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Personal information 
Form: IP    Version: 17/09/10 

 

 
 

 
 

 

 

Visit date                                                                               Interviewer number:   

/ /            

     1 Day      2 Month      3 Year    

 

Instructions: Before starting this questionnaire read the informed consent to the participant.  Complete this form for 
each eligible participant.  All responses are important to complete fully, including the contacts.  Use location codes at 
end for coding address. 

 
 
I am going to ask you for your full name, address, and phone number. Please remember that all 
information that you give us is confidential, and only certified CESCAS I personnel will have access to this 
information.  
 
 
A. Participant's identifying information 
 
 
1.   a. First name: ____________________________________________     
 
      b. Middle name: __________________________________________  
       
 c. First surname:  _________________________________________  
      
 

2. Document number:  
 

a. . .     -    a.1. Check digit.  Not for Argentina.  

                                                                                              
 

b. Type of document: 
  DNI  1    
  LC/LE  2  
  Passport  3     
  CI 4  
 

3. Gender:      Male       1  Female 2  

ID number   -   -     

Control number   .    .    

SUBJID 

SUBJID 

IP031 IP032 IP033 
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ID number   -   -     
 

 

4. Date of birth: / /19  
 1 day 2 Month 3 year 

 
 
B. Participant address/Phone 
It is very important for this study to be able to reach you. Please provide us with your current home 
address. We will not give your address information to anyone else. 
 
 

5. Current address 
 

a- Name 
 

          

             

  b- Number        
 

 c- Unit Type      

  d- Floor       

  e- Department        

  f- Neighborhood g-  h-  i-  j-  k-  l-  m-  n-  o-  p-  

             

             

  g- City           

             

    h- Zip code           

  

6. E-mail address           

             

             

                      

 

                                                           
 
 
 
 

IP3 

IP41 IP42 IP43 
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7. Principal telephone number:  
  

a.                 
 

 

            b. What is the best time of day to reach you at this number? 
 Morning 1  
 Afternoon 2  
 Evening  3  

 
8. Alternative telephone number:  
 

a.                 
 

 

 

            b. What is the best time of day to reach you at this number? 
 Morning 1  
 Afternoon 2  
 Evening  3  
9. Cell phone number:  

 

a.                 
 

 

 

            b. What is the best time of day to reach you at this number? 
 Morning 1  
 Afternoon 2  
 Evening  3  
 
 
C. Local contact 1                                                              
                                                                                 
10.  a. First name:  ___________________________________________   
 
       
       b. First surname:  _________________________________________       
                                                                                 
 
11. Relation: __________________  
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12. Current direction of contact 1 
 

a- Name 
 

          

             

  b- Number        
 

 c- Unit Type      

  d- Floor       

  e- Department        

  f- Neighborhood g-  h-  i-  j-  k-  l-  m-  n-  o-  p-  

             

             

  g- City           

             

    h- Zip code           

  

13. E-mail address           

             

             

                                                                          

14. Principal telephone number:  
  

                
 

 
15. Cell phone number:  
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D. Local contact 2                                                              
                                                                                 
16.  a. First name:  ___________________________________________   
 
       
       b. First surname:  _________________________________________       
                                                                                 
 
17. Relation: __________________  
 
 
18. Current direction of contact 2 
 

a- Name 
 

          

             

  b- Number        
 

 c- Unit Type      

  d- Floor       

  e- Department        

  f- Neighborhood           

             

             

  g- City           

             

    h- Zip code           

  

19. E-mail address           
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ID number   -   -     
 

20. Principal telephone number:  
  

                
 

 

21. Cell phone number:  

 

                
 

 

D. Local contact 3                                                              
                                                                                 
22.  a. First name:  ___________________________________________   
 
       
       b. First surname:  _________________________________________       
                                                                                 
 
23. Relation: __________________  
 
 
24. Current direction of contact 3 
 

a- Name 
 

          

             

  b- Number        
 

 c- Unit Type      

  d- Floor       

  e- Department        

  f- Neighborhood i-  j-  k-  l-  m-  n-  o-  p-  q-  r-  

             

             

  g- City           

             

    h- Zip code           
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ID number   -   -     

25. E-mail address           

             

             

                                                                          

26. Principal telephone number:  

 

 

  
27. Cell phone number:  
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ID number   -   -     

 
Personal History  

Form: AP    Version: 17/09/10 
                                                

Instructions: The gray boxes contain phrases that you can use during the survey. Enter the answer given by the 

participant for each response.  If age of onset is unknown enter the special missing value, “99”, in the item. 

 

Now I have some questions about your general health. 

 
 
1. Has a doctor ever said that you have high blood pressure or hypertension?  

  No     1  GO TO QUESTION 4 

                                                        Yes          2   FOR WOMEN: GO TO QUESTION 1a    

      FOR MEN: GO TO QUESTION 2 

 
 1a. Was this during pregnancy only? 

 No 1   GO TO QUESTION 2 

 Yes 2      GO TO QUESTION 1b   

  
 1b. Was occurred outside pregnancy? 
 No 1   
 Yes 2          
 
2- Have you ever taken medication regularly to control blood pressure? 

 No 1 GO TO QUESTION 4 

 Yes 2          
 
3- Currently, do you continue to receive treatments or pills to control blood pressure? 
 

 No 1 GO TO QUESTION 4 

 Yes 2          
 
     3a-In the past week, have you ever forget to take medication to control blood pressure? 
 No  1   
     Yes 2   
 
 
4. Has a doctor ever said that you have high blood cholesterol? 

 No  1 GO TO QUESTION 6 

     Yes 2   
 
5- Currently, do you continue to receive treatments or pills to control cholesterol? 
 

 No 1 GO TO QUESTION 6 

 Yes 2          
 
     5a-In the past week, have you ever forget to take medication to control cholesterol? 
 No  1   
     Yes 2   
 
 

AP1 

AP1A 

AP1B 

AP2 

AP3 

AP3A 

AP4 

AP5 

AP5A 
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6. Has a doctor ever said that you have angina? 

 No  1   GO TO QUESTION 7  

 Yes 2     
  
 6a. At what age were you first told this? 

  Age in years 

  
 
7. Has a doctor ever said that you had a heart attack? 

 No  1   GO TO QUESTION 8 

 Yes 2      
  
 7a. At what age were you first told this? 

  Age in years AP7 AP7A 

 
8. Have you had a balloon angioplasty, a stent, or bypass surgery to the arteries in your heart to improve 
the blood flow to your heart?   
 No  1   
  Yes 2   
 
9. Has a doctor ever said that you had heart failure? 
 No  1   
 Yes 2   
 
 
10. Have you ever been told by a doctor that you have problems or damage of the heart valves? (Some 
names that may have used the health care professional are: stenosis, prolapse, insufficiency) 
 
 No  1   
      Yes 2  
 
 
11. Have you ever been told by a doctor that you had atrial fibrillation (heart)? 
 
 No  1   
      Yes 2  
 
 
12. Has a doctor ever said that you had Chagas disease? 
 No  1  AP12 

 Yes 2   
 
13. Has a doctor ever said that you had a stroke? 
 No  1   
  Yes 2   
 
14. Has a doctor ever said that you had a mini-stroke or TIA (transient ischemic attack)?  
 No  1   
 Yes 2  
 

AP6 

AP6A 

AP7 

AP7A 

AP8 

AP9 

AP10 

AP11 

AP12 

AP13 

AP14 
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15. Have you had a balloon angioplasty or surgery to the arteries of your neck to prevent or correct  a 
stroke?   
 No  1   
 Yes 2  
 

16. Has a doctor ever said that you have an aortic aneurysm, an abdominal aortic aneurysm (AAA), or 

ballooning of your aorta?  
 No  1   
 Yes 2  
 
17. Has a doctor ever said that you have peripheral arterial disease (problems with circulation,  blocked 
arteries to the legs)? 

 No  1   GO TO QUESTION 19  

 Yes 2  
 
18. Have you had an operation, a balloon angioplasty, a stent, or an amputation for this condition?  
 No  1   
 Yes 2   
 
 
19. Has a doctor ever said that you have diabetes (high sugar in blood or urine)? 

 No  1   GO TO QUESTION 20 

 Yes 2      
  
 19a. At what age were you first told this? 

  Age in years 

  
 19b. FOR WOMEN: Was this during pregnancy only?  
 No  1   
 Yes 2  
 
 19c. Are you being treated with insulin? 

 No  1   GO TO QUESTION 19e  

 Yes 2  
   
 19d. Was insulin the first medicine used for diabetes?   
 No  1    
 Yes 2  
 
 19e. Are you using pills for diabetes?   
 No  1   
 Yes 2  
       
            19f. -In the past week, have you ever forget to take medication to control diabetes? 
 No  1   
     Yes 2    
 
20. Has a doctor ever said that you have kidney problems?  
 No  1   
 Yes 2  

AP15 

AP16 

AP17 

AP18 

AP19 

AP19A 

AP19B 

AP19C 

AP19D 

AP19E 

AP19F 

AP20 
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21. Have you had bleeding gums recently? 
 No  1   
 Yes 2  
22. Have you ever had loose teeth? 
 No  1   
 Yes 2  
23. Have you lost some of your teeth to gum disease? (Not including losses from injury, decay, etc)? 
 No  1   
 Yes 2  
 
24. Has a doctor ever said that you have cancer or a malignant tumor? 

 No  1   MEN GO TO Q 30, WOMEN TO Q 25  

 Yes 2  GO TO Q 24a  
  
24a. What type?    No   Yes 
 a1. Lung 1  2  
 a2. Breast 1  2  
 a3. Cervical 1  2  (only for women) 
 a4. Blood/lymph glands 1  2  
 a5. Testes/scrotum 1  2  (only for men) 
 a6. Bone 1  2  
 a7. Melanoma 1  2  
 a8. Skin (not melanoma) 1  2  
 a9. Brain 1  2  
 a10. Stomach 1  2  
 a11. Colon 1  2  
 a12. Uterine 1  2  (only for women) 
 a13. Prostate 1  2  (only for men) 
 
 
 a14. Liver 1  2  
 a15. Other 1  2  
 

  

MEN  STOP, GO TO QUESTION 30  
 

WOMEN  GO TO QUESTION 25  

 

FOR WOMEN ONLY 
 
25. At what age did your menses begin? 

  Age in years 

 
26. Are you currently pregnant? 
 No 1   

 Yes 2   GO TO QUESTION 30 

  Don’t know 9  
 
 

AP21 

AP22 

AP23 

AP24 

AP24A1 

AP24A3 

AP24A4 

AP24A5 

AP24A6 

AP24A8 

AP24A9 

AP24A10 

AP24A11 

AP24A12 

AP24A13 

AP24A2 

AP24A7 

AP24A14 

AP24A15 

AP25 

AP26 
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27.  Do you currently have menstrual periods? 
 No 1   

