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From: Medina-Torne, Sheila CTR NHRC

To: McMaster, Hope Dr. CTR NHRC; Sausedo. Kari CTR NHRC; Delrosario, Raechel CTR NHRC; Sheppard. Beverly
CTR NHRC

Subject: FW: Federal Register Notice

Date: Tuesday, September 25, 2012 4:18:57 PM

Attachments: 1. Millennium Cohort NE_DRAFT.pdf

2. Millennium Cohort Follow-Up_DRAFT.pdf
3. Family Study Baseline DRAFT.pdf

4. Family Study Follow-Up_DRAFT.pdf

5. Family Study-DSW_DRAFT.pdf

Importance: High

FYI:

Submitted the survey draft versions to the person who inquired from the federal register notice:

From: Medina-Torne, Sheila CTR NHRC

Sent: Tuesday, September 25, 2012 2:36 PM

To: 'lisa.schnall@eeoc.gov'

Cc: Crum-Cianflone, Nancy Dr. CIV NHRC; Linfesty, Michelle CTR NHRC
Subject: Re: Federal Register Notice

Importance: High

Dear Ms Schnall,

Enclosed are the 5 draft survey instruments for the Millennium Cohort Study and the Family Study that you
requested.

1. Millennium Cohort Study -New Enrollee Survey 2. Millennium Cohort Study -Follow-Up Survey 3. Family
Study -Baseline Survey 4. Family Study -Follow-Up Survey 5. Family Study -Follow-Up Survey for Divorced,
Separated, Widowed spouses

Very respectfully,
Sheila

Sheila Medina-Torne, MPH

Study Coordinator

Deployment Health Research Department
Naval Health Research Center

140 Sylvester Road

San Diego, CA 92106-3521

(619) 553-7317

From: LISA SCHNALL [mailto:LISA.SCHNALL@EEOC.GOV]
Sent: Friday, September 21, 2012 6:34 AM

To: Medina-Torne, Sheila CTR NHRC

Subject: Re: Federal Register Notice
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THE MILLENNIUM COHORT STUDY

PROTECTING SERVICE MEMGSER HEALTH

A US DEPARTMENT OF DEFENSE STUDY

A US DEPARTMENT OF DEFENSE STUDY TO UNDERSTAND CHANGES IN THE
HEALTH AND'WELL-BEING OF MEMBERS OF OUR NATION'S MILITARY SERVICE.

MILLERSIUM COHORT STUIDY








MILLENNIUM COHORT STUDY CONSENT FORM

Thank you for considering participating in this study on the health and well-being
of service members. This consent form is meant to inform participants of the
reasons for the study and what is involved. Please review this consent form and
sign at the bottom of this page.

What is the study about?
You are being asked to be a volunteer in a longitudinal study called "The Millenni
the US Department of Defense (DoD). The purpose of this research is to asses
deployment, military occupations, and general military service. You have bee
service branch, gender, service type, military occupation, and age group fr
personnel serving as of October 2013 in the regular active duty, Reserv
participation will help determine the long-term health effects of military
generations of service members, and guide prevention and treatment pro

Ith outcomes of military
ically selected to represent your

What will participation involve?
You are being asked to do the following: Complete the attached questionnaire to
complete one survey every 3 years. Filling out the questionnaire will take about 30

e also being asked to
ach time you complete it.
ealth behaviors, and
exposures that may affect your health. We will con records, or
biomarkers collected and maintained by the Depart health care,

a 3% chance that you will
be contacted by telephone for focus group testing. You a nteers who are being

asked to participate in this very important study.

The main risks to you are tho i sclosure of data that we collect from or about you.
While inappropriate disclos : i insurability, or employability, it is important for
you to understand that imi nation from numerous studies over many years

you wish or skip any ¢

not lose any benefit to otherwise entitled.

ation if you need it?

Blood, JD, MA, Chairf Institutiona Board, Naval Health Research Center, at NHRC-IRB@med.navy.mil
or (619) 553-8386.

If you are to participate, please sign below and see further information on page 30.

Sighature Date

2102043440 |}







« Use blue or black ink. MARKING INSTRUCTIONS

¢ Shade circles like this. @
¢ Include additional comments in the open text field on the last page.

1.

In general would you say your health is: (Please select only one)
O Excellent O VeryGood O Good O Fair O Poor

The following questions are about activities you might do during a typical day.
in these activities? If so, how much?

a. Vigorous activities, such as running, lifting heavy objects,
or participating in StreNUOUS SPOIS? ......veveeeeeiiiiiieieeeeiiieeeeeeesneeeeeens

b. Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf? ........cccocveiiiiiiiie e,
Lifting OF CArryiNg grOCEIIES? ...cccueeiiieiiieiieeieesiieasteeasbeeseeesneesineesneesneees O
Climbing several flights of stairs? ..................

Climbing one flight of Stairs? .........ccoovveeiiie e e

-~ ® o 0

Bending, kneeling, or stooping? ..........ccccccveeenes

Walking more than a mile? ........cccccceevviieeeeeiinnns

7

Walking several blocks? .......cccccovvviiiiiininiieeiien,

Walking one block? ..........

j. Bathing or dressing yo

Yes, limited

©)
©)
©)
©)

our health now limit you

a lot

©)

O OO OO O OO0 O

Yes, limited

During the
activities as a reg

s with your work or other regular daily

Yes, Yes, Yes, Yes,
alittle of some of  most of all of
thetime thetime thetime the time

O O O O
O O O O
............. O O O O
.......................... O O O O
ve you had any of the following problems with your work or other regular daily
motional problems (such as feeling depressed or anxious)?

No, Yes,a Yes, Yes, Yes, all
none of litleof some of mostof of the
the time thetime thetime the time time

t of time you spent
IS ettt ettt ettt ©) O O O O
d less than you would like ..........cccccevvvieeenennnnen O O O O O
work or other activities as carefully as usual ............. O @) O @) @)
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5. During the past 4 weeks, to what extent has your physical health or emotional problems interfered wij
normal social activities with family, friends, neighbors, or groups?

O Notatall O Slighty O Moderately O Quite abit O Extremely

6. During the past 4 weeks, how much bodily pain have you had?
O None OVerymild OMid O Moderate O Severe O Very Severe

7. During the past 4 weeks, how much did pain interfere with your normal work (in
home and housework)?

O Notatall O Alittle bit O Moderately O Quite abit O Extremel

8. During the past 4 weeks, how much of the time:

(Select the single best answer for each question) Al Al

of the of the
time time

O ©)

None A little
of the of the
time time

O O
©)

the

a. Did you feel full of pep? .ccooeeveeiiieeee e

Have you been a very nervous person? .....

©)
©)

c. Have you felt so down in the dumps that

nothing could cheer you up? .....ccccccoevcineen @) O
d. Have you felt calm and peaceful? ...................... O @)
e. Did you have a lot of energy? .......cccocveveeiicineneend O D O @)
f. Have you felt downhearted and blue? ................... @) @) @) @)
g. Did you feel worn out? O O O O ©)
h. Have you been a h 3 b, Y @) @) @) @)
i. Didyoufeel tirel? i ..o O O O @)

9. During the ealth or emotional problems interfered

O Most of the time O All of the time

Definitely ~ Mostly Not Mostly  Definitely

true true sure false false
rpeople .....ccooceeeeenns @) @) O @) @)
I am as healthy as @anybody | KNnOW ........ccccceveiiiiiiinnieniieeeeene O O O O O
| expect my health tO GELWOISE ......coooviiiiiiieeieiiiiiie e O O O O O
My health is eXCellent (i.........veeeeee e O O @) O O

190, how would you rate your physical health in general now?

Somewhat better O About the same O Somewhat worse O Much worse

. Comparedto 3 years ago, how would you rate you emotional health or well-being (such as feeling anxious,
depressed, or irritable) now?

O Much better O Somewhat better O About the same O Somewhatworse O Much worse
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13. What is your current marital status? Choose the single best answer.

O Single, never married O Now married O Separated O Divorced O Widowed

14. (If not married) Please choose one of the following to describe your current relationship statu

O In a committed relationship O Dating casually O Not seeing anyone

15. (If currently married) Taking things all together, how would you describe your marri

very unhappy 1 2 3 4 5 6
O O O O O O

16. Are you a twin? (or triplet or one of a multiple birth set)
ONo OYes O Donotknow

16. How many children are in your household? .........ccccooiiiiiiiiiiie s

17. What is the highest level of education that you ha
O Less than high school completion/ diploma

hoose the single be

O High school degree/ GED/ or equivalent

O Some college, no degree

O Not employed, retired
O Not employed, disabled

O Homemaker

O Other please specify

ple, a person who is 5'8" should write 5 feet 8 inches.............. Feet Inches

ENEWEIGNE? o pounds

22. How much did you WeIgh @ YEar @g0? .......cccccvueviueiieeiieeiiseieeeeissse s, pounds
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23. Has your doctor or other health professional ever told you that you
have any of the following conditions?

a. Hypertension (high blood pressure)

................... ONo O Ye
b. High cholesterol requiring medication ................ ONo O Ye
c. Coronary heart diS€ase ........ccccvvvveeiiiiieeiiieenns ONo O Ye
d. Heart attack ........cccocvriiiiiiiiiiiiee e ONo O Ye
e. Angina (chest pain) .......ccccccceeiiiiiiiieeiiiieee e ONo O Ye
f. ’Any other heart condition (please specify) ‘ ONo O Ye
0. SINUSILIS ooiiiieiieeie it e e ONo O Ye
h. Chronic Bronchitis ...........cccceciiiniiiiniieennn,

i. Emphysema .........ccccoooviiiiiiiieice e

Jo ASthMa

k. Kidney failure requiring dialysis ...........cccccoeerneens

[.  Bladder infection ...l e,

m. Pancreatitis ...... 40

n. Diabetes orgugardiabetes .........4AL ...

Any other hepa

CirrhoSIS ..o i ONo OYe
Fibromyalgia ..., ONo OYe
.......................................... ONo OYe

................................. ONo OYe
.......................................................... ONo OYe

y. Multiple SCIErosis ..........ccooeiiiiiiiiiiice ONo OYe

S —»

S —»

S —»

S

S

S —»

S ——»

S ——»

S ——»

S —»

S —>

S —»

If Yes, in what
year were you
first diagnosed?

Mar you
ver
ized for
ition
O Hos

— O Hospitali

— O Hospitalized

— O Hospitalized
O Hospitalized

O Hospitalized

— O Hospitalized
— O Hospitalized

O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized

— O Hospitalized
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Question 23 continued from the previous page

23. Has your doctor or other health professional ever told you that you

have any of the following conditions?

Z. Crohn's diSEASE ........eevveeveeieiiiiiiieieeeeeeeee e O No
aa. Stomach, duodenal, or peptic ulcer .................. O No
bb. Ulcerative colitis or proctitis ...........ccccccveeeevunnnn. O No
cc. Acid reflux gastro esophagel reflux disease
requiring medication .........ccccceviceireeiinieeeeees O No
dd. Significant hearing loSS .......cccccccvvveeiiieeeiiiieeenns O No
ee. Significant vision loss even with glasses or
CONLACE IENSES ..o, O No
ff.  Memory loss or memory impairment ................ O No
gg. Tinnitus/ ringing inthe ears ..........ccccevvveennnen, No
hh. Migraine headaches ...........ccccccoiiiiiiiiinennnn.
. StrOKE o 0
ji- Traumatic brain injury (Do not include injuries
that resulted in only a concussion) ...................
kk. Neuropathy caused reduced sensation
inthe hands or feet ... i, O
. SEIZUIES .cooooeeeeedle e O No
mm. Sleep apnea 4. i O No

page 5

O Yes —»
O Yes ——

O Yes —»

O Yes

O Yes

O Yes

O Yes ——»

O Yes ——»

O Ye

es —»

O Yes ——»

O Yes —»

O Yes ——»

O Yes ——

O Yes —

O Yes —»

O Yes —»

If Yes, in what
year were you
first diagnosed?

— O Hospitalized

— O Hospitalized

Hospitalized

O Hospitalized

— O Hospitalized

— O Hospitalized

O Hospitalized

O Hospitalized

— O Hospitalized

—> O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized

— O Hospitalized
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24. In the last 12 months, have you had persistent or recurring problems with any of the

a. Severe headache .................... ONo O Yes k. Night sweats ........cccccccccuveerenn.
b. Diarrhea ......cccccoeoiiiiiiiii ONo OYes . Chestpain .....cenenne
c. Rash or skin ulcer .................... ONo O Yes m. Unusual muscle pains .
d. Sorethroat .......cccoovvveveveeenennnn. ONo O Yes n. Shortness of breatha..............
e. Frequent bladder infections .... ONo O Yes 0. Trouble Sleeping’ ...................
f. Cough ..o, ONo O Yes p. igue ...,
g. Fever ... ONo O Yes q. Forgetfulness ........................
h. Sudden unexplained hairloss.. ONo O Yes r. O Yes
i. Earlobe pain ..........ccccoeeeeeennnnn. ONo O Yes S. O Yes
j. Sleepy all the time..................... ONo O Yes
...... O Yes
26. Over the past 12 months, approximately how man
because of illness or injury? (Exclude hospitalization for pregnancy and chlabirth)y..................... Days
27. Over the past 12 months, approximately how many days
your usual activities because of jllnes Days
. During the last 4 weeks of the following problems?
Not Bothered Bothered
bothered a little a lot
................................. O 0) 0)
.................................. e 0) 0)
............................................ O 0) 0)
....................................................... e 0) 0)
........................................................................................ O 0) 0)
.................................................................................. e 0) 0)
...................................................................................... O O O
O O O
........................................................................ O 0) 0)
....................................................................................... e 0) 0)
.............................................................. O 0) 0)
................................................................................ e 0) 0)
.............................................................................................. O 0) 0)
.......................................................................................... e 0) 0)
.............. O @) @)
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29. Over the last 2 weeks, how often have you been bothered by any of the following problems?

Several More
Not at all days half

Little interest or pleasure in doing thiNgS .......cccccviiviiiiieeiniiee e, O O
Feeling down, depressed, or hOpeless ........cccccvveviviiieiiiieeninenn,
Trouble falling or staying asleep, or sleeping too much ................
Feeling tired or having little energy ........ccccoceeivieeniie e

Poor appetite Or OVEreating ......c..ocovveeeiiieieiiiieeesiiieessiieeeennieeesnneens

-~ ® 2 0o T @

ChESt PAIN ..o e

Feeling bad about yourself - or that you are a failure or have
let yourself or your family dOWN ..........coeveiiiiiiieeeiiiiieee e O

=2

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 .............c............ @)

ough h. above, please a e following question:

If you answered "Several days" or more to any item

i. How difficult have these problems made it for yc
or get along with other people?

O Not at all difficult O Somewhat difficult O

30. a. Inthe last 4 weeks, have you h O Yes

.......................... O Yes

O Yes
O Yes

................................................................................................. O Yes
B ettt et et eae et ee et et et e et et et eta et et etearatereareanene O Yes
............................................................................. O Yes
......................................................................................... O Yes

O Yes
O Yes

O Yes
O Yes
O Yes
O Yes
O Yes
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32. Over the last 4 weeks, how often have you been bothered by any of the following problems?

Several
Not at all days

a. Feeling nervous, anxious, on edge, or worrying a lot about different things O

If you marked NOT AT ALL, please skip to question ??

Feeling restless so that it is hard to Sit Still ...
Getting tired VEry €aSIly .......c.coiuiiiiiiiii it
Muscle tension, aches, OF SOFENESS .........covvvviiiiiiiiieieeeeeeeeeeeeere s

Trouble falling asleep or Staying ........ccccccevieeiiiiiiieiiee e

-~ ® 2 o T

Trouble concentrating on things, such as reading a book or watc
Becoming easily annoyed or irritable ...........ccccooiiieiiiii i

Q

O OO O OO

33. On an average day, how many 8-12 0z beverages containing caffeine do you dri
O None O 1-2 per day O 3-5 per day

34. About how many times each week do you eat from
O None O Onceaweek O 2-3times/week O

ou have a miscarriage?
O Yes, 2 miscarriages

O Yes, 3 or more miscarriages

e 3 most recent miscarriages:

page 8
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FOR WOMEN ONLY

40. FOR WOMEN ONLY: No

a.  Are You CUIreNntly Pregnant? ........cc.eeeeeeiiiiiiieieeeaaieeeeeesesteteeeeesennaaeseessasbeeeeeesannseneeeeasannns @)

b. Have you given birth within the [ast 3 Years? ......ccccoiiiiii i

c. Have you ever been diagnosed with gestational diabetes by a
glucose tolerance test during PregnanCy? .........ccocccveeeeeieiiieieeeeeinsieeeeeeesinnneeeeeens

41. During the last 4 weeks, how much have you been bothered by any of the g problems?

Not Bothered

bothered a lot
a. Worrying about your health ... O
b.  Your weight or hOW YOU 100K ........coiiiiiiiiiii e @)
c. Little of no sexual desire or pleasure during SEX .........cccccveeiieeiieenieeiieesieeenies ®)
d. Difficulties with husband/wife, partner/lover, or baViri irlfriend ...l @)
e. The stress of taking care of children, parents, members .............. O
f.  Stress at work outside of the home or at school ..ok, e @)
g. Financial problems Or WOITIES .......cccoiiiiuiiieeeeiii ittt b eeeeeeinieeeaeaanns O
h. Having no one to turn to when you have a problem T ... 0 @) O
i. Something bad that happened recently O O

Thinking or dreaming abg
........................... ©) O
our feelings and behavior.
Exactly

o)

1 2 3 4 5 6 7 8

----- O O O O O O O O

..................................... O O O O O O O O

................................... O O O O O O O O

O
O
O
O
O
O
O
O

@)

as well asI'd I|ke

did you get angry with someone and kick/smash something, get into a

ow often in the past
i aten someone with physical violence?

D 2times O 3-4times O 5 or more times
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45,

In the last 12 months, did you use prescription-strength pain relievers (including
any narcotics or medications such as codeine, OxyContin, Percocet)?

O Never O Once amonth O Few days per month O Few days per week O Daily

46.

Over the past month, how many hours of sleep did you get in an average 24-hour period? ................

47.

Very
Severe severe

@) @)

Please rate your sleep pattern for the past 2 weeks.

Difficulty falling @SIEEP ....cccuvveeieeeeceee e
Difficulty staying asleep ......ccccovceeiiiie i

Problem waking up t00 €arly .........cccceeviiieiiiiie i

a o o @
O O O
O O O

Y o] 11T [

48.

How satisfied/dissatisfied are you with your current sleep pattern?

O Very satisfied O Generally satisfied O Some dissatisfied O Verydissa

49.

To what extent do you consider your sleep pattern t¢
fatigue, ability to function at work/daily chores, conce

O Not at all interfering O Alittle O Somewhat

50.

How noticeable to others do yo
O Not at all noticeable

51.

52

ribed or "over the counter") to help you sleep?

3 0 o 3
O Not at all during pa l|I ess than once aweek O Once or twice a week O Three or more times a week

esbian O Bisexual

to other people. Which best describes your feelings? Are you:
O Mostly attracted to males

O Only attracted to males

esand males O Not sure

W description of your USUAL daily activities

e day and do not walk much

O You stand or walk a lot during the day, but do not carry or lift things often
O You lift or carry light loads, or climb stairs or hills often
O You do heavy work or carry heavy loads often
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56. In a typical week, how much time do you spend participating in... _ how many
(Please mark both your typical "days per week" minutes per day
and "minutes per day" doing these activities) # of Days per on average do

week you exercise you exercise

On those days,

STRENGTH TRAINING or work that strengthens
your muscles? (such as lifting/pushing/pulling

AND
Days Minutes

VIGOROUS exercise or work that causes heavy
sweating or large increases in breathing or heart
rate? (such as running, active sports, marching,
biking)

MODERATE or LIGHT exercise or work that causes
light sweating or slight increases in breathing or heart
rate? (such as walking, cleaning, slow jogging) Days

AND

Days

Minutes

57.

In the past month have you experienced...? Not at all A litt
a.

Quite a bit Extremely

Repeated, disturbing memories of stressful
experiences from the past .........cccccceeeiiiiiiieieniiciieee e O O

Repeated, disturbing dreams of stressful
experiences from the past ........ccccccevernnenne O

Suddenly acting or feeling as if stressful exper
were happening again ..........ccccceeeeevcveeeeeeininnenns

Feeling very upset when something happened tha
reminds you of stressful experiences from the pas

Trouble remembering important parts of stressful
experiences from the past

O O

©)

O O O O OO0 O0OO0OO0O OO0O0
O O O O OO0 O0OO0OO0O OO0O0
O O OO O0OO0OOoOO0OO0oO O0O0 O

from the past or av¢ ving feelings about them ........... @)

Efforts to avoid acti
remind you of stres xperiences from the past ........... @)

O O O OO0OO0OO0OOo0O0OOoO OO0 o o o

©)
©)
©)

difficult O Somewhat difficult O Very difficult O Extremely difficult

Did these problems cause you to feel distress?
O Notatall O Alittle bit O Moderately O Quite abit O Extremely
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58. On a typical day, how much time do you spend sitting and watching TV or
VIdEO0S OF USING & COMPULET? ..eeieiiiiieitieie ittt e sttt ettt et e s e e sbe et e sbn e e e snbe e e s ane e e e snne e e nnnnee s

59.

From the following list, indicate if you have used each health practice in the last 12 months?

-~ ® 2 0o T @

ACUPUNCEUIE ......oevvieiiiieieeeeaannn. ONo O Yes i.
Biofeedback ...........ccccvvennennn. ONo OYes J.
Chiropractic care ..................... ONo O Yes k.
Energy healing .......cccccoeeinnneen. ONo O Yes l.
Folk remedies ...........cccceevunnnns ONo O Yes m.

