O T B o] o B A 43T 1 PP RRPP d
REQUIRED
ALL
M3. Does your AAA currently follow policies for reporting food borne illnesses and food recalls?

The policies could have been created by your AAA, the State Unit on Aging, a state or local
health department, or some other entity.

L T T 1
L T o T 0
(O I B o) o 1 A 4 10V T d
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REQUIRED

ALL

M4. To which of the following entities are individual service providers currently required to report
food borne illness incidents in the Elderly Nutrition Program?

Select all that apply

0 A A A e 1
O  State Uit ON AQING ... e ettt e e s e e e e e e s eibnbeeeeaaeeeannes 2
O State or local department of health ...........ooooiiiiii e 3
O Other (SPECIFY) ittt b et ettt e nbe e e snbe e e saneennneas 4
O l|\lo requirement to report food borne illNess ... 5

DONT KNMOW ...ttt e st e b e e e s b e e snnnee s d

HARD CHECK: IF M4 = NO REQUIREMENT TO REPORT FOOD BORNE ILLNESS and any other
category is selected, No requirement to report food borne illness cannot be selected along with
other response options.

HARD CHECK: IF M4 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

REQUIRED
ALL
M5. In the past 3 years, how many different times was the food served in the congregate nutrition

program associated with an outbreak of food borne illness?

| TIMES (0-99)
[ I B Yo T 8 A T 1 d

SOFT CHECK: IF GT 50; You have indicated that food served in the congregate nutrition program
was associated with an outbreak of food borne illness more than 50 times in the last 3 years. Is
this correct?

HARD CHECK: IF M5 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

PROGRAMMER SKIP BOX M5
IF M5 =0 OR DK, SKIP TO M7.
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REQUIRED

M5 GT O
M6. In total, how many congregate nutrition program participants got sick in the past 3 years?
CONGREGATE NUTRITION PROGRAM PARTICIPANTS (0-9999)
I I To T e A 3T PSP PP R PTRT d

SOFT CHECK: IF GT 1000 You have indicated that more than 1000 congregate nutrition program
participants got sick in the past 3 years. Is this correct?

HARD CHECK: IF M6 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

REQUIRED
ALL
M7. In the past 3 years, how many different times was food served in the home-delivered nutrition

program associated with an outbreak of food borne illness?

| TIMES (0-99)
I I B Yo T 8 A T 1 d

SOFT CHECK: IF GT 50 You have indicated that food served in the home-delivered nutrition
program was associated with an outbreak of food borne illness more than 50 times in the last
3 years. Is this correct?

HARD CHECK: IF M = DK AND number is entered. Don’t know cannot be selected if a number is
entered.

PROGRAMMER SKIP BOX M7
IF M7 =0 OR DK, SKIP TO SECTION N

REQUIRED
M7 GT O
M8. In total, how many home-delivered nutrition program participants got sick in the past 3 years?
HOME-DELIVERED NUTRITION PROGRAM PARTICIPANTS (0-9999)
[ o o B A 4T 1 ST RRTP d

SOFT CHECK: IF GT 1000 You have indicated that more than 1000 home-delivered nutrition
program participants got sick in the past 3 years. Is this correct?

HARD CHECK: IF M8 = DK AND number is entered. Don’t know cannot be selected if a number is
entered.
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SECTION N. CONTACT INFORMATION

REQUIRED
ALL
N1. Please provide contact information for the person who completed this questionnaire.

Contact First Name |

Contact Last Name |

Title or Role in AAA |

Length of time in current position (years) |

Email Address |

Telephone Number |

HARD CHECK: IF TELEPHONE IS LT OR GT 10 DIGITS, SHOW VALIDATION, Please enter a valid
telephone number.

HARD CHECK: IF EMAIL ADDRESS DOES NOT CONTAIN “@” and “.” SHOW VALIDATION
MESSAGE, Please provide a valid email address in the format of myname@xyz.com.

Please use the space below if you would like to provide any additional information or comments.

THANK YOU FOR COMPLETING THIS SURVEY. WE VALUE YOUR PARTICIPATION.
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MATHEMATICA
Policy Research

2011 National Evaluation of Title 111-C Nutrition Services
Local Service Provider (LSP) Survey

Fax Back Form

A. ORGANIZATIONAL STRUCTURE
1. What was the end date of your most recently completed fiscal year?

]
Month Day Year

2. During your most recently completed fiscal year, what was the total, unduplicated number of people who
received any service through your organization?

] PEOPLE RECEIVED ANY SERVICE

¢ Don't know

3. During your most recently completed fiscal year, what was the total, unduplicated number of people who
received the following funded in whole or in part by the Older Americans Act (OAA)?

Older Adults

a. Congregate nutrition services for older adults?......... I T

¢« Don’t know

b. Home-delivered nutrition services for older adults? .. | | | |,|_|_|_ |

¢ Don’t know

B. SOCIALIZATION ACTIVITIES

1. During you most recent fiscal year, how many of your congregate nutrition sites offered social activities
(through your organization or another organization) in addition to the meal?

||| NUMBER OF CONGREGATE SITES

¢ Don’t know

2. In atypical week, about how many hours of social activities are available at all congregate sites combined?

| ||| NUMBER OF HOURS/WEEK

¢« Don’t know

Prepared by Mathematica Policy Research 1




C. STAFF AND VOLUNTEERS
1. During your most recently completed fiscal year, including yourself, how many full-time equivalent
employees did your organization have?

LI | | _] NUMBER OF FULL-TIME EQUIVALENT EMPLOYEES
«O Don’t know

2.  During your most recently completed fiscal year, including yourself, how many full-time equivalent
employees worked on the nutrition program (congregate and home-delivered) funded in whole or in part by
the OAA?

] || NUMBER OF FULL-TIME EQUIVALENT EMPLOYEES
«0O Don’t know

3. During your most recently completed fiscal year, how many full-time equivalent employees who worked on
the nutrition program (congregate and home-delivered) funded in whole or in part by the OAA were
dieticians or state credentialed nutrition professionals?

] NUMBER OF FULL-TIME EQUIVALENT DIETICIANS OR STATE CREDENTIALED NUTRITION PROFESSIONALS
¢ Don't know

4. During your most recently completed fiscal year, how many individual volunteers worked on the nutrition
program (congregate and home-delivered) at your LSP?

Please count each volunteer only once.

Number

a. Number of volunteers who work exclusively for the I T
congregate nutrition Program .........cccceeeeecevveeeeeennanns

¢ Don’t know

b. Number of volunteers who work exclusively for the [ N
home-delivered nutrition program ...........cccccceeeeeeennee

¢ Don’t know

c. Number of volunteers who work for both the I T
congregate and home-delivered nutrition program ...

¢ Don’t know

Prepared by Mathematica Policy Research 2




5. During your most recently completed fiscal year, in total, how many volunteer hours did the nutrition
program at your LSP directly receive?

a ||
NUMBER OF HOURS FOR THE CONGREGATE NUTRITION PROGRAM

¢«O Don't know —> GO TO QUESTION 5C

(o Y N Y Y
NUMBER OF HOURS FOR THE HOME-DELIVERED NUTRITION PROGRAM

¢« Don’t know

Co | b f ]
NUMBER OF HOURS FOR CONGREGATE AND HOME-DELIVERED NUTRITION PROGRAMS

¢ Don’t know

D. TARGETING

1. Inthetable below, please record the number of your LSP’s program participants that fell into each of the
following racial or ethnic categories for both congregate and home-delivered nutrition programs during your
most recently completed fiscal year. Also indicate whether each category is a target population for your LSP.

Number in Is this a target
Number in Home- population?
Congregate Delivered
Nutrition Don’t Nutrition Don’t Don’t
Racial or Ethnic Category Program know Program know | Yes No know
a. American Indian or Alaska Native
(@loNe) v b «O [ ¢« 10 o a0
b. Asian (alone) .......cccccevviiveiiiiieeenns ]| ¢O [ a O 10 o a0
c. Black or African American (alone). | |__|_ ||| | | «d¢O [ «0 10 0O a0
d. Native Hawaiian or other Pacific
Islander (alone).........ccceevviveeennen. b «O b ¢« 10 od «O
e. White (alone) .........cccceevvvieeeiiinnnen. ]| ¢O Y a O 10 o a0
f. Person reporting 2 or moreraces.. | |__|_ || |_| | d¢O b «0 10 o0 «O
g. Other (SPeCify) ...cccovvvieeiiiiciieene b «O [ 1 «0 10 o0 o0
h. Hispanic (Total) .........occeeeeiiieennnns b «O b ¢« 10 od «O
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2.

E.

In the table below, please record the number of your LSP’s program participants that fell into each of the

categories listed below for both congregate and home-delivered nutrition programs during your most

recently completed fiscal year. Also indicate whether each category is a target population for your LSP.

Number in Number in Isp:)hp'ﬁlzttii;gft
Home-Delivered Congregate -
Nutrition Don't Nutrition Don't Don't

Categories: Program know Program know | Yes No know
a. Impairments in 3 or more

Activities of Daily Living.............. Y I | a 10 od «Od
b. Impairments in 1-2 Activities of

Daily Living ....oevevniieeeiiieeeeiee, Y I | ¢« 10 od a
C. Livingalone .........ccccoovviiiiennnnnns Y Y a0 10 od o0
d. Rural residents ..........cccccvveennen Y I | ¢« 10 od e
e. Living below the federal poverty

[eVel ..o Y I | ¢« [ 1 a 10 od aO
f. Female......coooiiiiiiiiiiiee T Y T «0 [ ¢«0 | od a0
g. 60-74 years old..........c..cccuveennnn Y I | ¢« [ 1 a 10 od aO
h. 75-84 yearsold............ccceevnunnnn. T I ad [ «0 10 od aOd
i. 85+yearsold.......ccccccoriiieiinnnnnn, T Y a O [ O 10 od a0

PROGRAM RESOURCES

The next questions concern the total expenditures incurred by your LSP during your most recently completed
fiscal year. Total expenditures include service, administrative, and overhead expenditures.

During your most recently completed fiscal year...

1.

...what were the total expenditures for your organization?

3 N O Y N Y Y Y Y I N

¢« Don’t know

...what were the total expenditures for the Elderly Nutrition Program? This includes expenditures from funds
received from the AAA plus expenditures from any additional sources of funds for the elderly nutrition
program.

$ ]

¢«O Don’t know
...what were the total expenditures for the congregate nutrition program?

$ ]

¢ Don’t know
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4,

3 N N Y N Y Y Y I N

¢« Don’t know

...what were the total expenditures for the home-delivered nutrition program?

For each of the following funding sources, please indicate how much your LSP spent for congregate

nutrition expenditures and home-delivered nutrition expenditures during your most recently completed

fiscal year.

Congregate Home-Delivered
Nutrition Don't Nutrition Don’t
Funding Sources Expenditures know Expenditures know
Area AgeNnCy ON AQING ..c.uuueeiiiaeeiiiiiiieea e e $ a0 $ aO
Other direct federal sources (not through AAA or state)
(i.e. grants from USDA, Veterans Affairs, HUD, etc.)....... $ ad $ «Od
Other direct State SOUICES.....cccvivrereieieieeeie e $ ald $ ald
Other local sources (Including county, city, and other
local publiC SOUICES) ..ueiiiiiiiiiii e $ ad $ «Od
Private Sources
a. Non-profit organization (e.g., United Way, 501 3-c) ........ $ ad $ aOd
b. Private for-profit (e.g., food industry) ........c..cccecvevevveeineenne $ «0 $ «0
c. Participant cContributionS............ccccveeeeveeiececieee e, $ ad $ ad
d. Program income other than participant contributions....... $ aOd $ al
€. Other Private SOUICES..........ccccveeveeereeereeeeeereeeeeeieeeeeeeeeeeens $ ad $ ad
Other (Specify)
$ ad $ ad

=]
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OMB:

EXPIRATION DATE:

MATHEMATICA
Policy Research

2011 National Evaluation of Title IlI-C Nutrition Services

Local Service Provider Survey

INTRODUCTION

Thank you for helping us with the National Evaluation of Title IlI-C Elderly Nutrition
Services. This study will examine how effectively and efficiently the Elderly Nutrition
Program helps to keep older Americans healthy and active in their homes and
communities. Results of the study will be used to support program planning and guide
program practices at various levels of the aging network.