 Yes 2   GO TO QUESTION 30 

  Don’t know 9  
 
28. Have you had a hysterectomy? 

 No 1   GO TO QUESTION 29  

 Yes, with removal of both ovaries 2   
  Yes, without removal of both ovaries 3  
 Yes, uncertain if ovaries removed 4   
 

 28a.  Age at surgery?  Age in years  

 
If the answer is with removal of both ovaries, go to question 30 
 
29. Have you reached menopause (change of life)? 

 No 1   GO TO QUESTION 30 

 Yes 2  

  Don’t know 9   GO TO QUESTION 30 

 

 29a.  At what age?  Age in years  GO TO QUESTION 34  

 
 
30. Are you currently on a diet indicated by your doctor (you can check more than one option) 
 No 1   
 Yes, low salt 2  
  Yes, low cholesterol 3  
 Yes, to lose weight 4   
 Yes, with no sugar 5   
 Other 6  
       6a. If “Other” specify: ______________________  
 
 
 
31. In food that is prepared in your home, do you add salt when cooking? (Check one option)  
 No 1   
 Rarely 2  
  Sometimes 3  
 Frequently 4   
 Ever 5   
  
32. Do you add salt to food on the table while eating? (Check one option) 
 Never 1   
 Rarely 2  
  Sometimes 3  
 Frequently 4   
 Ever 5   
  

AP27 

AP28 

AP28A 

AP29 

AP29A 

AP30 

AP31 

AP32 
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Now we are interested in drugs or pills that you consume on a regular or scheduled, including aspirin, oral 
contraceptives, vitamins, etc. Please do not include medication taken occasionally, such as taking 
painkillers for a headache or antibiotic treatment is doing for a short period of time.  

 
33. Medication 
 
 

a) ________________________________________________________ 

b) ________________________________________________________ 

c) _________________________________________________________ 

d) _________________________________________________________ 

e) __________________________________________________________ 

f) ____________________________________________________________ 

g) _________________________________________________________ 

h) __________________________________________________________ 

i) ___________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AP33A 

AP33B 

AP33C 

AP33D 

AP33E 

AP33F 

AP33G 

AP33H 

AP33I 
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Family History  
Form: HF    Version: 17/09/10 

                                                

Instructions:  The gray boxes contain phrases that you can use during the survey .Enter the answer given by the 

participant for each response.  

 

Now I have some questions about family medical history. In some cases we will consult for their brothers or sisters. 
In such cases please do not consider in their response to half brothers or sisters.   

 
1-Has a doctor ever said that these relatives had or have high blood pressure or hypertension? 

 a. Mother No or Don’t know 1  Yes 2   

 b. Father  No or Don’t know 1  Yes 2   

 c. Brother(s) or sister(s) No or Don’t know 1  Yes 2   

 
2- Has a doctor ever said that these relatives had or have high blood cholesterol? 

 a. Mother No or Don’t know 1  Yes 2   

 b. Father  No or Don’t know 1  Yes 2   

 c. Brother(s) or sister(s) No or Don’t know 1  Yes 2   

  
3- Has a doctor ever said that these relatives had or have angina?  
 a. Mother No or Don’t know 1  Yes 2    

 b. Father  No or Don’t know 1  Yes 2   

 c. Brother(s) or sister(s) No or Don’t know 1  Yes 2 

 
4- Has a doctor ever said that these relatives had a heart attack? 
 a. Mother No or Don’t know 1  Yes 2     
 b. Sister(s)  No or Don’t know 1  Yes 2    
  

If the answers to Q4a and Q4b are negative  GO TO QUESTION 5 

 
 c. Did anyone (s) of these relatives have a heart attack before age 65?  
 No 1   
     Yes 2   
 
5- Has a doctor ever said that these relatives had a heart attack? 
 a. Father No or Don’t know 1  Yes 2     
 b. Brother (s)  No or Don’t know 1  Yes 2    
  

If the answers to Q5a and Q5b are negative  GO TO QUESTION 6 

  
 c. Did anyone (s) of these relatives have a heart attack before age 55?  
 No 1   
                 Yes   2  
 
 
6- Has a doctor ever said that these relatives had or have a stroke? 

 a. Mother No or Don’t know 1  Yes 2     

 b. Father  No or Don’t know 1  Yes 2     

 c. Brother(s) or sister(s) No or Don’t know 1  Yes 2    

HF1A 

HF1B 

HF1C 

HF2A 

HF2B 

HF2C 

HF2C 

HF2C 

HF2C 

HF2C 

HF3A 

HF3B 

HF3C 

HF4A 

HF4B 

HF4C 

HF54

A 

HF5B 

HF5C 

HF6A 

HF6B 

HF6C 
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If the answers to Q6a and Q6b are negative  GO TO QUESTION 7 

 
 d. Did anyone (s) of these relatives have a heart attack before age 50?  
 No 1   
                 Yes   2  
 
 7-Has a doctor ever said that these relatives had or have diabetes? 

 a. Mother No or Don’t know 1  Yes 2   

 b. Father  No or Don’t know 1  Yes 2   

 c. Brother(s) or sister(s) No or Don’t know 1  Yes 2    

 d. Son(s) or daughter(s) No or Don’t know 1  Yes 2   H 

 e. Grandparents, uncles         No or Don’t know 1  Yes 2   

       or  cousins  

  

8- Has your mother or sister suffered sudden or cardiac death before age 65? 
 No  1   
  Yes 2   
 

 
9- Has your father or brother suffered sudden or cardiac death before age 55? 
 No  1   
  Yes 2   
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HF6D 

HF7A 

HF7B 

HF7C 

HF7D 

HF7E 

HF8 

HF9 
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Respiratory Questionnaire 
 

Form: AR    Version: 24/08/10 
 

Instructions: The gray boxes contain phrases that you can use during the survey. Enter the answer given by the 

participant for each response.   

 

The following questions are about respiratory or chest symptoms.  If you are in doubt whether the answer 
is “Yes” or “No”, answer “No”. 

 
 

A. Respiratory Symptoms 
 
1. In the past 12 months, have you had a cough on most days or nights of the week during at least three 
  months in a row? (“Most” means at least 4 days or nights per week) 
 No 1   
 Yes 2     
 
2. Have you had a cough on getting up or first thing in the morning on most mornings (at least 4 per week) 
  for at least three months in a row?  
 No 1    
 Yes 2     
 
3. If “YES” to Question 1 OR Question 2, for how many years have you had this cough?  

  Years  

 
4. In the past 12 months, have you brought up phlegm from your chest on most days or nights of the week  
  during at least three months in a row? (“Most” means at least 4 days or nights per week) 
  No 1   
 Yes 2     
 
5. Have you brought up phlegm on getting up or first thing in the morning on most mornings (at least 4 per 
  week) for at least three months in a row?  
 No 1   
 Yes 2     
 
6. If “YES” to Question 4 or Question 5, for how many years have you had trouble with this phlegm? 

  Years  

   
7. Have you ever had wheezing or whistling in your chest? 

 No 1    GO TO QUESTION 18     

 Yes 2     
 
8. About how old were you when you first had wheezing or whistling in your chest? 

  Age in years (Answer “1” if younger than 1 year)  

  
9. Have you ever had an attack of wheezing or whistling in your chest that made you feel short of breath? 

 No 1    GO TO QUESTION 13      

 Yes 2     

AR1 

AR2 

AR3 

AR4 

AR5 

AR6 

AR7 

AR8 

AR9 
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10. About how old were you when you had your first such attack? If don’t answer type “99”. 

  Age in years (Answer “1” if younger than 1 year)  

  
11. Have you had 2 or more such attacks? 
 No 1   
 Yes 2     
 Don’t know 9    
 

12. Have you ever required medicine or treatment for such attacks? 

 No 1   
 Yes 2     
 Don’t know 9    
 

13. In the last 12 months, have you had wheezing or whistling in your chest at any time?  

 No 1   GO TO QUESTION 18     

 Yes 2     
 
In the last 12 months, does your chest ever sound wheezy or whistling… 
 
14. When you have a cold?   No 1   
 Yes 2     
   
15. Occasionally apart from colds?  No 1   
 Yes 2     
 

16. More than once a week? No 1   
 Yes 2     
 

17. Most days and nights? No 1   
 Yes 2     
 

18. In the last 12 months, have you been awakened from sleep either by coughing (apart from a cough   
 associated with a cold or chest infection) or by shortness of breath or a feeling of tightness in your 
 chest? 
 No 1   
 Yes 2     
 
19. When you are near animals (such as cats, dogs, or horses) or near feathers (including pillows, 
quilts or comforters) or in a dusty or moldy part of the house, do you ever: 
    

   No Yes 

 a. start to cough, wheeze, feel short of breath,  

 or feel a tightness in your chest? 1  2      

  
 b. get a runny or stuffy nose or start to sneeze,  
 or get itching or watering eyes?  1  2   
 
 

AR10 

AR11 

AR12 

AR13 

AR14 

AR15 

AR16 

AR17 

AR18 

AR19A 

AR19B 
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20. When you are near trees, grass, or flowers, or when there is a lot of pollen in the air, do you ever: 
   

   No Yes 

 a. start to cough, wheeze, feel short of breath, 
 or feel a tightness in your chest?  1  2      

  
 b. get a runny or stuffy nose, start to sneeze,  
 or get itching or watering eyes?  1  2      

  
21. Have you ever had allergen skin testing?  No 1   
 Yes 2      
 
22. Do you have chronic sinusitis?  No 1   
 Yes 2     
 
23. When you exercise or exert yourself or when the air is cold, do you ever start to cough, wheeze, feel 
 short of breath, or feel tightness in your chest?  
 No 1   
 Yes 2     

 
24.  Are you troubled by shortness of breath when hurrying on level ground or walking up a slight hill? 

 No 1   GO TO QUESTION 29      

 Yes 2     
 
25. Do you have to walk slower than people of your age on level ground because of shortness of breath? 
 No 1   
 Yes 2     
 Does not apply 8    
  
26. Do you ever have to stop for breath when walking at your own pace on level ground? 
 No 1   
 Yes 2     
 Does not apply 8    
  
27. Do you ever have to stop for breath after walking about 100 yards (or after a few minutes) on level 
 ground? 
 No 1   
 Yes 2     
 Does not apply 8    
  
28. Are you too short of breath to leave the house or short of breath on dressing or undressing? 
 No 0   
 Yes 1     
 Does not apply 8    
  
 
 
 
 
 
 

AR20A 

AR120B 

AR21 

AR22 

AR23 

AR24 

AR25 

AR26 

AR27 

AR28 
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29. During the past 12 months, about how many days of work or school did you miss because of 
 respiratory illnesses or symptoms? 
 None 1   
 1-5 2     
 6-15 3    
 16 or more 4   

 Not applicable—does 8   GO TO QUESTION 32     

 not go to work or school 
 
30. During the past 12 months, have you had respiratory symptoms (cough, phlegm, wheeze, or shortness 
 of breath) that changed on weekends, vacations, or other times when you were away from your current 
 job? If more than one current job, consider the job you spend the most time doing.  