High dose / megavitamin

Homeopathy
Hypnosis

Massage ...

............................................ No O Yes
......................................................... ONo O Yes
.......................... ONo OYes
ONo OYes
a. Bodv buildina supplements (such as amino acids. weiaht gain praflucts. creatine ete.) .......... ONo O Yes
b. Energy supplements (such assenergy drinks, pills, or energy.enhancing herbs) .......ccccocovvenee... ONo OYes
C. WeEIgNt 0SS SUP P M G IS ettt e e e et et e e e et et e et e e ea s eeae e e e ean s enaeean s eneenaen ONo O Yes
d. Hormones for musgular strength, enfancement, or perforMIanNCe .......oovvveeeieeeeeee e ONo O Yes
62.
O Not at all

owing statements are Toa

very Toa Toa Toa very

Not small small moderate great  great

atall degree degree degree degree degree

...................................... O O O O O ©)
................. @) @) @) @) @) O
................................. O O O O O ©)
........................... @) e @) @) @) @)
................................. @) O @) @) O O
....................................... @) @) @) O O @)
......................................... @) O @) O (@) O
................................................................ @) @) @) O O @)
............................................ @) O @) @) O O
J- ned a great deal about how wonderful people are O O O O O @)
k. | have compassion for others ..............cccccceiiiiiiiiiiiciniin, @) @) @) O O O
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64. Please indicate your level of agreement Neither
with these statements: Strongly _ Agree nor
Disagree Disagree Disagree
a. | have little control over the things that happen to me ............... O O O O
b. What happens to me in the future mostly depends on me ....... ®) @)
c. |can do just about anything | really set my mind to do ............. @) O
65. In the last 12 months, did you seek care for any of the following concerns?

a. Post-traumatic stress disorder (PTSD) or Post-traumatic stress (PTS) symptoms ....................

D, DEPIESSION ..oeiiiiiiiiiiiiiie et

€. ANXIELY ettt ettt sne e sineeaneesneesnneesnne e s AR R ekttt enne e ee e enneeeaes

0. SUDSIANCE USE ....eeeiiiiiiiie ittt s

LT Y 0o =T PP PP PPPPPRPRUPPPRPPPRRIN. S

LS 1= P OO TP PP PPPTRUPTUPRTUPPPTRURTRPI 0 SOOI
0. Relationship/Family ISSUES .......c..coiiiiiiieiiieiie s e e e b et e

66.

a. If Yesto any of the items above, how many time

OOnceayear O Afewtimesayear O Once

67.

did you seek care?
O Most of the time O All of the time

O I don't trust health professionals
y own O I don't think health care treatment would help
O Treatment might be uncomfortable or difficult

O Cannot afford treatment/no health insurance

indicate the dates of your most recent situation:

(mmiyy) 10 / (mmiyy)
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(such as whiskey, gin, etc.). For the purpose of this questionnaire:

One drink = one 12-ounce beer, one 4-ounce glass of wine, or one 1.5-ounce shot o

69. In your entire life, have you had at least 12 drinks of any type of alcoholic beverage
(including beer and WINE)? ........ii ittt e e seb e eennee s

70. In the past year, how often did you typically drink any type of alcoholic beverage?
O Never O Rarely O Monthly O Weekly O Daily

These next few questions are about drinking alcoholic beverages. Alcoholic beverages include beer, wine,

If you marked NEVER, skip to question ?? on

71. In the past year, on those days that you drank alcoholic beverages, o

Drinks

72. In a typical week, how many drinks of each type of alcoholic beverage do you hav

|
L -. liquor

beer(s) wine

73. Last week, how many drinks of alcoholic beverages d
Monday Tuesday Wednesday

74. In the past year, on ave 5 or more d

T 3 ; da Sunday
AT
of any alcoholic beverage? Days

75. In the past yea v often did you typig get drunk (intoxicate

O Never O D4 time's per month

76. FOR MEN ONLY:
In the past year, how of

onthly or les

-4 times a month O >4 times per month

ou typically have 5 or more drinks of alcoholic beverages within a 2- hour period?

. FOR WOMEN O
In the past year, ho did you typ
O Never s O 2-4ti

es amonth O >4 times per month

ave 4 or more drinks of alcoholic beverages within a 2- hour period?

In the last 12 months, any of the following happened to you more than once?

hough a doctor suggested that you stop drinking because of a

vere high from alcohol, or hung over while you were working, going to
are of children or other responsibilities ..........ccccoviiii e,

were late for work, school, or other activities because you were drinking

d. You had a problem getting along with people while you were drinking .......cccccocevvveeeviicineneenne

e. You drove a car after having several drinks or after drinking too much ..............c.cccoiveeiiinnen.

page 14
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79. Have you ever felt any of the following?

a. Felt you needed to cut back on your drinKing .........cc.ueereoiiiiiire e
b. Felt annoyed at anyone who suggested you cut back on your drinking

c. Feltyou needed an "eye-opener" or early morning drink ..........cccooveeiiiieeiiiine e

d. Felt guilty about your drinKiNG ........eeeeiiiiiiiie e r e e e e e e s e eeaeeaad

80. In the past year, have you used any of the following tobacco products?
L= T O [0 o T =1 1 (=L PP P PP UPOPRRPP

b
C. PP e e S e
d

81. In your lifetime, have you smoked at least 100 cigarettes (5 Packs)? ......oocveeereiiiiiessiihe e eneeeeennne ONo O Yes

If you marked NO

82. At what age did you start SMOKING? ......ccvvvieiiriiiie i e eeiieeeee e B e eeeeees Years

83. How many years have or did you smoke an average of & >
(or one pack Per WEEK)? .....ooiiviiiiiiieeeieee e St e e e years

84. When smoking, how many g

O Less than half a pac} ) 2 packs perday O More than 2 packs per day

85. Have you ever trie Uit smoking?
O Yes, but

If YES, list
Yes most recent year

I

O O O 0O O O O O OO

2106043444 |}







87. Have you ever been PERSONALLY exposed to any of the following?
(Do not include TV, video, movies, computers, or theater)

Yes,
No 1time
a. Witnessing a person's death due to war, disaster, or tragic event .. O @)

b. Witnessing instances of physical abuse (torture, beating, rape) .....

c. Dead and/or decomposing bodi€s .........cccccoeiiiieiieiiiiiieee e

d. Maimed soldiers or CIVIANS .......ocoeuveiiiiiiee e

€. Prisoners of war or refUgEES ........ccooccuiieieeiiiiiiiii e

f.  Chemical or biological warfare agents ...........cccccoveeiiiiiiiiieeiiieens

g. Medical countermeasures for chemical or biological warfare
AGENE EXPOSUIE ..vieueeueenieiteatesteaneeneeseestestesseaneeneeseessessesseeseeneeseessesses

h. Alarms necessitating wearing of chemical or biological
warfare protective gEar ........ccocvveiiieeeiiieeeiiee e e

If YES, list
ost recent year
of exposure

88. During the past 3 years, were you PERSONALLY
exposed to any of the following?

a. Occupational hazards requiring protective equipme 510
respirators or hearing protection ..........ccccccoecivvveennnn. O
b. Routine skin contact with paintsané/or solvent and/or st O O 210
c. Depleted uranium (DU et e e et e s e O O O 210
d. Microwaves (ex ) i AVE OVENS)  oevvvvereesiereeeaabe e, O O O 210
e. Pesticides, i A ... O O O 2|0
f. Pesticides & ilities_Y......... @) O O 2|0
O $100,000-$124,999
$125,000-$149,999
O $50,000-$74,9 0,000 or more
O $75,000-$99,999
. What is your overall fee bout your military service?
O Negative O Some egative O Neither Negative nor Positive O Somewhat Positive O Positive

4396043447 |}
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91. What is your current military status?
O Active Duty O Reserve or National Guard O Separated O Retired

If you are Separated:

92.a. What was the reason for your separation from the military?
O Planned separation (end of service term) O Disciplinary separation
O Medical separation O Unplanned administrative ion

(e.g. military downsizin to promote,
failure to meet servi

b. Date Of SEPEratiON: ......ccovivveeiiiiieeiiieeesieeesieeeenre e sneeessaeeeseree e e (mmlyy)

If you are Separated or Retired:

93. How much did each of the following reasons affect Not at
your decision to leave the military?

A Quite
all bit rately abit Extremely

a. Dissatisfaction with deployments and/or frequé . O O O @)

b. Military service created hardship for family ....... O @)

c. Dissatisfaction with promotion, pay, or other bene O O

d. Dissatisfaction with job ........cccccceiviiiniiiid © O @)

e. Dissatisfaction with leadership/supervision O O O O
f. Desire to continue your eg it a new careetr,

or change in personal goals i @) @) @) @) @)

g. Disability or other p Al FEASONS .iiiiiiiideeeeeeieieieeeeeeiiens . O O O O O

h. O O O O O

i the military ..., O O O O O

problems me | @) @) @) @)

......... O O O e

ONo OYes

percent disability

. In the last 3 years, ha
Administration facilities

O None O Very little

edical care from Department of Veterans Affairs/Veterans Health

O Most O All of my care

je or insurance do you currently have? (check all that apply)
O School health insurance plan
O Medicare or Medicaid

O VA health care

(self, spouse/partner, parent, or other family member) (Department of Veterans Affairs/
Veterans Health Administration)

2357043442
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97. Have you deployed in the IaSt 3 YEAIS? .....uiiviiiiiiiiiei e e e sr e e e e e e e s e naee e e e s

If you answered No, skip to question number 101

98. If YES and on a SEA-based deployment, list the SEA-based area along with the dates you arri
departed from each location. Please list the most recent location first.

Location Date Arrived (mm/yy

99. If YES and on a LAND-based deployment, list the LAND-based area along arrived and

departed from each location. Please list the most recent location first.

Location Date Arrived (m ate Departed (mm/yy)

a. ’ /
b | /
c. | /
d | /

100. In the last 3 years, how erienced the fo during deployment? List most
More than recent year
1time 1time of exposure
a. Feeling that eing killed ............ @) O — (2|0
......... O O — 210
........................ ®) O— (2|0
................................. ®) O— |20
........................................... o o — [2]0
.......................................... ®) O— |20
.................................. ®) O— |20
Handling or uncove JUMAN remains .....ceveeeevevveeeeesesnnnnns O @) O —|21]0
Knowing someone s sly injured or killed .........cccccoeuneee. O @) O — |20
Seeing Americans ere seriously injured or killed .......... O O O—|2]0
your unit be seriously injured or killed ... O @) O — |20
ponsible for the death of an 510
................................................................... O O o —
ctly responsible for the death of a non-combatant O — | 210
n. Being exposed to smoke from burning trash and/or feces ...... O —> 2|0
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101. Within the last 3 years, were you injured while deployed from any of the following? If you experienc
more than 1 injury during deployment, please provide responses for the most severe injury.
a. Physical training or sports injury

ONo O Yes

al. Did this injury involve being dazed, confused, "seeing stars", or not remembering
O No O Yes, 0-30 minutes O Yes, more than 30 minutes

a2. Did this injury involve losing consciousness (knocked out)?
O No O Yes, 0-30 minutes O Yes, more than 30 minute

a3. Were you ever hospitalized or did this injury disrupt your p nd/or work activiti

for more than 1 day?
ONo O Yes

b. Blast/ Explosion
ONo O Yes

bl. Did this injury involve being dazed, con
O No O Yes, 0-30 minutes O Ye

b2. Did this injury involve losing consciousne
ONo O Yes, 0-30 minutes O Yes,

b3. Were you ever hospitalized or did this injury ¢ onal and/or activities

for more than 1 da

c. Bullet/Shrapng

onfused, "seeing , Or not remembering the injury?

@) 30 minutes

g consciousness (knocked out)?

O Yes, more than 30 minutes

d or did this injury disrupt your personal and/or work activities

olve being dazed, confused, "seeing stars", or not remembering the injury?

5, 0-30 minutes O Yes, more than 30 minutes

involve losing consciousness (knocked out)?

O Yes, 0-30 minutes O Yes, more than 30 minutes

e you ever hospitalized or did this injury disrupt your personal and/or work activities
or more than 1 day?

ONo O Yes

8429043448 |}
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102.  Within the last 3 years, were you injured while NOT deployed from any of the following? If you
experienced more than 1 injury while not deployed, please provide responses for the most severe i
a. Physical training or sports injury
ONo O Yes
al. Did this injury involve being dazed, confused, "seeing stars", or not remembering
O No O Yes, 0-30 minutes O Yes, more than 30 minutes

a2. Did this injury involve losing consciousness (knocked out)?
O No O Yes, 0-30 minutes O Yes, more than 30 minute

a3. Were you ever hospitalized or did this injury disrupt your p
for more than 1 day?

ONo O Yes
b. Blast/ Explosion
ONo O Yes

b1. Did this injury involve being dazed, co
O No O Yes, 0-30 minutes O Ye

b2. Did this injury involve losing consciousnes
ONo O Yes, 0-30 minutes O Yes,

b3. Were you ever hospitalized or did this injury d

for more than 1 dz
O No

c. Bullet/Shrap

", or not remembering the injury?

30 minutes

0sing consciousness (knocked out)?

ninutes O Yes, more than 30 minutes

or did this injury disrupt your personal and/or work activities

Motor vehicle &
ONo OYes

d1. Did this inj

olve being dazed, confused, "seeing stars", or not remembering the injury?

5, 0-30 minutes O Yes, more than 30 minutes

ry involve losing consciousness (knocked out)?

O Yes, 0-30 minutes O Yes, more than 30 minutes

.Were you ever hospitalized or did this injury disrupt your personal and/or work activities
for more than 1 day?

ONo OYes
8718043449 |}
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103.  Within the last 3 years, have you been in a motor vehicle accident / crash while NOT

If No, skip to question number 104

a. How many motor vehicle accident / crash events in the last 3 years?
O1 02 O 3 or more events

b. List the dates of the 3 most recent motor vehicle accident(s) / crash(s), and i hich one of these was the

most severe event.

Month / Year

/ — O Most Severe event
/ — O Most Severe event
/ — O Most Severe even

c. For the most SEVERE motor vehicle accident

cl. What type of vehicle were you in?

nent vehicle

O Motorcycle O Personal car/truck O Go

c2. How many vehicles were involved?

O Your vehicle only

d to the DRIVER) we olved in the motor vehicle accident / crash?

O Yes
....... O Yes
O Yes
O Yes
O Yes

d. What is the total

Days

e. What treatment did

eek for your injuries from this motor vehicle accident / crash?

O No treatment sg O Clinic or office visit only O Hospitalized: Number of days: ...... Days
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The statements below are about your relationships with other military personnel.

104.

If you had deployed in the last 3 years, please indicate how much you agree or disagree for €

agree or disagree for each item based on your most recent assignment.

Strongly Somewhat or
disagree  disagree

a. |felt a sense of camaraderie between myself and
others in My UnNit. ..o @)

b. 1was impressed by the quality of leadership in my unit. O

c. |was supported by the military. ..........cccooceeviieiiniieens O

page 22
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agree
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Please answer question 104 ONLY if you are ENLISTED (Active Duty, Reserve, or National Gi
All others please skip to question ?? on page ??

105. Review the list of military occupational categories below. Select the two categories that bes
job and fill in the two-digit codes for your primary job code and your secondary job code.

PRIMARY JOB CODE SECONDARY JOB CODE

ENLISTED MILITARY OCCUPATIONAL

INFANTRY, GUN CREWS & SEAMANSHIP SPECIALISTS RATION
INFANENY .. 01 D, R 50
Armor or AMPhIDIOUS. .....ccoiuiiiiiiiiee it 02 ini i eeeeesarene s et e s nareneanrarenenes 51

Combat ENGINEEIING. .....cuvuiieiiiiieiiiieee et sieee e 03 ettt rerte e e e e e sanaa e s naaneas 52

Artillery/Gunnery, Rockets or MiSSiles...........cccccoiiiiereiiiiieennnns Data Processing.....: PSP PRSP 53
[ =Y Accounting, Finance [T T 54
SEAMANSIIP. .. eeiie ittt Other Functional Suppo et s 55
INStallation SECUIILY.......covveiiiiiiie i Religious, Morale or Welfar€ oo e, 56

oN OF EAUCAtioN.........oc B e 57

ELECTRONIC EQUIPMENT REPAIRERS
RAIO/RAAN..........coeiiieieeeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e e e eaeaaaees T REPAIRERS

Fire Control Electric Systems, Non-Missile..............ccccceevvneee. i Aircraft Related............cceoevvveiiiiiii e 60
Missile Guidance, Control or Check-0Ut.............ccceeeeerviiievnnnnn.. 12 (AL TN 61
SONAr EQUIPMENT......veiiiiiiiieeiiiiee st ee sttt e e e e e ainee e e 13 i [[o7= V0] ST PP PP ORI 62
Nuclear Weapons EQUIPMENt..........cueeieriiimm e isSile Mechanical or Electrical...........ccccoovviiviiiiiiieiiiiienene 63
ADP Computers e 1D T AFMAIMNENT OF MUNITIONS. ... 64

Teletype or Cryptographic Equipmefit. i e pboard PropulSion...........ccccoviieieiiiiee e 65
Other Electronic Equipment...... & .. 19 1 POwer Generating EQUIPMENT........oocvvviiiiieeeiiieee e 66
i 10 141=1 | SO PPR 67
COMMUNICATIONS & IN echanical or Electrical Equipment............ccccccovuuee.. 69
Radio or Radio Code... i e
Sonar........ccceeeeeeennn. A— A ........
Radar or Air Traffic Control. ................. 7 (1o PRSPPI 70
Signal Intel/Electronic Warare,.................. DRSTIUCTION. ...ttt e e 71
101G [T =Ta oT=TRURR. S 1= PP PP PPP PP 72
Combat Operations Control. .l e LithOgraphy........ccooiiiieeiiiiie e 74
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Industrial Gas or Fuel Production.........c.ccccceevvvvvvvvvvvvvevennnnn. 15
Fabric, Leather or RUDDEN...........cooovvviiiiiiiiiiiee e 76
Other CraftWOrKer...........cocveeeiiiiieiiiiiie e 79
.................................................. SEEVIEE & SURELY SANEL RS
.. FOOO SEIVICE.....eiiiiiiiiiiiiei e 80
........... 3 4 . MOLOr TFrANSPONt.......ouvveieeeieeeiaiiiiiieeee e e e st e eeeeesssineneeeeees O
.................. Material Receipt, Storage or ISSu€...........cccceeeviiveeeiiiieennnnn. 82
Law ENfOrcement.........coovuviiiiiiiie i 83
Personnel SErviCe...........cueiiiiiiiiiiiieie e 84
AUXIlIArY LADOF.......eeiiiiiieiiiiie et 85
.................................................................... e
""""""""""" Other SEIVICES.......ccuecueeiieieiieciceieeeestese s eie s sne e e O T
.......................................... OTHER
""""""""""""""""""""""""""""""" Patients or PriSONErS........ccocvvevieeiiiieeiieiiieeseessieeesieeesineenns 90
"""""""""""""""""""""""""" Officer Candidate or Student.............c.cccceveveeeieerieriesennen. 91
Undesignated OCCUPALIONS.........covuveeeiiiieeeeiiiieeeniieee e 92
Not Occupationally Qualified............ccceeeriieeeiiiieniiiiieenee. 95
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Guard). All others please skip to question ??on page ??

105. Review the list of military occupational categories below. Select the two categories that best i

job and fill in the two-digit codes for your primary job code and your secondary job code.

PRIMARY JOB CODE SECONDARY JOB CODE

Please answer question 105 ONLY if you are an OFFICER or WARRANT OFFICER (Active Duty, Reser National

OFFICER or WARRANT OFFICER MILITARY OCC

TACTICAL OPERATIONS OFFICERS GENERAL

Fixed-Wing Fighter or Bomber Pilot..............ccccoeviiieennnnen. 2A General or Flag. i e 1A
HeliCoPter PilOt.........c.uvviiiiiie e 2C EXECULIVE. ....oeie e i e 1B
AIFCTaft CreW......eeeeiieei e e e 2D
Ground or Naval ArMS......c.cooiiiiiiieiieae e
MBS ES oaonosamasasassasasasasasasememmmsaoasasassesasmssooosososcaenon . BV N N 6A
Operations Staff..........c.cocoveiviiiiiiiii G R, 6C
(VU I SRR, N 0 0 WD, U 6E
INTELLIGENCE OFFICERS SLOHMANAN Mo e gﬁ
Intelligence, General..............coooiiiiiiiiiiiiiiee e 3AT  \Health Service ACMIISHANOME .. ... .cccooeeeeeeraaaaaaaaea e 6l
Communications Intelligence............cocoeeeiiiieeiiiiee e, 3B
Counter-intelligenCe. ..o 3C
ENGINEERING & MAINTENANCE OF y GENBIAL ..o ;g
Construction or Utilities . v A WIBRPOWET OF PEISONNEL...cciii it 7C
Electrical or Electronic........4& ... N Oller OF FiSCal......ccoiiiiiiiiiiieii e 7D
Communications or Rada 4 10T 7E
Aviation Maintenance ¢ TR ICTORIAIRN. .........o oo e e e e et e e e e eeeeeeeeeeeeeeenennnnne 7F
Ordnance.............. s . - et eeeeeeaaaeeeeeeeetannn e eeeeteenann e eeeeeennnn e eeaennnnnnan 7G
Missile Maintenap€e................. A ......... Lo 7H
........................................................................ 7L
..................................................................................... 7N
......................................................................................... 8A
.............................................................................................. 8B
.......................................................................................... 8C
...................................................... 8D
............................................................................ 8E
Physical Scientist...... i e . DA EXChange or COMMISSANY....vveeeeiieieeieeee e 8F
Meteorologist........ ceeeeeens ; ONET .. 8G
Biological Scientist B .
Social Scientist..... e e OTHER
Psychologist................ - e L 111 ) PP 9A
S 0o [T o | PP 9B
Othel . 9E
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Please answer question 106 ONLY if you have a CIVILIAN job.
All others please skip to question ??on page ??