This survey asks about your organization’s characteristics and objectives, staffing, use
of technology, program decision processes, and measures used to coordinate with
internal staff and other organizations. The survey takes approximately 60 minutes to
complete.

If you have any questions regarding the study or completing the local service
provider survey, please contact Rhoda Cohen at 1-800-232-8024 or email:
rcohen@mathematica-mpr.com

The information you provide will be used only for statistical purposes. In
accordance with the Confidential Information Protection and Statistical Efficiency
Act of 2002, your responses will not be disclosed in identifiable form without your
consent.

Participation is completely voluntary. We thank you for your cooperation and
participation in this very important study.

If you do not have exact information available to answer certain questions, your
best estimate will be fine.

After hitting the submit button, it may take a few seconds for the next page of the
survey to load. Please be patient and your responses will be accepted.

Please be aware that after using the “Review my answers” link to go back to a
previous question of the survey, you will need to continue through the survey
again from that point forward.
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SECTION A. ORGANIZATIONAL STRUCTURE

REQUIRED
ALL
Al. Which of the following services does your organization provide to older adults or their

caregivers through a grant or contract with the Area Agency on Aging?

Select all that apply

O Congregate NULIItION SEIVICES ...ooccvvviiiiiee e ieiiieee e e e e s e e e e e snrreeeeae s 1
O Home-delivered NULItioN SEIVICE ........ccovuiiiiiiiiiee e 2
O Nutrition screening and asSESSMENT..........cccvvirieeeerniiiiiieee e e e esireeeeeees 3
O NULtion @dUCALION .....cooiiiiiiiiiiiie e 4
O NULHtION COUNSEIING. ... 5
O SOCIAI BCHVITIES...eeeiieeiiieiiteie ettt a e 6
O Health promotion and disease prevention activities .........cccccccovvcvvieeennn. 7
O  Other NON-NULItION SEIVICES ......oiiiiiiiiiie et 8
0 DONEKNMOW ...ttt e et e e e e e e s anbbeeeaaaa s d

SOFT CHECK: IF A1 DNE CONGREGATE NUTRITION SERVICES, SHOW VALIDATION Your
response indicates that your organization does not provide congregate nutrition services. Is this
correct?

SOFT CHECK: IF A1 DNE HOME-DELIVERED NUTRITION SERVICES, SHOW VALIDATION Your
response indicates that your organization does not provide home-delivered nutrition services. Is
this correct?

HARD CHECK: IF A1 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

HARD CHECK: IF A1 DNE CONGREGATE NUTRITION SERVICES AND A1 DNE HOME-DELIVERED
NUTRITION SERVICES, SHOW VALIDATION Your response must include congregate nutrition
services or home-delivered nutrition services. If you believe you have received this survey in
error, please contact please contact Rhoda Cohen at 1-800-232-8024 or email:
rcohen@mathematica-mpr.com
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REQUIRED

IF A1 INCLUDES “OTHER NON-NUTRITION SERVICES.” ELSE SKIP TO A3.

A2.

Which other non-nutrition services does your organization provide through a grant or
contract with the Area Agency on Aging?

Select all that apply

0T o o 10 Vo S 1
O Chore/NOUSEKEEPING ... ..uvveiiiiieeiiiiiieie ettt e e e e 2
O GrOCEIY @SSISTANCE .. .ieeiiiiieeee ettt e e e e e eeaae s 3
0 PEISONAI CAIE ....eeiiiiieiiiiieee ettt e e e e e e e 4
O HOME NEAItN ... 5
[ I =T g <Y o o] g r= o] [T PRI 6
O CaSE MANAGEMIENT. .. .uuuuututitituiutuittatatetatabebarateeebabebabebebebebebebebebsrersrsrsrsrnnes 7
O  Other (Please SPECIHY) ...uuuuiiiiiei i 8
|
0 DON'TKNOW ..ottt d

HARD CHECK: IF A2 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED
ALL
A3. Which of the following populations does your organization currently serve through all its

programs and services?

Select all that apply

O  Adults 60 years and Older ..........occuuuiiiiiiiiiiiiie e 1
O Adults with physical disabilities regardless of age...........ccccceeieiiiiiieenenn. 2
O Adults with mental retardation or developmental disability regardless of

= T0 L= TP PR PR PT TR PRURPRPRPRPPORt 3
O Children with physical disabilities............cooiiiiiiieen 4
O Children with mental retardation or developmental disability .................. 5
I = Vg TV o= T4 =T L= S 6
0 DON'TKNOW ..ottt d

HARD CHECK: IF A3 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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REQUIRED

ALL
A4. Is your organization currently a standalone organization or is it part of another
organization?

QO Standalone organization ............ccoeiiiiirrereee i 1

O Part of another organization.............ccueeiiiiiiiiii e 2

(O I 5 To ] o B A g 01 PR PR d
REQUIRED
ALL
A6. Which of the following best describes the current management structure of your

organization?

O A not-for-profit agency (non-governmental) ...........cccccooiiiiiiiiiiinee i, 1

(O I o] g o] o) 1| S PP UETPT 2

O A division of city or county government ..........ccccvveveeeeeiicciiieieee e 3

O Part of a council of governments or regional planning and development

=0 =] 0103 P PSPPI 4

O A Tribal GOVErNMENt ENLILY ....eevveeeiiiiiiiieec e 5

O Educational INSEULION .........eeiiiiiiiee e 6

QO Other (Please SPECITY) ...cuuriiiiiie et 7

(O I 5 To ] o B g 0 PR PP d
REQUIRED

IF A6 DNE “A TRIBAL GOVERNMENT ENTITY”

A7. Is your service area for nutrition near an Older American Act Title VI program for Older
Native Americans?

(O T = OO PT PP PUPPPPPP 1
O N O ittt 0
(O T 5 To o 1 3T 1 PR PRSP d

REQUIRED

ALL

A8. Is your organization a faith-based organization?
(O T €T PR PR 1
O N O it 0
(O T i To o 1 3T 1 PR UR PR d
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO Al1l.

A9. Please describe the areas included in your congregate nutrition service area:

Select all that apply

[ Ty o g I 1T R TR 1
O SUDUMDAN @I A ...eeviiiiiiiiiiieeiee e e e 2
[ U = | =T - LT URTP PO 3
[ (o] g 11T = Y- F TP URTT TP 4
0 DONEKNMOW ..ottt e e et e e e e e e s anbbeeeaaaa s d

HARD CHECK: IF A9 = DON'T KNOW and any other answer category is selected, Don’'t know cannot

be selected along with other response options.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES

A10. Which of the following best describes the current boundaries of your congregate nutrition

service area?

(O S 1 o =370 T | | SR 1

O MUIFCOUNTY ..t e e e e e e s s e e e e e e s snneeeeees 2

QO Single CitY/MErO @rea .........veeeieieee ittt 3

QO Multiple City/MELIrO @rea ........uueeeieeeiiiiiiiiiieee e 4

Q  Other (Please SPECIfY) ....cceiieeiiieeeeeeeee e et e e e e st teeereeereeas 5

O T 7o g o 1 SRS d
REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES. ELSE SKIP TO B1.

Al11. Please describe the areas included in your home-delivered nutrition service area:

Select all that apply

[ Ty o g I 1 {7 N TR URTP PO 1
O SUDUMDAN @I A ...eeiiiiiiiiiiieee et e e 2
O RUFAIAIEEA ...ttt e e e e e as 3
I T T o (1o 1 O UPUPPPTRRR d

HARD CHECK: IF A11 = DON'T KNOW and any other answer category is selected, Don’t know cannot

be selected along with other response options.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES

A12. Which of the following best describes the current boundaries of your home-delivered
nutrition service area?

(O S 1 o | [T 01U | | RS 1

O MURIFCOUNTY ... e e e e e e e e e e s s e e e e e e s snnaneeees 2

QO Single City/MEerO @rea .........ueeeieie et 3

QO Multiple City/MELIO @rea .........eeiiieeeiiiiieiiie et 4

Q  Other (Please SPECIfY) ....ccviireeiieeeeeeeece e e eee e e e ete et eteeereeereeas 5
|

O T o g o 1 OSSPSR d
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SECTION B. AGING AND DISABILITY RESOURCE CENTER (ADRC)

REQUIRED

ALL

B1. Currently, is there an Aging and Disability Resource Center (ADRC) in your service area?
In your state, the ADRC is known as [FILL ADRC NAME (to the public)].

(O T T 1

[ T\ [ T 0

(O T B 1] o 1 A (g 0 T d
REQUIRED

IF B1 = YES. ELSE SKIP TO C1.

B2. Does your organization receive referrals for nutrition services from the ADRC?

(O T TN 1
[ T o TN 0
(@ T Yo T 8 A 42T N d
REQUIRED
IF B1=YES

B3. Does your organization refer nutrition clients to the ADRC for non-nutrition needs?

(O T TN 1
[ T o TN 0
(O T B 1] o 1 A (g 0 T d
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SECTION C. STAFF AND VOLUNTEERS

REQUIRED

ALL

C1. What kinds of tasks are assigned to volunteers for your elderly nutrition services
program?

Select all that apply
O Meal production (e.g., prepare or COOK fOOd).........cccvviiiuririieeeiiiiiiiieee e

O Congregate site meal delivery (e.g., serve meals), [PROGRAMMER: SHOW
ONLY IF A1 INCLUDES CONGREGATE NUTRITION] .....ocoiiiieiiieeiie et

O Congregate site work, non-production (e.g., hostess, table setting, clean-up,
re-stock, cashier), [PROGRAMMER: SHOW ONLY IF A1 INCLUDES
CONGREGATE NUTRITION] ....ccutttiittieitee ettt ettt bae e snveeeneeaas

O Home-delivered meal delivery [PROGRAMMER: SHOW ONLY IF Al
INCLUDES HOME-DELIVERED NUTRITION]....vtiiiiieiiee ettt

Nutrition education Or COUNSEIING.......uevvieiiiiiiiiirie e e

O

O Nutrition program management or administration (fund-raising, accounting,
NUM@N FESOUICES) ..ttt ettt e e et e e e e e e e rnnbeaeaaaeeas

O Other (PlEaSE SPECITY) c.uuuiiiiiiiee ittt e e s e e e e s nnnnrneeeaee s

[ T T o 1 1o 1

HARD CHECK: IF C1 = DON'T KNOW and any other answer category is selected, Don’t know cannot

be selected along with other response options.
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REQUIRED

ALL

c2. Who are your typical volunteers?

Select all that apply

I O ][0 (=T o= 1o [V =TT PP PP PPPPPPPPPUUPRPR 1
O Client family members/friends............ueeiiioiii e 2
Y 0T [T o | £SO PP P PP PPPPPPPPPPUPRPR 3
O Faith-based organization MembErsS ... 4
O  Civic organization MEMDEIS. ..o 5
O Local buSineSs eMPIOYEES .......cooiiiiiiiiiee et 6
I 1= g =T = U 10 )RR 7
O  Other (PIEase SPECITY) ...uuuuiiiiieeie it srte e e e e e s e e e e e e e e nnnes 8
O Don’|t KINMOW .ttt d

HARD CHECK: IF C2 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO CHECK BEFORE C4

C3. Would your organization continue to provide congregate nutrition services if you had no
volunteers?

O Yes, and at the current level of service provision ...........cccccceveeeviiciieeeeeensinns 1

O Yes, but at a reduced level of service provision (e.g., close some sites,
reduce the number of days of service, reduced number of people served) ....2

REQUIRED

IF A1 INCLUDES HOME DELIVERED NUTRITION SERVICES. ELSE SKIP TO D1

C4. Would your organization continue to provide home-delivered nutrition services if you had
no volunteers?

O Yes, and at the current level of service provision ...........ccccccceeeiiiiiiiieeneeennnns 1

O Yes, but at a reduced level of service provision (e.g., reduce service
area, reduced frequency of delivery, reduce number of meals per person,

reduce number of people SErVed) ... 2
(O T o PSPPI 0
(O T i To o B [0 PR UP PR PRR d
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SECTION D. TECHNOLOGY AND DATA

REQUIRED
ALL
D1. Which of the following electronic systems does your organization currently use?