 No 1   GO TO QUESTION 32    

 Yes 2     

 Don’t know 3   GO TO QUESTION 32     

 Not applicable—do 8   GO TO QUESTION 32     

 not have a current job 
 that involves work out  
 of the home 
 
31. Do your respiratory symptoms get better or worse when you are away from your current job? 
 Better 1   
 Worse 2     
 Don’t know 9    
  
B. Respiratory Conditions 
 

32. Have you ever had asthma? No 1   GO TO QUESTION 38      

 Yes 2     

 Don’t know 9   GO TO QUESTION 38       

 
33. At about what age did it start?   

  Age in years (Answer “01” if younger than 1 year)  

  

            If age is known  GO TO QUESTION 34     

                  If you do not remember the exact age  WRITE "99" and CONTINUE TO QUESTION 33a 

 
  

33a. Did Happen in childhood?    
 
 No  1   
 Yes   2  
 Don’t know 9  

 
 
34. Was it diagnosed by a doctor or other health professional? 
 No 1   
 Yes 2     
 Don’t know 9    
 

 

AR29 

AR30 

AR31 

AR32 

AR33 

AR33A 

AR34 
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35. Do you still have it?  

 No 1   

 Yes 2   GO TO QUESTION 37          

 Don’t know 9    
 
36. At what age did it stop? If don’t remember type “99”. 
 

  Age in years (Answer “01” if younger than 1 year)  

 
37. In the past 12 months, have you received medical treatment, taken medications or used an inhaler for 
 asthma?  
 No 1   
 Yes 2     

 
38. Have you ever had hay fever (allergy involving the nose and/or eyes)? 

 No 1   GO TO QUESTION 40          

 Yes 1   

 Don’t know 9   GO TO QUESTION 40           

 
39. In the past 12 months, have you received medical treatment, taken medications or used a nasal spray 
 for hay fever?  
 No 1   
 Yes 2     

 
40. Has a doctor ever told you that you had pneumonia or bronchopneumonia?   

 No 1   GO TO QUESTION 42          

 Yes 2    

 Don’t know 9   GO TO QUESTION 42           

 
41. At about what age did you first have pneumonia or bronchopneumonia? 

  Age in years (Answer “01” if younger than 1 year)  

  

If age is known  GO TO QUESTION 42     

      If you do not remember the exact age  WRITE "99" and CONTINUE TO QUESTION 41a 

 
  

 41a. Did it happen in childhood?  
 
 No  1   
 Yes   2  
 Don’t know 9  

 
 

42. Has a doctor ever told you that you had chronic bronchitis? 

 No 1   GO TO QUESTION 44          

 Yes 2    

 Don’t know 9   GO TO QUESTION 44           

 
 

AR35 

AR36 

AR37 

AR38 

AR39 

AR40 

AR41 

AR41A 

AR42 
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43. At about what age did you first have chronic bronchitis? 

  Age in years (Answer “01” if younger than 1 year)  

  
  

If age is known  GO TO QUESTION 44     

      If you do not remember the exact age  WRITE "99" and CONTINUE TO QUESTION 43a 

 
 43a. Did it happen in childhood?  
 
 No  1   
 Yes   2  
 Don’t know 9  

 
 

44. Has a doctor ever told you that you had COPD (chronic obstructive pulmonary disease) or 
 emphysema? 

 No 1   GO TO QUESTION 47          

 Yes 2     

 Don’t know 9   GO TO QUESTION 47           

 
45. At about what age did it start? If don’t remember type “99”.  

  Age in years (Answer “01” if younger than 1 year)  

 
46. In the past 12 months, have you received medical treatment, taken medications or used an inhaler for 
 COPD or emphysema? 
 No 1   
 Yes 2     

     Don’t know   9  
 
 

C. Family History Questions 
The following questions refer to blood relatives.  When asked about siblings, do not include half-brothers 
or half-sisters. 
 
47. Has a doctor ever said that these relatives had an attack of asthma?  
 a. Mother No or Don’t know 1  Yes 2   
 b. Father  No or Don’t know 1  Yes 2   
 c. Sibling(s)  No or Don’t know 1  Yes 2   
 
48. Has a doctor ever said that these relatives had chronic bronchitis, COPD, or emphysema?  
 a. Mother No or Don’t know 1  Yes 2    
 b. Father  No or Don’t know 1  Yes 2    
 c. Sibling(s)  No or Don’t know 1  Yes 2   
  
 
49. Has a doctor ever said that these relatives had hay fever (allergy involving the nose and/or eyes)?              
 a. Mother No or Don’t know 1  Yes 2   
 b. Father  No or Don’t know 1  Yes 2   
 c. Sibling(s)  No or Don’t know 1  Yes 2   
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D. Tuberculosis Screening 
50. Were you ever told that you had active tuberculosis or TB?     

 No 1   GO TO QUESTION 52            

 Yes 2     
 Refused 3    
 Don’t know 9    
 
51. Were you ever prescribed any medicine to treat active tuberculosis or TB? 
 No 1   
 Yes 2     
 Refused 3    
 Don’t know 9    
 
52. Have you ever been given a TB or tuberculosis skin test (e.g., PPD)?   

 No 1   GO TO QUESTION 55            

 Yes 2     

 Refused 2   GO TO QUESTION 55            

 Don’t know 9   GO TO QUESTION 55            

  
53.  Was it:  Positive 1   

 Negative 2   GO TO QUESTION 55               

 Don’t know 9   GO TO QUESTION 55              

  
 
54.  Were you prescribed any medicine to keep you from getting sick with TB?       
 No 1   
 Yes 2     
 Don’t know 9    
 
55. Have you ever had a shot (vaccination) to prevent TB called BCG?     
 No 1   
 Yes 2     
 Refused 3    
 Don’t know 9    
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Body Mass 
Form: MC    Version: 17/09/10 

 

Instructions: The gray boxes contain phrases you can use during the survey. Enter the answer given by the 
participant for each question.  

 

These set of questions asks about your height and weight at different ages since age 21. If you don’t remember 
exactly, give your best guess.  

 
1. How tall were you (without shoes on) at about age 21 (your tallest adult height)? (Enter height in 
inches). 

 

        Centimeters  

  
2. What was your weight at about age 21? (Women, when you were not pregnant. Enter the weight in 
kilograms, not allowed decimal). 

 

  Kilograms  

 
ONLY PEOPLE > 45 YEARS OLD 

3. What was your weight at about age 45? (Women, when you were not pregnant).Enter weight in 
kilograms, not allow decimals. If the participant is under 45 years will continue to question 5. If 
don´t know or no answer type "999". 

 

  Kilograms 

 

ONLY PEOPLE > 65 YEARS OLD 
4. What was your weight at about age 65?  Enter weight in kilograms, not allow decimals. If the 

participant is under 65 years will continue to question 5. If don´t know or no answer type "999". 
 

  

  Kilograms  
 
 
 

5. What is your current weight? If don't know or not answer type "999".  

 

  Kilograms   
 

 
6. What is your current height? If don't know or not answer type "999". 

 

  Centimeters  

 
    7. How much has your weight changed in the last 12 months?  

  Kilograms  

  

 (If no change enter  “000”) END QUESTIONNAIRE 
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8. Was this change a loss or a gain?  
 Loss 1    
 Gain 2  
 
 
9. Did you lose/gain weight because you were trying to lose/gain weight? 
  No 1    
  Yes 2   
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Claudication Questionnaire 
Formulario: MI   Versión: 17/09/2010 

 

Instructions: The gray boxes contain phrases that you can use during the survey .Enter the answer given by the 
participant for each response.   

 
ONLY FOR PERSONS 45 YEARS OR MORE 

 

Now I have some questions about your general health. 

 
 
1. Do you get pain or discomfort in either leg on walking? 

 No 1   END QUESTIONNAIRE 

 Yes 2  
 
1a. In which leg(s)? 

 Right leg 1    ADMINISTER QUESTION 2 – QUESTION 7 

 Left leg 2   GO TO QUESTION 7 

 Both legs 3   ADMINISTER QUESTION 2 – QUESTION 11 

  
A. Right Leg 
2. Does this pain ever begin when you are standing still or sitting? 
 No 1  
 Yes 2  
 
3. Does this pain include your calf/calves?   
 No  1  
 Yes 2  
 
4. Do you get it when you walk at an ordinary pace on the level?   
 No 1  
 Yes 2    
 
5. What do you do if you get it when you are walking?  
  Stop or slow down 1  
 Continue on  2  
  
6. What happens to the pain if you stand still?  
 (Interviewer: response categories refer to pain) 
  Lessened or relieved 1  
 Unchanged  2  
  
B. Left Leg 
7. Does this pain ever begin when you are standing still or sitting? 
 No 1  
 Yes 2  
 
8. Does this pain include your calf/calves?   
 No  1  
 Yes 2  
 

MI1 
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9. Do you get it when you walk at an ordinary pace on the level?   
 No 1    
 Yes 2  
 
10. What do you do if you get it when you are walking?  
  Stop or slow down 1  
 Continue on  2    
  
11. What happens to the pain if you stand still?  
 (Interviewer: response categories refer to pain) 
  Lessened or relieved 1  
 Unchanged  2  
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Tobacco 
Form: CT    Versión: 17/09/10 

 
 
 
 
 

 

           

Instructions: The gray boxes contain phrases that you can use during the survey. The white boxes contain 
reminders to guide you to complete the questionnaire correctly. Enter the answer given by the participant for each 
question. In some cases, the age question was the participant as when started using tobacco every day. If the age of 
onset is unknown enter the special code for missing values: '99 '. 

 

I would now like to ask you some questions about smoking tobacco, including: cigarettes, cigars, pipes. Please do 
not answer about smokeless tobacco at this time.   