106. Review the list of civilian occupational categories on this page and the next page. Select the
that best match your civilian job and fill in the three-digit codes for your primary and your sg

PRIMARY JOB CODE SECONDARY JOB CODE

CIVILIAN OCCUPATIONAL CA
More categories listed on p
ARCHITECTURE & ENGINEERING EDUCATI
Architect, Surveyor or Cartographer ...........cccccccevevineen.n. 171 Postsecondary TEACHEE. 4l e 251
=00 =T SRR 172 Primary, Secondal
Drafter, Engineering or Mapping Technician................... 173 School Teacher........ e e aaa s ... 252
ARTS, DESIGN, MEDIA, ENTERTAINMENT & SPORTS & . Librarian, Curator or ArchiviStiin. ...
ATt OF DESIGN....vveeeeieeeeeeeeee e eres s en e 2700 e S T R
Entertainer, Performer, Sports or Related Worker..........
Media Communication WOrker.............ccceeiiueeeeaniueeeennnns
Media Communication Equipment Worker..................... i ing or Forestry Worker..........
............................... 452
BUILDING & GROUNDS CLEANING & MAINTENANCE ishi i KBttt 453
eSt, Conservation or Logging Worker..............ceeee.n. 454
Supervisor, Building & Grounds, Cleani 459
Maintenance WOrKer........cocoveevvudini, ... 371 T T T
Building Cleaning or Pest Contral..... 00
Ground Maintenance........... s
....................... 351:
BUSINESS & FINANCIAL OPERATIONS  / Cpokor Food Preparation Worker............cccocoveveiiinneenne 352
. ) A Food and Beverage WOrker........ocueiiieeiieeiieeiieesiee s 353
Business OperatiopS SPecialist..................... 0. . 131 o1& Food Preparation or Serving Related Worker...... 359
Financial Specialistii i oo
COMMUNITY & SOCIAL
. PRYSICIAN. ..t 295
Counsglor,So'mI Worker o Nursing, Psychiatric or Home Health Aid....................... 311
r Sodls Specialist Occupational or Physical Therapist Assistant or Aid......312
T TAQUIREIREER, Other Health Care Occupation...........cccceevvieeeiiieeeennnne 319
INSTALLATION, REPAIR & MAINTENANCE
Computer_SpeciaIis_t s Supervisor of Installation, Maintenance
Mathematical Specialist.... : P OF REPAIN WOTKET........oovivieeeiieeeieeeeeee s en e eesen e 491
Mathematical Technician.....ooiiii et Electrical or Electric Equipment Mechanic,
Installer or REPAIrEr.........c.cuviiieieeeiiiiiiiee e 492
CONSTRUCTION & EXTRAC Vehicle or Mobile Equipment Mechanic,
_______________ 471 Installer or Repairer...........coccveviiveeeiiiieensiiieesiieeennnne.. 493
_______________________ 472 Other Installation, Maintenance or Repair......................499
................................ 473
............................ 474
............................................ 475

More categories listed on page 21...
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Question 86 continued, Civilian occupational categories...

LEGAL

LIFE, PHYSICAL & SOCIAL SCIENCES

MANAGEMENT

Advertising, Marketing, Promotions, PR or

OFFICE & ADMINISTRATIVE SUPPORT

Information or Record Clerk....
Material Recording, Scheduling,
or Distributing Worker............ 4000
Secretary or Administrative ant.. »
Other Office or Administrative Support................

PERSONAL CAR

Supervisor, Personal Caréor Service........
Animal Care or ServiCe........ ..o

Funeral Worker..................

Lawyer, Judge or Related Worker............cccceeernnee..
Legal SUpPOrt WOrker..........coocuveeiiieeeeiiiiieeesiiieeennes

Life SCIeNtiSt........coovvieiiieeiieeeeeeeeeeeeeeeeeeeeeeeeeee s
Physical SCIENtISt........c.uviiiiiiiiiiiiie e
Social Scientist or Related Worker..........ccccccceeveveen.
Life, Physical or Social Sciences Technician............

TOP EXECULIVE.....eeiiiiiiiiiiiiee et

Sales MANAGET........cocieeeiiiiiee e
Operations Specialties Manager............ccccceevvveeenns
Other Management Occupation.............cceeeerveeeenns

Supervisor, Office or Administrative Support............
Communications Equipment Operator.....................
Financial Clerk.........cccoviiiiiiiiieiiieiiccee e

Entertainment Attendantor Related Worker............

CIVILIAN OCCUPATIONAL CATEGORIES

PRODUCTION

Supervisor, Producti
Assembler, Fabri

Firefighting or Preve
Law Enforcement Wor e
her Protective Service
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to

We would like to verify your contact information.
Although we obtain address information from DoD sources, we would like to ensure we have the best inf

reach you.

108.

State/Province/Region Zip/Postal
(orAA/AE/AP): Code:
109. Please provide your phone number: (Seperate multiple phone nu

110.

111.

112.

113.

114.

What is your current mailing address?

Address Line 1:

City or (FPO/APO):

Please provide your email address: (Seperate multiple email addresses wit

What year were you born? ...........cccecevvnneen.

What are the last four digits of your Social Security Number? ...... 40 .

What is today's date? ..l e e

th that are not

)

Do you have any
(Continueon as

ed in this questionnaire that you would like to share?

e sheet if nece

Use

epr

Anonymity: All responses will be |

such that medical researchers cannot
Voluntary Disclosure: Completion of

0 not agree to this disclosure, your failure will make the research less useful. The "Blanket Routine
compilation of medical databases also applies to this system.

eployment Health Research Department. Information you provide will be considered only when statistically
our personal identifiers (name, etc.) will only be used to link data sets and then the identifiers will be stripped from study data
you individually.

2stionnaire is voluntary. Failure to respond to any of the questions will NOT result in any penalties except possible lack of

s" that appears at the beginn

esentation of your views in the fing

porting burden for this collection of information is estimated at 30 minutes. Comments on the burden or content of the
Cohort Study team, PO Box 85777, San Diego, CA 92186-5777. Under 5 CFR 1320.5(b), an Agency may not conduct or
espond to, a collection of information unless the collection displays a valid control number.

t should be sent to the
1d a person is not req

Thank you for completing this important questionnaire!
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CONTINUATION OF THE CONSENT FORM FROM PAGE 2 OF THIS QUESTIONNAIRE

How will your data be protected against any risks?
All information collected through the Internet survey is done by using Secure Sockets Layer (SS
lines. SSL encrypts, or scrambles, all survey data sent over the Internet. Information will only
it reaches the investigator database.

All paper questionnaires will be kept in locked files. When your data are entered into co
answers will be identified only by a special study identification number known to you a
This number is located on the barcode of your study envelope and survey. Your so
personal identification information will be removed from your questionnaire and d
researchers. Even if someone outside the research team broke into the files, |
identify your data. To minimize the risk of anyone breaking into the data file
Department of Defense (DoD) computers protected by all the measures r
regulations. All members of the research team with access to the data i i uter security
procedures specifically designed to protect sensitive data. Reports of th indi i nly group data,
so that no individual study participant can be identified. Similar procedures tect data in previous
studies conducted within this research center.
According to the DoD Policy "Interim Regulations to Improve Privacy Protections
October 31, 2000, the information you provide is for research purposes only and m
specifically authorized purposes or with the consent of individual about whom the

pon return to the
e impossible for them to

dical Records" dated
dlsclosed except for
n pertains. Uses and
gulations.
e records will be
Road, San
information
ered after that
date. However, information that has already been gathere Y Sti ollected data will be
maintained until all research questions are answered. To rvey or end further
ed.navy.mil or (888)

stored at the Deployment Health Research Departme
Diego, CA 92106-3521. You may change your mind al

942-5222.

What are the benefits of p
While your participation i i i participation will help define health care policy for
future generations of 1 i ent programs for years to come.

Will you be pro
No. This is a po
individual should re
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THE MILLENNIUM COHORT STUDY

PROTECTING SERVICE MEMGSER HEALTH

A US DEPARTMENT OF DEFENSE STUDY

A US DEPARTMENT OF DEFENSE STUDY TO UNDERSTAND CHANGES IN THE
HEALTH AND'WELL-BEING OF MEMBERS OF OUR NATION'S MILITARY SERVICE.

MILLERSIUM COHORT STUIDY








« Use blue or black ink. MARKING INSTRUCTIONS

¢ Shade circles like this. @
¢ Include additional comments in the open text field on the last page.

1.

In general would you say your health is: (Please select only one)
O Excellent O VeryGood O Good O Fair O Poor

The following questions are about activities you might do during a typical day.
in these activities? If so, how much?

a. Vigorous activities, such as running, lifting heavy objects,
or participating in StreNUOUS SPOIS? ......veveeeeeiiiiiieieeeeiiieeeeeeesneeeeeens

b. Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf? ........cccocveiiiiiiiie e,
Lifting OF CArryiNg grOCEIIES? ...cccueeiiieiiieiieeieesiieasteeasbeeseeesneesineesneesneees O
Climbing several flights of stairs? ..................

Climbing one flight of Stairs? .........ccoovveeiiie e e

-~ ® o 0

Bending, kneeling, or stooping? ..........ccccccveeenes

Walking more than a mile? ........cccccceevviieeeeeiinnns

7

Walking several blocks? .......cccccovvviiiiiininiieeiien,

Walking one block? ..........

j. Bathing or dressing yo

Yes, limited

©)
©)
©)
©)

our health now limit you

a lot

©)

O OO OO O OO0 O

Yes, limited

During the
activities as a reg

s with your work or other regular daily

Yes, Yes, Yes, Yes,
alittle of some of  most of all of
thetime thetime thetime the time

O O O O
O O O O
............. O O O O
.......................... O O O O
ve you had any of the following problems with your work or other regular daily
motional problems (such as feeling depressed or anxious)?

No, Yes,a Yes, Yes, Yes, all
none of litleof some of mostof of the
the time thetime thetime the time time

t of time you spent
IS ettt ettt ettt ©) O O O O
d less than you would like ..........cccccevvvieeenennnnen O O O O O
work or other activities as carefully as usual ............. O @) O @) @)
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5. During the past 4 weeks, to what extent has your physical health or emotional problems interfered wij
normal social activities with family, friends, neighbors, or groups?

O Notatall O Slighty O Moderately O Quite abit O Extremely

6. During the past 4 weeks, how much bodily pain have you had?
O None OVerymild OMid O Moderate O Severe O Very Severe

7. During the past 4 weeks, how much did pain interfere with your normal work (in
home and housework)?

O Notatall O Alittle bit O Moderately O Quite abit O Extremel

8. During the past 4 weeks, how much of the time:

(Select the single best answer for each question) Al Al

of the of the
time time

O ©)

None A little
of the of the
time time

O O
©)

the

a. Did you feel full of pep? .ccooeeveeiiieeee e

Have you been a very nervous person? .....

©)
©)

c. Have you felt so down in the dumps that

nothing could cheer you up? .....ccccccoevcineen @) O
d. Have you felt calm and peaceful? ...................... O @)
e. Did you have a lot of energy? .......cccocveveeiicineneend O D O @)
f. Have you felt downhearted and blue? ................... @) @) @) @)
g. Did you feel worn out? O O O O ©)
h. Have you been a h 3 b, Y @) @) @) @)
i. Didyoufeel tirel? i ..o O O O @)

9. During the ealth or emotional problems interfered

O Most of the time O All of the time

Definitely ~ Mostly Not Mostly  Definitely

true true sure false false
rpeople .....ccooceeeeenns @) @) O @) @)
I am as healthy as @anybody | KNnOW ........ccccceveiiiiiiinnieniieeeeene O O O O O
| expect my health tO GELWOISE ......coooviiiiiiieeieiiiiiie e O O O O O
My health is eXCellent (i.........veeeeee e O O @) O O

190, how would you rate your physical health in general now?

Somewhat better O About the same O Somewhat worse O Much worse

. Comparedto 3 years ago, how would you rate you emotional health or well-being (such as feeling anxious,
depressed, or irritable) now?

O Much better O Somewhat better O About the same O Somewhatworse O Much worse
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13. What is your current marital status? Choose the single best answer.

O Single, never married O Now married O Separated O Divorced O Widowed

14. (If not married) Please choose one of the following to describe your current relationship statu

O In a committed relationship O Dating casually O Not seeing anyone

15. (If currently married) Taking things all together, how would you describe your marri

very unhappy 1 2 3 4 5 6
O O O O O O

16. How many children are in your household? ..........ccooiiiiiiii e e

17. What is the highest level of education that you have completed? Choose th
O Less than high school completion/ diploma O Associate's degree

O High school degree/ GED/ or equivalent elor's degree

O Some college, no degree ate, or professional

18. Since 2001, have you taken any educational courses?
O No — Skip to question 19 O Yes, acade

O Yes, a military institution

a. Did you complete a de
O No, didn't comp

O No, course
O Yes : fication completed ..

19. Which of the follo Choose the single best answer.
O Not employed, retired

O Not employed, disabled

O Homemaker

O Other  please specify

Feet Inches

ettt et et ieieeeeeeebebee—e—e—e—eteteteaaeaaaea e e e e e ie e e ———rarrarrraaaaaas pounds

U WEIGH @ YEAI BGO0? ..e.vivieeeeieeeeeeeeee et sesee e s et s e es et s sen s ee s pounds
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23. In the last 3 years, has your doctor or other health professional
told you that you have any of the following conditions?

a. Hypertension (high blood pressure)

................... ONo O Ye
b. High cholesterol requiring medication ................ ONo O Ye
c. Coronary heart diS€ase ........ccccvvvveeiiiiieeiiieenns ONo O Ye
d. Heart attack ........cccocvriiiiiiiiiiiiee e ONo O Ye
e. Angina (chest pain) .......ccccccceeiiiiiiiieeiiiieee e ONo O Ye
f. ’Any other heart condition (please specify) ‘ ONo O Ye
0. SINUSILIS ooiiiieiieeie it e e ONo O Ye
h. Chronic Bronchitis ...........cccceciiiniiiiniieennn,

i. Emphysema .........ccccoooviiiiiiiieice e

Jo ASthMa

k. Kidney failure requiring dialysis ...........cccccoeerneens

[.  Bladder infection ...l e,

m. Pancreatitis ...... 40

n. Diabetes orgugardiabetes .........4AL ...

Any other hepa

CirrhoSIS ..o i ONo OYe
Fibromyalgia ..., ONo OYe
.......................................... ONo OYe

................................. ONo OYe
.......................................................... ONo OYe

y. Multiple SCIErosis ..........ccooeiiiiiiiiiiice ONo OYe

S —»

S —»

S —»

S

S

S —»

S ——»

S ——»

S ——»

S —»

S —>

S —»

If Yes, in what
year were you
first diagnosed?

Mar you
Wi italized
ndition in
ears.
O Hos

— O Hospitali

— O Hospitalized

— O Hospitalized
O Hospitalized

O Hospitalized

— O Hospitalized
— O Hospitalized

O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized
— O Hospitalized

— O Hospitalized
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Question 23 continued from the previous page

If Yes, in what
year were you
first diagnosed?

23. In the last 3 years, has your doctor or other health professional
told you that you have any of the following conditions?

Z. Crohn's diSEASE ........eevveeveeieiiiiiiieieeeeeeeee e ONo O Yes——

aa. Stomach, duodenal, or peptic ulcer .................. ONo O Yes —

bb. Ulcerative colitis or proctitis .............cccccceveeeneene ONo O Yes—— — O Hospitalized

cc. Acid reflux gastro esophagel reflux disease
requiring medication ............ccceeeveeeieeeeeeeeennns ONo OYes

— O Hospitalized

dd. Significant hearing loSS .......cccccccvvveeiiieeeiiiieeenns ONo O Yes

Hospitalized

ee. Significant vision loss even with glasses or
CONACE [BNSES ..o, ONo O Yes

O Hospitalized
ff.  Memory loss or memory impairment ................ ONo O Yes—— — O Hospitalized

gg. Tinnitus/ ringing inthe ears ............cccocoeveeen. No O Yes——

— O Hospitalized

hh. Migraine headaches ..............c.cccceiiinn, — O Hospitalized

. StrOKE o o O

O Hospitalized

ji- Traumatic brain injury (Do not include injuries
that resulted in only a concussion) ................... O Ye — O Hospitalized

kk. Neuropathy caused reduced sensation
in the hands or feet ... @ M. O — O Hospitalized

” SeIZLII'ES .................................... O No es ——» — O Hospltallzed

mm. Sleep apnea 4. O No —_— — O Hospitalized

........................................... —> O Hospitauzed

...... es —» — O Hospitalized

O Yes —— — O Hospitalized

.................... O Yes ——» — O Hospitalized

............................. O Yes —» — O Hospitalized

.............................. O Yes ——» — O Hospitalized

............................... O Yes —» — O Hospitalized

.......................... OYes ——» — O Hospitalized

............................................... O Yes ——» — O Hospitalized

O Yes ——» — O Hospitalized
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24. In the last 3 years, have you had persistent or recurring problems with any of the following?

a. Severe headache .................... ONo O Yes k. Night sweats ........cccccccccuveerenn.
b. Diarrhea ......cccccoeoiiiiiiiii ONo OYes . Chestpain .....cenenne
c. Rash or skin ulcer .................... ONo O Yes m. Unusual muscle pains .
d. Sorethroat .......cccoovvveveveeenennnn. ONo O Yes n. Shortness of breatha..............
e. Frequent bladder infections .... ONo O Yes 0. Trouble Sleeping’ ...................
f. Cough ..o, ONo O Yes p. igue ...,
g. Fever ... ONo O Yes q. Forgetfulness ........................
h. Sudden unexplained hairloss.. ONo O Yes r. O Yes
i. Earlobe pain ..........ccccoeeeeeennnnn. ONo O Yes S. O Yes
j. Sleepy all the time..................... ONo O Yes
25. Over the past 3 years, have you had back pain, back aching, or back stiffness al
that lasted for 3 months or more in a row? ... veeeiiiiieie e e O Yes
26. Over the past 3 years, approximately how many da
because of illness or injury? (Exclude hospitalization for pregnancy and chlabirth)y..................... Days
27. Over the past 3 years, approximately how many days we
your usual activities because of illaess,or injury (exclude 10 ) egnancy and childbirth) Days
. During the last 4 weeks of the following problems?
Not Bothered Bothered
bothered a little a lot
................................. O 0) 0)
.................................. e 0) 0)
............................................ O 0) 0)
....................................................... e 0) 0)
........................................................................................ O 0) 0)
.................................................................................. e 0) 0)
...................................................................................... O O O
O O O
........................................................................ O 0) 0)
....................................................................................... e 0) 0)
.............................................................. O 0) 0)
................................................................................ e 0) 0)
.............................................................................................. O 0) 0)
.......................................................................................... e 0) 0)
.............. O @) @)
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29. Over the last 2 weeks, how often have you been bothered by any of the following problems?

Several More
Not at all days half

Little interest or pleasure in doing thiNgS .......cccccviiviiiiieeiniiee e, O O
Feeling down, depressed, or hOpeless ........cccccvveviviiieiiiieeninenn,
Trouble falling or staying asleep, or sleeping too much ................
Feeling tired or having little energy ........ccccoceeivieeniie e

Poor appetite Or OVEreating ......c..ocovveeeiiieieiiiieeesiiieessiieeeennieeesnneens

-~ ® 2 0o T @

ChESt PAIN ..o e

Feeling bad about yourself - or that you are a failure or have
let yourself or your family dOWN ..........coeveiiiiiiieeeiiiiieee e O

=2

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 .............c............ @)

ough h. above, please a e following question:

If you answered "Several days" or more to any item

i. How difficult have these problems made it for yc
or get along with other people?

O Not at all difficult O Somewhat difficult O

30. a. Inthe last 4 weeks, have you h O Yes

.......................... O Yes

O Yes
O Yes

................................................................................................. O Yes
B ettt et et eae et ee et et et e et et et eta et et etearatereareanene O Yes
............................................................................. O Yes
......................................................................................... O Yes

O Yes
O Yes

O Yes
O Yes
O Yes
O Yes
O Yes
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32. Over the last 4 weeks, how often have you been bothered by any of the following problems?

