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Section II – INDUCTION INTERVIEW – Continued

NOTES

Name PositionLocation
(Enter street name)

Office
No.

1

2

3

4

FR NOTE –Explain to the physician and to anyone helping the physician that you would like to review
some of the questions found on the Patient Record form. Go to page 17.

b.

Yes
No – Go to page 16

1

2
During the period Monday, ________________ through

Who will be helping you at each location? (Below enter the location and person’s name
and position.)

33a.

Sunday, ________________ will ANYONE be available
to help you fill out the patient record forms for this
study (at in-scope locations)?

NOTE: Keep the location numbers the same as the office numbers in item 16a.

FR NOTE – Explain to the physician that
you would like to review some of the
questions found on the patient record form.

FR INSTRUCTION If physician unavailable during reporting period, SKIP to item 34b on page 18.

What is your secondary board certification?32i.

Board certification Code

What year did you graduate medical school?j.
Year

Did you graduate from a foreign medical school?k. Yes1

No2

Section II – 

Who owns the practice (at this/that in-scope 
location)? 

Physician or 
physician group 

Other hospital 
Other health care corp 

. . . . . . . . .  

f. 
1 1 1 1 

2 2 2 2 

5 5 5 5 

6 6 6 6 

Office Location #1 #2 #3 #4 

Medical/ Academic 

. . . . . . . . .  

4 4 4 4 

Does your practice have the ability to 
perform any of the following on site 
(at this/that in-scope location)? 

CT scang. 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Chemotherapy 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Colonoscopy 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

EKG/ECG 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Lab testing 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Mammography 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

MRI 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

PET scan 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Radiation 
therapy 

1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Sigmoidoscopy 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Spirometry 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Ultrasound 1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

1Yes 
2No 
3DK 

1 

2 

3 

1 

2 

3 

1 

2 

3 

X-Ray 

3 3 3 3 
Community Health 

. . . . . . . .  

7 7 7 7 

Is this a single- or multi-specialty (group) 
practice (at this/that in-scope location)? 

l . . . . . .  
. . . . .  

18d. 

. . . . . . . .  
2 2 2 2 

3 3 3 3 

1 1 1 

1 1 

Si l 2 2 

1 

2 

1 

2 

Are you a full- or part-owner, employee, or an 
independent contractor (at this/that in-scope 
location)? If "Owner" is marked then automatically 
mark "Physician or physician group" in item 18f. 

e. 1 

lti  . . . . . . . . . .  

REFER TO FLASHCARD C. 

REFER TO FLASHCARD B. 

INDUCTION INTERVIEW – Continued 

. . . 

. . . 

Other  

health center . . . .  

HMO  

Center  

Emp oyee  
Contractor  

Owner  

ng e  . . . . . . . . .  
Mu
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Section II – INDUCTION INTERVIEW – Continued

Are you currently accepting "new" patients into your
practice(s) (at in-scope locations)?

From those "new" patients, which of the following
types of payment do you accept (at in-scope locations)?

(1) Private insurance –

29a. Yes 
No – SKIP to item 30
Don’t know – SKIP to item 30

1

2 

3

b.

(2) Medicare? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(3) Medicaid? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(4) Workers compensation? . . . . . . . . . . . . . . . . . . . . .

(5) Self-pay? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(6) No charge? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Yes1 No2 Don’t know3

Yes1 No2 Don’t know

Yes1 No2 Don’t know

Yes1 No2 Don’t know

Yes1 No2 Don’t know

Yes1 No2 Don’t know

3

3

3

3

3

(a) Capitated? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(b) Non-capitated? . . . . . . . . . . . . . . . . . . . . . . . . . .

Yes1 No2 Don’t know3

Which of the following factors are taken into
account for your patient care compensation (e.g.,
base pay, bonuses, or withholds)?

26a.

If yes to any item in 26a, then ask item 26b. 
Otherwise, SKIP to item 27.

(1) Your productivity (e.g., number of cases 
seen per time period)? . . . . . . . . . . . . . . . . . . . . . Yes1 No2 Don’t know3

(2) Patient satisfaction (e.g., results of patient
 surveys)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes1 No2 Don’t know3

(3) Quality of care (e.g., rates of preventive care
 services)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes1 No2 Don’t know3

(4) Practice profiling (patterns of using certain
services, e.g., laboratory tests, imaging,
referrals, etc.)? . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes1 No2 Don’t know3

Are performance measures on your practice
available to the public?

b. Yes 
No 
Don’t know

1

2 

3

What percent of your patient care revenue is based
on bonuses, returned witholds, or other
performance-based payments?

27.
%

Roughly, what percent of your patient care revenue
comes from each of the following methods of
payment?

28. Percent of patient care
revenue

(1) Usual, customary and reasonable fee-for-service?

(2) Discounted fee for service? . . . . . . . . . . . . . . . . . .

(3) Capitation?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(4) Case rates (e.g., package pricing/episode 
of care)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

%

%

%

%

FR NOTE – Categories should sum close
to 100%.

(5) Other? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . %

REFER TO FLASHCARD E.

Section II – 

b. Roughly, how many managed care contracts does 
this practice have such as HMOs, PPOs, IPAs, and 
point-of-service plans? 

FR NOTE – 

If necessary read: 

c. Roughly, what percentage of the patient care 
revenue received by this practice comes from 
(these) managed care contracts? 

Edit 

Percent of revenue from 
managed care 

% 

None – SKIP to item 26a 
Less than 3 
3 to 10 
More than 10 

1 

2 

3 

4 
Managed care includes any type of 
group health plan using financial 
incentives or specific controls to 
encourage utilization of specific 
providers associated with the plan. 