 
1. Do you currently smoke tobacco on a daily basis, less than daily, or not at all?  
 

 Daily       1     → SKIP TO 4 

 Less than daily    2    →  SKIP TO 2 

 Not at all              3    → SKIP TO 3 

 
 
2. In the past, have you smoked tobacco on a daily basis, less than daily, or not at all? 
 

                                     Daily          1     → SKIP TO 8 

   Less than daily    2    → SKIP TO 10 

..................................   Not at all              3    → SKIP TO 12 

 
 
3. In the past, have you smoked tobacco products every day, some days or never smoked?  
   

INTERVIEWER: if respondent has done both “daily” and “less than daily” in the past, check “daily”  

 

 Daily             1   → SKIP TO 13 

     Less than daily    2   → SKIP TO 15 

     Not at all              3   → SKIP TO 18  

[CURRENT DAILY SMOKERS] 
 
4. How old were you when you first started smoking tobacco daily? If you don´t remember, enter “99”. 

  Years old   

 

Interviewer: If Q4 = 99, ask Q5. Otherwise, SKIP TO 6 

5.  How many years ago did you first start smoking tobacco daily? If you don´t remember, enter “99”. 

  Years  

 
 
6.  On average, how many of the following products do you currently smoke each day?  
 

Control number   .    .    

CT1 
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Interviewer:  - if respondent reports smoking the product but not every day, enter “888”. If 
don’t know, enter “999”. 

 
 - if respondent reports not smoking at all, enter “000” 
 
 - if respondent reports in packs or cartons, probe to find out how many are in 

each and calculate total number. 

 

 

 
e.1→ Specify type: _________________  

 
 
7.  How soon after you wake up do you usually have your first smoke? Would you say…  
 

 Less than 5 minutes                   1  
 5 to 30 minutes                           2  
 31 to 60 minutes                         3  

More than 60 minutes                 4  
 

Interviewer: SKIP TO 17 

 
 
[CURRENT LESS THAN DAILY SMOKERS]   
 
8. How old were you when you first started smoking tobacco daily? If you don´t remember, enter “99”. 
 

  Years old  

  
 

Interviewer: If Q8 = 99, ask Q9. Otherwise, SKIP TO 12 

 
 
9. How many years ago did you first start smoking tobacco daily? If you don´t remember, enter “99”. 

  Years    

 
 
10. How old were you when you first started smoking tobacco? If you don´t remember, enter “99”. 
 

  Years old  

 
Read each item:  

 

a. Manufactured cigarettes    Per day 

b. Hand -rolled cigarettes     Per day 

c. Pipes    Per day 

d. Cigars/cheroots    Per day 

e. Any others     Per day 

CT6A 
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Interviewer: If Q10 = 99, ask Q11. Otherwise, SKIP TO 12 

 
 
11. How many years ago did you first start smoking tobacco? If you don´t remember, enter “99”. 
 

  Years    

  
 
12. How many of the following do you currently smoke during a usual week?  
 

Interviewer:  - if respondent reports smoking the product but not every day, enter “888”. If 
don’t know, enter “999”. 

 
 - if respondent reports not smoking at all, enter “000” 
 
 - if respondent reports in packs or cartons, probe to find out how many are in 

each and calculate total number. 

 
 
 
  

 
e1→ Specify type: _________________  

 

Encuestador:  SKIP TO 17 

 
[FORMER SMOKERS] 

 
13. How old were you when you first started smoking tobacco daily? If you don´t remember, enter “99”. 
 

  Years old  

  

Interviewer:  If Q13 = 99, ask Q14. Otherwise, SKIP TO 15.  

 
14. How many years ago did you first start smoking tobacco daily? If you don´t remember, enter “99”. 
 
 
 
 
 
 
 

Read each item:  

a. Manufactured cigarettes     per week 

b. Hand -rolled cigarettes    per week 

c. Pipes     per week 

d. Cigars/cheroots    per week 

e. Any others     per week 

  Years   
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15.  How long has it been since you stopped smoking?  
 

Interviewer:  only interested in when respondent stopped smoking regularly -- do not 
include rare instances of smoking. Enter unit and number. 

 

Years 1    

Months 2    

Weeks 3    

Days 4    

 
 

Interviewer: if Q15 < 1 YEAR (< 12 MONTHS), SKIP TO 16. Otherwise, SKIP TO 17. 

 
 
16.  During the past 12 months, did you use any of the following to try to stop smoking tobacco?  
 
Read each item:  ..........              No       Sí 

a. Counseling, including at a smoking cessation clinic      ....... 1       2  
b. Nicotine replacement therapy, such as the patch or gum                ....  1       2  
c. Other prescription medications, for example  
bupropión (Odranal®, Zybac®),varenicline (Champix®)                           1       2                                      
d. Traditional medicines, for example curanderos, sanadores, 
láser, acupuntura                                                                                         1       2  
e. A quit line or a smoking telephone support line  ......................  .......... 1       2   
f. Switching to smokeless tobacco                .......... 1       2  
g. Anything else                .......... 1       2                           

 g.1 Specify: _________________________ 
 

17.  Throughout your life have you smoked at least 100 cigarettes? 
                                      No   1   
                                      Yes  2   

 
 
[SMOKELESS TOBACCO] 

 

Introduction:  The next questions are about using smokeless tobacco.  

 
18.  Do you currently use smokeless tobacco on a daily basis, less than daily, or not at all?  

Daily             ............. 1  → SKIP TO 20 

Less than daily          2 → SKIP TO 19 

Not at all                .... 3  → SKIP TO 19 

 
 
 
 
 
 
 

CT15 

CT151 

CT152 

CT153 

CT154 

CT16A 

CT16B 

 

CT16C 

 

CT16D 

 CT16E 

 CT16F 

 CT16G 

 CT16G1 

 

CT17 

CT18 



      Form:   SD 
      Version: 17/09/10 

Socio- demographic Information (SDI)  Page 31 of 68 

ID number   -   -     

 
19.  In the past, have you used smokeless tobacco on a daily basis, less than daily, or not at all? 
  
 

Interviewer: if respondent has done both “daily” and “less than daily” in the past, check “daily”  

 
Daily                   ........  1  
Less than daily ..........  2    
Not at all                           3   
 

Interviewer:  SKIP TO 24.  

 
20. On average, how many times a day do you use the following products?  
 

Interviewer:  If "don´t know", enter “999”. 

 

READ EACH ITEM:  

a. Chewing tobacco    Per day 

b. Any others    Per day 

 
                     b.1→ Specify type: _________________  

 

 

[CESSATION – TOBACCO SMOKING] 
 

Interviewer: Check the answer to Q1 and record below:   
 
 Q1 = ______ 
  
 If Q1 = 1 o 2 (respondent currently smokes tobacco), then continue with Q21  
  
 If Q1 = 3 (respondent does not currently smoke tobacco), then skip to Q24  

 
 

Introduction:  The next questions ask about any attempts to stop smoking that you might have made 
during the past 12 months. Please think about tobacco smoking. 

 
 
21.  During the past 12 months, have you tried to stop smoking?  
 

                               No    1  →  SKIP TO 24 

                               Yes   2   
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22.  Thinking about the last time you tried to quit, how long did you stop smoking?  
 

Interviewer:     Enter unit and number. If less than one day (24 hours), then leave the space blank 
and mark below. 

 
 
 
 
 

 

 
Less than one day (24 Hours)  5   
 
 
23.  During the past 12 months, did you use any of the following to try to stop smoking tobacco?  
 
 
READ EACH ITEM: 

  ..........                      No       Sí 

a. Counseling, including at a smoking cessation clinic?       .......... 1       2  
b. Nicotine replacement therapy, such as the patch or gum?                ..  1       2  
c. Other prescription medications, for example bupropión (Odranal®, Zybac®),  
varenicline (Champix®)                            ....................................  .......... 1       2                                      
d. Traditional medicines, for example healers, healers, 
laser acupuncture                                                                                         1       2  
e. A quit line or a smoking telephone support line                                 ..  1       2   
f. Switching to smokeless tobacco                .......... 1       2  
g. Anything else?   .......... 1       2  

 
                             g.1 Specify: _________________________  

 
 

[SECONDHAND SMOKE ] 
 

Introduction:  Now I would like to ask you some questions about how often you are in contact with people 
who smoke.  

 
24.  During the last 7 days, how many days did someone smoked in your house while you where there?  

               
0 days             1  

            1 a 2 days       2  
3 a 4 days       3  
5 a 6 days       4  
7 days             5  
Don’t know      9  
 

    
 
 

Years 1    

Months 2    

Weeks 3    

Days 4    
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25.  During the last 7 days, how many days did someone smoked where you work (in the building, at 
your work station or office) while you where there? 
 

0 days                                               1  
1a 2 days                                          2  
3 a 4 days                                         3  
5 a 6 days                                         4  
7 days                                               5  
Don’t work indoors .......................... 6  
Don’t know                                        9  

 
 
[POLLUTANTS IN THE HOME] 
 

Introduction:  Now I would like to ask you some questions about other types of smoke that can 
occur at home. 

 
 

POLLUTANTS USE FOR COOKING 

26 
At some point have you used in your house… to cook? [1=No; 2=Yes; 9=Don’t know] 

IMPORTANT: place on each option, the number corresponding to the answer. 

27 For how many years did you utilize…. to cook in your house? 

28 How long on average day are/were you in the house when your family cooked with…? 

29 
How often did/do you utilize…? [1 = Everyday; 2 = Weekly; 3 = Monthly or less; 9 = Don’t 

know] IMPORTANT: place on each option, the number corresponding to the answer. 

 
 

Materials 26 
27 28 

29 
Years Months Hours Minutes 

a. Wood       

b. Coal       

c. Kerosene/paraffin       

d. Gas cylinder       

e. Electricity       

f. Network gas       

d. Others       
30 ¿Where do you usually cook? 1 Outside the house  

2 Inside the house  
8 Don’t know/remember  
9 Refuse to respond  
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POLLUTANTS USE FOR HEATING 

31 
At some point have you used in your house… to heat? [1=No; 2=Yes; 9=Don’t know] 

IMPORTANT: place on each option, the number corresponding to the answer. 

32 For how many years did you utilize…. to heat your house? 

33 How many months a year have you used … to heat your house?  

34 On an average week, how many days was used…?   

35 How long on average day have you used ….to heat your house?  

 

Materials 31 
32                33 34 35 

Years Months Days Hours Minutes 

a. Wood       

b. Coal       

c. Kerosene/ paraffin       

d. Gas cylinder       

e. Electricity       

f. Gas natural o de red       

g. Others       
 
 
36. Describe the heater you use 
                             No          Si  

   a. Gas stove with a balanced draft (with outgoing calls)  1         2  
  b. Gas unvented stove / gas screen     1         2  

  c. Kerosene/ paraffin stove with outgoing calls   1         2  

  d. Kerosene/ paraffin unvented stove    1         2  

  e. Kerosene/ paraffin stove “Toyotomi " type   1         2  

  f. Wood stoves with outgoing calls         1         2  

  

 g. Salamandra or unvented fireplaces    1         2  

     h. Brazier        1         2  

       i. Others        1         2  
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Alcohol Use Questionnaire 
Form: CA    Versión: 17/09/10 

 
 
 
 
 

 
 

Instructions: The gray boxes contain phrases that you can use during the survey. Enter the answer given by the 
participant for each response.   