Several
Not at all days

a. Feeling nervous, anxious, on edge, or worrying a lot about different things O

If you marked NOT AT ALL, please skip to question 33

b. Feeling restless so that it is hard to Sit Still ..o, @)
C. Getting tired VEry €asily ........coocoioiiiiiiiiiie e O
d. Muscle tension, aches, Or SOreNESS ..........cccoccciiiiiiiiieieeeeeee e, @)
e. Trouble falling asleep or Staying ........cccccceeieeiiieeiiieeniee e O
f. Trouble concentrating on things, such as reading a book or watc @)
g. Becoming easily annoyed or irritable .........cccooiiiiiiiiii s O
33. On an average day, how many 8-12 0z beverages containing caffeine do you dri
O None O 1-2 per day O 3-5 per day
34. About how many times each week do you eat from S, Or pizza)?
O None O Onceaweek O 2-3times/week O r more times/week
............................ O Yes
............................................... O Yes
O Yes

pregnant, did you have a miscarriage?
O Yes, 2 miscarriages

O Yes, 3 or more miscarriages

e 3 most recent miscarriages:
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FOR WOMEN ONLY

40. FOR WOMEN ONLY: No

a.  Are You CUIreNntly Pregnant? ........cc.eeeeeeiiiiiiieieeeaaieeeeeesesteteeeeesennaaeseessasbeeeeeesannseneeeeasannns @)

b. Have you given birth within the [ast 3 Years? ......ccccoiiiiii i

c. Inthe last 3 years, have you been diagnosed with gestational diabetes by a
glucose tolerance test during PregnanCy? .........ccocccveeeeeieiiieieeeeeinsieeeeeeesinnneeeeeens

41. During the last 4 weeks, how much have you been bothered by any of the g problems?

Not Bothered

bothered a lot
a. Worrying about your health ... O
b.  Your weight or hOW YOU 100K ........coiiiiiiiiiii e @)
c. Little of no sexual desire or pleasure during SEX .........cccccveeiieeiieenieeiieesieeenies ®)
d. Difficulties with husband/wife, partner/lover, or baViri irlfriend ...l @)
e. The stress of taking care of children, parents, members .............. O
f.  Stress at work outside of the home or at school ..ok, e @)
g. Financial problems Or WOITIES .......cccoiiiiuiiieeeeiii ittt b eeeeeeinieeeaeaanns O
h. Having no one to turn to when you have a problem T ... 0 @) O
i.  Something bad that happened recently O @)

j. Thinking or dreaming abe
in the past-like your h
it or assaultedl, or being forced into\a sexual act ..5ih oo ©) O
our feelings and behavior.
Exactly

o)

1 2 3 4 5 6 7 8

----- O O O O O O O O

..................................... O O O O O O O o

................................... O O O O O O O o

O
O
O
O
O
O
O
O

@)

as well asI'd I|ke

ow often in the past did you get angry with someone and kick/smash something, get into a

aten someone with physical violence?
D 2times O 3-4times O 5 or more times
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45. In the last 12 months, did you use prescription-strength pain relievers (including
any narcotics or medications such as codeine, OxyContin, Percocet)?

O Never O Once amonth O Few days per month O Few days per week O Daily

46. Over the past month, how many hours of sleep did you get in an average 24-hour period? ................

47. Please rate your sleep pattern for the past 2 weeks.
Severe

O

Difficulty falling @SIEEP ....cccuvveeieeeeceee e

Difficulty staying asleep ......ccccovceeiiiie i

Problem waking up t00 €arly .........cccceeviiieiiiiie i

a o o @

Y o] 11T [

Very
severe

O

O O O

48. How satisfied/dissatisfied are you with your current sleep pattern?

O Very satisfied O Generally satisfied O Somg dissatisfied

49. To what extent do you consider your sleep pattern tc
fatigue, ability to function at work/daily chores, conce

O Not at all interfering O Alittle O Somewhat

50. How noticeable to others do yo
O Not at all noticeable

51.

52.

ribed or "over the counter") to help you sleep?

() . >
O Not at all during pa l|I ess than once aweek O Once or twice a week O Three or more times a week

esbian O Bisexual

O Mostly attracted to males
O Only attracted to males

esand males O Not sure

to other people. Which best describes your feelings? Are you:

W description of your USUAL daily activities

e day and do not walk much
O You stand or walk a lot during the day, but do not carry or lift things often
O You lift or carry light loads, or climb stairs or hills often

O You do heavy work or carry heavy loads often
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56. In a typical week, how much time do you spend participating in... _ how many
(Please mark both your typical "days per week" minutes per day
and "minutes per day" doing these activities) # of Days per on average do

week you exercise you exercise

On those days,

STRENGTH TRAINING or work that strengthens
your muscles? (such as lifting/pushing/pulling

AND
Days Minutes

VIGOROUS exercise or work that causes heavy
sweating or large increases in breathing or heart
rate? (such as running, active sports, marching,
biking)

MODERATE or LIGHT exercise or work that causes
light sweating or slight increases in breathing or heart
rate? (such as walking, cleaning, slow jogging) Days

AND

Days

Minutes

57.

In the past month have you experienced...? Not at all A litt
a.

Quite a bit Extremely

Repeated, disturbing memories of stressful
experiences from the past .........cccccceeeiiiiiiieieniiciieee e O O

Repeated, disturbing dreams of stressful
experiences from the past ........ccccccevernnenne O

Suddenly acting or feeling as if stressful exper
were happening again ..........ccccceeeeevcveeeeeeininnenns

Feeling very upset when something happened tha
reminds you of stressful experiences from the pas

Trouble remembering important parts of stressful
experiences from the past

O O

©)

O O O O OO0 O0OO0OO0O OO0O0
O O O O OO0 O0OO0OO0O OO0O0
O O OO O0OO0OOoOO0OO0oO O0O0 O

from the past or av¢ ving feelings about them ........... @)

Efforts to avoid acti
remind you of stres xperiences from the past ........... @)

O O O OO0OO0OO0OOo0O0OOoO OO0 o o o

©)
©)
©)

difficult O Somewhat difficult O Very difficult O Extremely difficult

Did these problems cause you to feel distress?
O Notatall O Alittle bit O Moderately O Quite abit O Extremely
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58. On a typical day, how much time do you spend sitting and watching TV or
VIdEO0S OF USING & COMPULET? ..eeieiiiiieitieie ittt e sttt ettt et e s e e sbe et e sbn e e e snbe e e s ane e e e snne e e nnnnee s

59. From the following list, indicate if you have used each health practice in the last 12 months?

a. ACUPUNCIUre .......ccccoeevvirnereennne ONo O Yes i. High dose / megavitamin

b. Biofeedback ...........ccccoocerrnnnn. ONo OYes j. Homeopathy ..........dh.......0......

c. Chiropractic care ...........cc........ ONo O Yes k. Hypnosis ... ...

d. Energyhealing .........cccccoceeenn. ONo O Yes . Massage .4

e. Folk remedies ..........ccoccvvveeeen.. ONo O Yes m.

f.  Herbal therapy .....cccccccoevvvennnn. ONo O Yes n. iri iNg .oooeeeieeieiiee, No O Yes
(o TR (0o F- NP ONo O Yes 0. Medit@tion w.........c......... . ONo O Yes
h. Movement therapy .........c......... ONo O Yes p. i igues............. ONo O Yes

ONo OYes

a : jain pre : etC.) ..o ONo OYes
b. Energy supplements (such asenmeray drinks. pills, or enerav.enhancing herbs) ......oovveviiiii, ONo O Yes
C. T I N ONo O Yes
d. Hormones for muséular strength, enfancement, or PerforMANEE .......oeeeveeeeeeeeeeeeeeeeeeieeeeeeeeeens ONo O Yes
62.
O Not at all
owing statements are Toa
very Toa Toa Toa very

Not small small moderate great  great
atall degree degree degree degree degree

...................................... O O O O ©) ©)

................. @) @) @) @) @) O

................................. O O O O ©) ©)

........................... @) @) @) @) @) @)

................................. @) @) @) @) O O

....................................... ®) @) O @) O @)

......................................... @) O @) (@) (@) O
................................................................ ®) @) @) O O @)
............................................ @) @) @) @) O O

J- earned a great deal about how wonderful people are O O O O O @)
k. | have compassion for others ..............cccccceiiiiiiiiiiiciniin, @) @) @) O O O
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64. Please indicate your level of agreement Neither
with these statements: Strongly _ Agree nor
Disagree Disagree Disagree
a. | have little control over the things that happen to me ............... O O O O
b. What happens to me in the future mostly depends on me ....... ®) @)
c. |can do just about anything | really set my mind to do ............. @) O
65. In the last 12 months, did you seek care for any of the following concerns?

a. Post-traumatic stress disorder (PTSD) or Post-traumatic stress (PTS) symptoms ....................

D, DEPIESSION ..oeiiiiiiiiiiiiiie et

€. ANXIELY ettt ettt sne e sineeaneesneesnneesnne e s AR R ekttt enne e ee e enneeeaes

0. SUDSIANCE USE ....eeeiiiiiiiie ittt s

LT Y 0o =T PP PP PPPPPRPRUPPPRPPPRRIN. S

LS 1= P OO TP PP PPPTRUPTUPRTUPPPTRURTRPI 0 SOOI
0. Relationship/Family ISSUES .......c..coiiiiiiieiiieiie s e e e b et e

66.

a. If Yesto any of the items above, how many time

OOnceayear O Afewtimesayear O Once

67.

did you seek care?
O Most of the time O All of the time

O I don't trust health professionals
y own O I don't think health care treatment would help
O Treatment might be uncomfortable or difficult

O Cannot afford treatment/no health insurance

indicate the dates of your most recent situation:

(mmiyy) 10 / (mmiyy)
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These next few questions are about drinking alcoholic beverages. Alcoholic beverages include beer, wine,
(such as whiskey, gin, etc.). For the purpose of this questionnaire:

One drink = one 12-ounce beer, one 4-ounce glass of wine, or one 1.5-ounce shot o

69. In the past year, how often did you typically drink any type of alcoholic beverage?
O Never O Rarely O Monthly O Weekly O Daily

If you marked NEVER, skip to question ?? on page

e, how many dri you have?

70. In the past year, on those days that you drank alcoholic beverages, o

Drinks

71. In a typical week, how many drinks of each type of alcoholic beverage do you

beer(s) wine

72. Last week, how many drinks of alcoholic beverages

Monday Tuesday Wednesday Sunday

73. Days

74.

75.

typically have 5 or more drinks of alcoholic beverages within a 2- hour period?
O 2-4 times a month O >4 times per month

ave 4 or more drinks of alcoholic beverages within a 2- hour period?
amonth O >4 times per month

any of the following happened to you more than once?
ough a doctor suggested that you stop drinking because of a

. In the last 12 months,
You drank alcohol

problem With YOUr HEAIR ...........c.ooiiieiiiiie ettt et te st e e e et e sbesaesbeeneeseeseeetesresresreeris ONo OYes
ou drank alcoh e high from alcohol, or hung over while you were working, going to
ol, or taki e of children or other reSPONSIDIIES ...........ccvvveeeeeeeeeeeeeeereeeereeeereeenens ONo O Yes
c ere late for work, school, or other activities because you were drinking
................................................................................................................................ ONo OYes
d. problem getting along with people while you were drinking .........c.cccoceviiiieeiiieennns ONo O Yes
e. You drove a car after having several drinks or after drinking too much .........cccccoceceeiiieeiiinnnn. ONo O Yes
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78. Have you ever felt any of the following?

a. Felt you needed to cut back on your drinKing .........cc.ueereoiiiiiire e
b. Felt annoyed at anyone who suggested you cut back on your drinking

c. Feltyou needed an "eye-opener" or early morning drink ..........cccooveeiiiieeiiiine e

d. Felt guilty about your drinKiNG ........eeeeiiiiiiiie e r e e e e e e s e eeaeeaad

79. In the past year, have you used any of the following tobacco products?
E= T O [0 o T =1 1 (=L PP P PPN

b
C. PP e O R et
d

80. In your lifetime, have you smoked at least 100 cigarettes (5 Packs)? ......oocveeereiiiiieesiihe e eneeeeennne ONo O Yes

If you marked NO guestion 85

81. At what age did you start SMOKING? ......ccvuiriiiiie i e eevieeeee e BB e es Years

82. How many years have or did you smoke an average of & >
(or one pack Per WEEK)? .....ooiiviiiiiiieeeieee e St e e e years

83. When smoking, how many g

O Less than half a pac} ) 2 packs perday O More than 2 packs per day

84. Have you ever trie Uit smoking?
O Yes, but

If YES, list

Yes most recent year
.................................. @) o —
..... O o —»
.................................... @) o —
...................................................... @) o —»
.......................... O o —
................................... 'e) o —»
............................................................... @) o —
.......................................................................... @) o —
.................... O o —
............................................ @) o —»
........................................................... @) o —
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86. During the past 3 years, have you been PERSONALLY exposed to any of the following?
(Do not include TV, video, movies, computers, or theater)

Yes,
No 1time
a. Witnessing a person's death due to war, disaster, or tragic event .. O @)

b. Witnessing instances of physical abuse (torture, beating, rape) .....

c. Dead and/or decomposing bodi€s .........cccccoeiiiieiieiiiiiieee e

d. Maimed soldiers or CIVIANS .......ocoeuveiiiiiiee e

€. Prisoners of war or refUgEES ........ccooccuiieieeiiiiiiiii e

f.  Chemical or biological warfare agents ...........cccccoveeiiiiiiiiieeiiieens

g. Medical countermeasures for chemical or biological warfare
AGENE EXPOSUIE ..vieueeueenieiteatesteaneeneeseestestesseaneeneeseessessesseeseeneeseessesses

h. Alarms necessitating wearing of chemical or biological
warfare protective gEar ........ccocvveiiieeeiiieeeiiee e e

If YES, list
ost recent year
of exposure

87. During the past 3 years, were you PERSONALLY
exposed to any of the following?

a. Occupational hazards requiring protective equipme 510
respirators or hearing protection ..........ccccccoecivvveennnn. O
b. Routine skin contact with paintsané/or solvent and/or st O O 210
c. Depleted uranium (DU et e e et e s e O O O 210
d. Microwaves (ex ) i AVE OVENS)  oevvvvereesiereeeaabe e, O O O 210
e. Pesticides, i A ... O O O 2|0
f. Pesticides & ilities_Y......... @) O O 2|0
O $100,000-$124,999
$125,000-$149,999
O $50,000-$74,9 0,000 or more
O $75,000-$99,999
. What is your overall fee bout your military service?
O Negative O Some egative O Neither Negative nor Positive O Somewhat Positive O Positive

0003242731 |}
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90. What is your current military status?
O Active Duty O Reserve or National Guard O Separated O Retired

If you are Separated:

91.a. What was the reason for your separation from the military?
O Planned separation (end of service term) O Disciplinary separation
O Medical separation O Unplanned administrative ion

(e.g. military downsizin to promote,
failure to meet servi

b. Date Of SEPEratiON: ......ccovivveeiiiiieeiiieeesieeesieeeenre e sneeessaeeeseree e e (mmlyy)

If you are Separated or Retired:

92. How much did each of the following reasons affect Not at
your decision to leave the military?

A Quite
all bit rately abit Extremely

a. Dissatisfaction with deployments and/or frequé . O O O @)

b. Military service created hardship for family ....... O @)

c. Dissatisfaction with promotion, pay, or other bene O O

d. Dissatisfaction with job ........cccccceiviiiniiiid © O @)

e. Dissatisfaction with leadership/supervision O O O O
f. Desire to continue your eg it a new careetr,

or change in personal goals i @) @) @) @) @)

g. Disability or other p Al FEASONS .iiiiiiiideeeeeeieieieeeeeeiiens . O O O O O

h. O O O O O

i the military ..., O O O O O

problems me | @) @) @) @)

......... O O O e

ONo OYes

percent disability

. In the last 3 years, ha
Administration facilities

O None O Very little

edical care from Department of Veterans Affairs/Veterans Health

O Most O All of my care

je or insurance do you currently have? (check all that apply)
O School health insurance plan
O Medicare or Medicaid

O VA health care

(self, spouse/partner, parent, or other family member) (Department of Veterans Affairs/
Veterans Health Administration)

6026242732
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96. Have you deployed in the IaSt 3 YEAIS? .....uviviiiiiiiiiei e e e r e e e et e e e s e naeeeae s

If you answered No, skip to question number 100

97. If YES and on a SEA-based deployment, list the SEA-based area along with the dates you arri
departed from each location. Please list the most recent location first.

Location Date Arrived (mm/yy

98. If YES and on a LAND-based deployment, list the LAND-based area along arrived and

departed from each location. Please list the most recent location first.

Location Date Arrived (m ate Departed (mm/yy)

N~ S N

uring deployment? List most

_ More than recent year

1time 1time of exposure
O O — | 2|0
O O — | 2|0
O O — | 2|0
O O — | 2|0
0 o— [2]0
O O — | 2|0
O O — | 2|0
Handling or uncove JUMAN remains .....ceveeeevevveeeeesesnnnnns O @) O —|21]0
Knowing someone s sly injured or killed .........cccccoeuneee. O @) O — |20
Seeing Americans ere seriously injured or killed .......... O O O—|2]0
your unit be seriously injured or killed ... O @) O — |20
ponsible for the death of an 510

................................................................... O O o —

ctly responsible for the death of a non-combatant O — | 210
n. Being exposed to smoke from burning trash and/or feces ...... O —> 2|0

vage 18 2564242735 |}







100. Within the last 3 years, were you injured while deployed from any of the following? If you experienc
more than 1 injury during deployment, please provide responses for the most severe injury.
a. Physical training or sports injury

ONo O Yes

al. Did this injury involve being dazed, confused, "seeing stars", or not remembering
O No O Yes, 0-30 minutes O Yes, more than 30 minutes

a2. Did this injury involve losing consciousness (knocked out)?
O No O Yes, 0-30 minutes O Yes, more than 30 minute

a3. Were you ever hospitalized or did this injury disrupt your p nd/or work activiti

for more than 1 day?
ONo O Yes

b. Blast/ Explosion
ONo O Yes

bl. Did this injury involve being dazed, con
O No O Yes, 0-30 minutes O Ye

b2. Did this injury involve losing consciousne
ONo O Yes, 0-30 minutes O Yes,

b3. Were you ever hospitalized or did this injury ¢ onal and/or activities

for more than 1 da

c. Bullet/Shrapng

onfused, "seeing , Or not remembering the injury?

@) 30 minutes

g consciousness (knocked out)?

O Yes, more than 30 minutes

d or did this injury disrupt your personal and/or work activities

olve being dazed, confused, "seeing stars", or not remembering the injury?

5, 0-30 minutes O Yes, more than 30 minutes

involve losing consciousness (knocked out)?

O Yes, 0-30 minutes O Yes, more than 30 minutes

e you ever hospitalized or did this injury disrupt your personal and/or work activities
or more than 1 day?

ONo O Yes

1460242739 |}
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101. Within the last 3 years, were you injured while NOT deployed from any of the following? If you
experienced more than 1 injury while not deployed, please provide responses for the most severe i
a. Physical training or sports injury
ONo O Yes
al. Did this injury involve being dazed, confused, "seeing stars", or not remembering
O No O Yes, 0-30 minutes O Yes, more than 30 minutes

a2. Did this injury involve losing consciousness (knocked out)?
O No O Yes, 0-30 minutes O Yes, more than 30 minute

a3. Were you ever hospitalized or did this injury disrupt your p
for more than 1 day?

ONo O Yes
b. Blast/ Explosion
ONo O Yes

b1. Did this injury involve being dazed, co
O No O Yes, 0-30 minutes O Ye

b2. Did this injury involve losing consciousnes
ONo O Yes, 0-30 minutes O Yes,

b3. Were you ever hospitalized or did this injury d

for more than 1 dz
O No

c. Bullet/Shrap

", or not remembering the injury?

30 minutes

0sing consciousness (knocked out)?

ninutes O Yes, more than 30 minutes

or did this injury disrupt your personal and/or work activities

Motor vehicle &
ONo OYes

d1. Did this inj

olve being dazed, confused, "seeing stars", or not remembering the injury?

5, 0-30 minutes O Yes, more than 30 minutes

ry involve losing consciousness (knocked out)?

O Yes, 0-30 minutes O Yes, more than 30 minutes

.Were you ever hospitalized or did this injury disrupt your personal and/or work activities
for more than 1 day?

ONo OYes
8441242735 [}
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102.  Within the last 3 years, have you been in a motor vehicle accident / crash while NOT

If No, skip to question 103

a. How many motor vehicle accident / crash events in the last 3 years?
O1 02 O 3 or more events

b. List the dates of the 3 most recent motor vehicle accident(s) / crash(s), and i hich one of these was the

most severe event.

Month / Year

/ — O Most Severe event
/ — O Most Severe event
/ — O Most Severe even

c. For the most SEVERE motor vehicle accident

cl. What type of vehicle were you in?

O Motorcycle O Personal car/truck O Go nent vehicle

c2. How many vehicles were involved?

O Your vehicle only

d to the DRIVER) we olved in the motor vehicle accident / crash?

O Yes
....... O Yes
O Yes
O Yes
O Yes

d. What is the total

Days

e. What treatment did

eek for your injuries from this motor vehicle accident / crash?

O No treatment sg O Clinic or office visit only O Hospitalized: Number of days: ...... Days
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The statements below are about your relationships with other military personnel.

103.

If you had deployed in the last 3 years, please indicate how much you agree or disagree for €

agree or disagree for each item based on your most recent assignment.

Strongly Somewhat or Somewhat Stro
disagree  disagree agree agree

a. |felt a sense of camaraderie between myself and
Others in MY UNIt. .......ooooiiiiieeeieieee e e e @)

@) @)
©) ©)
@) @)

b. 1was impressed by the quality of leadership in my unit. O

c. |was supported by the military. ..........cccooceeviieiiniieens O

104.

If additional related research studies connected to this study become aval to contact you to let you

know about these opportunities?
ONo OYes
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Please answer question 104 ONLY if you are ENLISTED (Active Duty, Reserve, or National Gi
All others please skip to question ?? on page ??

104. Review the list of military occupational categories below. Select the two categories that bes
job and fill in the two-digit codes for your primary job code and your secondary job code.