Select all that apply

O Computer-assisted menu planning and analysis..........cccccceeeveiicvvienennn. 1
O Software to track inventory or order food.........ccccceevviiiiiiieeeee e, 2
O Delivery systems for home-delivered nutrition (e.g., route mapping
L1017 =) SRR 3
O Program participant tracking or referral systems.........ccccccevveevevicivennenenn, 4
O  Electronic Cent ID CArd ..........oooiiiiieiiieae e 5
O Electronic system for recording service (e.g., the meal) as received ...... 6
O Financial systems for billing and/or making payments for services......... 7
O Cost-centered acCoUNting SYSIEM......cciiiiiiiiiiiiiieee e 8
O Geographic Information Systems (GIS) .......cccueevieiiiiiiiiiiieeieeeen 9
O Other automated SYSIEM........coiiiiiiiiiiiie e 10
O NO automated SYSLEIMS .....eeviieeeiiiiiieie e e e e s e e e e e e s snrrereeee s 0
0 DON'TKNOW ..ottt d

HARD CHECK: IF D1 = NO AUTOMATED SYSTEMS AND ANY OTHER ANSWER CATEGORY IS
SELECTED, SHOW VALIDATION MESSAGE, No automated systems cannot be selected along with
other response options.

HARD CHECK: IF D1 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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SECTION E. PROGRAM RESOURCES

REQUIRED
ALL
E1l. How many of each of the following are rented, owned, or donated for use in your Elderly

Nutrition Program?

Note: Please enter 0 if you do not have any of a particular item.

RESOURCE

a. Kitchen

Don’t know

b. Off-site storage (food/supplies)
Don’t know

c. Delivery vehicles

Don’t know

d. Vehicle garage/parking facility
Don’t know

e. Congregate site

Don’t know

REN#TED # OWNED # DONATED
I e
aO aO aQ
I e
aQ aQ aQ
I e
aQ aQ aQ
]
aQ aQ aQ
]
aQ aQ aQ

PROGRAMMER: RANGE FOR Ela-e IS (0-99)

SOFT CHECK: IF GT 25, You indicated more than 25 [resources] are [rented, owned, donated]. Is

that correct?

HARD CHECK: IF Ela-e = DON'T KNOW AND NUMBER FIELD IS FILLED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected if a number is entered.

Prepared by Mathematica Policy Research

11

(5/24112)




REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO E3.

E2. Is your organization responsible for at least some utilities (e.g., electricity) at your
congregate nutrition sites?
O YES, Al SIEES .o s 1
O YES, SOME SILES ....eiiiiiieeieiit ettt e e et ee e e e e e e neeeeeas 2
1O T [ P PURP TP 0
(O I 5 To ] o B A g 0 PR PR d
REQUIRED
ALL
E3. Does your organization pay for at least some utilities (e.g., electricity) at your production
sites?
O YES, All SIEES e 1
O YES, SOME SItES ...eiiiiiiiiie ittt ettt ettt et e e e e sbaae e e snneee s 2
(O T o T PR PRP 0
O Not applicable, we don't have a production Site .............ccccvvveveeeeiviiinnnen, n
(O T B o] o 1 A 43T 1A PR d
REQUIRED

IF A1 INCLUDES HOME DELIVERED NUTRITION SERVICES. ELSE SKIP TO E6

E4. How are home-delivered meals delivered to program participants’ homes?

Select all that apply

O Drivers use their own VENICIES ..........oeiiiiiiiiiii e 1
O Vehicles are provided by our organization..........ccccccocccvvieeeeeeviiiciiineenenn, 2
O  Other (Please SPECIY) ....uuuiiiiiiiiiiiiiee e 3
[ I To T 1 T o 1Y PPN d

HARD CHECK: IF E4 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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REQUIRED

IF A1 INCLUDES HOME DELIVERED NUTRITION SERVICES.

ES5. Does your organization reimburse home-delivered nutrition program drivers for gas or
mileage when using their own vehicles?

(O T €T RSP PR URR TSP 1

(O T o B SO PT PP PUPPPPPPP 0

(O T B o] o B 43T A O PT PP PUPPPTPP d

O Not applicable (i.e., drivers do not use their own vehicles) ..................... n
REQUIRED
ALL

E6. Does your organization provide stipends or other monetary rewards to volunteers (other
than gas or mileage)?

(O T T T 1

[ T N[0 TN 0

(@ T Yo T i A 42T N d
REQUIRED

IF A1 INCLUDES HOME DELIVERED NUTRITION SERVICES.

E7. Has your organization reduced or stopped reimbursement of program drivers for
gas/mileage when using their own vehicle within the last 3 years?

O Y S it 1

(O T o B PP PT PP PUPPPPPPIN 0

(O T B o] o B 43T ST PP PP PUPPPPPP d

O Not applicable (i.e., drivers do not use their own vehicles) ..................... n
REQUIRED
ALL

ES8. Has your organization reduced or stopped providing stipends or other monetary rewards
to volunteers within the last 3 years?

(O T T 1
[ T N[0 TN 0
(@ T Yo T 8 A 42T N d

Prepared by Mathematica Policy Research 13 (5/24/12)




SECTION F. ACCESS TO SERVICES

REQUIRED

ALL

Fla. Is your organization responsible for prioritizing clients (i.e., using characteristics to base
decisions for serving some individuals before others when resources are limited) for the
elderly nutrition service programs you provide?

(O T T T 1

L T\ [ T 0

(O T B T o 1 A (g 0 T d
REQUIRED

ALL

Fib. Does your organization have specific prioritization criteria (i.e., characteristics to base
decisions on for serving some individuals before others when resources are limited) for
the elderly nutrition service programs you provide?

O Y S it 1

(O T o TP PR TSP 0

(O T 5 To o 1 31 1 PR PRSP d

O Notapplicable ... n
REQUIRED

ALL

Flc. Did your organization have to prioritize who received services during the past year?

(O T = O PPT PP PPP PP 1
(O T o B O PT PP PUPPPPPP 0
O DONTKNMOW ..ttt ettt d
O NOt applicable ... n
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REQUIRED

IF F1b or Flc = YES AND A1 INCLUDES CONGREGATE NUTRITION AND HOME-DELIVERED
NUTRITION. ELSE SKIP TO F3

F2.

Which of the following criteria do you currently use for prioritization?

CHARACTERISTIC
ADL cut-off
IADL cut-off
Lack of informal/family support

Geographic isolation

Social isolation

Chronic health condition

Poor housing/lack kitchen access
Homebound

Racial/ethnic minority
Advanced age

Low Income

Limited English Proficiency
Dementia/Cognitive Impairment
Food insecure/hungry

Nutrition Risk Assessment
Adult day care participation
Long-term need for service

Other

Do not prioritize for this type of service

CONGREGATE HOME-DELIVERED
NUTRITION NUTRITION
PRIORITIZATION PRIORITIZATION
CRITERIA CRITERIA
10 20
10 20
10 20
10 20
10 2
10 2
10 2
10 2
10 2
10 2
10 2
10 20
10 20
10 20
10 20
10 20
10 20
10 2
10 2

HARD CHECK: IF NO ANSWER CATEGORY IS CHECKED IN A COLUMN, At least one response is
required in each column.

HARD CHECK: IF DO NOT PRIORITIZE FOR THIS TYPE OF SERVICE AND ANY OTHER RESPONSE
IS CHECKED, Do not prioritize for this type of service cannot be selected with other response
options.
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REQUIRED

IF F1b or Flc = YES AND Al INCLUDES CONGREGATE NUTRITION BUT NOT HOME-DELIVERED
NUTRITION. ELSE SKIP TO F3

F2.1  Which of the following criteria do you currently use for prioritization?

CONGREGATE
NUTRITION
PRIORITIZATION
CHARACTERISTIC CRITERIA
a. ADL cut-off 10
b. IADL cut-off 10
c. Lack of informal/family support 10
d. Geographic isolation 10
e. Social isolation 10
f.  Chronic health condition 10
g. Poor housing/lack kitchen access 10
h. Homebound 10
i. Racial/ethnic minority 10
j-  Advanced age 10
k. Low Income 10
I.  Limited English Proficiency 10
m. Dementia/Cognitive Impairment 10
n. Food insecure/hungry 10
0. Nutrition Risk Assessment 10
p. Adult day care participation 10
g. Long-term need for service 10
r. Other 10
s. Do not prioritize for this type of service 10

HARD CHECK: IF NO ANSWER CATEGORY IS CHECKED, At least one response is required.

HARD CHECK: IF DO NOT PRIORITIZE FOR THIS TYPE OF SERVICE AND ANY OTHER RESPONSE
IS CHECKED, Do not prioritize for this type of service cannot be selected with other response
options.
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REQUIRED

IF F1b or F1lc = YES AND A1 INCLUDES HOME-DELIVERED NUTRITION BUT NOT CONGREGATE
NUTRITION. ELSE SKIP TO F3

F2.2  Which of the following criteria do you currently use for prioritization?

HOME-DELIVERED
NUTRITION
PRIORITIZATION
CHARACTERISTIC CRITERIA
a. ADL cut-off 20
b. 1ADL cut-off 20
c. Lack of informal/family support 20
d. Geographic isolation 20
e. Social isolation 20
f.  Chronic health condition 20
g. Poor housing/lack kitchen access 20
h. Homebound 20
i. Racial/ethnic minority 20
j-  Advanced age 20
k. Low Income 20
[.  Limited English Proficiency 20
m. Dementia/Cognitive Impairment 20
n. Food insecure/hungry 20
0. Nutrition Risk Assessment 20
p. Adult day care participation 20
g. Long-term need for service 20
r. Other 20
s. Do not prioritize for this type of service 10

HARD CHECK: IF NO ANSWER CATEGORY IS CHECKED, At least one response is required.

HARD CHECK: IF DO NOT PRIORITIZE FOR THIS TYPE OF SERVICE AND ANY OTHER RESPONSE
IS CHECKED, Do not prioritize for this type of service cannot be selected with other response
options.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES

F3. What method is used by participants to access congregate nutrition services?

Select all that apply

O  Pre-approval MeChaniSm ........cooiiiiiiiiiiiaieee e 1
O Participants sign-up ahead/make a reservation............cccccceeeveniiinieeennn. 2
O First come, first served at Site .........ceeveiiiiiiiiiiiee e 3
O  Other (Please SPECIY) ....uuuiiiiiiiiiiiiii e 4
0 DONEKNOW ittt ettt ettt e e s e e e s sine e e e s snneeee e e d

HARD CHECK: IF F3 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO F5

F4. Does your organization provide transportation directly or arrange transportation services
such as free or low cost cabs, vans, or buses for clients of the congregate nutrition
program?

Select all that apply

O Organization directly provides transportation .............cccccveveeeviiicivennennn, 1
O Organization arranges transportation SEerviCes ...........ccouvveeveeerinniiiieeeeenn 2
O Transportation available through other entity ............cccooiiin, 3
O Participant arranges for their own transportation.............ccccceeveviiiieeennn. 4
0 DONEKNOW ettt ettt e et e e e e e e s snne e e e s snneeee e e d

HARD CHECK: IF F4 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES. ELSE SKIP TO G1.

F5. Who authorizes home-delivered nutrition services for a new client?

Select all that apply
O Your organization authorizes clients to receive services using funding that

includes Older Americans ACt fUNAS ..........coevviiiiie i 1
O The Area Agency on Aging authorizes clients to receive services using

funding that includes OAA fUNAS..........cccciiiiiie e 2
O Other authorizing system (Please Specify).......cccouviiiiiieiiiiiiiiiiiieeen, 3
0 DONEKNMOW ..ottt a e et e e e e e e e nnbeeeaaaa s d

HARD CHECK: IF F5 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

F6. Please identify up to three sources that provided the most referrals for the home-delivered
nutrition program during your most recently completed fiscal year.

Select all that apply

I = Vg V1 Y/ 1= o S 1
O Hospital/health care facility/discharge planner .........ccccoovveveeeiiiicciinnnnenn. 2
[ N TU 6= o [ o 10 =S 3
I o 0V T = o P 4
O Case management SYSIEIM .......eiiiiiiiiriiiiieeeiiieee e siiee e siree e e e sreeee e 5
O Aging and Disability Resource Center (ADRC) ........occcuiieeieeiiiniiiiiieeenn. 6
O Information and ASSIStANCe SYSIEM .......cooiiiiiiiiiiiaee e 7
O MedICAIA WAIVET ..ottt e e e e e e 8
O Other food or NULHLION PrOgraM........ceeiiiiieiiiiiieee et 9
O Faith-based organizationS...........c..uveeiiiiiiiiiie e 10
ST | PRSP RR 11
O  Other (Please SPECIY) ..uuuuuiiiiiii e e s 12
|
O Don't know the three sources that provided the most referrals ............... d

HARD CHECK: IF F6 = DON'T KNOW THE THREE SOURCES THAT PROVIDED THE MOST
REFERRALS and any other answer category is selected, Don’t know the three sources that provided
the most referrals cannot be selected along with other response options.

