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Health Through Con:




ADULT HEALTH STATUS  (KEP-4)

Interviewer: _______________________



Time:  _____________

Location:  ______________________    



Date: _____________

Household #: __________





Participant #: ______


Thank you for taking time out of your day to meet with us. We would like to ask you a series of questions about illnesses you have recently suffered from and those illnesses that worry you the most.  You can stop at any time or choose to skip a question. Are you interested to participate?

Section 1: General 

2.1. Are you feeling ill today?

	Yes
	Somewhat
	No


2.2. What illness(es) are you suffering from?    ________________________________________________________________________

2.3. Which 3 illnesses personally worry you the most? (Circle 3.)

Asthma

Body aches (back, neck, etc.)

Bilharzia 

Brucellosis

Cancer

Cough

Diabetes

Diarrhoea

Epilepsy

Farm injuries

Fever

Filarial

Heart disease

Hepatitis

High blood pressure

HIV

Lung disease

Nutritional deficiency 

Pregnancy complications

Road accidents

STDs (Syphilis, Gonorrhea, etc.)

TB

Typhoid

Ulcers

Other:  ____________________

Other:  ____________________

2.4. For question 2.3, write in the 3 illnesses named and ask the below questions for each:
	Illness Name
	When was the last time you suffered from X?
	How long have you been suffering?
	Are you suffering from X now?
	Do you see signs that you will suffer from X in future?
	Do you know someone who has the illness?

	
	Month    
	Year
	Months
	Years
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Section 2: Individual Health Status
2.5. What were the last three illnesses that you suffered from?  

	A. 
	B.
	C.


A. RECENT ILLNESS
2.6. Rewrite the A illness name from question 2.5  ________________
2.7. When did the illness begin?  ___/___/______  When did it end? ____/___/________

2.8. Which symptoms did you suffer at the same time?  (Circle/write in all named.)
	Vomiting/Nausea
	Stomach ache 
	Diarrhoea 
	Blood in stools 
	Constipation

	Fever - High temperature in night
	Fever - Steady high temperature
	Headache
	Body aches
	Joint pain

	Shaking/chills
	Fatigue - General body Weakness
	Loss of appetite
	Fits/Convulsions
	Weight loss

	Productive cough
	Bloody cough
	Throat irritation (itch)
	Throat pain
	Fast or difficult breathing

	Chest pain
	Swelling chest or face
	Sweating from long cough
	Wavy hair
	Other:

[___________]


Other Symptoms:
2.9.         How many days were you too sick to work? ___________

2.10. Did you avoid others while you were ill?    Yes  / No  
2.11. How (or from whom) do you believe you got the illness? ____________________________________________________________

2.12. How many members of your family also got sick with the illness?  _______

2.13. Did you seek treatment or advice for the illness?       Yes / No  
a. If YES, Where?  (Circle all that apply)

	Pharmacy/Drug Shop in town 
	Drug shop in village
	Herbalist
	Govt Hospital 
	Govt Health Center/Clinic

	Private clinic in town
	Private clinic in the village
	Mission Hospital 
	Mission Clinic 
	

	Other:
	Other:


2.14. Did you take medications for the illness?    Yes / No  
a. If YES, what medications were taken for this illness?  (Circle any responses below.  Write the names of any other medications not listed under “other.”)

	Action
	Amoxycillin
	Ampicillin
	ARVs
	Aspirin
	Chloroquine
	Ciprofloxacin

	Coartem
	Doxycycline
	Fansidar
	Flaggyl
	Hedex
	Ibuprofen
	Indocid

	Magnesium
	Panadol
	Penicillin/PenV
	Piriton
	Septrin
	Tetracycline
	Quinine

	Valuim
	Other:
	Other:
	Other:


2.15. Did you take any traditional remedies in the for this illness?    Yes / No   

a. If YES, what traditional remedies did you take for the illness?

	
	
	


2.16. What was the outcome? 

	Fully Recovered
	Improving
	No Change
	Worse
	Other
[                                ]


B.  RECENT ILLNESS 
2.17. Rewrite name of the B illness from question 2.5.  ________________
2.18. When did the illness begin?  ___/___/______  When did it end? ____/___/________

2.19. Which symptoms did you suffer at the same time?  (Circle/write in all named.)
	Vomiting/Nausea
	Stomach ache 
	Diarrhoea 
	Blood in stools 
	Constipation

	Fever - High temperature in night
	Fever - Steady high temperature
	Headache
	Body aches
	Joint pain

	Shaking/chills
	Fatigue - General body Weakness
	Loss of appetite
	Fits/Convulsions
	Weight loss

	Productive cough
	Bloody cough
	Throat irritation (itch)
	Throat pain
	Fast or difficult breathing