PRIMARY JOB CODE SECONDARY JOB CODE

ENLISTED MILITARY OCCUPATIONAL

INFANTRY, GUN CREWS & SEAMANSHIP SPECIALISTS RATION
INFANENY .. 01 D, R 50
Armor or AMPhIDIOUS. .....ccoiuiiiiiiiiee it 02 ini i eeeeesarene s et e s nareneanrarenenes 51

Combat ENGINEEIING. .....cuvuiieiiiiieiiiieee et sieee e 03 ettt rerte e e e e e sanaa e s naaneas 52

Artillery/Gunnery, Rockets or MiSSiles...........cccccoiiiiereiiiiieennnns Data Processing.....: PSP PRSP 53
[ =Y Accounting, Finance [T T 54
SEAMANSIIP. .. eeiie ittt Other Functional Suppo et s 55
INStallation SECUIILY.......covveiiiiiiie i Religious, Morale or Welfar€ oo e, 56

oN OF EAUCAtioN.........oc B e 57

ELECTRONIC EQUIPMENT REPAIRERS
RAIO/RAAN..........coeiiieieeeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e e e eaeaaaees T REPAIRERS

Fire Control Electric Systems, Non-Missile..............ccccceevvneee. i Aircraft Related............cceoevvveiiiiiii e 60
Missile Guidance, Control or Check-0Ut.............ccceeeeerviiievnnnnn.. 12 (AL TN 61
SONAr EQUIPMENT......veiiiiiiiieeiiiiee st ee sttt e e e e e ainee e e 13 i [[o7= V0] ST PP PP ORI 62
Nuclear Weapons EQUIPMENt..........cueeieriiimm e isSile Mechanical or Electrical...........ccccoovviiviiiiiiieiiiiienene 63
ADP Computers e 1D T AFMAIMNENT OF MUNITIONS. ... 64

Teletype or Cryptographic Equipmefit. i e pboard PropulSion...........ccccoviieieiiiiee e 65
Other Electronic Equipment...... & .. 19 1 POwer Generating EQUIPMENT........oocvvviiiiieeeiiieee e 66
i 10 141=1 | SO PPR 67
COMMUNICATIONS & IN echanical or Electrical Equipment............ccccccovuuee.. 69
Radio or Radio Code... i e
Sonar........ccceeeeeeennn. A— A ........
Radar or Air Traffic Control. ................. 7 (1o PRSPPI 70
Signal Intel/Electronic Warare,.................. DRSTIUCTION. ...ttt e e 71
101G [T =Ta oT=TRURR. S 1= PP PP PPP PP 72
Combat Operations Control. .l e LithOgraphy........ccooiiiieeiiiiie e 74
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Industrial Gas or Fuel Production.........c.ccccceevvvvvvvvvvvvvevennnnn. 15
Fabric, Leather or RUDDEN...........cooovvviiiiiiiiiiiee e 76
Other CraftWOrKer...........cocveeeiiiiieiiiiiie e 79
.................................................. SEEVIEE & SURELY SANEL RS
.. FOOO SEIVICE.....eiiiiiiiiiiiiei e 80
........... 3 4 . MOLOr TFrANSPONt.......ouvveieeeieeeiaiiiiiieeee e e e st e eeeeesssineneeeeees O
.................. Material Receipt, Storage or ISSu€...........cccceeeviiveeeiiiieennnnn. 82
Law ENfOrcement.........coovuviiiiiiiie i 83
Personnel SErviCe...........cueiiiiiiiiiiiieie e 84
AUXIlIArY LADOF.......eeiiiiiieiiiiie et 85
.................................................................... e
""""""""""" Other SEIVICES.......ccuecueeiieieiieciceieeeestese s eie s sne e e O T
.......................................... OTHER
""""""""""""""""""""""""""""""" Patients or PriSONErS........ccocvvevieeiiiieeiieiiieeseessieeesieeesineenns 90
"""""""""""""""""""""""""" Officer Candidate or Student.............c.cccceveveeeieerieriesennen. 91
Undesignated OCCUPALIONS.........covuveeeiiiieeeeiiiieeeniieee e 92
Not Occupationally Qualified............ccceeeriieeeiiiieniiiiieenee. 95
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Guard). All others please skip to question ??on page ??

105. Review the list of military occupational categories below. Select the two categories that best i

job and fill in the two-digit codes for your primary job code and your secondary job code.

PRIMARY JOB CODE SECONDARY JOB CODE

Please answer question 105 ONLY if you are an OFFICER or WARRANT OFFICER (Active Duty, Reser National

OFFICER or WARRANT OFFICER MILITARY OCC

TACTICAL OPERATIONS OFFICERS GENERAL

Fixed-Wing Fighter or Bomber Pilot..............ccccoeviiieennnnen. 2A General or Flag. i e 1A
HeliCoPter PilOt.........c.uvviiiiiie e 2C EXECULIVE. ....oeie e i e 1B
AIFCTaft CreW......eeeeiieei e e e 2D
Ground or Naval ArMS......c.cooiiiiiiieiieae e
MBS ES oaonosamasasassasasasasasasememmmsaoasasassesasmssooosososcaenon . BV N N 6A
Operations Staff..........c.cocoveiviiiiiiiii G R, 6C
(VU I SRR, N 0 0 WD, U 6E
INTELLIGENCE OFFICERS SLOHMANAN Mo e gﬁ
Intelligence, General..............coooiiiiiiiiiiiiiiee e 3AT  \Health Service ACMIISHANOME .. ... .cccooeeeeeeraaaaaaaaea e 6l
Communications Intelligence............cocoeeeiiiieeiiiiee e, 3B
Counter-intelligenCe. ..o 3C
ENGINEERING & MAINTENANCE OF y GENBIAL ..o ;g
Construction or Utilities . v A WIBRPOWET OF PEISONNEL...cciii it 7C
Electrical or Electronic........4& ... N Oller OF FiSCal......ccoiiiiiiiiiiieii e 7D
Communications or Rada 4 10T 7E
Aviation Maintenance ¢ TR ICTORIAIRN. .........o oo e e e e et e e e e eeeeeeeeeeeeeeenennnnne 7F
Ordnance.............. s . - et eeeeeeaaaeeeeeeeetannn e eeeeteenann e eeeeeennnn e eeaennnnnnan 7G
Missile Maintenap€e................. A ......... Lo 7H
........................................................................ 7L
..................................................................................... 7N
......................................................................................... 8A
.............................................................................................. 8B
.......................................................................................... 8C
...................................................... 8D
............................................................................ 8E
Physical Scientist...... i e . DA EXChange or COMMISSANY....vveeeeiieieeieeee e 8F
Meteorologist........ ceeeeeens ; ONET .. 8G
Biological Scientist B .
Social Scientist..... e e OTHER
Psychologist................ - e L 111 ) PP 9A
S 0o [T o | PP 9B
Othel . 9E
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Please answer question 106 ONLY if you have a CIVILIAN job.
All others please skip to question ??on page ??

106. Review the list of civilian occupational categories on this page and the next page. Select the
that best match your civilian job and fill in the three-digit codes for your primary and your sg

PRIMARY JOB CODE SECONDARY JOB CODE

CIVILIAN OCCUPATIONAL CA
More categories listed on p
ARCHITECTURE & ENGINEERING EDUCATI
Architect, Surveyor or Cartographer ...........cccccccevevineen.n. 171 Postsecondary TEACHEE. 4l e 251
=00 =T SRR 172 Primary, Secondal
Drafter, Engineering or Mapping Technician................... 173 School Teacher........ e e aaa s ... 252
ARTS, DESIGN, MEDIA, ENTERTAINMENT & SPORTS & . Librarian, Curator or ArchiviStiin. ...
ATt OF DESIGN....vveeeeieeeeeeeeee e eres s en e 2700 e S T R
Entertainer, Performer, Sports or Related Worker..........
Media Communication WOrker.............ccceeiiueeeeaniueeeennnns
Media Communication Equipment Worker..................... i ing or Forestry Worker..........
............................... 452
BUILDING & GROUNDS CLEANING & MAINTENANCE ishi i KBttt 453
eSt, Conservation or Logging Worker..............ceeee.n. 454
Supervisor, Building & Grounds, Cleani 459
Maintenance WOrKer........cocoveevvudini, ... 371 T T T
Building Cleaning or Pest Contral..... 00
Ground Maintenance........... s
....................... 351:
BUSINESS & FINANCIAL OPERATIONS  / Cpokor Food Preparation Worker............cccocoveveiiinneenne 352
. ) A Food and Beverage WOrker........ocueiiieeiieeiieeiieesiee s 353
Business OperatiopS SPecialist..................... 0. . 131 o1& Food Preparation or Serving Related Worker...... 359
Financial Specialistii i oo
COMMUNITY & SOCIAL
. PRYSICIAN. ..t 295
Counsglor,So'mI Worker o Nursing, Psychiatric or Home Health Aid....................... 311
r Sodls Specialist Occupational or Physical Therapist Assistant or Aid......312
T TAQUIREIREER, Other Health Care Occupation...........cccceevvieeeiiieeeennnne 319
INSTALLATION, REPAIR & MAINTENANCE
Computer_SpeciaIis_t s Supervisor of Installation, Maintenance
Mathematical Specialist.... : P OF REPAIN WOTKET........oovivieeeiieeeieeeeeee s en e eesen e 491
Mathematical Technician.....ooiiii et Electrical or Electric Equipment Mechanic,
Installer or REPAIrEr.........c.cuviiieieeeiiiiiiiee e 492
CONSTRUCTION & EXTRAC Vehicle or Mobile Equipment Mechanic,
_______________ 471 Installer or Repairer...........coccveviiveeeiiiieensiiieesiieeennnne.. 493
_______________________ 472 Other Installation, Maintenance or Repair......................499
................................ 473
............................ 474
............................................ 475

More categories listed on page 21...
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Question 86 continued, Civilian occupational categories...

LEGAL

LIFE, PHYSICAL & SOCIAL SCIENCES

MANAGEMENT

Advertising, Marketing, Promotions, PR or

OFFICE & ADMINISTRATIVE SUPPORT

Information or Record Clerk....
Material Recording, Scheduling,
or Distributing Worker............ 4000
Secretary or Administrative ant.. »
Other Office or Administrative Support................

PERSONAL CAR

Supervisor, Personal Caréor Service........
Animal Care or ServiCe........ ..o

Funeral Worker..................

Lawyer, Judge or Related Worker............cccceeernnee..
Legal SUpPOrt WOrker..........coocuveeiiieeeeiiiiieeesiiieeennes

Life SCIeNtiSt........coovvieiiieeiieeeeeeeeeeeeeeeeeeeeeeeeeee s
Physical SCIENtISt........c.uviiiiiiiiiiiiie e
Social Scientist or Related Worker..........ccccccceeveveen.
Life, Physical or Social Sciences Technician............

TOP EXECULIVE.....eeiiiiiiiiiiiiee et

Sales MANAGET........cocieeeiiiiiee e
Operations Specialties Manager............ccccceevvveeenns
Other Management Occupation.............cceeeerveeeenns

Supervisor, Office or Administrative Support............
Communications Equipment Operator.....................
Financial Clerk.........cccoviiiiiiiiieiiieiiccee e

Entertainment Attendantor Related Worker............

CIVILIAN OCCUPATIONAL CATEGORIES

PRODUCTION

Supervisor, Producti
Assembler, Fabri

Firefighting or Preve
Law Enforcement Wor e
her Protective Service
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We would like to verify your contact information.
Although we obtain address information from DoD sources, we would like to ensure we have the best inf
to reach you.

107. What is your current mailing address?

Address Line 1:

City or (FPO/APO):

State/Province/Region Zip/Postal
(orAA/AE/AP): Code:

108. Please provide your phone number: (Seperate multiple phone nu

110. Please provide your email address: (Seperate multiple email addresses wit

112.  What year were you born? ........ccccevvvveennnn.

113.  What are the last four digits of your Social Security Number? ...

114.  Whatis today's date? .l e e e

115. Do you have any ed in this questionnaire that you would like to share?
(Continue on a s

Uses" that appears at the beginn
Anonymity: All responses will be |
summarized with the responses of o
such that medical researchers cannot
Voluntary Disclosure: Completion of
epresentation of your views in the fin
outcomes.
C BURDEN STATEMENT: P
nt should be sent to the
d a person is not reg

nfidence by the Deployment Health Research Department. Information you provide will be considered only when statistically
our personal identifiers (name, etc.) will only be used to link data sets and then the identifiers will be stripped from study data
you individually.

estionnaire is voluntary. Failure to respond to any of the questions will NOT result in any penalties except possible lack of

s

porting burden for this collection of information is estimated at 30 minutes. Comments on the burden or content of the
Cohort Study team, PO Box 85777, San Diego, CA 92186-5777. Under 5 CFR 1320.5(b), an Agency may not conduct or
espond to, a collection of information unless the collection displays a valid control number.

Thank you for completing this important questionnaire!

2956242730 |}

page 27







			Q1_NE_2014_insert_front_v3


			Follow-Up 3













MILLENNIUM COHORT FAMILY STUDY CONSENT FORM

What is the study about?

Millcnni;nn Cohort

Family Study
You are being asked to be a volunteer in a longitudinal research study called "The Millennium Cohort
Family Study" conducted by the US Department of Defense (DoD). The purpose of this study is to assess
the interrelated health effects of military service on service members, spouses and their children. You
were selected to be a part of this study because you have been named as a spouse by your sponsor,
who is a participant of the Millennium Cohort Study. For more information on the Millennium Cohort
Study, please visit www.MillenniumCohort.org. Participation is completely voluntary, however, it is very
important that you participate in order to evaluate the availability of resources and the level of support that
is needed in the lives of military service members and their families. Your continued participation is still
encouraged even if this person is no longer your sponsor, your sponsor is no longer in the service, or if
you are separated or no longer co-residing.

What will participation involve?

You are being asked to do the following: Complete the survey. You can complete the survey either online
or by paper. You are also being asked to complete 7 follow-up surveys over 21 years, with one survey to
complete every 3 years. The survey will take about 45 minutes to complete each time you complete it.
The surveys contain questions on a broad range of health, medical, and behavioral issues concerning
yourself, your spouse, and your children (if you have any). Some of the questions are of a sensitive
nature. We will connect your survey data to other medical and personnel data maintained by the
Department of Defense, including, if applicable, your children’s medical data. If you are a military member
and you separate from service and utilize the Department of Veterans Affairs for your medical services,
we also link to those medical and personnel data.

You will be contacted semi-annually to verify your contact information. You are one of approximately
10,000 volunteers being asked to participate in this very important study. Additionally, you may be asked
to participate in other sub-studies.

Nominal incentives will be offered for your participation. Upon completion of the survey, you will have a
choice of a $10 gift card. Gift cards will be mailed to you within 6 weeks of survey completion.

What risks are involved in the study?

The main risks to you are those associated with the inappropriate disclosure of data that we collect from
or about you. While inappropriate disclosure has the potential to impact your reputation, insurability, or
employability, it is important for you to understand that this research group has collected similar
information from numerous studies over many years without any cases of inappropriate disclosure. There
is also the risk of possible discomfort from answering some sensitive questions, but you may skip any
question(s) that make you uncomfortable. If you feel that you might need medical care or counseling, you
should make contact with the appropriate health care personnel.

How will your data be protected against any risks?

All information collected through the Internet survey is done by using Secure Sockets Layer (SSL) data
transmission lines. SSL encrypts, or scrambles, all survey data sent over the Internet. Information will only
be understandable when it reaches the investigator database.

All paper surveys will be kept in locked files. When your data are entered into computer files for analysis,
your answers will be identified only by a special study identification number known to you and research
team members. Your social security number and any other personal identification information will be
removed from your survey and data file. Even if someone outside the research team broke into the data
files, it would be impossible for them to identify your data. To minimize the risk of anyone breaking into
the data files, those files will be maintained on DoD computers protected by all the measures required by
DoD computer security regulations. All members of the research team with access to data files will be
trained in DoD computer security procedures specifically designed to protect sensitive data. Reports of







the study findings will contain only group data, so that no individual study participant can be identified.
Similar procedures have been used to protect data in previous studies conducted within this research
center.

According to the DoD Policy "Interim Regulations to Improve Privacy Protections for DoD Medical
Records" dated October 31, 2000, the information you provide is for research purposes only and may not
be disclosed except for specifically authorized purposes or with the consent of the individual about whom
the information pertains. Uses and disclosures of this information shall comply with provisions of the
Privacy Act and implementing regulations.

Individuals from official government agencies may inspect research records to ensure the rights and
safety of all research participants are protected. All data will be maintained until all research questions
have been addressed.

What are the benefits of participating in the study?

While your participation in this study will not directly benefit you, your participation is a critical step in
developing programs and interventions to increase the well-being of service members and their families.

Will you be provided medical care based on your responses?

No. This is a population-based study and data collected will not be used to make decisions about
treatment that any individual should receive. If you feel that you might need medical care or counseling
you should make contact with the appropriate health care personnel.

Do you have to participate?

No, you do not. Your participation must be completely voluntary. If you decide to participate, you can stop
at any time you wish or skip any question you choose. If you choose not to participate or to discontinue
your participation, you will not lose any benefit to which you are otherwise entitled. You may change your
mind and revoke your permission to further collect or use your health information at any time. If you
revoke your permission, no new health information about you will be gathered after that date. However,
unless specified otherwise, information that has already been gathered may still be used for analyses.
Collected data will be maintained until all research questions are answered. To end participation, contact
the principal investigators at FamilyCohortiInfo@med.navy.mil or (800) 571-9248.

Your participation may also be ended by the investigators. While this is not anticipated, available funding
or other logistical considerations could conceivably result in the early termination of the study.

Who can provide additional infermation if you need it?

Questions about the research (science) aspects of this study should be directed to the principal
investigators of the Millennium Cohort Family Study at FamilyCohortinfo@med.navy.mil or (800) 571-
9248. You may also refer to the web site at www.familycohort.org for more information. Questions about
the ethical aspects of this study, your rights as a volunteer, or any problem related to the protection of
research volunteers should be directed to Christopher G. Blood, JD, MA, Chairperson, Institutional
Review Board, Naval Health Research Center, at NHRC-IRB@med.navy.mil or (619) 553-8386.

Where can you find your records if you wish to review them?

The principal investigators will be responsible for storing the consent form and other research records
related to this study. The records will be stored at the Deployment Health Research Department, Naval
Health Research Center, 140 Sylvester Road, San Diego, CA 92106-3521. You can review your
electronically submitted survey until the study ends by contacting the principal investigator at
FamilyCohortiInfo@med.navy.mil or (800) 571-9248.

Printed Name Signature Today’s Date







FAMILY STUDY BASELINE SURVEY

TODAYS DATE
/ /

MM DD YY

YOUR HEALTH

We would like to ask you some questions about your physical health, how you feel, and
how well you are able to do your usual activities. These items allow us to assess
changes in your general health over time and if these changes may be related to other
information you provide.

What is YOUR gender?
e Male
e Female

IF MALE, SKIP FOR WOMEN ONLY SECTION

How tall are you?

Dfeet inches

What is your current weight?
(If you’re currently pregnant, please indicate your weight before pregnancy.)

Pounds

How much did you weigh a year ago?
(If you were pregnant a year ago, please indicate your weight before pregnancy.)

Pounds

In general, would you say your health is:
o Excellent

Very good

Good

Fair

Poor

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?
a) Vigorous activities, such as running, lifting heavy objects, or participating in strenuous
sports?
b) Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or
playing golf?
c) Lifting or carrying groceries?
d) Climbing several flights of stairs?







Climbing one flight of stairs?
Bending, kneeling, or stooping?
Walking more than a mile?
Walking several blocks?
Walking one block?

Bathing or dressing yourself?

Response Options:

No, not limited at all
Yes, limited a little
Yes, limited a lot

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of your physical health?

a)
b)
c)
d)

Cut down the amount of time you spent on work or other activities

Accomplished less than you would like

Were limited in the kind of work or other activities

Had difficulty performing the work or other activities (for example, it took extra effort)

Response Options:

No, None of the time
Yes, A little of the time
Yes, Some of the time
Yes, Most of the time
Yes, All of the time

During the past 4 weeks, how much bodily pain have you had?

None

Very mild
Mild
Moderate
Severe
Very severe

During the past 4 weeks, how much did pain interfere with your normal work (including both
work outside the home and housework)?

Not at all
A little bit
Moderately
Quite a bit
Extremely

During the past 4 weeks, how much have you been bothered by any of the following problems?

Stomach pain

Back pain

Pain in your arms, legs, or joints (knees, hips, etc)
Pain or problems during sexual intercourse
Headaches

Chest pain







g) Dizziness

h) Fainting spells

i) Feeling your heart pound or race

j) Shortness of breath

k) Constipation, loose bowels, or diarrhea

I) Nausea, gas, or indigestion

m) Feeling tired or having low energy

n) Trouble sleeping

o) Women only: menstrual cramps or other problems with your periods

Response Option:
¢ Not bothered
e Bothered a little
¢ Bothered a lot

Has your doctor or other health professional ever told you that you have any of the following
conditions?

a) Hypertension (high blood pressure)
b) High cholesterol requiring medication
c) Coronary heart disease

d) Heart attack

e) Angina (chest pain)

f) Any other heart condition (please specify)
g) Asthma

h) Diabetes or sugar diabetes

i) Fibromyalgia

j) Rheumatoid arthritis

k) Lupus

) Stomach, duodenal, or peptic ulcer
m) Acid reflux / gastroesophageal reflux disease requiring medication
n) Migraine headaches

o) Stroke

p) Sleep apnea

q) Thyroid condition other than cancer
r) Cancer (please specify)

s) Chronic fatigue syndrome

t) Depression

u) Posttraumatic stress disorder

v) Infertility

w) Anxiety

X) Memory loss or memory impairment
y) Eating disorder

z) Irritable bowel syndrome

aa) Other (please specify)

Response Options:
e No
e Yes
o Ifyes, in what year were you first diagnosed?
o Mark here if you were ever hospitalized for the condition
» (Hospitalized means that you were admitted to the hospital for treatment.
Please do not check if you went to the ER, but were not admitted to the
hospital.)







In the past 3 years, where have you gone for medical care? Mark all that apply.
e Military Treatment Facility (MTF)

VA facility

Civilian Provider - TRICARE

Civilian Provider - private insurance, Medicaid, or Medicare

Public health centers (free or reduced cost care)

I do not use healthcare facilities/providers

Over the past 3 years, approximately how much time were you hospitalized because of illness
or injury (exclude hospitalization for pregnancy and childbirth)?