SOFT CHECK: IF RESPONDENT CHECKS LT 3 SELECTIONS FROM LIST, You have selected fewer
than three sources. Is that correct?

HARD CHECK: IF RESPONDENT CHECKS GT 3 SELECTIONS FROM LIST, You have selected more
than three sources. Please select the three sources that provided the most referrals for the home-
delivered nutrition program.
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SECTION G. WAITING LISTS

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION AND HOME-DELIVERED NUTRITION

G1. Does your organization currently maintain waiting lists for the congregate nutrition or
home-delivered nutrition programs?

MAINTAINS WAITING LIST FOR CONGREGATE MAINTAINS WAITING LIST FOR HOME-DELIVERED
NUTRITION PROGRAM NUTRITION PROGRAM
YES NO DON'T KNOW YES NO DON'T KNOW
10 00 aQ 10 00O a O
REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION AND A1 DOES NOT INCLUDE HOME-DELIVERED
NUTRITION

G1.1 Does your organization currently maintain a waiting list for the congregate nutrition

program?
(O T = T ORI 1
(@ T Lo TR OO PURIS 0
QO DONMEKNOW .. d
REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION AND Al DOES NOT INCLUDE CONGREGATE
NUTRITION

G1.2 Does your organization currently maintain a waiting list for the home-delivered nutrition

program?
(O T €T PP PTRPPP 1
(O T o B SO PT PP PUPPPPPPP 0
O DON'TKNMOW ettt e e d
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REQUIRED

IF G1 = YES FOR CONGREGATE NUTRITION AND G1 = YES FOR HOME-DELIVERED NUTRITION.

G2. What is the current waiting list policy for congregate and home-delivered nutrition?
CONGREGATE HOME-DELIVERED
NUTRITION NUTRITION
a. The waiting list contains everyone who requested
service without screening for service eligibility or
need, ordered by date of request 10 10
b. The waiting list contains everyone who is screened
eligible for services on a first-come first-served basis 20 20
c. The waiting list contains everyone who is screened
eligible and in priority order (by priority criteria) 30 30
d. Other (Please Specify) 40 40
e. There is no waiting list policy 5O 5O
f.  Don’t know a0 a0
REQUIRED

IF G1OR G1.1 = YES FOR CONGREGATE NUTRITION AND BOTH G1 AND G1.2 NOT YES FOR
HOME-DELIVERED NUTRITION.

G2.1 What is the current waiting list policy for congregate nutrition?
CONGREGATE
NUTRITION

a. The waiting list contains everyone who requested service without

screening for service eligibility or need, ordered by date of request 10
b. The waiting list contains everyone who is screened eligible for services

on a first-come first-served basis 20
c. The waiting list contains everyone who is screened eligible and in

priority order (by priority criteria) 30
d. Other (Please Specify) 40
e. There is no waiting list policy 5O
f.  Don’t know a0
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REQUIRED

IF G10OR G1.2 = YES FOR HOME-DELIVERED NUTRITION AND BOTH G1 AND G1.1 NOT YES FOR

CONGREGATE NUTRITION.

G2.2 What is the current waiting list policy for home-delivered nutrition?

HOME-DELIVERED

NUTRITION

a. The waiting list contains everyone who requested service without

screening for service eligibility or need, ordered by date of request 10
b. The waiting list contains everyone who is screened eligible for services

on a first-come first-served basis 20
c. The waiting list contains everyone who is screened eligible and in

priority order (by priority criteria) 30
d. Other (Please Specify) 40
e. There is no waiting list policy 5O
f.  Don’t know a0
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SECTION H. REFERRALS AND NEEDS ASSESSMENTS

REQUIRED

Al INCLUDES CONGREGATE NUTRITION AND HOME DELIVERED NUTRITION

H1. Does your organization currently have a formal process for assessing service needs for
Elderly Nutrition Program participants (e.g., transportation, SNAP, housing, etc.)?
NUTRITION NEEDS NON-NUTRITION NEEDS
DON'T DON'T
Service Type YES NO KNOW YES NO KNOW
Congregate nutrition 10 00 dO 10 00 aQ
Home-delivered nutrition 10 0O aO 10 00O aO

REQUIRED

Al INCLUDES CONGREGATE NUTRITION AND A1 DOES NOT INCLUDE HOME-DELIVERED
NUTRITION

H1.1  Does your organization currently have a formal process for assessing service needs for
Elderly Nutrition Program participants (e.g., transportation, SNAP, housing, etc.)?

CONGREGATE NUTRITION

DON'T

YES NO KNOW
Nutrition needs 10 00 dO
Non-nutrition needs 10 0Q aQ

REQUIRED

Al INCLUDES HOME-DELIVERED NUTRITION AND A1 DOES NOT INCLUDE CONGREGATE
NUTRITION

H1.2 Does your organization currently have a formal process for assessing service needs for
Elderly Nutrition Program participants (e.g., transportation, SNAP, housing, etc.)?

HOME-DELIVERED
NUTRITION
DON'T
YES NO KNOW
Nutrition needs 10 00O dOQ
Non-nutrition needs 10 00 aQ
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REQUIRED

IF H1=YES FOR CONGREGATE NUTRITION FOR EITHER NUTRITION OR NON-NUTRITION NEEDS
AND IF H1=YES FOR HOME-DELIVERED NUTRITION FOR EITHER NUTRITION OR NON-

NUTRITION NEEDS

H2. How often are Elderly Nutrition Program participants re-assessed for service needs (both

nutrition and non-nutrition services)?

No policy (frequency determined by staff)

At least yearly (1 or more assessments per year)
Less than once per year

After acute care episode (hospital, ER visit)

Other (Specify)

Don’t know

Select all that apply for each column

Congregate nutrition
program participants

Home-delivered
nutrition program
participants

10

20

3

40O

5[

dad

10

20

3

40O

5

ad

HARD CHECK: IF H2 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION

MESSAGE, Don’t know cannot be selected along with other response options.
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REQUIRED

(IF H1=YES FOR CONGREGATE NUTRITION FOR EITHER NUTRITION OR NON-NUTRITION NEEDS
AND IF H1<>YES FOR HOME-DELIVERED NUTRITION FOR NEITHER NUTRITION NOR NON-
NUTRITION NEEDS) OR (H1.1=YES FOR CONGREGATE NUTRITION FOR EITHER NUTRITION OR
NON-NUTRITION NEEDS)

H2.1  How often are Elderly Nutrition Program participants re-assessed for service needs (both
nutrition and non-nutrition services)?

Select all that apply
Congregate nutrition program participants
No policy (frequency determined by staff) .0
At least yearly (1 or more assessments per year) ,0
Less than once per year NS
After acute care episode (hospital, ER visit) 20
Other (Specify) 50
Don’t know a0

HARD CHECK: IF H2.1 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.
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REQUIRED

(IF H1=YES FOR HOME-DELIVERED NUTRITION FOR EITHER NUTRITION OR NON-NUTRITION
NEEDS AND IF H1<>YES FOR CONGREGATE NUTRITION FOR NEITHER NUTRITION NOR NON-
NUTRITION NEEDS) OR (H1.2=YES FOR HOME-DELIVERED NUTRITION FOR EITHER NUTRITION

OR NON-NUTRITION NEEDS)

H2.2 How often are Elderly Nutrition Program participants re-assessed for service needs (both

nutrition and non-nutrition services)?

No policy (frequency determined by staff)

At least yearly (1 or more assessments per year)
Less than once per year

After acute care episode (hospital, ER visit)

Other (Specify)

Don’t know

Select all that apply

Home-delivered nutrition program participants

10

20

3

4

5[

dad

HARD CHECK: IF H2.2 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION

MESSAGE, Don’t know cannot be selected along with other response options.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION

H3.1  Currently, which of the following services does your organization actively assist Elderly
Nutrition Program participants to access? Active assistance involves more than providing
reading materials and brochures.

Select all that apply

Congregate nutrition
Service program
a. Medicaid Waiver programs 10
b. Medicaid (non-waiver) 10
c. Medicare Parts A or B 10
d. Medicare Part D 10
e. Housing programs 1O
f. Transportation services 10
g. Low Income Home Energy Assistance Program (LIHEAP) 10
h. Supplemental Security Income 10
i. Other supportive services (chore, homemaker) 10
j- SNAP (Food Stamps) 10
k. Other food or nutrition services (food pantry) 10
I.  Veterans Affairs services 10
m. Adult Protective Services 10
n. Evidence-based health promotion and disease prevention programs 10
0. Other 10
p. Do not provide this type of assistance 10

HARD CHECK: IF H3p = CONGREGATE AND ANY H3a-o0 = CONGREGATE, SHOW VALIDATION
MESSAGE, Do not provide this type of assistance cannot be selected along with other response
options.

HARD CHECK: AT LEAST ONE RESPONSE MUST BE SELECTED, At least one response must be
selected.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION

H3.2  Currently, which of the following services does your organization actively assist Elderly
Nutrition Program participants to access? Active assistance involves more than providing
reading materials and brochures.

Select all that apply

Home-delivered nutrition
Service program
a. Medicaid Waiver programs 10
b. Medicaid (non-waiver) .0
c. Medicare Parts A or B .0
d. Medicare Part D .0
e. Housing programs .0
f. Transportation services .0
g. Low Income Home Energy Assistance Program (LIHEAP) .0
h. Supplemental Security Income .0
i. Other supportive services (chore, homemaker) 10
j- SNAP (Food Stamps) .0
k. Other food or nutrition services (food pantry) .0
I.  Veterans Affairs services .0
m. Adult Protective Services 10
n. Evidence-based health promotion and disease prevention programs .0
0. Other .0
p. Do not provide this type of assistance 10

HARD CHECK: AT LEAST ONE RESPONSE MUST BE SELECTED, At least one response must be
selected.

HARD CHECK: | IF H3p = HOME-DELIVERED AND ANY H3a-o = HOME-DELIVERED, SHOW
VALIDATION MESSAGE, Do not provide this type of assistance cannot be selected along with
other response options.
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REQUIRED

IF SUM OF SELECTIONS FROM H3.1 IS GREATER THAN 3.

H4.1 Please identify the three most common programs or services that your organization refers
Elderly Nutrition Program participants.

MARK ONLY THREE

PROGRAMMER: DISPLAY ALL CHECKED SELECTIONS FROM H3.1

HARD CHECK: IF RESPONDENT DOES NOT CHECK 3 ITEMS FROM LIST, SHOW VALIDATION
MESSAGE, Please select the three most common programs or services.

REQUIRED

IF SUM OF SELECTIONS FROM H3.2 IS GREATER THAN 3.

H4.2 Please identify the three most common programs or services that your organization refers
Elderly Nutrition Program participants.

MARK ONLY THREE

PROGRAMMER: DISPLAY ALL CHECKED SELECTIONS FROM H3.2

HARD CHECK: IF RESPONDENT DOES NOT CHECK 3 ITEMS FROM LIST, SHOW VALIDATION
MESSAGE, Please select the three most common programs or services.

REQUIRED

IF H3.1 OR H3.2 DOES NOT EQUAL DO NOT PROVIDE THIS TYPE OF ASSISTANCE

H5. Is follow-up done on active referrals?
O Y S it 1
(O T o T PR UP PR 0
(O T I To o 1 3T 1 PR UR PR d
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SECTION I. NUTRITION SERVICE OPERATION AND QUALITY ASSURANCE

REQUIRED
ALL
1. Which of the following does your organization currently use to contribute to the nutrient

quality of meals?

