Quality Well-Being





Clinic: Participant ID: Nickname: Outcome Visit:  Month: Day: Year:

Did you have No Yester | 2days |3 days
(please fill in all days that apply) days day ago ago
c. a headache? @) O O O
d. dizziness, earache, or ringing in your ears? O O O O
e. difficulty hearing, or discharge, or bleeding from an ear? @) O O O
f. stuffy or runny nose, or bleeding from the nose? 0] O O O
g. a sore throat, difficulty swallowing, or hoarse voice? @] O O O
h. a tooth ache or jaw pain? @) O O O
I. sore or bleeding lips, tongue, or gums? @] O O O
Quality Well-Being & Page2of4 e Revised 09/15/04

© Copyright 1996, All Rights Reserved. Madification, duplication, or further distribution in any form strictly prohibited without written permission, Robert M. Kaplan,
Theodore G. Ganiats, and William J. Sieber. Questions 9a and 9b are publicly available through copyright held by THE RAND CORP.



Clinic: Participant ID: Nickname: Outcome Visit:  Month: Day: Year:

Quality Well-Being & Page30f4 e Revised 09/15/04
© Copyright 1996, All Rights Reserved. Madification, duplication, or further distribution in any form strictly prohibited without written permission, Robert M. Kaplan,
Theodore G. Ganiats, and William J. Sieber. Questions 9a and 9b are publicly available through copyright held by THE RAND CORP.