Days

Please choose the answer that best describes how true or false each of the following
statements is for you.

a) | seem to get sick a little easier than other people
b) I am as healthy as anybody | know

c) | expect my health to get worse

d) My health is excellent

Response Options:
o Definitely true
e Mostly true
e Not sure
e Mostly false
o Definitely false

Compared to 3 years ago, how would you rate your physical health in general now?
e Much better

Somewhat better

About the same

Somewhat worse

Much worse

We would like to end this section by asking about your (or your spouse's) pregnancy and
fertility history.

Have you and a partner ever tried to get pregnant?
e No
e Yes
e Not applicable

If YES, have you and a partner ever been unsuccessful getting pregnant for a year or more
(not including time spent apart, such as deployment)?

e No

e Yes
If you and a partner ever got pregnant, did you have a miscarriage?

e Does not apply (no pregnancy)







No miscarriage

Yes, 1 miscarriage

Yes, 2 miscarriages

Yes, 3 or more miscarriages

FOR WOMEN ONLY:

Are you currently pregnant?
e No
e Yes

Have you given birth within the last 3 years?
e No
e Yes

Have you ever been diagnosed with gestational diabetes by a glucose tolerance test during
pregnancy?

e No

e Yes

WELL-BEING

Now, we would like to ask you about your mental well-being. These questions are about
how you feel and how things have been going over the last 4 weeks. Some of these
guestions will seem slightly repetitive, but we assure you that they are actually different
and each has a specific purpose.

In the last 4 weeks, have you had an anxiety attack - suddenly feeling fear or panic?
e No
e Yes

If YES,
a) Has this ever happened to you before?
b) Do some of these attacks come suddenly out of the blue - that is, in situations where
you don't expect to be nervous or uncomfortable?
c) Do these attacks bother you a lot, or are you worried about having another attack?

Response Options:
e No
e Yes

Think about your last bad anxiety attack.
a) Were you short of breath?
b) Did your heart race, pound, or skip?
c) Did you have chest pain or pressure?
d) Did you sweat?
e) Did you feel as if you were choking?
f) Did you have hot flashes or chills?
g) Did you have nausea or an upset stomach, or the feeling that you were going to have
diarrhea?
h) Did you feel dizzy, unsteady, or faint?
i) Did you have tingling or numbness in parts of your body?
j) Did you tremble or shake?
k) Were you afraid you were dying?







Response Options:
e No
e Yes

Over the last 4 weeks, how often have you been bothered by any of the following problems?
a) Feeling nervous, anxious, on edge, or worrying a lot about different things
b) Feeling restless so that it is hard to sit still
c) Getting tired very easily
d) Muscle tension, aches, or soreness
e) Trouble falling asleep or staying asleep
f) Trouble concentrating on things, such as reading a book or watching TV
g) Becoming easily annoyed or irritable

Response Options:
e Not at all
o Several days
¢ More than half the days

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of any emotional problems (such as
feeling depressed or anxious)?

a) Cut down the amount of time you spent on work or other activities

b) Accomplished less than you would like

c) Didn't do work or other activities as carefully as usual

Response Options:

¢ No, none of the time
Yes, a little of the time
Yes, some of the time
Yes, most of the time
Yes, all of the time

These questions are about how you feel and how things have been with you during the past 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 past 4 weeks...

a) Did you feel full of pep?

b) Have you been a very nervous person?

c) Have you felt so down in the dumps that nothing could cheer you up?

d) Have you felt calm and peaceful?

e) Did you have a lot of energy?

f) Have you felt downhearted and blue?

g) Did you feel worn out?

h) Have you been a happy person?

i) Did you feel tired?

Response Options:

¢ None of the time
A little of the time
Some of the time
A good bit of the time
Most of the time
All of the time







How often in the past month did you....

a)
b)
c)
d)
e)
f)

Get angry at someone and yell or shout at them

Get angry with someone and kick/smash something, slam the door, punch the wall, etc
Get into a fight with someone and hit the person

Threaten someone with physical violence

Cry persistently or uncontrollably

Sulk or refuse to talk about an issue

Response Options:

Never

One time

Two times

Three or four times
Five or more times

In the last month, how often have you felt that you were unable to control the important
things in your life?

In the last month, how often have you felt confident about your ability to handle personal
problems?

In the last month, how often have you felt that things were going your way?

In the last month, how often have you felt difficulties were piling up so high that you
could not overcome them?

Response Options:

Never
Almost never
Sometimes
Fairly often
Very often

During the past 4 weeks, TO WHAT EXTENT has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or groups?

Not at all
Slightly
Moderately
Quite a bit
Extremely

During the past 4 weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting with friends, relatives, etc.)?

None of the time
A little of the time
Some of the time
Most of the time
All of the time

Below is alist of problems and complaints that people sometimes have in response to
stressful life experiences. Some of these may not apply to you, however, please read
each one carefully and mark the answer that best reflects how much you have been
bothered by each problem in the last month.







In the past month have you experienced...?

a)
b)
c)
d)

e)
f)
g)
h)
i)

Repeated, disturbing memories of stressful experiences from the past

Repeated, disturbing dreams of stressful experiences from the past

Suddenly acting or feeling as if stressful experiences were happening again

Feeling very upset when something happened that reminds you of stressful experiences
from the past

Trouble remembering important parts of stressful experiences from the past

Loss of interest in activities that you used to enjoy

Feeling distant or cut off from other people

Feeling emotionally numb, or being unable to have loving feelings for those close to you
Feeling as if your future will somehow be cut short

Trouble falling asleep or staying asleep

Feeling irritable or having angry outbursts

Difficulty concentrating

Feeling "super-alert" or watchful or on guard

Feeling jumpy or easily startled

Physical reactions when something reminds you of stressful experiences from the past
Efforts to avoid thinking about your stressful experiences from the past or avoid having
feelings about them

Efforts to avoid activities or situations because they remind you of stressful experiences
from the past

Response Options:

Not at all
A little bit
Moderately
Quite a bit
Extremely

Now we would like to ask you how you've been feeling in the last 2 weeks.

Over the last 2 weeks, how often have you been bothered by any of the following problems?

a)
b)
c)
d)
e)

f)

g)
h)

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

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

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

Response Options:

Not at all

Several days

More than half the days
Nearly every day

Over the last 2 weeks, how often have you been bothered by the following problems?

a)
b)
c)

Feeling nervous, anxious or on edge
Not being able to stop or control worrying
Worrying too much about different things
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d) Trouble relaxing

e) Being so restless that it is hard to sit still

f) Becoming easily annoyed or irritable

g) Feeling afraid as if something awful might happen

Response Options:
e Not at all
o Several days
¢ More than half the days
o Nearly every day

Rate each item from 0 (not at all) to 8 (exactly so) to indicate the degree to which each
statement describes your feelings or behavior:

a) | often find myself getting angry at people or situations

b) When | get angry, | get really mad

c) When | get angry | stay angry

d) When | get angry at someone, | want to clobber the person

e) My anger prevents me from getting along with people as well as I'd like to

Response Options:
e 0 (not at all) to 8 (exactly)

Are you currently taking any medicine for anxiety, depression, or stress?
e No
e Yes

In the last 12 months, did you use prescription-strength pain relievers (e.g. codeine, OxyContin,

Percocet)?
e Never
e Once a month
e Few days per month
e Few days per week
e Daily

The next several questions focus on your eating behavior.

Do you often feel that you can't control what or how much you eat?
e No
e Yes

Do you often eat, within any 2 hour period, what most people would regard as an unusually
large amount of food?

e No

e Yes

If you marked YES to either of the above, has this been as often, on average, as twice a week
for the LAST 3 MONTHS?

e No

e Yes

In the last 3 months, have you done any of the following in order to avoid gaining weight?
a) Made yourself vomit?
b) Took more than twice the recommended dose of laxatives?
c) Fasted - not eaten anything at all for at least 24 hours?
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d)
e)

Exercised for more than an hour specifically to avoid gaining weight after binge eating?
If you marked YES to any of these ways of avoiding gaining weight, were any as often,
on average, as twice a week?

Response Options:

No
Yes

Compared to one year ago, how would you rate your emotional health or well-being (such
as feeling anxious, depressed, or irritable) now?

Much better
Somewhat better
About the same
Somewhat worse
Much worse

SUPPORT AND RESILIENCE

We are interested in how you feel about the following statements. Read each statement
carefully. Indicate how you feel about each statement.

a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)
1)

There is a special person who is around when | am in need
There is a special person with whom | can share my joys and sorrows
My family really tries to help me

| get the emotional help and support | need from my family

| have a special person who is a real source of comfort to me
My friends really try to help me

| can count on my friends when things go wrong

| can talk about my problems with my family

I have friends with whom | can share my joys and sorrows
There is a special person in my life who cares about my feelings
My family is willing to help me make decisions

| can talk about my problems with my friends

Response Options:

Very strongly disagree
Strongly disagree
Mildly disagree
Neutral

Mildly agree

Strongly agree

Very strongly agree

Indicate the degree to which the following statements are true in your life...

a)
b)

| prioritize what is important in life

| have an appreciation for the value of my own life
| am able to do good things with my life

| have an understanding of spiritual matters

| have a sense of closeness with others

| have established a path for my life

I know that | can handle difficulties

I have religious faith

I’'m stronger than | thought | was

| have learned a great deal about how wonderful people are
| have compassion for others
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Response Options:

e Notatall
To a very small degree
To a small degree
To a moderate degree
To a great degree
To a very great degree

Please indicate your level of agreement with these statements:
a) | have little control over the things that happen to me
b) There is really no way | can solve some of the problems | have
c) There is little | can do to change many of the important things in my life
d) | often feel helpless in dealing with the problems of life
e) Sometimes | feel that | am being pushed around in life
f) What happens to me in the future mostly depends on me
g) | can do just about anything | really set my mind to do

Response Options:

e Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree
Strongly Agree

Have you ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
c) Military chaplain
d) Mental health professional at a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource
h) Family support centers

Response options:

e Never

e Once

e Twice

e Three or more times

[If Once, Twice, or Three or more times to any of the previous questions, then ask]

Did you receive mental health services/counseling in the past 12 months?
e No
e Yes

In the last 4 weeks, how much have your family or friends supported you?
e Not at all

A little bit

Moderately

Quite a bit

Extremely
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LIFE EXPERIENCES

The following section concerns life experiences that have the potential to act as
protective or risk factors. We are aware that many of these questions are quite personal,
but we would appreciate your candid response. We'd like to remind you that all your
answers are strictly confidential.

Have you ever had any of the following life events happen to you?
a) You changed job, assignment, or career path involuntarily (for example, you lost a job, or
you had to take a job you did not like)
b) You or your partner had an unplanned pregnancy
c) You were divorced or separated
d) Suffered major financial problems (such as bankruptcy)
e) Suffered forced sexual relations or sexual assault
f) Experienced sexual harassment
g) Suffered a violent assault
h) Had a family member or loved one who became severely ill
i) Had a family member or loved one who died
j) Suffered a disabling illness or injury

Response Options:
e No
e Yes
If YES, did this event occur in the LAST 12 MONTHS?

In the last year, have you been hit, slapped, kicked, or otherwise physically hurt by someone;-er

Response Options:

e Never

e Rarely
e Monthly
o  Weekly
e Daily

The next 8 items are about you when you were growing up, before you were 17 years old.
Please choose the ONE answer that comes closest to the way you felt.

a) There was someone to take care of you and protect you

b) You felt loved

Response Options:

o Never true
Rarely true
Sometimes true
Often true
Very often true

c) How often did a parent or adult living in your home swear at you, insult you, or put you
down?

d) How often did a parent or other adult living in your home push, grab, shove, slap, or
throw something at YOU?

e) How often did a parent or other adult living in your home push, grab, shove, slap, or
throw something at EACH OTHER?

f) How often did an adult ever touch you sexually or try to make you touch them sexually?
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Response Options:

e Never

e Once or twice
e Sometimes

e Often

e Very often

g) Did you live with someone who was depressed or mentally ill?
e No
e Yes

h) Did you live with someone who was a problem drinker or alcoholic?
e No
e Yes

How much time did you spend growing up in a military family?
¢ None of my childhood

Very little of my childhood

Some of my childhood

Most of my childhood

All of my childhood

Please indicate your level of agreement with each item.

a) In most ways my life is close to my ideal

b) The conditions of my life are excellent

c) | am satisfied with my life

d) So far | have gotten the important things | want in life

e) If I could live my life over, | would change almost nothing

Response Options:

1 = Strongly Disagree

2 = Disagree

3 = Slightly Disagree

4 = Neither Agree or Disagree
5 = Slightly Agree

6 = Agree

7 = Strongly Agree

YOUR ALCOHOL USE

Now we would like to ask you some questions about drinking and smoking.

Alcoholic beverages include beer, wine, and liquor (such as whiskey, gin, etc.). For the
purpose of this questionnaire: One drink = one 12-ounce beer, one 4-ounce glass of
wine, or one 1.5-ounce shot of liquor

In your entire life, have you had at least 12 drinks of any type of alcoholic beverage (including
beer and wine)?

e No <SKIP YOUR ALCOHOL USE SECTION>

e Yes

In the past year, how often did you typically drink any type of alcoholic beverage?
e Never <SKIP YOUR ALCOHOL USE EXCEPT FOR CAGE ITEMS>
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Rarely
Monthly
Weekly
Daily

a) Inthe past year, on those days that you drank alcoholic beverages, on average, how many
drinks did you have?

drinks

b) In atypical week, how many drinks of each type of alcoholic beverage do you have?

beer(s) wine liquor

c) Last week, how many drinks of alcoholic beverages did you have? (# of drinks)

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
d) Inthe past year, on how many days did you have 5 or more drinks of any alcoholic
beverage?
drinks

e) Inthe past year, how often did you typically get drunk (intoxicated)?
O Never
O Monthly or less
O 2-4 times per month
O >4 times per month

J

FOR MEN ONLY:
In the past year, how often did you typically have 5 or more drinks of alcoholic beverages within
a 2-hour period?
e Never
Monthly or less
2-4 times a month
>4 times per month

FOR WOMEN ONLY:
In the past year, how often did you typically have 4 or more drinks of alcoholic beverages within
a 2-hour period?
e Never
Monthly or less
2-4 times a month
>4 times per month

In the last 12 months, have any of the following happened to you more than once?

a) You drank alcohol even though a doctor suggested that you stop drinking because of a
problem with your health

b) You drank alcohol, were high from alcohol, or hung over while you were working, going
to school, or taking care of children or other responsibilities

c) You missed or were late for work, school, or other activities because you were drinking
or hung over

d) You had a problem getting along with people while you were drinking

e) You drove a car after having several drinks or after drinking too much

Response Options:
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e No
e Yes

Have you ever felt any of the following?
a) Felt you needed to cut back on your drinking
b) Felt annoyed at anyone who suggested you cut back on your drinking
c) Felt you needed an "eye-opener" or early morning drink
d) Felt guilty about your drinking

Response Options:
e No
e Yes

YOUR TOBACCO USE

In the past year, have you used any of the following tobacco products?
a) Cigarettes
b) Cigars
c) Pipes
d) Smokeless tobacco (chew, dip, snuff)

Response Options:
e No
e Yes

In your lifetime, have you smoked at least 100 cigarettes (5 packs)?
e No <SKIP YOUR TOBACCO USE SECTION>
e Yes

At what age did you start smoking?

years old

How many years have or did you smoke an average of at least 3 cigarettes per day (or one
pack per week)?

years

When smoking, how many packs per day did you or do you smoke?
e Less than half a pack per day
e Half to 1 pack per day
e 11to 2 packs per day
e More than 2 packs per day

Have you ever tried to quit smoking?
e Yes, and succeeded
e Yes, but not successfully
e No
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YOUR SLEEP QUALITY

Now, we would like to ask you some questions about how you are sleeping. Even if you
are pregnant or have a newborn that is disturbing your sleep, please answer the
guestions by reflecting on your current sleep pattern.

Over the past month, how many hours of sleep did you get in an average 24-hour period?

hours

Please rate your sleep pattern for the past 2 weeks.
a) Difficulty falling asleep
b) Difficulty staying asleep
c) Problem waking up too early

d) Snoring
Response Options:

e None

e Mild

e Moderate

e Severe

e Very Severe

How satisfied/dissatisfied are you with your current sleep pattern?
e Very satisfied
e Generally satisfied
¢ Somewhat dissatisfied
e Very dissatisfied

To what extent do you consider your sleep pattern to INTERFERE with your daily functioning
(e.g. daytime fatigue, ability to function at work/daily chores, concentration, memory, mood,
etc.)?
¢ Not at all interfering
A little
Somewhat
Much
Very much interfering

How noticeable to others do you think your sleeping pattern is in terms of impairing the quality

of your life?
¢ Not at all noticeable
e Alittle
e Somewhat
e Much
e Very much noticeable

How worried/distressed are you about your current sleep problem?

e Not at all

o Alittle

e Somewhat
e Much

e Very much
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During the past month, how often have you taken medicine (prescribed or "over the counter")
to help you sleep?

¢ Not during past month

e Less than once a week

¢ Once or twice a week

e Three or more times a week

Exercise

Now we’re going to ask you some questions about your exercise habits. We realize that some
participants may be pregnant, injured, or suffering from an illness when they take the survey, so
please think about your exercise habits in a typical week.

In a typical week, do you participate in VIGOROUS exercise or work that causes heavy
sweating or large increases in breathing or heart rate (such as running, active sports, marching;
biking)?

e No

e Yes

¢ Cannot physically do

If YES...
How many days per week do you participate in VIGOROUS exercise?

D Days per week

On those days, how many minutes per day on average do you spend doing
VIGOROUS exercise? (15 minute increments)

Minutes per day on average

In a typical week, do you participate in MODERATE or LIGHT exercise or work that causes light
sweating or slight increases in breathing or heart rate (such as walking, cleaning, slow jogging)?
e No
e Yes
e Cannot physically do

If YES...

How many days per week do you participate in MODERATE or LIGHT exercise?
days per week

On those days, how many minutes per day on average do you spend doing

MODERATE or LIGHT exercise? (15 minute increments)

Minutes per day on average

YOUR MILITARY SERVICE

Have YOU ever served in the US military?
e Yes, Active Duty
¢ Yes, Reserve or National Guard
e Yes, both
e No
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IF YES — What is your current military status?

Active Duty

Reserve or National Guard
Separated

Retired

IF SEPARATED:

What was the reason for your separation from the military?
e Planned separation (end of service term)
o Medical separation
e Disciplinary separation
¢ Unplanned administrative separation (e.g. military downsizing, failure to
promote, failure to meet service standards)

Date of separation:[ |[ ]/ [ ][ J(mmiyy)

Why did you join the military (Active Duty, Reserve, or National Guard)? Mark all that apply.

For education and new job skills
For travel and adventure

For a job to earn money

To leave problems at home
Family member was in the military
20-year career in the military

To serve my country

Healthcare for self

Healthcare for family

Other, please specify

What is your overall feeling about your military service?

Negative

Somewhat negative
Neither negative or positive
Somewhat positive
Positive

Since 2001, have you deployed for MORE THAN 30 DAYS?

IF YES

No
Yes

Since 2001, how often have you experienced the following during deployment?

a)
b)

Feeling that you were in great danger of being killed

Being attacked or ambushed

Receiving small arms fire

Clearing/searching homes or buildings

Having an improvised explosive device (IED) or booby trap explode near you
Being wounded or injured

Seen dead bodies or human remains

Handling or uncovering human remains

Knowing someone seriously injured or killed
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j) Seeing Americans who were seriously injured or killed

k) Having a member of your unit be seriously injured or killed

[) Being directly responsible for the death of enemy combatant
m) Being directly responsible for the death of a non-combatant
n) Being exposed to smoke from burning trash and/or feces

Response Options:
e Never
e 1time
e More than 1 time
o List more recent year of exposure

RELATIONSHIP WITH YOUR SPOUSE

In order to better understand how military life affects families, this next section asks you
guestions about your relationship with your spouse. Once again, we'd like to remind you
that all your answers are strictly confidential.

What is your current marital status with your spouse
¢ Now married

Separated

Divorced

Widowed

Single, never married

Including your current relationship, how many times have YOU been married? For example, if
you have been married one time only, please mark 1 for your response.
e Response Option: # of times married

How many years have you been married to your spouse

years

Taking all things together, how would you describe your marriage?

Response Options:
e 1 (very unhappy) to 7 (very happy)

How happy are you with each of the following aspects of your marriage?
a) The understanding you receive from your spouse
b) The love and affection you get from your spouse
¢) The amount of time you spend with your spouse
d) The demands your spouse places on you
e) Your sexual relationship
f) The way your spouse spends money
g) The work your spouse does around the house
h) Your spouse as a parent (N/A if not a parent)

Response Options:

e 1 (very unhappy) to 7 (very happy)

Please select the picture that best illustrates your current relationship with your spouse.
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QEIQSINE

In the last year, have you or your spouse seriously suggested the idea of divorce or permanent
separation?

Yes
No

Have you and your spouse ever received marital counseling?

Never
Once
Twice
Three or more times

Please rate the following statements regarding YOUR SPOUSE'S current job:

a)
b)

The demands of my spouse's work interfere with our home and family life

The amount of time my spouse's job takes up makes it difficult for HIM/HER to fulfill
family responsibilities

My spouse's job produces stress/strain that makes it difficult for HIM/HER to fulfill family
responsibilities

My spouse's job produces stress/strain that makes it difficult for ME to fulfill family
responsibilities

Frequent TDY/TAD (temporary duty or training) interfere with our home and family life

Response Options:

Strongly disagree
Disagree

Neither agree nor disagree
Agree

Strongly agree
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YOUR SPOUSE’S DEPLOYMENT

Now, we would like to ask you some questions regarding the deployment experience.