Select all that apply

O Computer-assisted MeNnU analySiS.........ccovvicuriiireeeiiiiiieee e eseeeee e 1
I YT = T o= L1 1= 4 1S 2
O Use of dietician or state credentialed nutrition professional .................... 3
O Area Agency on AgiNG QUIdANCE........cuvveeeiiiiiiieiee e s sieeee e e 4
O State Unit on AQING QUITANCE ........uviiiiiiiiiiiiiieee et 5
O Older Americans ACt QUIHANCE .........eeiiiiiiiiiiiiiieee e 6
O None of the @bOVe ... 0
E0 DONEKNMOW ...ttt e et e e e e e e s annbeeeaaaa s d

HARD CHECK: IF 11 = NONE OF THE ABOVE AND ANY OTHER CATEGORY IS SELECTED, SHOW
VALIDATION MESSAGE, None of the above cannot be selected along with other response options.

HARD CHECK: IF 11 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.
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REQUIRED

ALL

12. Which of the following does your organization currently use to contribute to the overall
food service guality provided by your organization, caterers, or vendors?

Select all that apply

O Food service license/safety iINSPECLIONS.........c..vveveeeeeiiiiiiiiie e 1
O Training Of Staff ... 2
O  Survey of program PartiCiPants ...........cceeeeiiiiiieiieeee e 3
O Program participant feedback mechanism (comment box/card,

complaint mechaniSm, €1C.) ..uuuiiiii i 4
O Regularly scheduled site visits either to production location and/or

SEIVICE IOCALION ....eiitiiiiiie it 5
O Visit to home of home-delivered nutrition client............ccccccoeiiiiiiiies 6
O Program participant advisory/menu COMMItEE ..........ccuveeeeiiiiiiiiiiiiiiieeeeees 7
O Food quality SPeCIfiCatiONS ........ooiueiiiiiei e 8
O Use of dietician or state credentialed nutrition professional ..............cc.......... 9
O Area Agency 0N AgiNG QUIdANCE.........cciiiiiiiiiiiiieie e 10
O State Unit on AQiNG QUIAANCE ........evviiiiiieeiecciiiie e sseeee e e sanreee e e e 11
O Older Americans ACt QUILANCE ........uuuieeeeeiiiiiiiieeee e s eseee e e e e e s ssanreeeeeee e 12
O NONE Of the 8OV ..o 0
0 DON'TKNOW ..ottt ettt nne e e nnneennneeen d

HARD CHECK: IF 12 = NONE OF THE ABOVE AND ANY OTHER CATEGORY IS SELECTED, SHOW
VALIDATION MESSAGE, None of the above cannot be selected along with other response options.

HARD CHECK: IF 12 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.
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SECTION J. EMERGENCY PLANNING

REQUIRED

ALL

J1. Does your organization currently have an emergency plan that includes providing nutrition
services?

Select all that apply

O Yes, for short-term emergenCies. ........vveeeiicciiieeeee e 1
O Yes, for long-term emMergenCi€S.......cccvveeeiiiiiiieieee e e e s sireee e e 2
[0 o PP URP PP PO PPN 0
I T T o (1o O UPUPPRTRRR d

HARD CHECK: IF J1 = NO AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, No cannot be selected along with other response options.

HARD CHECK: IF J1 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.

REQUIRED

ALL

J2. Has your organization experienced a disaster (natural or manmade) in the past 3 years?
(O I €= LT PPRPPT 1
1O T [ B TP PURPTT R 0
O DONTKNOW ...ttt et e e e e e eanae e d

REQUIRED

IFJ1=10R2ANDJ2=YES. ELSE, SKIP TO K1.

J3. During the disaster did your organization initiate an emergency plan?
O Y S ittt 1
O N O ittt 0
O Did not have an emergency plan at the time ........cccccco v, 2
(O T I To o 1 3T 1 PR UR PR d
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REQUIRED

IFJ3=YES

Ja. Please rate the effectiveness of the emergency plan.

O

© 0 00O

VErY EffECHIVE .ovviiiie i ————————
EffECHIVE .o
Somewhat effECtiVEe .........ccoiiiii
NOt Very effeCtiVe .....oooiee e
NOt €FFECTIVE ...eee e

[70) 018 A4 1 )V AN
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SECTION K. PARTNERSHIP DEVELOPMENT

REQUIRED

ALL

K1. Please select all of your partners for the Elderly Nutrition Program during your most
recently completed fiscal year. Partners are organizations or groups in which you may
jointly engage in some of the following activities: fundraising, shared resources,
advocacy, strategic planning, public education, referrals, senior activities, service
delivery, shared outreach, targeting special populations, training or technical assistance,
or volunteer recruitment or retention.

Select all that apply
O Hospitals, nursing facilities, including discharge planning and

EMETGENCY FOOIM CAIE ....viiiiiiiieeeitieeeeatteee e sbbeee s sttt e e s ssbeeeesanbeeeeaasbeeeeansbeeeessbeeesannes 1
O HOme health AQENCIES ......uuiiiie e e e e e e e aeeeee s 2
O Transportation (public services — county/municipal)........cccccceeeviiiciiiieeee e, 3
I V1= To [ 1ot ¢ TR PPT PRI 4
O MediCaid (NON-WAIVEL) .....uuiiiiiieiiiiieii et ettt ettt e e e e e e s aib e e e e e e e e e snnbeaeeeaans 5
O MEAICAIA WAIVET ....cii ittt ettt e e ettt e e e e e e s b b be e e e e e e e e snnbereeeaans 6
O Veterans AffAIrS......oueei ittt e e s snbe e e e s srbeee e 7
S Yo Yo = LS 1T o U 1Y/ P 8
O Public housing and related services, including senior housing .......cccccceevvvicvvnnen. 9
O HOMEIESS SNEIEIS. ... 10
O SNAP (Food Stamps)/SNAP Ed (Food Stamp Nutrition Education) .................... 11
O Senior farmers MAarket....... .o 12
O Other food and nutrition programs (e.g., Commaodity Supplemental

Nutrition Program, emergency food service programs including food

(T 1] G- T Lol o T= U gL 1= SRR 13
O Title VI (Native AMEriCan) PrOgIraM ... ... . i uuereeeaaeaaaiiteeeeeeaeessaenrseeeeaesesanreseeeeess 14
O Other Older Americans ACt PrOgIaMS......coiuuuiieeeeaeeaiiiiieiee e e e e e e e e e e anbeeeeeeeas 15
O Aging and Disability RESOUICe CENtEr .........c.uuiiiiiiieiiiiiiiiee e 16
O Non OAA funded Meals 0N WHEEIS ..........eeviiiiiiiiiiiie e 17
O Community health CENLEIS ......coi i 18
O  Public health SEIVICES .......eeiiiiiiie s 19
O City or county socCial SEIVICES AQENCY ....coeiiuuriiiiiiaee et e e et e e e e ebeeeeeeeas 20
O City or county regional planning OffiCe.............ueeiiiiiiii e, 21
O County/city/local public service providers such as EMS, police/fire

(0 =T o F= T 0 1 T=T 01 £ SRR 22
O Elder Abuse Prevention programs or Adult Protective Services

AN ) PP 23
O Legal services for older adUltS ...........ooiiiiiiiiiii e 24
O Energy assistance (LIHEAP) ... 25
O Churches, synagogues, mosques, faith-based organizations............c.cccoeeuvineeen. 26
I @01 1= L= o UL 1)Y= 71 27
O Volunteer bureaus/OrganiZations ...........cooivcuurreereeeieiiiiireeeeeesssseniee e e e e e e snnrnreeeees 28
I @1\ V7 Tol o] (o =Y a1 <= L1 [ o S 29
O Local business (Please specify the type).........ueeeiiiiiiiiiiiieieeee e 30
O Other (PIEase SPECITY) ....uueiiiiiiiiiiiiii e 31

|

O DO NOt haVe ANy PArtNerS....ccccoiiiiiiiiieie ettt e e a e e e e e snreaeeeeeas 32
I I T o (1o 1 PRSP PRPRTRRRN d

HARD CHECK: IF K1 = DON'T KNOW and any other category is selected, Don’t know cannot be
selected along with other response options.

HARD CHECK: IF K1 = DO NOT HAVE ANY PARTNERS and any other category is selected, Do not
have any partners cannot be selected along with other response options.
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REQUIRED

IF GT 5 SELECTIONS FOR K1. ELSE, GO TO K3

K2. Please select the five most important Elderly Nutrition Program partners you had during
your most recently completed fiscal year.

SELECT ONLY FIVE

PROGRAMMER: DISPLAY ALL CHECKED SELECTIONS FROM K1. IF RESPONDENT
CHECKED *“Local business” or “Other”, ALSO DISPLAY TEXT IN “Specify” FIELD.

HARD CHECK: IF RESPONDENT CHECKS GT FIVE SELECTIONS FROM LIST, SHOW VALIDATION
MESSAGE, You have selected more than five partners. Please select your five most important
partners.

HARD CHECK: IF RESPONDENT CHECKS LT FIVE SELECTIONS FROM LIST, SHOW VALIDATION
MESSAGE, You have selected less than five partners. Please select your five most important
partners.
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REQUIRED

ALL
K3. For each partnership listed, please indicate which activities you jointly engaged in for the
Elderly Nutrition Program during your most recently completed fiscal year.
PROGRAMMER: IF MORE THAN 5 SELECTIONS FOR K1, FILL
PARTNERSHIP NAME WITH CHECKED SELECTIONS FROM K2. ELSE, FILL
PARTNERSHIP NAMES FROM K1 [MAY BE LESS THAN 5].
[Partnership 1 | [Partnership 2 | [Partnership 3 | [Partnership 4 | [Partnership 5
Name] Name] Name] Name] Name]
a. Fundraising 10 20 s 4«0 50
b. Shared resources 10 20 30 4O 50
c. Advocacy 10 20 3O 20O 50
d. Strategic planning 10 20 sd 4O s
e. Public education 10 20 3d 40 50
f. Referrals 10 20 30 4O s
g. Senior activities 10 20 | 40O 50
h. Service delivery 10 20 3d 4O s
i. Shared outreach 10 20 30 40O 50
j-  Targeting special .0 .0 NS s
populations s
k. Training/technical .0 -, NS 20
assistance s
l. VqunFeer recruitment or .0 »0 NS 20
retention s
m. None of the above 10 20 3d 40 50

HARD CHECK: IF K3 = NONE OF THE ABOVE, and any other category is selected, None of the above

cannot be selected along with other response options.
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REQUIRED

IF PARTNERSHIPS LISTED FOR K3 NE “Title VI (Native American) program” OR IF K1 = DK OR DO

NOT HAVE ANY PARTNERS AND A7 = YES.

K4. What are the major areas in which your organization collaborated with Title VI programs

during your most recently completed fiscal year?

Select all that apply

T g o [ 7= 1 o S 1
O Shared rESOUICES......cciiiiiiiieiitieeeeitieee ettt e e sttt e et e e e st e e s snbeeeessabeeeeeaes 2
0 AQVOCACY ... eeetieeeiee ettt e e ettt e e e e e e e st b e e e e e e e s nnbbeeeaaaeeas 3
O StrategiC Planning ........c..eeeeieieoiiiieie e e e 4
[ 01 o] oy =To [N ox= 11T ] o DO TP URTP PO 5
O REFEITAIS ..t 6
O SENIOF ACHVITIES ..eeeiiiiiiiiiiieie et a e 7
O SErVICE JEIVEIY ...ccoii i 8
I Y/ 1= Y= T o] o o 0T 1o o 1S 9
O Shared OULIEACK.........ciiiiiiiie e 10
O Targeting special populations ...........cccceeviviiiiieee e 11
O Training/technical assSiStanCe...........ccceeeviiciiieieee e 12
O Volunteer recruitment or retention ..........cccccovvvieeeiiiiiee e 13
O Other (Please SPECIY) ...uuuuiiiiiieiiiiiiiiie e a e 14
|
O Don't collaborate with Title VI programs ..........cccccovveeeeiniienenniieee e, 15
I T T o (1o 1 O UPUPPPTRRR d

HARD CHECK: IF K4 = DON'T COLLABORATE WITH TITLE VI PROGRAMS AND ANY OTHER
CATEGORY IS SELECTED, SHOW VALIDATION MESSAGE, Don't collaborate with Title VI
programs cannot be selected with other response options.

HARD CHECK: IF K4 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.
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SECTION L. PRIVATE PAY/FEE-FOR-SERVICE AND MEDICAID WAIVER

The next series of questions are about private pay/fee-for-service and Medicaid Waiver
participation.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO L6.