 

Now I have some questions about alcohol consume. 

 
 
The next questions are about alcoholic beverages. Serving sizes for alcohol use in “standard drink” units 
are as follows:  Beer = 12oz. glass or 355ml bottle; Wine = 3.5oz glass, 1 bottle =750ml= 8 glasses; Hard 
spirits = 1.5oz. or 1 shot. 
 
1. Do you presently drink alcoholic beverages? 

 No  1   GO TO QUESTION 9 

 Yes 2   
 
2. How many glasses of red wine do you usually have per week?  

  (if less than 1 per week enter “00”) 

 
3. How many glasses of white wine do you usually have per week?  

  (if less than 1 per week enter “00”) 

 
 
4. How many glasses of rosé wine do you usually have per week?  

  (if less than 1 per week enter “00”) 

 
 
5. How many cans, bottles, or glasses of beer do you usually have per week? Beer includes more 
 traditional beverages such as pulque and chicha.  

  (if less than 1 per week enter “00”) 

 
6. How many drinks of liquor, spirits, or mixed drinks do you usually have per week?  Spirits includes 
 liquor such as whiskey, vodka, tequila, rum, and mixed drinks such as martinis, as well as more 
 traditional beverages such as aguardiente and cañita. (1 serving = 1.5 oz or 1 shot) 

  (if less than 1 per week enter “00”) 

 
 
 
 
 
 
 
 
 

Identification number   -   -     
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7.  
FOR MEN 
 
Have you ever drunk 5 or more drinks containing any kind of alcohol within a two-hour period?   
 

FOR WOMEN 
 
Have you ever drunk 4 or more drinks containing any kind of alcohol within a two-hour period?  (Mark only 
one)  

No 1  END OF QUESTIONNAIRE  

                                               Yes 2   
 
 
 

8. How often did you have? (Mark only one)  
 

  Every day 1  
  5 to 6 days a week 2  
 3 to 4 days a week 3  
  2 days a week 4  
  1 day a week 5  
 2 to 3 days a month 6  
 1 day a month 7  
 Less than once a month 8  
 Never 9  

END OF QUESTIONNAIRE  

 
 

9. Did you ever drink alcohol?  No  1   END OF QUESTIONNAIRE  

 Yes 2   
  
10. About how long ago did you stop drinking alcohol? (Mark only one) 
  Less than 1 year ago 1  
  1 - 2 years ago 2  
 More than 2 years ago 3  
 
11. Did you stop drinking alcohol for health reasons? 
 No  1    
 Yes 2   
   
12. Did you stop drinking alcohol on the advice of a doctor (or health worker)? 
 No  1   
 Yes 2   
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Physical Activity  
 

Form: AF    Version: 17/09/10 
 
 

Instructions:  The gray boxes contain phrases that you can use during the survey. Enter the answer given by the 
participant for each response.   

 

I am going to ask you about the time you spend doing different types of physical activity in a typical week. 
Please answer these questions even if you do not consider yourself to be a physically active person. Think 
about the activities you do at work, to get from place to place, and in your spare time for recreation, 
exercise or sport. 
 

 

A. Physical Activity at Work 

 

Think about the time you spend doing work. Think of work as the things that you have to do such as paid 
or unpaid work, volunteer work, study/training, farming and harvesting food/crops, fishing or hunting for 
food, seeking employment, and any other unpaid work that you do outside your home.  
 
Do not include unpaid work you might do around your home, like housework, yard work, general 
maintenance, and caring for your family. 
 
First, think about all the vigorous activities that take hard physical effort that you do as part of your work. 
Vigorous activities make you breathe much harder than normal. These may include things like heavy 
lifting, digging, heavy construction work, shoveling dirt or snow, or climbing up stairs. Think about only 
those vigorous physical activities that you do for at least 10 minutes at a time. 

 
1. Does your work involve vigorous intensity activity that causes large increases in breathing or heart rate 
 like carrying or lifting heavy loads, digging or construction work for at least 10 minutes continuously? 
   

  No  1    GO TO QUESTION 4 

 Yes 2  
 

2. In a typical week, on how many days do you do vigorous-intensity activities as part of your work? 

  Days a week   

 

3. How much time do you spend doing vigorous-intensity activities at work, or as part of your work, on a 
 typical day when you do vigorous-intensity activities as part of your work?  

  Hr.  Min.  

 
 
  

Now think about activities that take moderate physical effort that you do as part of you work. Moderate 
physical activities make you breathe somewhat harder than normal and may include activities like carrying 
light loads. Include brisk walking. Again, think about only those moderate physical activities that you do for 
at least 10 minutes at a time. 
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4. Does your work involve moderate-intensity activity that causes small increases in breathing or heart 
 rate such as brisk walking or carrying light loads for at least 10 minutes continuously?  
  

  No  1    GO TO QUESTION 7   

 Yes 2   
 

5. In a typical week, on how many days do you do moderate-intensity activities as part of your work? 

  Days a week  

 
6. How much time do you spend doing moderate-intensity activities at work, or as part of your work, on a 
 typical day when you do moderate-intensity activities as part of your work? 

  Hr.  Min.   
  
 
B. Walking or Bicycling for Transportation 
The next questions exclude the physical activities at work that you have already mentioned. Now I would 
like to ask you about the usual way you travel to and from places, for example to work, for shopping, to 
market, to place of worship.  
 
7. Do you walk or bicycle (pedal cycle) for at least 10 minutes continuously to get to and from places?  

 No 1    GO TO QUESTION 10  

 Yes 2    

 

8. In a typical week, on how many days do you walk or bicycle to get to and from places? 

  Days a week  

 
9. On a typical day when you walk or bicycle to get to and from places, how much total time do you spend 
 walking or bicycling to get to and from places?  

  Hr.  Min.  

 

C. Leisure Time Physical Activity 
 

Now I would like to ask you about sports, fitness, and recreational (leisure) activities. The next questions 
exclude the work and transportation activities you have already mentioned. Please do not include any 
activities you have already mentioned. 

 
10. Do you do any vigorous-intensity sports, fitness or recreational (leisure) activities that cause large 
 increases in breathing or heart rate such as running, soccer, football, or basketball for at least 10 
 minutes continuously?   

  No  1    GO TO QUESTION 14 

 Yes 2    
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11. What kind of activities do you do? (Read all activities) 
    No  Yes 
  a. Running 1  2  
  b. Soccer/football/ Basketball 1  2  
  c. High Intensity Aerobics 1  2  
  d. Tennis single 1  2  
  e. Indoor cycling/spinning 1  2  
  f. Hard Lap swimming 1  2  
  g. Walking uphill 1  2  
  h Other 1  2  
   
     h.1. Please specify: ________________   
  
   
12. In a typical week, on how many days do you do vigorous-intensity sports, fitness or recreational 
 (leisure) activities?  

  Days a week   

 
13. How much time do you spend doing vigorous-intensity sports, fitness or recreational (leisure) activities 
 on a typical day when you do vigorous-intensity sports,  fitness or recreational (leisure) activities?   

  Hr.  Min.  

 
 
14. Do you do any moderate-intensity sports, fitness or recreational (leisure) activities that cause small 
 increases in breathing or heart rate such as brisk walking, cycling, swimming, volleyball or karate for 
 at least 10  minutes continuously?  

  No  1    GO TO QUESTION 18 

 Yes 2   
 
15. What kind of activities do you do? (Read all activities) 
    No  Yes  
   
 a. Walking at a moderate pace 1  2  
 b. Play with children 1  2  
 c. Weight lifting for fitness 1  2  
 d. Tennis (doubles) 1  2  
 e. Swimming laps       1  2  
 f. Indoor cycling (<20 km/h) 1  2  
 g. Golf  1  2  
 h. Dance 1  2  
 i. Volleyball 1  2  
 j. Other  1  2  
 J.1.Please specify: ________________ 
 
 
 
 
16. In a typical week, on how many days do you do moderate-intensity sports, fitness or recreational 
 (leisure) activities? 

  Days a week   
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17. How much time do you spend doing moderate-intensity sports, fitness or recreational activities on a 
typical day when you do moderate-intensity sports, fitness or recreational (leisure) activities? (If do not 
know or remember, enter "9" in all the boxes) 
 

  Hr.  Min.  

     
D. Sedentary 

The following question is about sitting or reclining at work, at home, getting to and from places, or with 
friends including time spent sitting at a desk, sitting with friends, traveling in a car, bus, train, reading, 
playing cards, watching television, movies or videos, but do not include time spent sleeping.  
 

 
18. How much time do you usually spend sitting or reclining on a typical day?  (If do not know or 
remember, enter "9" in all the boxes) 

  Hr.  Min.   

 
E. Sleep 

 

The following two questions refer to the times you get in and out of bed in order to sleep (not including 
naps). 

 
19. What time do you usually go to bed? (If do not know or remember, enter "9" in all the boxes) 
 

a. On weekdays?   Hr.  Min.  (00:00-23:59) 

 
 

b. On weekends?  Hr.  Min.  (00:00-23:59) 

 
20. What time do you usually wake up? (If do not know or remember, enter "9" in all the boxes) 
 

a. On weekdays?  Hr.  Min.  (00:00-23:59) 

 

b. On weekends?  Hr.  Min.  (00:00-23:59) 

 
21. During a usual week, how many times do you nap for 5 minutes or more? 

 None   1  
1 or 2 times   2  
3 or 4 times   3  

                                    5 or more times 4  
  Don’t know   9  
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22 How often do you snore now? (Mark only one) 
 Never      1  
 Rarely (1-2 nights a week)    2  
 Sometimes (3-5 nights a week)    3  
 Always or almost always (6-7 nights a week)  4  
 Don’t know       9  
 
 
23. How often do you have times when you stop breathing during your sleep? 
 Never      1  
 Rarely (1-2 nights a week)    2   
 Sometimes (3-5 nights a week)    3  
 Always or almost always (6-7 nights a week)  4  
 Don’t know       9  
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Quality of Life 
Form: CV    Versión: 17/09/10 

 
 
 
 

 

Instructions: The gray boxes contain phrases that you can use during the survey. Enter the answer given by the 

participant for each response.   

 

General questions. 

1. In general, would you say your health is:  

Excellent  1  
Very good        2  
Good  3  
Fair  4      
Poor  5 
 
 

2. The following questions are about activities you might do during a typical day. Does your health now 

limit you in these activities? If so, how much? 

 Yes, 
limited 
a lot 

Yes,  
limited 
a little 

No, not  
limited  
at all 

 
a. Moderate activities, such as 
moving a table, pushing a vacuum 
cleaner, playing golf or walking for 
more than 1 hour 
. 