Since 2001, has your spouse been deployed for MORE THAN 30 DAYS?
e No
o IF NO, SKIP YOUR SPOUSE’S DEPLOYMENT AND DEPLOYMENT RETURN
AND REUNION Sections
e Yes

If YES -- Is your spouse currently deployed?

e No
o If NO —When did your spouse return from his/her most recent deployment?
=  Month
* Year
e Yes
o If YES — When did your spouse leave for deployment?
. Month
" Year
= Has your spouse deployed previously?
e Yes
e No
o IF NO, SKIP RETURN AND REUNION
SECTION

How much has your spouse shared his/her deployment experiences with you?
e None
o Alittle
e Somewhat
e Alot

To what degree were/are you bothered by the deployment experiences your spouse shared with
you? Choose the single best answer.

Not at all

A little bit

Moderately

Quite a bit

Extremely

How often did you communicate with your spouse when he/she was deployed?
e Almost daily

Every few days

About once a week

About once or twice a month

Less than once a month

If there was no limit to how often you could communicate with your spouse while he/she was
deployed, how often would you have chosen?
e Almost daily
Every few days
About once a week
About once or twice a month
Less than once a month

23







Were you satisfied with your spouse’s access to communication?
e Very Unsatisfied Very Satisfied
1 2 3 4 5

Overall, when you communicated with your spouse during deployment, how satisfied were you
with your ability to support each other (connect emotionally and/or spiritually)?
e Very Unsatisfied Very Satisfied
1 2 3 4 5

Please estimate how much advance notification you had before your spouse left for their
current/most recent deployment.
¢ More than 6 months
3-6 months
Less than 3 months
Less than 1 month
Less than 1 week
24 hours or less

In your opinion, what is/was the level of danger to your spouse during their CURRENT or MOST
RECENT deployment?
e Very Unsatisfied Very Satisfied
1 2 3 4 5

Is/Was your spouse’s CURRENT or MOST RECENT deployment extended beyond what you
originally expected?
e Yes, by a few days
Yes, by a few weeks
Yes, by a few months
Yes, by several months
No, not extended

During the CURRENT or MOST RECENT deployment or active duty assignment, how much
support did YOU feel you received from the following?

a) Your extended family

b) Your friends

c) Your co-workers

d) Your neighbors

e) Your clergyman or chaplain

f) Support group of those in a situation similar to yours

g) Family and community support services

h) Your mental health provider (e.g. psychiatrist or psychologist)

i) Your primary care provider (e.g. family practice doctor or nurse practitioner)
j)  Other military resources

Response Options:

A lot

Moderate amount
Only a little

None at all

Does not apply

Which best describes your living situation during your spouse’s CURRENT or MOST RECENT
deployment?
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Military housing, on base

Military housing, off base

Civilian housing, own

Civilian housing, rent

With extended family (for example, your parents, your in-laws, your siblings)
Near family (for example, you moved to your hometown)

Other

DEPLOYMENT RETURN AND REUNION

The deployment return and reunion process can often be challenging, so our next
guestions are about that experience.

Following your spouse's most recent deployment, please rate the following statement: The
process of reunion/reintegration with your spouse was stressful
e Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

Following your spouse's MOST RECENT deployment, did you personally participate in any

deployment transition programs such as Return and Reunion? (For instance, programs on how

to prevent or manage the stress related to your spouse returning from a deployment or active
duty assignment.)

e No

e Yes

Indicate which of the following are reasons why you did not participate in a deployment
transition program.

a) No such program was available to me

b) I was not able to take the time to participate in the program

c) | had no child care available

d) | was unable to get off work to attend the program

e) | had previously received this training and did not need it again

f) 1 did not think such training would help me

g) | was not aware these programs were available

h) My spouse was not supportive of the program

Response options: Was this a reason for you?
e No
e Yes

Please choose the best answer regarding your spouse's MOST RECENT return from
deployment.
a) How long did it take for you to adjust to your spouse's return from being away from
home?
b) How long did it take for YOUR SPOUSE to adjust to his/her return home?
c) How long did it take for your relationship to return to the way it was before he/she left
home?
d) How long did it take for YOUR CHILDREN to adjust to his/her return home? (If no
children currently reside in your home, please skip this question)

Response options:
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Less than one month
1 — 2 months

3 — 5 months

6 months or more
Not yet adjusted

MILITARY LIFE

Now, we'd like to ask you some questions about the stress of military life and the
military's efforts to help you and your family deal with those stressors.

On average, during the PAST MONTH, or the most recent month your spouse was home, how
many HOURS did your spouse work PER WEEK (including weekends)?

hours per week

On average, during the past YEAR, how many DAYS of LEAVE from work did your spouse
take? Please round to nearest whole number and do not use dashes or decimals.

days in the past year

How many TOTAL MONTHS was your spouse away from home in the PAST YEAR (including
deployments, training, temporary duty-TDY/TAD)?

months in past year.

Many situations experienced by military families can be stressful for them. For each of the
following possible stressful situations you and your family personally experienced in the past
12 months, please indicate how stressful you felt it was for you and your family.

a) A combat-related deployment or duty assignment for your spouse

b) A non-combat-related deployment or duty assignment requiring your spouse to be away
from home

c) Uncertainty about future deployments or duty assignments

d) Combat-related injury to your spouse

e) A non-combat injury to your spouse from carrying out his/her military duties

f) Caring for your ill, injured, or disabled spouse

g) Intensified training schedule for your spouse

h) Increased time spouse spent away from family, or missed family celebrations, while
performing military duties

i) Family conflict over whether spouse should remain in the military or reserves

j) Difficulty balancing demands of family life and your spouse's military duties

k) A permanent change of station (PCS)

For Reserve Families Only

[) Unpredictability of when reservists will be activated for duty

m) Changes in your family's financial situation due to your spouse's active duty

n) Concern over your spouse's employment when de-activated

o) Concern over continuity of access to healthcare for your family

Response options:
e Very stressful
¢ Moderately stressful
¢ Slightly stressful
e Not at all stressful
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e Have not experienced in the last 12 months

Overall, how would you rate the military's efforts to help your spouse, you, and your family deal

with the stresses of military life?

Help your spouse:
e Excellent

Very Good

Good

Fair

Poor

Help you and your family:

e Excellent

e Very Good
e Good

e Fair

e Poor

Please indicate how you feel about each statement:
a. | am proud to tell others that | am married to a Service member.
b. Generally, on a day-to-day basis, | am proud to be a military spouse.
Response Options:
= Very strongly disagree
= Strongly disagree
= Mildly disagree
= Neutral
= Mildly agree
= Strongly agree
= Very strongly agree
What is your overall feeling about military life?
¢ Negative
e Somewhat negative
¢ Neither negative nor positive
¢ Somewhat positive
e Positive
Why do you think your spouse joined or remains in the military? Mark all that apply.
e For education and new job skills
For travel and adventure
For a job to earn money
To leave problems at home
Family member was in the military
20-year career in the military
To serve his/her country
Health care for self
Health care for family
Other, please specify

How many times have you experienced a permanent change of station (PCS) move?

times
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How long have you lived at your current location?
e Lessthan ayear
e 1to2years
e 3to5years
e 6 or more years

Which best describes where you currently live?
e Military housing, on base
Military housing, off base
Civilian housing, own
Civilian housing, rent
With extended family (for example, your parents, your in-laws, your siblings)
Near family (for example, you moved to your hometown)
Other

EDUCATION AND EMPLOYMENT

What is the highest level of education that YOU have completed?
Choose the single best answer.
e Less than high school completion/diploma
High school degree/GED/or equivalent
Some college, no degree
Associate's degree
Bachelor's degree
Master's, doctorate, or professional degree

Are you currently a student?
e No
e Yes, full-time
e Yes, part-time

Which of the following best describes YOUR employment status?
Choose the single best answer.
e Full-time work (greater than or equal to 30 hours per week)
Part-time work (less than 30 hours per week)
Not employed, looking for work
Not employed, not looking for work
Not employed, retired
Not employed, disabled
Homemaker
Other (please specify)

Do you feel that being a military spouse has hindered your career development (i.e., that you
have not achieved in your career as much as you would have if you were not a military
spouse)?
¢ Not at all hindered Extremely hindered
1 2 3 4 5
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IF FULL-TIME WORK, PART-TIME WORK, THEN ASK
How long did it take you to find employment after your last permanent change of station (PCS)
move?
e Less than 1 month
1 to 4 months
5 to 8 months
9 months to 1 year
More than 1 year

IF FULL-TIME WORK, PART-TIME WORK, OR HOMEMAKER, THEN ASK
How satisfying is your current employment (full-time work, part-time work, homemaker)?

¢ Not satisfying Extremely satisfying
1 2 3 4 5
YOUR FAMILY

Including yourself, how many people currently reside in your household?

Please include your spouse even if currently deployed, on temporary duty, or in training, if
he/she lives and sleeps in your household the majority of the time. Please do not include
anyone that does not live and sleep in your household the majority of the time, such as visiting
relatives.

total people

We would now like to ask you some questions about your family. By family we mean you,
your spouse, and your children (if applicable).

Please rate the following statements in regard to your family:
a) Family members are satisfied with how they communicate with each other
b) Family members are very good listeners
c) Family members express affection to each other
d) Family members are able to ask each other for what they want
e) Family members can calmly discuss problems with each other
f) Family members discuss their ideas and beliefs with each other
g) When family members ask questions of each other, they get honest answers
h) Family members try to understand each other's feelings
i)  When angry, family members seldom say negative things about each other
j) Family members express their true feelings to each other

Response options:
Strongly disagree
Generally disagree
Undecided
Generally agree
Strongly agree

How satisfied are you with:
a) The degree of closeness between family members
b) Your family's ability to cope with stress
c) Your family's ability to be flexible
d) Your family's ability to share positive experiences
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e) The quality of communication between family members
f)  Your family's ability to resolve conflicts

g) The amount of time you spend together as a family

h) The way problems are discussed

i) The fairness of criticism in your family

i) Family members' concern for each other

Response options:

Very dissatisfied
Somewhat dissatisfied
Generally satisfied
Very satisfied
Extremely satisfied

Do you have children with your spouse or from prior relationships?
(Please include any biological or adopted children.)

e No

e Yes

How many children do you have with your spouse or from prior relationships?
(Please include any biological or adopted children.)

children

How many children currently live in your household?
(Please include any biological, adopted, or foster children that are 21 years old or younger, if
they live and sleep in your household the majority of the time.)

children

Now we would like to ask you about your children. We realize that these questions are sensitive,
but it is important to answer them as accurately as you can. Your answers will provide insight into
how families and children are coping with military life and deployment. We want to remind you
that this is a population-based study and data collected will not be used to make decisions about
treatment. If you feel your child needs medical care or counseling, you should make contact with
the appropriate medical personnel.

Please enter the date of birth for each of your children with <insert spouse name> or prior
relationships. If you have more than 6 children, please provide the ages of your oldest 6
children. Please include any biological or adopted children.

Child 1-6

MM DD YY
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Please record the ages of your children oldest to youngest. If you have more than 6 children, please
provide the ages of your oldest 6 children. Please include any biological or adopted children.

Child1 Child2 Child3 Child4 Child6 Child7

age age age age age age

For each of your children 3 to 17 years of age living at home, mark whether you have observed the
following behaviors in the PAST MONTH. Mark all that apply.

Child1 Child2 Child3 Child4 Child5 Child 6

a) Considerate of other people’s feelings

b) Restless, overactive, cannot stay still for
long

c) Often complains of headaches, stomach-
aches or sickness

d) Shares readily with other children, for
example toys, treats, pencils

e) Often loses temper

f) Rather solitary, prefers to play alone

g) Generally well behaved, usually does
what adults request

h) Many worries or often seems worried

i) Helpful if someone is hurt, upset or
feelingill

j) Constantly fidgeting or squirming

k) Has at least one good friend

1) Often fights with other children or bullies
them

m) Often unhappy, depressed or tearful
n) Generally liked by other children

o) Easily distracted, concentration wanders

p) Nervous or clingy in new situations,
easily loses confidence

q) Kind to younger children
r) Often lies or cheats

s) Picked on or bullied by other children

t) Often offers to help others (parents,
teachers, other children)

u) Thinks things out before acting

v) Steals from home, school or elsewhere

w) Gets along better with adults than with
other children

x) Many fears, easily scared

y) Good attention span, sees work through
to the end
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On a typical day, how much time does your child spend watching TV/videos, using a computer, or playing
video games? (Note: Children ages 3-17)

Child1 Child2 Child3 Child4 Child5 Child 6

Hours Per Day

Are you concerned that your child is overweight? (Note: Children ages 3-17)
Child1 Child2 Child3 Child4 Child5 Child 6
No
Yes

Please indicate the degree to which your child was disturbed or upset by your spouse's most recent
or current deployment or active duty assignment. (Note: Children ages 3-17)

Child1 Child2 Child3 Child4 Child5 Child6
A lot
More than just a moderate amount
A moderate amount
Only a little

Not at all

N/A- no current/recent deployment
or active duty assignment

Are you CURRENTLY interested in your child(ren) receiving mental health services/counseling?
(Note: Children ages 3-17)

Child1 Child2 Child3 Chid4 Child5 Child6
No

Yes
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Has your child ever received any of these services or been placed in any of the following:
(If you have more than one child, please mark all that apply for any of your children.)

c)
d)

e)
f)
g)

h)
i)
i)

Inpatient psychiatric unit or a hospital for mental health problems

Residential treatment center (A self-contained treatment facility where the child lives
and goes to school)

Detention center, training school, jail, or prison

Group home (A group residence in a community setting)

Treatment foster care (Placement with foster parents who receive special training and
supervision to help children with problems

Probation officer or court counselor

Day treatment program (A day program that includes a focus on therapy and may also
provide education while the child is there)

Case management or care coordination (Someone who helps the child get the kinds
of services he/she needs)

In-home counseling (Services, therapy, or treatment provided in the child's home)
Outpatient therapy (From psychologist, social worker, therapist, or other counselor)
Outpatient treatment from a psychiatrist

Primary care physician/pediatrician for symptoms related to trauma or
emotional/behavioral problems. (Excluding emergency room)

School counselor, school psychologist, or school social worker (For behavioral or
emotional problems.)

Special class or special school (For all or part of the day)

Child Welfare or Department of Social Services (Include any type of contact)
Foster care (Placement in kinship or non-relative foster care)

Therapeutic recreation services or mentor

Hospital emergency room (For problems related to trauma or emotional or behavioral
problems)

Self-help groups (such as Alcoholics Anonymous, Narcotics Anonymous)

Response options:

Yes
No

Has a doctor or health professional EVER told you that your child has any of the following
conditions?

(If you have more than one child, and more than one child has the condition, please mark the
severity level for the child that is most affected by the condition.)

Food allergies

Non-food allergies

Obesity

Asthma

Any developmental delay that affects (his/her) ability to learn

Stuttering, stammering, or other speech problems

Attention Deficit Disorder (ADD) or Attention Deficit Hyperactive Disorder (ADHD)
Depression

Anxiety problems or other emotional problems

Eating disorder

Behavioral or conduct problems, such as oppositional defiant disorder or conduct
disorder

Autism or Autism Spectrum Disorder (ASD)

m) Tourette Syndrome

n)

Diabetes
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o) Cystic Fibrosis

p) Cerebral Palsy

gq) Muscular Dystrophy

r) Epilepsy or other seizure disorder

s) Migraine or frequent headaches

t) Arthritis or other joint problems

u) Hearing problem

v) Vision problems that cannot be corrected with glasses or contact lenses
w) A brain injury or concussion

x) Blood problems such as anemia or sickle cell disease

Response options:

e Yes

e No
Is one or more of your children CURRENTLY experiencing a behavioral, emotional, or learning
problem?

e No

e Yes, Mild

e Yes, Moderate

e Yes, Severe

Has your child, or any of your children, ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
c) Military chaplain
d) Mental health professional at a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource

Response options:

e Never

¢ Once

e Twice

e Three or more times

Is your family enrolled in the Exceptional Family Member Program (EFMP)?
e Yes
e No

In the past 3 years, where has your child(ren) gone for care? Mark all that apply.
e Military Treatment Facility (MTF)
e Civilian Provider - TRICARE
e Civilian Provider - private insurance, Medicaid, or SCHIP (State Children's Health
Insurance Program)
e Public health centers (free or reduced cost care)
e My children do not use healthcare facilities/providers
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DEMOGRAPHICS

What is YOUR date of birth?
/ /

MM DD YYYY

What is YOUR Race/Ethnicity? (Choose the single best answer)
White non-Hispanic

Black non-Hispanic

Asian/Pacific Islander

Hispanic

Native American

Other

please specify

Is English your primary language?
e No
e Yes

What is your annual household income?
(Please include Basic Allowance for Housing (BAH), even if you live in base housing, and any
other regular income that your family receives.)
e less than $25,000
$25,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000-$124,999
$125,000-$149,999
$150,000 or more







CONTACT INFORMATION

Because we are interested in how military life and deployment affect families over time, it
is important for us to have contact information that you will have for at least the next
three years. We realize that you may move before then, but you may have cell phones and
email addresses that you will maintain for long periods of time.

A) Please write your full name

Last Name

First Name

B) Please include your mailing address below, so we can mail you your gift.

Address Line 1:

Address Line 2
(optional):

City (or FPO/APO):

State/Province/Region

(or AA/AE/AP):

Country:

Daytime Phone Number:

Home:

Mobile:

Work:

Your Email Address(es):

Primary:

Secondary:

C) What is your full Social Security number?

ZIP/Postal Code:

(The reason for asking you your SSN is to assist us in maintaining contact with you and to be
included in all analyses. Your SSN will not be stored with your survey responses and will be

confidentially maintained.)
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To help us contact you in the future, please provide the name and contact information for two
people who are likely to know where you can be reached. Please do not include individuals that
live in your household. We will NOT share your questionnaire responses with these individuals
and they will ONLY be contacted if we have difficulty contacting you.

D) First Alternate Contact
Name:

Phone:

Email:

E) Second Alternate Contact
Name:

Phone:

Email:

F) Finally, do you have any concerns about your health that are not covered in this questionnaire that
you would like to share?

THANK YOU FOR COMPLETING THE FAMILY STUDY SURVEY!
We’d like to send you a token of our appreciation.
Please fill in the circle below your choice.

If you have any questions or concerns, you can contact the Millennium Family Study team
toll free at (800) 571-9248. You can also email us at familycohortinfo@med.navy.mil.

This page will be removed and stored separately from your survey.
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PRIVACY ACT STATEMENT

You have rights under the Privacy Act. The following statement describes how that
Act applies to this study:

Authority: Authority to request this information is granted under Title 5, U.S. Code 136,
Department of Defense Regulations, Executive Order 9396, DoD RCS#DD-HA(AR)2106
(expires 01/31/13), and OMB #0720-0029 (expires 3/31/14). Personal identifiers will be used
to link survey data with medical and other military records.

Purpose: Medical research information will be collected in a research project titled
"Prospective Studies of U.S. Military Forces: The Millennium Cohort Study." The project
objective is to enhance basic medical knowledge and to improve the treatment and
prevention of illnesses that may be related to military service.

Routine Uses: The information provided in this questionnaire will be maintained in data files
at the Deployment Health Research Department at the Naval Health Research Center and
used only for medical research purposes. Use of these data may be granted to other federal
and non-federal medical research agencies as approved by the Naval Health Research
Center's Institutional Review Board. However, your personal identifiers will be protected. By
signing the original consent form, you volunteered to disclose your information as identified
above. If you do not agree to this disclosure, your failure will make the research less useful.
The "Blanket Routine Uses" that appears at the beginning of the Department of Defense's
compilation of medical databases also applies to this system.

Anonymity: All responses will be held in confidence by the Deployment Health Research
Department. Information you provide will be considered only when statistically summarized
with the responses of others. Your personal identifiers (name, etc.) will only be used to link
data sets and then the identifiers will be stripped from study data such that medical
researchers cannot identify you individually.

Voluntary Disclosure: Completion of the questionnaire is voluntary. Failure to respond to
any of the questions will NOT result in any penalties except possible lack of representation of
your views in the final results

and outcomes.

PUBLIC BURDEN STATEMENT: Public reporting burden for this collection of information is
estimated at 30 minutes. Comments on the burden or content of the instrument should be
sent to the Millennium Cohort Study team, PO Box 85777, San Diego, CA 92186-5777.
Under 5 CFR 1320.5(b), an Agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless the collection displays a valid
control number.
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FOLLOW-UP SURVEY

YOUR HEALTH

We would like to begin by asking you some questions about your physical health, how
you feel, and how well you are able to do your usual activities. These items allow us to
assess changes in your general health over time and if those changes may be related to
other information you provide.

As you begin, please write in today’s date. Be sure to use a blue or black pen. We’d
appreciate it if you would cross out any mistakes with an “X” and shade circles
completely.

MM DD YY

What is YOUR gender?
e Male
e Female

How tall are you?

Dfeet inches

What is your current weight?
(If you’re currently pregnant, please indicate your weight before pregnancy.)

Pounds

How much did you weigh a year ago?
(If you were pregnant a year ago, please indicate your weight before pregnancy.)

Pounds

In general, would you say your health is:
e Excellent

Very good

Good

Fair

Poor

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?
a) Vigorous activities, such as running, lifting heavy objects, or participating in strenuous
sports?
b) Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or
playing golf?







c)
d)
e)
f)
9)
h)
i)
)

Lifting or carrying groceries?
Climbing several flights of stairs?
Climbing one flight of stairs?
Bending, kneeling, or stooping?
Walking more than a mile?
Walking several blocks?
Walking one block?

Bathing or dressing yourself?