L1. Does your organization have a private pay/fee-for-service meal program in the congregate
nutrition program?
(O =T 1
O N - 0
QO DONMEKNOW .. d
REQUIRED

IF L1 =YES. ELSE SKIP TO L6.

L2. How is the private pay/fee-for-service program’s meal price calculated in the congregate
nutrition program?
QO COSt-reiMbDUISEMENL. ... ..ciiiiiiiiie it 1
QO Fair Market ValUE .........ccooiiiiiiicii et 2
O ONET s 3
(O T To o 1 31 1 O PR UPR PR d
REQUIRED
IFL1=YES

L3. What is the average price of the private pay/fee-for-service lunch meal in the congregate
nutrition program?

$ | PRICE OF PRIVATE PAY MEAL (0-99.99)

T Yo T 1 1o 1 d

SOFT CHECK: IF L3 GT 10.00, SHOW VALIDATION, You indicated an average price over $10. Is this
correct?

HARD CHECK: IF L3 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IFL1=YES
L4. Are OAA clients in the congregate nutrition program offered the same meal as private
pay/fee-for-service customers?
O Y S ittt 1
(O T o TP 0
(O I 5 To ] o B A g 0 PR PRT d
REQUIRED
IFL1=YES
L5. Is the private pay/fee-for-service meal offered at the same site as the congregate meal?
(O I €= LT PURPPT R 1
1O T [ B PP PRPPT T 0
O DONTKNOW ...ttt e ettt e e e e e e ennaeeeeas d
REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES. ELSE SKIP TO L8.

L6. Does your organization have a private pay/fee-for-service meal program in the home-
delivered nutrition program?
(O T = PP PPPI 1
(O T o B PRSPPI 0
(O T B o] o B A 43T 1A PP d
REQUIRED

IF L6 = YES.

L7. How is the private pay/fee-for-service program’s meal price calculated in the home-
delivered nutrition program?
O COSt-reiMbUISEMENT......ceeeeeee e 1
O Fair MAarket ValUE ........cooiiiiiiiieee e 2
(O N © |1 =7 PP UURPT 3
(O I 5 To ] o B A g 0 PR P R d
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REQUIRED

IF L6 =YES

L7a. What is the average price of the private pay/fee-for-service meal in the home-delivered
nutrition program?

$ | PRICE OF PRIVATE PAY MEAL (0-99.99)

[ o o 1 A 410V TR d

SOFT CHECK: IF L7a GT 10.00, SHOW VALIDATION, You indicated an average price over $10. Is
this correct?

HARD CHECK: IF L7a = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don't
know cannot be selected if a number is entered.

REQUIRED

IFL6 =YES

L7b. Are OAA clients in the home-delivered nutrition program offered the same meal as private
pay/fee-for-service customers?

(O T €= LSRRI 1
1O T [0 TSP 0
(O T 5 To ] o B A g 0 TSRO d

REQUIRED

ALL

L8. Is your organization a provider of Medicaid nutrition services to the elderly?

Select all that apply

O Yes, we are a provider of Medicaid Waiver nutrition services to the elderly .............. 1
O Yes, we are a provider of non-waiver Medicaid nutrition services to the elderly........ 2
O No, we do not provide Medicaid Waiver or non-waiver nutrition services to the

L= [o =1 PP UPP ORI 0
E0 DON'TKNOW ..ttt ettt e e ne e s e e s e e nn e s e nnneas d

HARD CHECK: IF L8 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

HARD CHECK: IF L8 = NO and any other answer category is selected, No cannot be selected along
with other response options.
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SECTION M. NUTRITION EDUCATION AND NUTRITION COUNSELING

The next series of questions are about nutrition education and nutrition counseling services that
your organization may provide.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICE

M1. How many congregate nutrition sites operated by your organization currently provide
nutrition education (i.e., presented in a group setting) to eligible program participants?
The nutrition education may be offered by your organization or coordinated with another
organization.

| SITES (0-999)

[ o o 1 A 410V A d

SOFT CHECK: IF M1 GT 200, You indicated that more than 200 congregate nutrition sites operated by
your organization currently provide nutrition education. Is that correct?

HARD CHECK: IF M1 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’'t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICE

M2. Currently, what is the availability of nutrition education for home-delivered nutrition
program participants? The nutrition education may be offered by your organization or
coordinated with another organization.

Q Available throughout Your SEIVICE ar€a............ccoeevveeereeireeireecreecreesieeeineas 1
QO Available in a portion of your SErviCe ar€a............ccceeevveeeecreeereeeeeeeeernns 2
O Not available in YOUr SEIVICE ar€a ...........cooveeeeieeeeeeeeeeeeeteeeteeeeeeeeereeas 3
O T o o 1 Lo 1Y AR d
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REQUIRED

IFM1GE1

M3. How often is nutrition education provided to program participants by your organization or

coordinated with another organization?

CONGREGATE
NUTRITION
PROGRAM
PARTICIPANTS
a. Yearly (1 session per year) 10O
b. Twice per year (2 sessions per year) 10
c. Quarterly (4 sessions per year) 10O
d. Monthly (12 sessions per year) 10
e. More than monthly (12+ sessions per year) 10O
f. Other 10O
g. Don’t know aQ
REQUIRED
IFM2=10R2

M3.1 How often is nutrition education provided to program participants by your organization or

coordinated with another organization?

a. Yearly (1 session per year)

b. Twice per year (2 sessions per year)

c. Quarterly (4 sessions per year)

d. Monthly (12 sessions per year)

e. More than monthly (12+ sessions per year)
f. Other

g. Don't know

HOME-DELIVERED
NUTRITION
PROGRAM

PARTICIPANTS

20
20
20
20
20
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REQUIRED

IFMIGE1ORM2=10R2

M4. Which of the following does your organization currently use to contribute to the quality of
nutrition education?

Select all that apply

O Use credentialed nutrition professional to conduct education ................. 1
O Conduct a survey of program participant Nneed............cccceeeeeeiiiiiiiineenenn. 2
O Use evidence-based education programs ..........cccccoeeecvveeeeeeeenenniiieeeeeenns 3
O Use cooperative extension materialS ..........cccuvveeeieiiiiiiiiieeiee e 4
O Use curricula from a reliable, science-based organization (academia,

government, American Heart Association, American Diabetic

P XSTTo Toi T 1o o ) SRS 5
O None of the @bOVe........c..eeeiiee e 0
0 DONEKNMOW ...ttt e et e e e e e e e nnbeeeaaaa s d

HARD CHECK: IF M4 = NONE OF THE ABOVE AND ANY OTHER ANSWER CATEGORY IS
SELECTED, SHOW VALIDATION MESSAGE, None of the above cannot be selected along with
other response options.

HARD CHECK: IF M4 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICE

M5. How many of your congregate nutrition sites currently provide nutrition counseling (i.e.
working one-on-one with an individual to provide support for dietary issues) to eligible
program participants? The nutrition counseling may be offered by your organization or
coordinated with another organization.

SITES (0-999)

T Yo T 1 1o 1 d

SOFT CHECK: IF M1 GT 200, You indicated that more than 200 congregate nutrition sites operated by
your organization currently provide nutrition counseling. Is that correct?

HARD CHECK: IF M5 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICE

M6. Currently, what is the availability of nutrition counseling for home-delivered nutrition
program participants? The nutrition counseling may be offered by your organization or
coordinated with another organization.

QO Available throughout YOUr SEIVICE ar€a..........c..cceeveeeeeeeceeeeeereeeeeereeeenens 1

QO Available in a portion of your SErviCe ar€a............cocveeveeeeceeereeeeeseneenns 2

O Not available in YOUr SEIVICE ar€a.........ccccveeeeeieeeeeeeeeeeeteecteeeeeeeeereeas 3

O T o o 1 Lo 1Y AR d
REQUIRED

IF M5 GT 0 OR M6 = AVAILABLE THROUGHOUT YOUR SERVICE AREA OR AVAILABLE IN A
PORTION OF YOUR SERVICE AREA. ELSE, SKIP TO SECTION N.

M7. How is the current need for nutrition counseling determined?

Select all that apply

O NUtrition NeedsS aSSESSMENT........c.uuiiiiiiiee et 1
O Nutrition Screening Initiative (NSI) SCOre .........ueeviiiiiiiiiiiieeieeeeiieeeee 2
O Presence of nutrition related chronic disease...........occcuveeeeeiiiiniiiiieenenn, 3
O Fo0od iNSECUritY @SSESSMENT ...cciiiiiiiiiiiee ettt e e 4
I @ i T ol 1 (= = T URRP TP 5
0 DON'TKNOW ..ottt d

HARD CHECK: IF M7 = DK AND OTHER CATEGORY IS ENTERED, SHOW VALIDATION MESSAGE,
Don’t know cannot be selected along with other response options.
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REQUIRED

IF M5 GT 0 OR M6 = AVAILABLE THROUGHOUT YOUR SERVICE AREA OR AVAILABLE IN A
PORTION OF YOUR SERVICE AREA.

M8. Which of the following does your organization currently use to contribute to the quality of
nutrition counseling?

Select all that apply
O Use credentialed nutrition professional to conduct the counseling.......... 1

O Use credentialed non-nutrition professionals to conduct the counseling
(e.g., nurses, diabetes educators, etC.).......cccvvveereeeeiiiiciiieer e 2

O Use protocols approved by a respected source such as the American
Dietetic Association, Patient Education Association, or Association of

(DT o 1=] ({ofl o (U [oF= (o] £ 3
O NONE Of the @DOVE .....oevveeii e e 4
T Yo T 1 1o 1 d

HARD CHECK: IF M8 = NONE OF THE ABOVE AND ANY OTHER ANSWER CATEGORY IS
SELECTED, SHOW VALIDATION MESSAGE, None of the above cannot be selected along with
other response options.

HARD CHECK: IF M8 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF M5 GT 0 OR M6 = AVAILABLE THROUGHOUT YOUR SERVICE AREA OR AVAILABLE IN A
PORTION OF YOUR SERVICE AREA.

M9. How frequently is the need for nutrition counseling assessed with Elderly Nutrition
Program participants?

Select all that apply

O At program enrollment/entry ONIY ... 1
O On aregular basis (e.g., annually) (Please Specify) .......ccccccviniiiinennenn. 2
O When staff notice a change in the participant.............ccoeeiiiiniiiiinen. 3
O Program participant/caregiver/family request ...........ccccvvvereeeriiiiinennenenn, 4
O Healthcare professional reqUEST .........ovveeiiicciiiiieeee e 5
O  Other (Please SPECIY) ...uuuuiiieie i 6
0 DON'TKNOW ..ottt d

HARD CHECK: IF M9 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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REQUIRED

IF M5 GT 0 OR M6 = AVAILABLE THROUGHOUT YOUR SERVICE AREA OR AVAILABLE IN A
PORTION OF YOUR SERVICE AREA.

M10. Does your organization have a formal mechanism for following-up with program
participants who have had nutrition counseling?

(O I T 1
(O T Lo TP PPPPPPPRPPPPRt 0
Q  DONMEKNOW .. d
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SECTION N. TITLE IlI-C ELDERLY NUTRITION PROGRAM CONGREGATE NUTRITION
CHARACTERISTICS AND OPERATIONS

The next series of questions are about the characteristics and operations of the congregate
nutrition program operated by your organization.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO O1.

N1. For how many years has your organization offered congregate nutrition services?

YEARS (0-99)

T B Yo T 1 1o 1 d

SOFT CHECK: IF N1 GT 50 SHOW VALIDATION MESSAGE, You indicated your organization has
offered congregate nutrition services for more than 50 years. Is that correct?

HARD CHECK: IF N1 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N2. How many different congregate nutrition sites does your organization currently operate?
NUMBER OF CONGREGATE NUTRITION SITES (0-999)

[ o 1 A 410V A d

SOFT CHECK: IF N2 = 0, SHOW VALIDATION MESSAGE, You have indicated that your organization
currently operates 0 congregate nutrition sites. Is this correct?

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that your
organization operates more than 100 congregate nutrition sites. Is this correct?

HARD CHECK: IF N2 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N3. How many different congregate nutrition sites offer meals...
NUMBER OF CONGREGATE DON'T
NUTRITION SITES KNOW
a. More than 5 days per week | | (0-999) a0
b. Only 5 days per week | | (0-999) a0
c. Only 4 days per week | | (0-999) dO
d. Only 3 days per week | | (0-999) a0
e. Only 2 days per week | | (0-999) dO
f.  Only 1 day per week | | (0-999) dO

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that your
organization operates more than 100 congregate nutrition sites that offer meals [more than 5 days
per week, only 5 days per week, only 4 days per week, only 3 days per week, only 2 days per
week, only 1 day per week]. Is this correct?

