SECTION Y: YOUR HEALTH

Y1. Do you have any of the following chronic health problems?

	
	YES


	NO



	a. Arthritis

	1
	5

	b. Asthma

	1
	5

	c. Cancer

	1
	5

	d. Chronic lung disease

	1
	5

	e. Diabetes or high blood sugar

	1
	5

	f. Chronic headaches or migraines

	1
	5

	g. Heart disease

	1
	5

	h. High blood pressure

	1
	5

	i. Ulcer

	1
	5

	j. Any other serious chronic health problem (If “YES”, please describe below.)

	1
	5

	
__________________________________________________________________


__________________________________________________________________
	
	


Y2.
How much do problems with your physical or mental health put you at a risk of dying earlier than other people your age?

1. None

2. A little

3. Some

4. A lot

5. Extremely

Y3.
During the past 10 years, about how many years did you…

	
	NUMBER OF YEARS



	a. …smoke just about every day?

	_____________

	b. …have at least one alcoholic drink just about every day?

	_____________

	c. …get drunk at least once a month?

	_____________

	d. …use marijuana or other drugs at least once a week?

	_____________


Y4.
During the past 10 years, about how many years did you have each of the following problems?

	
	NUMBER OF YEARS



	a. Times lasting 2 weeks or longer when you were so sad or depressed that you had problems with sleeping, eating, concentrating, or not having enough energy?

	_______________

	b. Times lasting a few days or longer when you felt unusually high and full of  energy?

	_______________

	c. Times lasting several months or longer when you were so nervous or anxious that you had problems with sleeping, eating, or concentrating?

	_______________

	d. Anxiety attacks when all of a sudden you felt frightened, anxious, or panicky?

	_______________

	e. Attacks of anger when all of a sudden you lost control and either broke something, hurt someone, or threatened to hurt someone?

	_______________

	f. Problems with drinking alcohol?

	_______________

	g. Problems with drugs?

	_______________

	h. Times when you seriously thought about committing suicide?

	_______________

	i. Times when you made a plan for committing suicide?

	_______________

	j. Times when you attempted suicide?

	_______________


Y5.
How many visits did you make to each of the following types of health professionals in the past 12 months?

	
	NUMBER OF VISITS


	a. A doctor, hospital, or clinic for a routine physical check-up or gynecological exam

	_______________

	b. A doctor, emergency room, or clinic for urgent care treatment – for example, because of new symptoms, an accident, or something else unexpected

	_______________

	c. A doctor, hospital, clinic, orthodontist, or ophthalmologist for scheduled treatment or surgery

	_______________

	d. A doctor or other professional for problems with emotions, behavior, or substance use

	_______________

	e. A self help group for problems with emotions, behavior, or substance use

	_______________
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