       ▼ 
 

 1  

▼ 
 

        2 

▼ 
 

 3  

    
b. Climbing several flights of stairs.        1  2         3 

 
 

3. During the last 4 weeks, have you had any of the following problems with your work or other regular 

activities as a result of your physical health? 

 
All of the 

time 
Most of 
the time 

Some of 
the time 

A little of the 
time 

None 
of the 
time 

 
a. Accomplished less than 
you would like? 

▼ 
 1 

▼ 
 2 

▼ 
 3 

▼ 
 4 

▼ 
 5 

  
b. Were limited in the kind of 
work or other activities? 
 
 

1 2 3 4 5 

 

Control Number   .    .    
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4. During the last 4 weeks, have you had any of the following problems with your work or other 

regular activities as a result of any emotional problems (such as feeling depressed or 

anxious)? 

 
All of 

the time 
Most of 
the time 

Some 
of the 
time 

A little of the 
time 

None 
of the 
time 

 
a. Accomplished less than you 
would like? 

▼ 
 

1 

▼ 
 

2 

▼ 
 

3 

▼ 
 

4 

▼ 
 

5 
  
b. Did you do your work or other 
activities as carefully as usual? 

1 2 3 4 5 

 
 
5. During the last 4 weeks, how much did pain interfere with your normal work (including both work 

outside the home and housework)? 

Not at all   1     
A little bit   2      
Moderately  3          
Quite a bit   4            
Extremely   5  
 
 

6. The next questions are about how you feel and how things have been during the last 4 weeks. For 

each question, please give the one answer that comes closest to the way you have been feeling. How 

much of the time during the last 4 weeks… 

 
All of 

the time 
Most of 
the time 

Some of 
the time 

A little of 
the time 

None 
of the 
time 

 
a. have you felt calm? 

▼ 
1 

▼ 
2 

▼ 
3 

▼ 
4 

▼ 
5 

  
b. did you have a lot of 
energy? 1 2 3 4 5 
  
c. have you felt downhearted 
or blue? 1 2 3 4 5 

 
7. During the last 4 weeks, how much of the time has your physical health or emotional problems 

interfered with your social activities (like visiting with friends or relatives)? 

All the time 1  
Most of the time  2  
Some of the time   3   
A little of the time 4  
None of the time 5   

CV4A 
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Please indicate which statement you would choose to describe your health state today. 

 
 

 13. Health State 

To help people say how 

good or bad a health state 

is, we have drawn a scale 

(rather like a thermometer) 

on which the best state you 

can imagine is marked 100 

and the worst state you can 

imagine is marked 0.  

 

 

 

 

 

 

We would like you to 

indicate on this scale how 

good or bad you would say 

your health is today. Please 

do this by drawing a line 

from the box below to 

whichever point on the scale 

indicates how good or bad 

you would say your health is 

today. 

 

 

 

 

 

SCORE  

8. Mobility 

No problems in walking about 1 
 
Some problems in walking about 2 
     

Confined to bed                                 3 

 

9. Self-Care 

No problems with self-care                               1 
  
Some problems washing or dressing myself    2                                                 
 

Unable to wash or dress myself 3 

 

10. Usual Activities                                 

(e.g. work, study, housework, family or 

leisure activities) 

 
No problems with performing my usual 
activities                                                        1 
 
Some problems with performing my usual 
activities                                                        2                                                            
 
Unable to perform my usual activities           3 

 

11. Pain/Discomfort 

No pain or discomfort 1 
 
Moderate pain or discomfort 2 
 
Extreme pain or discomfort 3 

 

12. Anxiety/Deprerssion 

Not anxious or depressed 1 
 
Moderately anxious or depressed                   2                                     
                                                                                                                                             
Extremely anxious or depressed 3 

 

 
  

Worst 
imaginable 
health state 

 

Best 
imaginable 
health state 

Your 

health 

state today 
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14. During the last 2 weeks, how often have you been bothered by any of the following problems? 

 
Not 

at all 
Several 

days 

More than 
half the 

days 

Nearly 
every day 

a. Little interest or pleasure in doing 
things 

1  2  3  4  

b. Feeling down, depressed or hopeless 1  2  3  4  

c. Trouble falling or staying asleep, or 
sleeping too much 

1  2  3  4   

d. Feeling tired or having little energy 1   2  3  4  

e. Poor appetite or overeating 1  2  3   4  

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

1   2  3  
4  

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

1  2  3  4  

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

1  2  3  4  

i. Thoughts that you would be better off 
dead, or hurting yourself in some way 

1  2  3  4  

 
15. If you checked off any problems, how difficult have these problems made it for you to do your work, 

take care at things at home, or get along with other people? 

 

1 
Not 

difficult at 
all 

 
2  

Somewhat 
difficult 

 
3 

Very 
difficult 

 
4  

Extrremely 
difficult 

 

  

16. Have you experienced any of these events during the last year?       No            Yes 

a. Divorce or separation  1  2  
b. Job loss   1  2  
c. Retirement  1  2  
d. Business failure  1  2  
e. Violence  1  2  
f. Serious family trouble  1  2  
g. Personal injury or illness  1  2  
h. Serious illness or death of close family member  1  2  
i. Death of spouse  1  2  
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17. During the last 4 weeks, how often have you been bothered by any of the following problems? 

 

 Never 
Several 

days 

More 
than half 
the days 

a. Feeling nervous, anxious, on edge, or worrying too much 
about different things.  

1  2  3  

 
INTERVIEWER: IF ANSWER “NEVER” END OF THE QUESTIONNAIRE. 
 

b.  Being so restless that it is hard to sit still  1  2  3  

c.  Becoming easily tired 1  2  3  

d.  Muscle pain or tension 1  2  3  

e. Trouble falling or staying asleep 1  2  3  

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

1  2  
3  

g.  Becoming easily annoyed or irritable 1  2  3  
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Religion 
Form: SP    Version: 24/08/10 

 

 

 

                                                

Instructions: The gray boxes contain phrases for you to use during the survey. Enter the responses given by each 
participant for each question. 

 

Now I have some questions about spiritual or religious aspects of your life. 

 
 
1. From a religious point of view, how would you describe yourself?  

Religious 1  

Non-religious/athiest/agnostic 2   END QUESTIONAIRE 

 
 
2. Do you practice your religion regularly?  
                                No    1   
                                                                                     Yes  2   
 
3. In general, how frequently do you attend religious services or participate in other type of services (for 
example: watch religious services on television, listen to religious services on the radio, participate in 
religous study groups, etc)  
 Almost every day 1   
 At least once a week 2   
 A few times a year 3   
 Less than once a year 4  
 Never 5  
  
 
 
4. How important are religion and religous beliefs to you?   
 Not at all important 1   
 A little important 2   
 Somewhat important 3  
 Quite important 4  
 Very important 5  
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Identification number   -   -     

SP1 

SP2 

SP3 

SP4 



      Form:   SD 
      Version: 17/09/10 

Socio- demographic Information (SDI)  Page 48 of 68 

ID number   -   -     

Socio-demographic Information  
Form: SD    Version: 17/09/10 

 
 

Instructions: The gray boxes contain phrases you can use during the survey Enter the answer given by the 
participant for each response.  The special value, "99", is allowed for cases where the response 'Don’t know/refused' 
is not listed as an option.  Use location codes at end for coding place of birth. 

 

Now I have some general questions about you 

 
 
A. Demographics 

 
1. Marital Status: (Mark only one) 
  Single  1    
  Married   2   
  Separated  3     
  Divorced 4  
  Widow(er)  5  
 Living with a partner 6  

 

2. In what country or territory were you born? (Select location code from list)   
 
 
3. In addition to being of Hispanic/Latino heritage, which of the following categories would you use to 
 describe yourself? (May check more than one option) 
   
   
  European    1    
  Asian    2    
  African   3    
  Aboriginal / indigenous peoples  4   
  Unknown or Not reported  5   
  Other    6   
             
                            3.1 If other specify: __________________ 
 
B. Education 
4. Can you read and write? 

      No 1    END OF QUESTIONNARIRE 

                                                       Yes 2   
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5. Please indicate which is the highest level of formal education acquired and whether completed 
or not at that level. (Check only one) 
 

No schooling 1  
Elementary/primary school- incomplete 2  
Elementary/primary school- complete 3  
High School/preparatory school- incomplete 4  
High School/preparatory school- complete 5  
Tertiary level / tecnicatura- incomplete 6  
Tertiary level/tecnicatura- complete 7  
University/college- incomplete 8  
University/college- complete 9  
Other  10  
 5.1 If other specify: __________________ 

 
 

6. How many years of schooling have you completed / pass in total, starting with elementary? 

   Years  

 
 

7. Which of the following do you usually use to communicate? (May mark more than one option)  

 
Text message 1  
E-mail 2  
Network like Face book, Twitter, etc.                               3  
No usa estos medios de comunicación 4  

  

SDB5 
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     Location Codes for Question 2 
 

01 Afghanistan 
02 Anguilla 
03 Antigua and Barbuda 
04 Argentina 
05 Aruba 
06 Australia 
07 Austria 
08 Bangladesh 
09 Belgium 
10 Belize 
11 Bolivia 
12 Brazil 
13 Canada 
14 Chile 
15 China 
16 Colombia 
17 Costa Rica 
18 Cuba 
19 Czech Republic 
20 Denmark 
21 Dominican Republic 
22 Ecuador 
23 El Salvador 
24 Finland 
25 France 
26 Germany 
27 Great Britain 
28 Greece 
29 Guam 
30 Guatemala 
31 Haiti 
32 Holland 
33 Honduras 
34 Hungary 

35 India 
36 Indonesia 
37 Iran 
38 Iraq 
39 Ireland 
40 Israel 
41 Italy 
42 Japan 
43 Korea 
44 Lebanon 
45 Malaya 
46 Mexico 
47 New Zealand 
48 Nicaragua 
49 Norway 
50 Pakistan 
51 Panama 
52 Paraguay 
53 Peru 
54 Philippines 
55 Poland 
56 Portugal 
57 Puerto Rico 
58 Russia 
59 South Africa 
60 Spain 
61 Sweden 
62 Switzerland 
63 United States 
64 Uruguay 
65 Venezuela 
66 Virgin Islands 
67 Other 
99    Unknown/refused 
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Socioeconomic Information 
Form: SE    Version: 24/08/10 

                                            

Instructions: The gray boxes contain phrases you can use during the survey. Enter the answer 
given by the participant for each question. Definition of Household Head:  Generally the main 
income earner, who is always or almost always involved in major decisions relating to housing 
and family. Head of Household is the person considered as such by the other members of that 
household. 
 