HARD CHECK: IF SUM OF N3a-f GT NUMBER OF CONGREGATE NUTRITION SITES FROM N2 AND
N2 DNE DK, SHOW VALIDATION MESSAGE, The total cannot be more than the number of sites
your organization operates.

HARD CHECK: IF N3a-f = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don't
know cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N4. How many different congregate nutrition sites offer...
NUMBER OF CONGREGATE DON'T
NUTRITION SITES KNOW
a. Breakfast | | (0-999) dQ
b. Lunch | | (0-999) dO
c. Dinner | | (0-999) aO

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that more than 100
congregate nutrition sites offer [breakfast, lunch, dinner]. Is this correct?

HARD CHECK: IF ANY INDIVIDUAL ROW N4a-c GT NUMBER OF CONGREGATE NUTRITION SITES
FROM N2, SHOW VALIDATION MESSAGE, Please enter a number that does not exceed the number
of sites your organization operates.

HARD CHECK: IF N4a-c = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don't
know cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N5. How many different congregate nutrition sites offer meals on weekends?
NUMBER OF CONGREGATE NUTRITION SITES (0-999)

T B Yo T 1 1o 1 d

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that more than 100
congregate nutrition sites offer meals on weekends. Is this correct?

HARD CHECK: IF N5 GT NUMBER OF CONGREGATE NUTRITION SITES FROM N2, SHOW
VALIDATION MESSAGE, Please enter a number that does not exceed the number of sites your
organization operates.

HARD CHECK: IF N5 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N6. How many different congregate nutrition sites meet the Americans with Disabilities Act
standards for accessible design?

NUMBER OF CONGREGATE NUTRITION SITES (0-999)

T Yo T 1 1o 1 d

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated more than 100
different congregate nutrition sites meet the American with Disabilities Act standards for
accessible design. Is this correct?

HARD CHECK: IF N6 GT NUMBER OF CONGREGATE NUTRITION SITES FROM N2, SHOW
VALIDATION MESSAGE, Please enter a number that does not exceed the number of sites your
organization operates.

HARD CHECK: IF N6 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N7. How many total individuals can your organization serve at one lunch meal in the
congregate nutrition program? Please include all congregate nutrition sites and calculate
the maximum number of lunches that can be served in one sitting if all sites are open and
operating.

MAXIMUM NUMBER OF INDIVIDUALS (0-9999)

[ o 1 A 4101V A d

SOFT CHECK: IF N7 GT 5000 SHOW VALIDATION MESSAGE, You indicated that your organization
can serve more than 5,000 individuals at one lunch meal. Is this correct?

HARD CHECK: IF N7 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N7a. How many individuals can your largest congregate nutrition site serve at one lunch meal?
MAXIMUM NUMBER OF INDIVIDUALS (0-9999)

[ o o 1 A 410V A d

SOFT CHECK: IF GT 500, SHOW VALIDATION MESSAGE, You indicated your largest congregate
nutrition site can serve more than 500 people at one lunch meal. Is this correct?

HARD CHECK: IF N7a GT NUMBER OF INDIVIDUALS FROM N7, SHOW VALIDATION MESSAGE,
Please enter a number that does not exceed the number of individuals your organization can
serve.

HARD CHECK: IF N7a = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don't
know cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N7b. How many individuals can your smallest congregate nutrition site serve at one lunch
meal?

MAXIMUM NUMBER OF INDIVIDUALS (0-9999)

T Yo T 1 1o 1 d

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You indicated your smallest congregate
nutrition site can serve more than 100 people at one lunch meal. Is this correct?

HARD CHECK: IF N7b GT NUMBER OF INDIVIDUALS FROM N7, SHOW VALIDATION MESSAGE,
Please enter a number that does not exceed the number of individuals your organization can
serve.

HARD CHECK: IF N7b GT NUMBER OF INDIVIDUALS FROM N7a, SHOW VALIDATION MESSAGE,
Please enter a number that does not exceed the number of individuals your largest congregate
nutrition site can serve.

HARD CHECK: IF N7b = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N8. How many total lunches did your organization serve last week?
NUMBER OF LUNCHES (0-99999)

[ o o 1 A 410V A d

SOFT CHECK: IF GT 5000, SHOW VALIDATION MESSAGE, You indicated your organization served
more than 5,000 meals last week. Is this correct?

HARD CHECK: IF N8 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

NO. How many of your agency’s congregate nutrition sites have closed, opened, reduced or
expanded in the last 3 years?
DON'T
NUMBER OF SITES KNOW
a. Number of sites that have closed | | (0-999) dO
b. Number of sites that have reduced service | |
(fewer days open, fewer meals served) (0-999) a0
c. Number of sites that have opened | | (0-999) dO
d. Number of sites that have expanded service
(more days open, more meals served) | | (0-999) a0

SOFT CHECK: IF any N9 GT 100 SHOW VALIDATION MESSAGE, You have indicated that more
than 100 [sites that have closed, sites that have reduced service, sites that have opened, sites that
have expanded service]. Is this correct?

HARD CHECK: IF N9 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N10. Which of the following methods are used for meal production in your congregate nutrition

sites?

a. Central kitchen
b. On-site production
c. Catering/vendor contract

d. Restaurant vouchers

DON'T
YES NO KNOW
10 0O «Q
10 0O aQ
10 00 aQ
10 0O e

HARD CHECK: ONE RESPONSE MUST BE SELECTED IN EACH ROW, One response must be

selected in each row.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N11. Which of the following best describes the menu provided by your congregate nutrition
program?

O Set menu that does not offer the participant any choice of food items ... 1

QO Choice of different complete meal options (ex. Meal A or Meal B)......... 2

QO A choice of different food items within the meal (ex. Choice of entrée,
choice of vegetables, fruit, dessert, salad bar)...........cccccceeeeiiiiinn. 3

O DONMEKNOW ...ttt ettt sttt re s e besaeesreenas d

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N12. Are any sites that offer congregate nutrition services operated for specific populations,
religious, cultural or ethnic groups (e.g., Somali, Chinese, Buddhist, or Orthodox Jewish

communities)?
(O T €T TR PP SRR PPR 1
O T N o TSRS 0
O T 7o o o 1 S SSSSIN d

Prepared by Mathematica Policy Research 54 (5/24112)




REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N13. Which of the following special or therapeutic diets does your organization offer in the
congregate nutriton program?

Select all that apply

Y I 1T o= (oSO P TP PR 1
O LOW SOIUM/SAIL .....ueiiiiiieiiiiieeeeee et 2
O MOIfied tEXIUME .....eeeiiiieiiiiieee e 3
I A= To = o T T o DR 4
[ (o ] o 1= SRR 5
[ =1 = TP 6
O Do not offer special or therapeutic diets ...........ccccvveeeiieiiiiiiiiieeenenn. 7
O  Other (Please SPEeCIfY) .....ccccuiriiiiee e 8
|
N I To o 4T PP PP d

HARD CHECK: IF N13 = Do not offer special or therapeutic diets AND ANY OTHER ANSWER
CATEGORY IS SELECTED, SHOW VALIDATION MESSAGE, Do not offer special or therapeutic
diets cannot be selected along with other response options.

HARD CHECK: IF N13 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES.

N14. What is the recommended contribution for congregate nutrition program participants for a
single meal?

RECOMMENDED CONTRIBUTION (0-9.99)

O No dollar amount is reCOmMmMENdEd............oeveeveiieiiiiiieeiie e 0
[ o o 1 A 101V A d

SOFT CHECK: IF N14 GT 5.00, SHOW VALIDATION, You indicated the recommended contribution
for congregate nutrition program participants is more than $5 for a single meal. Is that correct?

HARD CHECK: IF N14 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.

HARD CHECK: IF N14 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

HARD CHECK: IF N14 = NO DOLLAR AMOUNT IS RECOMMENDED AND NUMBER IS ENTERED
SHOW VALIDATION MESSAGE, No dollar amount is recommended cannot be selected if a number is
entered.
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REQUIRED

IF G1OR G1.1 = YES FOR CONGREGATE NUTRITION PROGRAM

N15. How many people are currently on the waiting list for the congregate nutrition program?

PEOPLE (0-9999)

[ o o 1 A 410V A d

SOFT CHECK: IF LT 1, SHOW VALIDATION MESSAGE, You have indicated that there are currently
0 people on the waiting list. Is this correct?

SOFT CHECK: IF GT 1000, SHOW VALIDATION MESSAGE, You have indicated that there are
currently more than 1000 people on the waiting list. Is this correct?

HARD CHECK: IF N15 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t know
cannot be selected along with other response options.

REQUIRED

IFN15GE 1

N16. What is the longest time a person has been on the current congregate nutrition_program
waiting list in your service area?

DAYS/WEEKS/MONTHS/YEARS [DROP DOWN BOX]

R B Yo ] 1 1o 1 d

SOFT CHECK: IF GT 5 YEARS, SHOW VALIDATION MESSAGE, You have indicated that the longest
time a person has been on the current waiting list is more than 5 years. Is this correct?

HARD CHECK: IF LT 1 DAY OR GT 10 YEARS, SHOW VALIDATION MESSAGE, The length of time
on the waiting list must be between 1 day and 10 years.

HARD CHECK: IF NUMBER FIELD IS FILLED BUT DROP DOWN IS NOT SELECTED, SHOW
VALIDATION MESSAGE, Please select days, weeks, months or years from the drop down menu.

HARD CHECK: IF N16 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF G1OR G1.1 = YES FOR CONGREGATE NUTRITION PROGRAM

N17. On average, how often is the waiting list for the congregate nutrition program checked for

duplicates and those no longer eligible or in need and then updated?

(O T V=TT SRR

©C 000 0O
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SECTION O. TITLE llI-C ELDERLY NUTRITION PROGRAM HOME-DELIVERED NUTRITION
CHARACTERISTICS AND OPERATIONS

The next series of questions are about the characteristics and operations of the home-delivered
nutrition program operated by your organization.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES. ELSE SKIP TO SECTION P.

O1. For how many years has your organization offered home-delivered nutrition services?

YEARS (0-99)

[ o o 1 A 4 101V A d

SOFT CHECK: IF O1 GT 50 SHOW VALIDATION MESSAGE, You indicated your organization has
offered home-delivered nutrition services for more than 50 years. Is that correct?

HARD CHECK: IF O1 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

02. Which meals does your organization provide in home-delivered nutrition services?

Select all that apply

O BreaKfast. ... 1
[ I o o TP URT TP 2
[ B o 1= TP URTT PRI 3
0 DONEKNMOW ...ttt e e et e e e e e e s annbeeeaaae s d

HARD CHECK: IF O2 = DON'T KNOW and any other answer category is selected, Don’'t know cannot
be selected along with other response options.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

03. How many clients can your organization provide meals to through home-delivered
nutrition services for a single meal?

MAXIMUM NUMBER OF CLIENTS (0-9999)

T Yo T 1 1o 1 d

SOFT CHECK: IF O3 GT 1,000 SHOW VALIDATION MESSAGE, You indicated that your organization
can provide meals to more than 1000 clients for a single meal. Is this correct?

HARD CHECK: IF O3 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

0O3a. On an average day when your organization makes deliveries, how many clients receive
meals through home-delivered nutrition services for a single meal?

NUMBER OF CLIENTS SERVED ON AN AVERAGE DAY (0-9999)

T Yo ] 1 1o 1 d

SOFT CHECK: IF O3a GT 1,000 SHOW VALIDATION MESSAGE, You indicated that on an average day,
more than 1000 clients receive meals through home-delivered nutrition services for a single meal. Is this
correct?

HARD CHECK: IF O3a GT NUMBER OF INDIVIDUALS FROM O3, SHOW VALIDATION MESSAGE,
Please enter a number that does not exceed the number of individuals your organization can
serve.

HARD CHECK: IF O3a = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don't
know cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

0O4. How many days per week are meal deliveries made to clients’ homes?

NUMBER OF DAYS PER WEEK (0-7)

[ o o 1 A 410V A d

HARD CHECK: IF O4 GT 7, SHOW VALIDATION MESSAGE, The number of days per week cannot
be greater than seven.