	Chest pain
	Swelling chest or face
	Sweating from long cough
	Wavy hair
	Other:


Other Symptoms:
2.20. How many days were you too sick to work? ___________

2.21. Did you avoid others while you were ill?    Yes  / No  
2.22. How (or from whom) do you believe you got the illness? ____________________________________________________________

2.23. How many members of your family also got sick with the illness?  _______

2.24. Did you seek treatment or advice for the illness?       Yes / No  
b. If YES, Where?  (Circle all that apply)

	Pharmacy/Drug Shop in town 
	Drug shop in village
	Herbalist
	Govt Hospital 
	Govt Health Center/Clinic

	Private clinic in town
	Private clinic in the village
	Mission Hospital 
	Mission Clinic 
	

	Other:
	Other:


2.25. Did you take medications for the illness?    Yes / No  
b. If YES, what medications were taken for this illness?  (Circle any responses below.  Write the names of any other medications not listed under “other.”)

	Action
	Amoxycillin
	Ampicillin
	ARVs
	Aspirin
	Chloroquine
	Ciprofloxacin

	Coartem
	Doxycycline
	Fansidar
	Flaggyl
	Hedex
	Ibuprofen
	Indocid

	Magnesium
	Panadol
	Penicillin/PenV
	Piriton
	Septrin
	Tetracycline
	Quinine

	Valuim
	Other:
	Other:
	Other:


2.26. Did you take any traditional remedies in the for this illness?    Yes / No   

b. If YES, what traditional remedies did you take for the illness?

	
	
	


2.27. What was the outcome? 

	Fully Recovered
	Improving
	No Change
	Worse
	Other
[                                ]


C.  RECENT ILLNESS
2.28. Rewrite name of the C illness from question 2.5.  ________________
2.29. When did the illness begin?  ___/___/______  When did it end? ____/___/________

2.30. Which symptoms did you suffer at the same time?  (Circle/write in all named.)
	Vomiting/Nausea
	Stomach ache 
	Diarrhoea 
	Blood in stools 
	Constipation

	Fever - High temperature in night
	Fever - Steady high temperature
	Headache
	Body aches
	Joint pain

	Shaking/chills
	Fatigue - General body Weakness
	Loss of appetite
	Fits/Convulsions
	Weight loss

	Productive cough
	Bloody cough
	Throat irritation (itch)
	Throat pain
	Fast or difficult breathing

	Chest pain
	Swelling chest or face
	Sweating from long cough
	Wavy hair
	Other:


Other Symptoms:
2.31. How many days were you too sick to work? ___________

2.32. Did you avoid others while you were ill?    Yes  / No  
2.33. How (or from whom) do you believe you got the illness? ____________________________________________________________

2.34. How many members of your family also got sick with the illness?  _______

2.35. Did you seek treatment or advice for the illness?       Yes / No  
c. If YES, Where?  (Circle all that apply)

	Pharmacy/Drug Shop in town 
	Drug shop in village
	Herbalist
	Govt Hospital 
	Govt Health Center/Clinic

	Private clinic in town
	Private clinic in the village
	Mission Hospital 
	Mission Clinic 
	

	Other:
	Other:


2.36. Did you take medications for the illness?    Yes / No  
c. If YES, what medications were taken for this illness?  (Circle any responses below.  Write the names of any other medications not listed under “other.”)

	Action
	Amoxycillin
	Ampicillin
	ARVs
	Aspirin
	Chloroquine
	Ciprofloxacin

	Coartem
	Doxycycline
	Fansidar
	Flaggyl
	Hedex
	Ibuprofen
	Indocid

	Magnesium
	Panadol
	Penicillin/PenV
	Piriton
	Septrin
	Tetracycline
	Quinine

	Valuim
	Other:
	Other:
	Other:


2.37. Did you take any traditional remedies in the for this illness?    Yes / No   

c. If YES, what traditional remedies did you take for the illness?

	
	
	


2.38. What was the outcome? 

	Fully Recovered
	Improving
	No Change
	Worse
	Other
[                                ]


LONG-TERM ILLNESS
2.39. Have you been told by a healthcare worker that you have…

	Illness
	
	Medication(s) taken for this

	Asthma
	YES          NO
	

	Allergies
	YES          NO
	

	Cancer
	YES          NO
	

	Diabetes
	YES          NO
	

	Epilepsy
	YES          NO
	

	High blood pressure
	YES          NO
	

	HIV
	YES          NO
	

	Leprosy
	YES          NO
	

	Lung disease
	YES          NO
	

	Mental illness
	YES          NO
	

	Skin disease
	YES          NO
	

	Ulcers
	YES          NO
	

	Other long-term illness: _________________
	YES          NO
	

	Other long-term illness: _________________
	YES          NO
	


Time interview ended:  ___________________
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