 

To conclude you will have some questions about your work and home economics 

 
 
1.  Are you the head of household?  No 1        
 Yes 2    
 
2. How many people, including yourself, live in your home? 
  Number of people 
 
A. Current employment 
 
3. Are you retired? No 1        
 Yes 2     
 
 
4. Are you a housewife? (for example, are you responsible for the care of your home)   
       
   No 1        
 Yes 2     
 
5. Please indicate your current employment status. (Check only one box)   
 Full-time employment (>35 hours per week at a job or more than one job)  
  1  
  Part-time employment(≤35 hours per week) 
   2  
 You are not currently employed, but are looking for work 

   3   CONT. TO 

QUESTION 7      

 You are not currently employed, and are not looking for work 

   4   CONT. TO 

QUESTION 7      

  
  
  

SE1 

SE2 

SE3 

SE4 

SE5 
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B. Current principal occupation 
 
6. ¿What is your principal occupation? (Check only one box)  

 
- Major technical or professional (doctor, accountant, lawyer, architect, engineer) 1  
- Minor technical or professional (nurse, teacher, photographer) 2  
- Manager / Executive (civil servant under employed under a 
   section chief, department director) 3  
- Office staff (secretary, office assistant) 4  
- Field laborer, farmer / farmer, fisherman, hunter, logger / logger / forest      
5  
- Skilled worker (skilled mason, qualified painter, foreman, heavy equipment operator)               
6  
- Unskilled laborer (mason, painter, swallow or temporary workers, odd jobs) 7  
- Army officer, soldier, or police officer 8  
- Driver (driver, taxi driver, bus driver, truck driver) 9  
- Service staff (housekeeper or cleaning staff, cook, janitor, salesperson, waiter / bartender, 
barber / hair stylist, laundry / dry cleaner, carer of children or babysitter)
 10
  
- Professional athlete, actor, musician, artist
 11
  
-Other  
 12
  
 
           6.1 specify: ________________________ 
  
 -Don’t know/no answer
 13
  

 
 
C. Total Household Income 
 
7. What is your total monthly household income? (Include earnings from employment, pensions, 
annuities, unemployment insurance, grants, fees, food, and all other forms of income).  

a- . .  
 b-Argentine Pesos 1   
     Chilean Pesos 2   
     Uruguayan Pesos 3       
   

  c- Don’t know/no answer   CONTINUE TO QUESTION 8 

   

If you answered question 7   CONTINUE TO QUESTION 9 

  
 
 
 

SE6 

SE61 

SE7A 

SE7B 

SE7C 
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8. Which of these groups represents your total monthly household income? (Include income 
from employment, pensions, annuities, unemployment insurance, grants, fees, food, and all 
other forms of income).  

 
Income Categories 

 
 

Argentina Chile Uruguay   

 From $1 to $600 From  $1 to $139.000  From $1 to $5.600 
1

 
 

 $601 to $1.300 $139.001 to $278.000  $5.601 to $15.800 
2

 
 

 $1.301 to $2.600 $278.001 to $555.000  $15.801 to $31.600 
3

 
 

 $2.601 to $3.900 $555.001 to $833.000  $31.601 to $47.400 
4

 
 

 $3.901 to $5.200 $833.001 to $1.110.000  $ 47.401 to $63.200 
5

 
 

$5.201 and more $1.110.001 and more $63.201 and more 
6

 
 

Don’t know/no 
answer 

Don’t know/no answer Don’t know/no answer 
7

 
  END QUESTIONNAIRE      

 
9. How many people, including yourself, use this income during the year? 
  Number of people 
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Utilization of Health Services 

Form: SS    Version: 24/08/10 
 
 

Instructions: The gray boxes contain phrases you can use during the survey. Enter the answer given by 
the participation for each question.  

 

Now I have some questions about the kind of medical coverage you have, and how 
often yo consult wiht a physician. 

 
 
1. In the last 12 months, was there any time when you needed medical care but could not get it?   

 No  1  Cont. to question 4 

 Yes 2   

 No answer  3   Cont. to question 4 

 Do not know 9   Cont. to question 4 

 
 
2. In the last 12 months, for what reason or reasons did you not receive medical care when you needed 
it? 
     No   Yes 
  a. Could not communicate by telephone with the doctor's office 1  2  
  b. Could not get an appointment fast enough 1  2  
 c. No appointments were available the days you could go 1  2  
 d. You had no means of transport or someone to drive you 1  2  
 e. When you arrived for the appointment, you had to wait  
   to see the doctor 1  2  
 f. Could not take or did not have time off from work 1  2  
 g. I was caring for someone and could not leave them 1  2  
  h. I could not afford it 1  2  
  i. I did not make an appt because they don’t serve me well 1  2  
  
             j. Other:                                                                                               1  2  
  
 j.1 Specify  ___________________________ 
 

IF RESPONDED “Yes” to 2h     3. Over the last 12 months, did you need any of the 

following, but did not obtain it because you could not afford it? 
     No   Yes 
   a. Prescription drugs 1  2    
   b. To go see a doctor 1  2    
   c. Consult with a mental health doctor 1  2    
   d. Dental care 1  2    
   e. Glasses 1  2    
 
4. Over the last 12 months, how often have you consulted a doctor or other health professional? 
If the answer is "Never", enter "00." If you do not know or do not remember write "99”. 

  Number of times 
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IF THE ANSWER TO QUESTION 4 IS “00”  CONTINUE TO QUESTION 9 

 
5. ¿ In what specialty was he or other professionals that were consulted? (May check more than 
one option) 
 
  No  Yes 
 a. Clinic/GFamily medicine/General medicine 1  2  
 b. Obstetrics/Gynecology 1  2  
 c. General surgeon 1  2  
 d. Nurse 1  2  
 e. Medical Specialist 1  2  
 f. Other:  1   2   
                         
                             f.1 Specify: ____________________________ 
 
 
6. ¿ Where were these consultations? (May check more than one option) 
 
     No  Yes 
 a. Appointment in a doctor's office (health         
   center, hospital, or private 
consultation)  1  2   
 b  Without a appointment in primary care 1  2    
 c. Without an appointment in the Emergency Room 1  2  
 d. Other:                                                                     1  2  
 
   d.1 Specify__________________________ 
 
 
7. During the last 12 months, with what frequency did the office staff physician or clinician…  
   
     Never Sometimes Usually Always 
 a. treat you with courtesy and respect? 1  2  3  4
  
 b. help you as much as you thought 
 they should help you?  1  2  3  4
  
 
 
8. During the last 12 months, how often did doctors or other health professionals … 
    
  Never   Sometimes  Usually Always 
 a. listen to you with attention? 1  2  3     4  
 b. explain things in a manner you  
     could understand? 1  2  3     4  
 c. demonstrate respect at what you have to say? 1  2  3     4  
 d. dedicated sufficient time? 1  2  3     4  
 
9. In the last 12 months, have you had any lab tests (for example blood, urine, etc.)? 
 No       1   
 Yes    2   
               I don’t know/No answer 9   

SS5A 

SS5B 

SS5C 

SS5D 

SS5F 

SS5F1 

SS6A 

SS6B 

SS6C 

SS6D 

SS6D1 

SS7A 

SS7B 

SS8A 

SS8B 

SS8C 

SS8D 

SS9 
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10. In the last 12 months, did you have any diagnostic studies conducted like x-rays, 
ultrasounds, electrocardiograms, or other studies?  

No       1   
 Yes    2   
                                                                   I don’t know/No answer 9   
 
11. In the last 12 months, have you been admitted/hospitalized at least once? 

 No  1   CONT TO QUESTION 13 

 Yes 2  

 
12. ¿ Were some of these admissions/hospitalizations for one of the following reasons? (May 
check more than one option) 
   No  Yes 

 a. Infarct, peri-infarct, or heart attack 1  2  
 b. Stroke or transient ischemic attack 1  2  
 c. Pulmonary problem 1  2  
 d. Cesarean delivery  1  2  
 e. Surgery 1  2  
 f. Other 1  2  

 
 
13. A primary physician is one that you know personally. It can be a family doctor, a general 
practitioner, or a specialist. Do you have a primary physician?  
                                                                  No    1    
                                                                  Yes    2  
                                                                  I don’t know/No answer 9  
 
14. In the last 12 months, have you consulted a healer, practitioner of Santuria, spiritualist 
(practitioner of Machi) or other non-conventional medicine to treat any emotional or physical 
health? 
                                                                 No                       1   
                                                                 Yes 2   
                                        No answer 3   
                                                                  Do not known 9   
 
15. ¿ What kind of medical insurance coverage do you currently have?  
    No Yes 

 a. I am treated in the public health system (public      
  hospitals and health centers in 
Argentina and Uruguay;  1  2   
           FONSA hospitals in Chile)  

      
 

b. I have insurance which is paid for by deducting from my   1   2   
  salary or is given from a relative (Social Work in Argentina;      
   FONASA or ISAPRE in Chile; Mutual and ASSE in Uruguay)  
     

  
c. I pay out-of-pocket for private insurance (prepaid in   1     2  
Argentina, ISAPRE in Chile, mutual or private         
insurance in Uruguay)  

SS10 

SS11 

SS12A 

SS12B 

SS12C 

SS12D 

SS12E 

SS12F 

SS13 

SS14 

SS15A 

SS15B 

SS15C 
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16. ¿ Please indicate the amount you paid out of pocket for health care for members of your 
household last month?  
 

a- . .  
 b- Argentine Pesos 1   
      Chilean Pesos 2   
      Uruguayan Pesos 3    
 
  c- I don’t know/No answer    
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SS16A 

SS16B 

SS16C 



 
 
 

Personal information                                                                                                                                  Page 58 of 68 

ID number   -   -     

 

Physical Exam 
Form: EF   Version: 29/11/10 

 
 
 
 
 

Instructions: This form must be completed during the participant's visit to the health center. Before 

starting complete the personal details at the top. When the answer is a numbers use a locker for each 

digit and put the last number of the answer in the far right. Fill with zeroes left lockers if necessary, so that 

there are no blank boxes. In all cases write the measurement results. If it was impossible to obtain the 

results, enter a 9 in each box available.  

ADMINISTRAIVE INFORMATION 

1. Date of completion                                                                                  

/ /         

     1 Day      2 Month      3 Year 

A. Arm measuring. 

Arterial blood pressure should be done after at least five minutes of rest, in the sitting position or 
lying down. 

2. Arm used to measure blood pressure sitting (choose one): 

 Right (prefer) 1      

 Left 2        

 Otther  3   

                      

                                          2a. If “Other” please specify 

 

3. Arm circumference. 

 (cm)  

 

 

4. Cufff size (arm circumference): 

 Small-child (18-26 cm)  1  

 Adult (25-35 cm)  2  

 Large arm (33-47 cm)  3  

 Thigh (46-66 cm)  4  

 

 

5. Palpate radial pulse obliteration pressure:    

 mmHg  

 

Calculate the cuff inflation pressure by adding 30 mmHg to the pulse obliteration pressure 

 

 

 

Control number   .    .    