Include Medicare managed care and Medicaid 
managed care, but not traditional Medicare and 
Medicaid. Include any private insurance managed 
care plans. Be sure the response is about con­
tracts and not patients. 

Include all the different plans an insurance provi­
der may have and for which the physician has a 
contract. For example, the physician may have a 
contract for each of the plans Aetna may offer: a 
PPO, IPA, and point-of-service plan. This would 
equal 3 contracts, not 1 contract. It may be 
necessary to obtain information from the billing 
office of the practice. 

I would like to ask a few questions about your 
practice revenue and contracts with managed care 
plans. 

Roughly, what percent of your patient care revenue 
comes from – 

25a. 
Percent of patient care 
revenue 

(5) Other? –(including charity, research, CHAMPUS, VA, etc.) 

Ask items 25–28 ONCE for ALL in-scope locations. 

% 

% 

% 

% 

FR NOTE – Categories should sum close 
to 100%. 

23. Are there any of the above features of your system 
that you do NOT use or have turned off? 

Yes – Please specify1 

FR NOTE – Indicate in item 22b, last 
column, any component(s) turned off. 
No 
Unknown 

2 

3 

24. Are there plans for installing a new EMR system or 
replacing the current system within the next 3 
years? 

Yes 
No 
Maybe 
Unknown 

1 

2 

3 

4 

REFER TO FLASHCARD D. 

% 

INDUCTION INTERVIEW – Continued 

(1) Medicare?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

(2) Medicaid?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

(3) Private insurance? . . . . . . . . . . . . . . . . . . . . . . . . . . .  

(4) Patient payments?  . . . . . . . . . . . . . . . . . . . . . . . . . . .  
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Section II – INDUCTION INTERVIEW – Continued

Does your practice use electronic MEDICAL
RECORDS (not including billing records)?

22a. 1

2

3

4

Yes, all electronic

No
Don’t know

Does your practice submit claims electronically
(Electronic billing)?

1

2

3

Yes
No
Don’t know

Are you a member of a practice-based
research network (PBRN)?

20. 1

2

3

Yes
No
Don’t know

21.

⎫
⎬
⎭

SKIP to item 24

Yes, part paper and part electronic

b. Does your practice’s electronic medical
record system include –

Yes Unknown

(1) Patient demographic information? . . . . . . . . . . . . . . . . 1 2 3

(2) Computerized orders for prescriptions? . . . . . . . . . . . .

(3) Computerized orders for tests? . . . . . . . . . . . . . . . . . .

(4) Lab results? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(5) Imaging results? . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(6) Clinical notes? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(7) Public health reporting? . . . . . . . . . . . . . . . . . . . . . . . .

No

(a) Are there warnings of drug interactions or
 contraindications provided?

(b) Are prescriptions sent electronically 
to the pharmacy?

Turned off

4

Are orders sent electronically?

Are out of range levels highlighted?

Are electronic images returned?

(a) Do they include medical history and 
 follow-up notes?

(b) Do they include reminders for 
 guideline-based interventions 

and/or screening tests?

Are notifiable diseases sent electronically?

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

During your last normal week of practice, about
how many encounters of the following type did you
make with patients:

19. Number of encounters
per week

(1) Home visits (including nursing homes). . . . . . . . . .

(2) Hospital visits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(3) Telephone consults . . . . . . . . . . . . . . . . . . . . . . . . . .

(4) Internet/e-mail consults. . . . . . . . . . . . . . . . . . . . . . .

If Yes, ask –

If Yes, ask –

If Yes, ask –

If Yes, ask –

If Yes, ask –

If Yes, ask –

Do you see patients in the office during the
evening or on weekends?

18h.
1

Office Location #1 #2 #3 #4

Yes
2 No
3 DK

1 Yes
2 No
3 DK

1 Yes
2 No
3 DK

1 Yes
2 No
3 DK

1

Section II – 

On a 4-point scale from a lot of difficulty, some, 
little, or no difficulty, in the last 12 months, has 
your practice experienced any difficulty in 
referring patients with the following types of 
health insurance for specialty consultations? 

30. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

(c) Private insurance . . . . . . . . . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Little 
difficulty 

Don’t 
know 

No 
difficulty 

1 2 3 4 5 

1 

1 

1 

2 3 4 5 

2 3 4 5 

2 3 4 5 

6 

6 

6 

6 

A lot of 
difficulty 

Some 
difficulty 

Not 
Applic­

able 

Do you offer any type of cervical cancer screening?31. Yes – Leave a NAMCS-CCS if physician’s 
specialty is GFP, IM, OB/GYN, or 
provider works at a Community 
Health Center. 
Please specify e-mail address. 

1 

No2 

Don’t know3 

1 

2 

Yes – Ask item 32 
No – SKIP to FR INSTRUCTION on page 15 

CHECK ITEM C Is provider part of the community health center sample? 

Provider demographics –32. 

What is your year of birth?a. 
1 9  

What is your sex?b. Male1 

Female2 

What is your race? 
Mark (X) one or more. 

d. White1 

Black/African-American2 

3 Asian 
4 Native Hawaiian/Other Pacific Islander 
5 American Indian/Alaska Native 

What is your primary specialty?f. 

Name of specialty Code 

What is your secondary specialty?g. 

What is your primary board certification?h. 

Name of specialty Code 

Board certification Code 

What is your ethnicity?c. Hispanic or Latino1 

Not Hispanic or Latino2 

What is your highest medical degree?e. MD1 

DO2 

3 Nurse practitioner 
4 Physician assistant 
5 Nurse midwife 
6 Other 

Ask items 32f 

SKIP to 
FR INSTRUCTION 
on page 15. 

} 

}REFER TO FLASHCARD F. 

INDUCTION INTERVIEW – Continued 

(a) Medicaid  

(b) Medicare  

(d) Uninsured  
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