HARD CHECK: IF O4 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

O4a. How many meals are usually provided to a client at each visit?

NUMBER OF MEALS PROVIDED AT ONE VISIT (1-99)

T Yo T 1 1o 1 d

SOFT CHECK: IF O4a GT 5 SHOW VALIDATION MESSAGE, You indicated that clients receive more
than 5 meals each visit. Is this correct?

HARD CHECK: IF O4a LT 1 OR GT 10, SHOW VALIDATION MESSAGE, Please enter a number
between 1 and 10.

HARD CHECK: IF O4a = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

O4b. Are meal deliveries made to clients’ homes on the weekends?

[ T T 1
0 N D ettt et e a e r————————— 0
O DOMEKNOW ..ttt ettt ettt e e e e e e ettt e e e e e r e e e e e enees d
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

O5. How many of the following types of meals were delivered in your most recently completed
week in the home-delivered nutrition program?
NUMBER OF MEALS DON'T KNOW
a. Hot meals | |(0-9999) dO
b. Frozen meals | |(0-9999) dO
c. Cold meals | |(0-9999) dO
d. Shelf stable meals | |(0-9999) dO
e. Combination | |(0-9999) dO
f. Other (Please Specify) | |(0_9999) o)
| |

SOFT CHECK: IF any O5 GT 1000 SHOW VALIDATION MESSAGE, You have entered more than 1000
[hot meals, frozen meals, cold meals, shelf stable meals, combination, other meals]. Is this correct?

HARD CHECK: IF O5a-f = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

O6. What is the total mileage on the longest route for which your organization provides home-
delivered nutrition services?

MILES (0-999)

[ o 1 A 4101V A d

SOFT CHECK: IF 06 GT 300, SHOW VALIDATION MESSAGE, You indicated your longest route is
over 300 miles. Is this correct?

HARD CHECK: IF O6 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

O6a. What is the total mileage on the shortest route for which your organization provides home-
delivered nutrition services?

MILES (0-999)

T Yo T 1 1o 1 d

SOFT CHECK: IF O6a GT 100, SHOW VALIDATION MESSAGE, You indicated your shortest route is
over 100 miles. Is this correct?

HARD CHECK: IF O6a = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.

HARD CHECK: IF O6a GT MILES FROM 06 AND O6 DNE DON'T KNOW, Please enter a number that
does not exceed the total mileage on the longest route.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

o7. Have you increased or started using frozen meals in your home-delivered nutrition
program in the past 3 years?
(O T = PRSP PR 1
(O T o TR 0
(@ I oo 8 (g Lo 1 TR d
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

0s8. Which of the following changes has your agency’s home-delivered nutrition program

experienced in the past 3 years?

Select all that apply

O Service area has been reduced ..........cceeevieviiiiiiiiieei e

Oo0o0ooooao

Frequency of meal delivery has been reduced

Frequency of meal delivery has been increased

Number of meals delivered per customer has been reduced

Number of meals served per customer has been increased

Service area has been expanded..........ooocuiiiiiiiiiiiniiiii

NONE Of the @DOVE ....c.eeeee e
(L0 T 8 A T 1 N

HARD CHECK: IF O8 = NONE OF THE ABOVE AND ANY OTHER CATEGORY IS SELECTED, SHOW
VALIDATION MESSAGE, None of the above cannot be selected along with other response options.

HARD CHECK: IF O8 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

09. Which of the following methods are used for meal production in your home-delivered

nutrition program?

YES NO DON'T KNOW
a. Central kitchen e 0O e}
b. On-site production (e.g., CM site) e Ne e}
c. Catering/vendor contract including restaurants e 0O e}
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HARD CHECK: ONE RESPONSE MUST BE SELECTED IN EACH ROW, One response must be
selected in each row.

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

010. Which of the following best describes the menu provided by your home-delivered nutrition

program?
O Set menu that does not offer the participant any choice of food items................... 1
QO Choice of different complete meal options (ex. Meal A or Meal B).............coo........ 2
QO A choice of different food items within the meal (ex. Choice of entrée, choice
of vegetables, fruit, dESSEIT)......ccou e 3
O T o o 1 g o 1Y A SO PSP PSRUUTRPRPPRRON d

REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

0O11. Which of the following special or therapeutic diets does your organization offer in the
home-delivered nutriton program?

Select all that apply

I B T= o 1= 1 o TR PP 1
O LOW SOIUM/SAIL ...ceieeiiiieee ettt e e e e et e e e e e e e e snnba e eeaaas 2
(I Y To o [1T=To I (o) a U TSP PTTT PP 3
(VT o 1] v= 14 -1 o (TP 4
I 01 T PR P TP 5
I - - | PP UTPRPRTPRRN 6
O Other (PIEaSE SPECIY) ..uuuriiiiiie i i e e e e e e e e e s e snrrreeeees 7
|
O Do not offer special or therapeutic dietS .......cccuvvvevieeiiiiiiiiii e 0
I I T o (1o 1 PSP PRPRTRRRN d

HARD CHECK: IF O11 = DO NOT OFFER SPECIAL OR THERAPEUTIC DIETS and any other answer
category is selected, Do not offer special or therapeutic diets cannot be selected along with other
response options.

HARD CHECK: IF O11 = DON'T KNOW and any other answer category is selected, Don’t know cannot
be selected along with other response options.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES.

012. What is the recommended contribution for home-delivered nutrition program participants?

RECOMMENDED CONTRIBUTION (0-9.99)
O No dollar amount is recCOmMmMeENded............coeveeeeiieiiiiiieeiie e 0
[ o o 1 A 410V A d

SOFT CHECK: IF 012 GT 5.00, SHOW VALIDATION, You indicated the recommended contribution
is greater than $5.00. Is that correct?

HARD CHECK: IF 012 = DON'T KNOW and any other answer category is selected, Don’'t know cannot
be selected along with other response options.

HARD CHECK: IF 012 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

HARD CHECK: IF 012 = NO DOLLAR AMOUNT IS RECOMMENDED AND NUMBER IS ENTERED
SHOW VALIDATION MESSAGE, No dollar amount is recommended cannot be selected if a number is
entered.

REQUIRED

IF G1 OR G1.2 = YES FOR HOME-DELIVERED NUTRITION PROGRAM

013. How many people are currently on the waiting list for the home-delivered nutrition
program in your service area?

PEOPLE (0-9999)

[ o o 1 A 4101V A d

SOFT CHECK: IF LT 1, SHOW VALIDATION MESSAGE, You have indicated that there are currently
0 people on the waiting list. Is this correct?

SOFT CHECK: IF GT 1000, SHOW VALIDATION MESSAGE, You have indicated that there are
currently more than 1000 people on the waiting list. Is this correct?

HARD CHECK: IF 013 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.
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REQUIRED

IF 013 GE 1.

0O14. What is the longest time a person has been on the current home-delivered nutrition
program waiting list in your service area?

DAYS/WEEKS/MONTHS/YEARS [DROP DOWN BOX]

T Yo T 1 1o 1 d

SOFT CHECK: IF GT 5 YEARS, SHOW VALIDATION MESSAGE, You have indicated that the longest
time a person has been on the current waiting list is more than 5 years. Is this correct?

HARD CHECK: IF LT 1 DAY OR GT 10 YEARS, SHOW VALIDATION MESSAGE, The length of time
on the waiting list must be between 1 day and 10 years.

HARD CHECK: IF NUMBER FIELD IS FILLED BUT DROP DOWN IS NOT SELECTED, SHOW
VALIDATION MESSAGE, Please select days, weeks, months or years from the drop down menu.

HARD CHECK: IF 014 = DK AND NUMBER IS ENTERED SHOW VALIDATION MESSAGE, Don’t
know cannot be selected if a number is entered.

REQUIRED

IF G1 OR G1.2 = YES FOR HOME-DELIVERED NUTRITION PROGRAM

015. On average, how often is the waiting list for the home-delivered nutrition program checked
for duplicates and those no longer eligible or in need and then updated?

(O T V=TT RS 1
(O T /T 011 0 V25 RS 2
(O T @ 11 - 4 (= | RS 3
QO SEMIFANNUAIIY ... 4
(O T T T SRS 5
O NV et 0
QO Other (Please SPECITY) ...ccuuriiiiiie i 6
|

O
O
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:‘.
~
>
s}
z
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SECTION P. FOOD SAFETY

REQUIRED
ALL
P1. Does your organization or caterer currently have a food service license for its production
facilities?
1O I =T PP PP PP PPPP 1
O T o TSRS 0
O T o g (g o 1 RSP SSRR d
REQUIRED
ALL

P2. Are the food service personnel for the Elderly Nutrition Program in your service area
currently required to have food safety and sanitation training?

[ T T 1
0 N D ettt et e a e r————————— 0
O DOMEKNOW .ttt ettt e e e e e e ettt e e e e e r e e e eeees d
REQUIRED
ALL

P3. To which of the following entities is your organization currently required to report food
borne iliness incidents in the Elderly Nutrition Program?

Select all that apply

L0 A A A et 1
(IS = 1 =T U T o AN [ o 2
O State or Local Department of Health........ccccccooovviiiie e, 3
0 © 1 = RO RRP 4
O No requirement to report food borne illness.........ccocccveveeevvicciieennnnn, 0
O DONMEKNOW ..o d

HARD CHECK: IF P3 = No requirement to report food borne illness AND ANY OTHER CATEGORY IS
SELECTED, SHOW VALIDATION MESSAGE, No requirement to report food borne illness cannot be
selected along with other response options.

HARD CHECK: IF P3 = DK AND ANY OTHER CATEGORY IS SELECTED, SHOW VALIDATION
MESSAGE, Don’t know cannot be selected along with other response options.
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REQUIRED

IF A1 INCLUDES CONGREGATE NUTRITION SERVICES. ELSE SKIP TO P6.

P4. In the past 3 years, how many different times was the food served in the congregate
nutrition program associated with an outbreak of food borne illness?

TIMES (0-99)

T Yo T 1 1o 1 d

SOFT CHECK: IF GT 10, SHOW VALIDATION MESSAGE, You have indicated that food served in the
congregate nutrition program was associated with an outbreak of food borne illness more than
10 times in the past 3 years. Is this correct?

HARD CHECK: IF P4 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED
IFPAGTO
P5. In total, how many congregate nutrition program participants got sick in the past 3 years?
CONGREGATE NUTRITION PROGRAM PARTICIPANTS (0-9999)
0 DON'TKNOW ..ottt d

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that more than 100
congregate nutrition program participants got sick in the past 3 years. Is this correct?

HARD CHECK: IF P4 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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REQUIRED

IF A1 INCLUDES HOME-DELIVERED NUTRITION SERVICES. ELSE SKIP TO Q1.

P6. In the past 3 years, how many different times was food served in the home-delivered
nutrition program associated with an outbreak of food borne illness?

TIMES (0-99)

T Yo T 1 1o 1 d

SOFT CHECK: IF GT 10, SHOW VALIDATION MESSAGE, You have indicated that food served in the
home-delivered nutrition program was associated with an outbreak of food borne illness more
than 10 times in the past 3 years. Is this correct?

HARD CHECK: IF P6 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.

REQUIRED
IFP6GTO
P7. In total, how many home-delivered nutrition program participants got sick in the past
3 years?
HOME-DELIVERED NUTRITION PROGRAM
PARTICIPANTS (0-9999)
[ I To T 1 T o 1Y PPN d

SOFT CHECK: IF GT 100, SHOW VALIDATION MESSAGE, You have indicated that more than 100
home-delivered nutrition program participants got sick in the past 3 years. Is this correct?

HARD CHECK: IF P7 = DK AND NUMBER IS ENTERED, SHOW VALIDATION MESSAGE, Don’t know
cannot be selected if a number is entered.
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SECTION Q. CONTACT INFORMATION

Q1. Please provide contact information for the person who completed this questionnaire.
REQUIRED
ALL

Contact First Name | |

Contact Last Name | |

Title or Role in local service provider | |
organization

Email Address | |

Telephone Number | |

HARD CHECK: IF TELEPHONE IS LT OR GT 10 DIGITS, SHOW VALIDATION, Please enter a valid
telephone number.

THANK YOU FOR COMPLETING THIS SURVEY. WE VALUE YOUR PARTICIPATION.
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