EF1D EF1M EF1A 

EF2 

 

EF3 

 

EF4 

 

EF5 
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6. Cuff inflation pressure:   

    mmHg 

 

 

7. Time at beginning of measurement: 

 

 Hs.  Min (00:00-23:59) 

B. First measurement of blood pressure / pulse: 

Wait 30 seconds. 

8. Sistolic:   

  mmHg   

 

9. Diastolic:   

  mmHg  

 

10. Pulse:     

 pulses/min. 

 

 

 

C. Second measurement of blood pressure / pulse: 

Wait 30 seconds.  

11. Sistolic:   

  mmHg  

 

12. Diastolic:   

  mmHg  

 

13. Pulse:     

 pulses/min. 

 

D. Third measurement of blood pressure / pulse: 

Wait 30 seconds. 

14. Sistolic:   

  mmHg  

EF6 

EF7H EF7M 

EF8 

EF9 

EF10 

EF11 

EF12 

EF13 

EF14 
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15. Diastolic:   

  mmHg  

 

16. Pulse:     

 pulses/min. 

 
 

E. Determination of the ability to stand 

 

17. Evaluation of the ability to stand (choose one):  
 
 Can stand erect on both feet                           1  
 May stand on both feet, but no upright            2  

 Can´t stand on both feet                                  3   
 

                                                                                                       CONT. IN Q 20 

 
F. Body measurements 

 
18. Standing height:  

  .  cm   
  
19. Body weight: 

  .  kg  
  

20. Waist circumference: 

 .  cm  
 
 

  

EF16 

EF15 

EF17 

EF18 

EF19 

EF20 
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Blood samples collection 
Form: MB   Version: 17/09/10 

 
 
 

 
 
(Document number) 

 
 
 

Instructions: This form must be completed during the participant’s visit to the health centre. Before 

starting complete the personal details at the top. Fill with zeros left lockers if necessary, so that there are 

no blank boxes.  

Now you will be asked a few routine questions for your own security.  

A. Security questions:  

1. Have you ever received a radical mastectomy or other surgery where they removed 

your lymph nodes under your arm? 
 

1  No  
2  Yes   
 
If “yes” specify in question 11 and follow the manual instructions. 
 

2. Have you ever had a bleeding disorder? 
1  No  
2  Yes   
If “yes” specify in question 11 and follow the manual instructions. 
 

3. Do you have a fistula or catheter for renal dialysis? 
 

1  No  
2  Yes   
If “yes” specify in question 11 and follow the manual instructions. 

 
IMPORTANT 
 
• Do not puncture the arm if the axillary nodes have been removed or there is a fistula for 
dialysis. In these cases you will puncture the contra lateral arm. 
• In the case that the other arm also has these contraindications, DO NOT PERFORM THE 
PROCEDURE and complete the form. 
• If the participant is anticoagulated or has a bleeding disorder, you should remind them of the 
importance of compressing the puncture site for at least 5 minutes. 
 
 
 
 
 

ID 
Number 

 

  -   -     

Control 
Number 

  .    .    

MB1 

MB2 

MB3 
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B. Information on fasting blood sample:  

4. When was the last time you ate or drank anything but water: today, yesterday or 
before yesterday? 

1  Today  2 
 

Yesterday  3 
 

Before yesterday  
 

5. What time did you last eat or drink anything but water? 

 Hs.  Min (00:00-23:59) 
 
5.a Did you fast for 8 hours? 
1  No  (“Do not perform the extraction. END FORM)   

2  Yes  
 

 
IMPORTANT 
If the participant did not fast for 8 hours, DO NOT PERFORM THE PROCEDURE and complete the form. 
PARTICIPANT MUST RETURN FOR ANOTHER VISIT: REPORT TO THE COORDINATOR 

 
 
 
 
C. Blood sample extraction:  

 
6. Date of extraction:  

 

/ /  
                                     1 Day     2 Month        3 Year 
 

7. Time of extraction:  

 Hs.  Min (00:00-23:59) 
 

8. Number of venopunctures attempts: 

 
 

9. Any incident with the procedure?  
1  No  
2  Yes  
If “Yes specify in question ¡Error! No se encuentra el origen de la referencia. and/or 

11 
 

  

MB4 

MBH MBM 

MB5A 

MB6

D 

MB6A MB6M

MMM

MM 

MB7

H 

MB7

M 

MB8 

MB9 
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10. Incidents during blood collection: Document the problems during venipuncture in this table. 
Place an X in the appropriate boxes or to each tube where a problem occurred during the 
extraction. If there has been a problem not listed in the table, specified in question 11 
 

1. Not 
extracted  

2. Partially 
extracted  

3. Re-
application 
tourniquet 
 

4. Needle 
movement 
 

5. Other 

a. Tube 1 
     

b. Tube 2      
c. Tube 3      
d. Tube 4      

 
 

11. If other problems occurred before or during the blood extraction not listed in the 
table above, please describe the incidents or problems in this space. Also, use 
this space to comment on questions 1 to 3, if you answered "Yes" to any of them 

 
 
 

 
 

 
 
 

12. Phlebotomist code: 

    
  
 

D. Processing the blood sample:  

 

IMPORTANT 
The processing of samples cannot exceed one hour from the time of extraction 
 

 
13. The time at which the tubes 1 and 2 were centrifuged 

 Hs.  Min (00:00-23:59) 
 

14. The time at which the tubes 3 and 4 were centrifuged 

 Hs.  Min (00:00-23:59) 
 

IMPORTANT 
Freeze the aliquots immediately at -20 º C. In case you cannot do at the moment, put on 
ice. This process cannot exceed 4 hours 

 
15. The time at which aliquots were placed in the freezer 

 Hs.  Min (00:00-23:59) 
 
 

MB10A 

MB10B 

MB10C 

MB10D 

MB11 

MB12 

MB13H MB13M 

MB14H MB14M 

MB15H MB15M 
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16. Code of the responsible for 
processing the blood samples:  

 
 

17. Were any incidents or problems during the processing of blood samples? 
1  No  
2  yes    
If yes specify in question 18 and /or 19  
 
 
 
 

18. Incidents during the processing of blood samples: Document problems during processing in 
this table. Place an X in the appropriate boxes or to each tube where a problem occurred 
during processing of samples. If there has been a problem not listed in the table, specified 
in question 19.  

 
 
 

1. Tube 
broken 

 

2. Sample re-
centrifuged 
 

3.Coagulated 4. Hemolized 

a. Tube 1     
b. Tube 2     
c. Tube 3     
d. Tube 4     

 
 
 
19. Comments:  
 

 
 

  

MB16 

 

MB17 

 

MB18A 

 

 
MB18B 

 
MB18C 

 

 
MB18D 

 

 

MB19 
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Electrocardiogram 

Form: EC    Version: 17/9/10 
 
 
 

 

Instructions: This form must be completed during the participant's visit to the health centre. Before 

starting complete the personal details at the top.  

 

1. Date 

/ /  

                                              1 Day   2 Month           3 Year 

 

2. EKG performed 

 

 No 1  (specify the reason in question 2a and end the form) 

 Yes   2   CONTINUE TO QUESTION  3 
 

a. Reasons for not performing the EKG (check only one) 
 

  Problems with electrocardiograph      1       
Reusal                              2  

  Others                                                     3  

  

      b. If “Others”, specify _________________________________________  

 

 

 

 

 

3. Quality Control of electrocardiographic tracing 
 

         No   Sí 

a. Standar of 1 mvol.  / 25 mm/seg               1  2      

b. QRS + in D1 and - AVR                         1  2    

c. Absence of alternate or line         1  2  

d. 3 QRS for derivation (2 in line)                1  2  

 

IN CASE OF ANSWERING ANY ITEM “NO” THE REGISTER MUST BE REPETED. IF 

UNABLE TO PERFORM QUALITY ECG "DO NOT DISCARD IT" AND KEEP AS 

INSTRUCTED. 

 

  

ID number   -   -     

Control number   .    .    

EC1D EC1M EC1A 

EC2 

EC2A 

EC2B 

EC2A 

EC2B 

EC3C 

EC3D 
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4. Control ALERTS 
 
           No     Yes 

a. HR ≤ 50 l/min     1  2      

b. HR ≥ 100 l/min      1  2          

c. Irregular waves in V1                                        1  2        

d. Absence of P wave     1  2        

e. ST segment elevation     1  2      

 

 

 

IN CASE OF ANSWERING ANY ITEM “YES” YOU MUST CONTACT THE DOCTOR IN 
CHARGE OF THE CLINICAL ALERT TO INFORM THE CASE.  

 

  

EC4A 

EC4B 

EC4C 

 
EC4D 

 
EC4E 
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Spirometry 
Form: EP    Version: 27/09/10 

 
 
 

 

Instructions: This form must be completed during the participant's visit to the health centre. Before 

starting complete the personal details at the top.  

 

1. Date 

/ /  

                                              1 Day   2 Month           3 Year 

 

 
2. Age  

 

 years         Less than 45 years old  Do not perform spirometry  

                   END OF QUESTIONNAIRE 

 

                               More than 45 years old  CONTINUE QUESTION 3 

 

 
3. Contraindications 

                                                No    Sí 

a. Have you had any surgery of the chest or abdomen in the last 3 months?                  1   2      

b. Have you had a heart attack or stroke within the last 3 months?                      1   2    

c. Have you had a detached retina or any eye surgery performed in the last three months?   

                                                                         1       2  

d. Do you have active tuberculosis?                   1   2  

e. Are you pregnant?                                                                       1   2  

 

EN EL CASO DE RESPONDER ALGUN ITEM “SI”, NO REALIZAR LA ESPIROMETRIA 

Y FINALIZA EL FORMULARIO  

 

4. Spirometry performed 

 No 1  (Specify en Q a. END QUESTIONNAIRE) 
 Yes    2   GO TO QUESTION 4c 

 

a. Reasons spirometry was not performed (check only one) 
 

  Problems with the spirometer    1       
Refusal to participate                             2  

  Other                                                             3  

ID number   -   -     

Control number   .    .    

EP1D EP1A EP1M 

EP2 

EP3A 

EP3B 

EP3C 

EP3D 

EP3E 

EP4 

EP4A 
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      b. If “Other”, specify_________________________________________  

 

 

      c. Bronchodilator medication used in the last 12 hours? (nebulized aerosol or 
oral) 

           No     1   

 Yes      2   
 
      d. If “Yes” specify _________________________________________  

 
 

EP4B 

EP4C 

EP4D 

























40
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