Response Options:

No, not limited at all
Yes, limited a little
Yes, limited a lot

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of your physical health?

a)
b)
C)
d)

Cut down the amount of time you spent on work or other activities

Accomplished less than you would like

Were limited in the kind of work or other activities

Had difficulty performing the work or other activities (for example, it took extra effort)

Response Options:

No, none of the time
Yes, a little of the time
Yes, some of the time
Yes, most of the time
Yes, all of the time

During the past 4 weeks, how much bodily pain have you had?

None

Very mild
Mild
Moderate
Severe
Very severe

During the past 4 weeks, how much did pain interfere with your normal work (including both
work outside the home and housework)?

Not at all
A little bit
Moderately
Quite a bit
Extremely

During the past 4 weeks, how much have you been bothered by any of the following problems?

a)
b)

Stomach pain
Back pain







c) Painin your arms, legs, or joints (knees, hips, etc)
d) Pain or problems during sexual intercourse

e) Headaches

f) Chest pain

g) Dizziness

h) Fainting spells

i) Feeling your heart pound or race

j) Shortness of breath

k) Constipation, loose bowels, or diarrhea

I) Nausea, gas, or indigestion

m) Feeling tired or having low energy

n) Trouble sleeping

0) Women only: menstrual cramps or other problems with your periods

Response Option:
e Not bothered
e Bothered a little
e Bothered a lot

In the last 3 years, has your doctor or other health professional told you that you have any of
the following conditions?

a) Hypertension (high blood pressure)
b) High cholesterol requiring medication
c) Coronary heart disease

d) Heart attack

€) Angina (chest pain)

f)  Any other heart condition (please specify)
g) Sinusitis

h) Asthma

i) Diabetes or sugar diabetes

j) Fibromyalgia

k) Rheumatoid arthritis

) Lupus

m) Stomach, duodenal, or peptic ulcer
n) Acid reflux / gastroesophageal reflux disease requiring medication
0) Migraine headaches

p) Stroke

g) Sleep apnea

r) Thyroid condition other than cancer
s) Cancer (please specify)

t) Chronic fatigue syndrome

u) Depression

v) Posttraumatic stress disorder

w) Infertility

X) Anxiety

y) Memory loss or memory impairment
z) Eating disorder

aa) Irritable bowel syndrome

bb) Other (please specify)







Response Options:
e No
e Yes
o Ifyes, in what year were you first diagnosed?
o Mark here if you were ever hospitalized for the condition
= (Info Icon: Hospitalized means that you were admitted to the hospital for
treatment. Please do not check if you went to the ER, but were not
admitted to the hospital.)

In the past 3 years, where have you gone for medical care? Mark all that apply.
e Military Treatment Facility (MTF)

VA facility

Civilian Provider - TRICARE

Civilian Provider - private insurance, Medicaid, or Medicare

Public health centers (free or reduced cost care)

I do not use healthcare facilities/providers

Over the past 3 years, approximately how many days were you hospitalized because of illness
or injury (exclude hospitalization for pregnancy and childbirth)?

Days

Please choose the answer that best describes how true or false each of the following
statements is for you.

a) | seem to get sick a little easier than other people

b) 1 am as healthy as anybody I know

c) | expect my health to get worse

d) My health is excellent

Response Options:
o Definitely true
Mostly true
Not sure
Mostly false
Definitely false

Compared to 3 years ago, how would you rate your physical health in general now?
e Much better

Somewhat better

About the same

Somewhat worse

Much worse

In the last 3 years, have you and <insert spouse name> tried to get pregnant?
e NoO
e Yes
e Not applicable







If YES — In the last 3 years, have you and <insert spouse name> been unsuccessful getting
pregnant for a year or more (not including time spent apart, such as deployment)?

e No

e Yes

In the last 3 years, if you and <insert spouse name> got pregnant, did you have a miscarriage?
e Does not apply (no pregnancy)

No miscarriage

Yes, 1 miscarriage

Yes, 2 miscarriages

Yes, 3 or more miscarriages

FOR WOMEN ONLY:

Are you currently pregnant?
e No
e Yes

Have you given birth within the last 3 years?
e No
e Yes

In the last 3 years, have you been diagnosed with gestational diabetes by a glucose tolerance
test during pregnancy?

e No
e Yes
WELL-BEING

Now, we would like to ask you about your mental well-being. These questions are about
how you feel and how things have been going over the last 4 weeks. Some of these
guestions will seem slightly repetitive, but we assure you that they are actually different
and each has a specific purpose.

In the last 4 weeks, have you had an anxiety attack - suddenly feeling fear or panic?
e No
e Yes
If YES,
a) Has this ever happened to you before?
b) Do some of these attacks come suddenly out of the blue - that is, in situations where
you don't expect to be nervous or uncomfortable?
c) Do these attacks bother you a lot, or are you worried about having another attack?

Response Options:
e NoO
e Yes

Think about your last bad anxiety attack.
a) Were you short of breath?







b) Did your heart race, pound, or skip?

c) Did you have chest pain or pressure?

d) Did you sweat?

e) Did you feel as if you were choking?

f) Did you have hot flashes or chills?

g) Did you have nausea or an upset stomach, or the feeling that you were going to have
diarrhea?

h) Did you feel dizzy, unsteady, or faint?

i) Did you have tingling or numbness in parts of your body?

j) Did you tremble or shake?

k) Were you afraid you were dying?

Response Options:
e No
e Yes

Over the last 4 weeks, how often have you been bothered by any of the following problems?
a) Feeling nervous, anxious, on edge, or worrying a lot about different things
b) Feeling restless so that it is hard to sit still
c) Getting tired very easily
d) Muscle tension, aches, or soreness
e) Trouble falling asleep or staying asleep
f) Trouble concentrating on things, such as reading a book or watching TV
g) Becoming easily annoyed or irritable
Response Options:
¢ Not at all
e Several days
¢ More than half the days

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of any emotional problems (such as
feeling depressed or anxious)?

a) Cut down the amount of time you spent on work or other activities

b) Accomplished less than you would like

c) Didn't do work or other activities as carefully as usual

Response Options:

¢ No, none of the time
Yes, a little of the time
Yes, some of the time
Yes, most of the time
Yes, all of the time

These questions are about how you feel and how things have been with you during the past 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 past 4 weeks...

a) Did you feel full of pep?

b) Have you been a very nervous person?

c) Have you felt so down in the dumps that nothing could cheer you up?

d) Have you felt calm and peaceful?







Did you have a lot of energy?

Have you felt downhearted and blue?
Did you feel worn out?

Have you been a happy person?

Did you feel tired?

Response Options:

None of the time

A little of the time
Some of the time

A good bit of the time
Most of the time

All of the time

How often in the past month did you....

a)
b)
c)
d)
e)

f)

Get angry at someone and yell or shout at them

Get angry with someone and kick/smash something, slam the door, punch the wall, etc
Get into a fight with someone and hit the person

Threaten someone with physical violence

Cry persistently or uncontrollably

Sulk or refuse to talk about an issue

Response Options:

Never

One time

Two times

Three or four times
Five or more times

a) In the last month, how often have you felt that you were unable to control the important things
in your life?

b) In the last month, how often have you felt confident about your ability to handle personal
problems?

¢) In the last month, how often have you felt that things were going your way?

d) In the last month, how often have you felt difficulties were piling up so high that you could not
overcome them?

Response Options:

Never
Almost never
Sometimes
Fairly often
Very often

During the past 4 weeks, TO WHAT EXTENT has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or groups?

Not at all
Slightly
Moderately
Quite a bit
Extremely







During the past 4 weeks, HOW MUCH OF THE TIME how much of the time has your physical
health or emotional problems interfered with your social activities (like visiting with friends,
relatives, etc.)?

None of the time
A little of the time
Some of the time
Most of the time
All of the time

Below is a list of problems and complaints that people sometimes have in response to
stressful life experiences. Some of these may not apply to you, however, please read
each one carefully and mark the answer that best reflects how much you have been
bothered by each problem in the last month.

In the past month have you experienced...?

a)
b)
c)
d)

Repeated, disturbing memories of stressful experiences from the past

Repeated, disturbing dreams of stressful experiences from the past

Suddenly acting or feeling as if stressful experiences were happening again

Feeling very upset when something happened that reminds you of stressful experiences
from the past

Trouble remembering important parts of stressful experiences from the past

Loss of interest in activities that you used to enjoy

Feeling distant or cut off from other people

Feeling emotionally numb, or being unable to have loving feelings for those close to you
Feeling as if your future will somehow be cut short

Trouble falling asleep or staying asleep

Feeling irritable or having angry outbursts

Difficulty concentrating

Feeling "super-alert” or watchful or on guard

Feeling jumpy or easily startled

Physical reactions when something reminds you of stressful experiences from the past
Efforts to avoid thinking about your stressful experiences from the past or avoid having
feelings about them

Efforts to avoid activities or situations because they remind you of stressful experiences
from the past

Response Options:

Not at all
A little bit
Moderately
Quite a bit
Extremely

Now we would like to ask you how you've been feeling in the last 2 weeks.

Over the last 2 weeks, how often have you been bothered by any of the following problems?

a)
b)
c)
d)
e)

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much
Feeling tired or having little energy

Poor appetite or overeating







f)

9)
h)

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

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

Response Options:

Not at all

Several days

More than half the days
Nearly every day

Over the last 2 weeks, how often have you been bothered by the following problems?

b)

Feeling nervous, anxious or on edge

Not being able to stop or control worrying
Worrying too much about different things

Trouble relaxing

Being so restless that it is hard to sit still
Becoming easily annoyed or irritable

Feeling afraid as if something awful might happen

Response Options:

Not at all

Several days

More than half the days
Nearly every day

Rate each item from O (not at all) to 8 (exactly so) to indicate the degree to which each
statement describes your feelings or behavior:

a)
b)
c)
d)
e)

| often find myself getting angry at people or situations

When | get angry, | get really mad

When | get angry | stay angry

When | get angry at someone, | want to clobber the person

My anger prevents me from getting along with people as well as I'd like to

Response Options:

0 (not at all) to 8 (exactly)

Are you currently taking any medicine for anxiety, depression, or stress?

No
Yes

In the last 12 months, did you use prescription-strength pain relievers (e.g. codeine, OxyContin,
Percocet)?

Never
Once a month
Few days per month







e Few days per week
e Daily

The next several questions focus on your eating behavior.

Do you often feel that you can't control what or how much you eat?
e No
e Yes

Do you often eat, within any 2 hour period, what most people would regard as an unusually
large amount of food?

e No

e Yes

If you marked YES to either of the above, has this been as often, on average, as twice a week
for the LAST 3 MONTHS?
e No
e Yes
In the last 3 months, have you done any of the following in order to avoid gaining weight?
a) Made yourself vomit?
b) Took more than twice the recommended dose of laxatives?
c) Fasted - not eaten anything at all for at least 24 hours?
d) Exercised for more than an hour specifically to avoid gaining weight after binge eating?
e) If you marked YES to any of these ways of avoiding gaining weight, were any as often,
on average, as twice a week?

Response Options:
e No
e Yes

Compared to one year ago, how would you rate your emotional health or well-being (such
as feeling anxious, depressed, or irritable) now?
e Much better
Somewhat better
About the same
Somewhat worse
Much worse
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SUPPORT AND RESILIENCE

We are interested in how you feel about the following statements. Read each statement
carefully. Indicate how you feel about each statement.

a) There is a special person who is around when | am in need

b) There is a special person with whom | can share my joys and sorrows

c) My family really tries to help me

d) | getthe emotional help and support | need from my family

e) | have a special person who is a real source of comfort to me

f) My friends really try to help me

g) | can count on my friends when things go wrong

h) I can talk about my problems with my family

i) I have friends with whom | can share my joys and sorrows

j) There is a special person in my life who cares about my feelings

k) My family is willing to help me make decisions

[) I can talk about my problems with my friends

Response Options:
= Very strongly disagree
= Strongly disagree
= Mildly disagree
= Neutral
= Mildly agree
= Strongly agree
= Very strongly agree
Indicate the degree to which the following statements are true in your life...
a) | prioritize what is important in life
b) | have an appreciation for the value of my own life
c) | am able to do good things with my life
d) I have an understanding of spiritual matters
e) | have a sense of closeness with others
f) | have established a path for my life
g) | know that I can handle difficulties
h) I have religious faith
i) I’'m stronger than | thought | was
i) | have learned a great deal about how wonderful people are
k) | have compassion for others

Response Options:

e Not at all
To a very small degree
To a small degree
To a moderate degree
To a great degree
To a very great degree

Please indicate your level of agreement with these statements:
a) | have little control over the things that happen to me







b) There is really no way | can solve some of the problems | have
c) There is little I can do to change many of the important things in my life
d) | often feel helpless in dealing with the problems of life
e) Sometimes | feel that | am being pushed around in life
f)  What happens to me in the future mostly depends on me
| can do just about anything | really set my mind to do

Response Options:

e Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree
Strongly Agree

Have you ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
¢) Military chaplain
d) Mental health professional at a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource
h) Family support centers

Response options:

e Never
e Once
e Twice
e Three or more time

[If Once, Twice, or Three or more times to any of the previous questions, then ask]

Did you receive mental health services/counseling in the past 12 months?
e No
e Yes

In the last 4 weeks, how much have your family or friends supported you?
e Not at all

A little bit

Moderately

Quite a bit

Extremely
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LIFE EXPERIENCES

The following section concerns life experiences that have the potential to act as
protective or risk factors. We are aware that many of these questions are quite personal,
but we would appreciate your candid response. We'd like to remind you that all your
answers are strictly confidential.

Have you had any of the following life events happen to you in the LAST 3 YEARS?

a) You changed job, assignment, or career path involuntarily (for example, you lost a job, or
you had to take a job you did not like)

b) You or your partner had an unplanned pregnancy

c) You were divorced or separated

d) Suffered major financial problems (such as bankruptcy)

e) Suffered forced sexual relations or sexual assault

f) Experienced sexual harassment

g) Suffered a violent assault

h) Had a family member or loved one who became severelyill

i) Had a family member or loved one who died

j) Suffered a disabling illness or injury

Response Options:
e No
e Yes

If YES TO A-J -- Did this event occur in the LAST 12 MONTHS?
e No
e Yes

In the last year, have you been hit, slapped, kicked, or otherwise physically hurt by someone?

Response Options:

e Never

e Rarely
e Monthly
o Weekly
o Daily

How much time did you spend growing up in a military family?
¢ None of my childhood

Very little of my childhood

Some of my childhood

Most of my childhood

All of my childhood

Please indicate your level of agreement with each item.
a) In most ways my life is close to my ideal
b) The conditions of my life are excellent
c) | am satisfied with my life
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d) So far | have gotten the important things | want in life
e) If I could live my life over, | would change almost nothing

Response Options:

1 = Strongly Disagree

2 = Disagree

3 = Slightly Disagree

4 = Neither Agree or Disagree
5 = Slightly Agree

6 = Agree

7 = Strongly Agree

YOUR ALCOHOL USE

Now we would like to ask you some questions about drinking and smoking.

Alcoholic beverages include beer, wine, and liquor (such as whiskey, gin, etc.). For the
purpose of this questionnaire: One drink = one 12-ounce beer, one 4-ounce glass of
wine, or one 1.5-ounce shot of liquor

In your entire life, have you had at least 12 drinks of any type of alcoholic beverage (including
beer and wine)?

e No <SKIP YOUR ALCOHOL USE SECTION>

e Yes

In the past year, how often did you typically drink any type of alcoholic beverage?
e Never <SKIP YOUR ALCOHOL USE EXCEPT FOR CAGE ITEMS>

Rarely

Monthly

Weekly

Daily

a) Inthe past year, on those days that you drank alcoholic beverages, on average, how many
drinks did you have?

b) In atypical week, how many drinks of each type of alcoholic beverage do you have?

beer(s) wine liquor

c) Last week, how many drinks of alcoholic beverages did you have? (# of drinks)

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

d) Inthe past year, on how many days did you have 5 or more drinks of any alcoholic
beverage?

e) Inthe past year, how often did you typically get drunk (intoxicated)?
O Never
O Monthly or less
O 2-4 times per month
O >4 times per month








FOR MEN ONLY:
In the past year, how often did you typically have 5 or more drinks of alcoholic beverages within
a 2-hour period?

e Never

e Monthly or less

e 2-4times a month

e >4 times per month

FOR WOMEN ONLY:
In the past year, how often did you typically have 4 or more drinks of alcoholic beverages within
a 2-hour period?

e Never

¢ Monthly or less

e 2-4times a month

e >4 times per month

In the last 12 months, have any of the following happened to you more than once?

a) You drank alcohol even though a doctor suggested. that you stop drinking because of a
problem with your health

b) You drank alcohol, were high from alcohol, or hung over while you were working, going
to school, or taking care of children or other responsibilities

¢) You missed or were late for work, school, or other activities because you were drinking
or hung over

d) You had a problem getting along with people while you were drinking

e) You drove a car after having several drinks or after drinking too much

Response Options:
e No
e Yes

Have you ever felt any of the following?
a) Felt you needed to cut back on your drinking
b) Felt annoyed at anyone who suggested you cut back on your drinking
c) Felt you needed an "eye-opener" or early morning drink
d) Felt guilty about your drinking

Response Options:
e No
e Yes

YOUR TOBACCO USE

In the past year, have you used any of the following tobacco products?
a) Cigarettes
b) Cigars
c) Pipes
d) Smokeless tobacco (chew, dip, snuff)

Response Options:
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e No
e Yes

In your lifetime, have you smoked at least 100 cigarettes (5 packs)?
e No <SKIP YOUR TOBACCOQO USE SECTION>
e Yes

At what age did you start smoking?

years old

How many years have or did you smoke an average of at least 3 cigarettes per day (or one
pack per week)?

years

When smoking, how many packs per day did you or do you smoke?
e Less than half a pack per day
e Half to 1 pack per day
e 1to 2 packs per day
e More than 2 packs per day

Have you ever tried to quit smoking?
e Yes, and succeeded
e Yes, but not successfully
e No
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YOUR SLEEP QUALITY

Now, we would like to ask you some questions about how you are sleeping. Even if you
are pregnant or have a newborn that is disturbing your sleep, please answer the
guestions by reflecting on your current sleep pattern.

Over the past month, how many hours of sleep did you get in an average 24-hour period?
¢ Response Option: # of hours

Please rate your sleep pattern for the past 2 weeks.
a) Difficulty falling asleep
b) Difficulty staying asleep
c) Problem waking up too early

d) Snoring
Response Options:

e None

e Mild

e Moderate

e Severe

e Very Severe

How satisfied/dissatisfied are you with your current sleep pattern?
Very satisfied

Generally satisfied

Somewhat dissatisfied

Very dissatisfied

To what extent do you consider your sleep pattern to INTERFERE with your daily functioning
(e.g. daytime fatigue, ability to function at work/daily chores, concentration, memory, mood,
etc.)?
¢ Not at all interfering
A little
Somewhat
Much
Very much interfering

How noticeable to others do you think your sleeping pattern is in terms of impairing the quality

of your life?
¢ Not at all noticeable
e Alittle
e Somewhat
e Much
e Very much noticeable

How worried/distressed are you about your current sleep problem?
e Not at all
o Alittle
e Somewhat
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e Much
e Very much

During the past month, how often have you taken medicine (prescribed or "over the counter")
to help you sleep?

¢ Not during past month

e Less than once a week

¢ Once or twice a week

e Three or more times a week

EXERCISE

Now we’re going to ask you some questions about your exercise habits. We realize that some
participants may be pregnant, injured, or suffering from an iliness when they take the survey, so
please think about your exercise habits in a typical week.

In a typical week, do you participate in VIGOROUS exercise or work that causes heavy
sweating or large increases in breathing or heart rate (such as running, active sports, marching;
biking)?

e No

e Yes

e Cannot physically do

If YES...
How many days per week do you participate in VIGOROUS exercise?

D Days per week

On those days, how many minutes per day on average do you spend doing
VIGOROUS exercise? (15 minute increments)

Minutes per day on average

In a typical week, do you participate in MODERATE or LIGHT exercise or work that causes light
sweating or slight increases in breathing or heart rate (such as walking, cleaning, slow jogging)?
e No
e Yes
e Cannot physically do

If YES...

How many days per week do you participate in MODERATE or LIGHT exercise?
days per week

On those days, how many minutes per day on average do you spend doing

MODERATE or LIGHT exercise? (15 minute increments)

Minutes per day on average
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YOUR MILITARY SERVICE

Are YOU currently serving in the US military?
e Yes, Active Duty
e Yes, Reserve or National Guard
e No

What is your overall feeling about your military service?
e Negative

Somewhat negative

Neither negative or positive

Somewhat positive

Positive

Have you deployed for MORE THAN 30 DAYS in the last 3 years?

e No
e Yes
IF YES---

In the last 3 years, how often have you experienced the following during deployment?
a) Feeling that you were in great danger of being killed
b) Being attacked or ambushed
¢) Receiving small arms fire
d) Clearing/searching homes or buildings
e) Having an improvised explosive device (IED) or booby trap explode near you
f) Being wounded or injured
g) Seen dead bodies or human remains
h) Handling or uncovering human remains
i) Knowing someone seriously injured or killed
i) Seeing Americans who were seriously injured or killed
k) Having a member of your unit be seriously injured or killed
[) Being directly responsible for the death of enemy combatant
m) Being directly responsible for the death of a non-combatant
n) Being exposed to smoke from burning trash and/or feces

Response Options:
e Never
e ltime
e More than 1 time
o List more recent year of exposure
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RELATIONSHIP WITH YOUR SPOUSE

In order to better understand how military life affects families, this next section asks you
guestions about your relationship with your spouse. Once again, we'd like to remind you
that all your answers are strictly confidential.

What is your current marital status with <insert spouse name>?

Now married
Separated

Divorced

Widowed

Single, never married

How many years have you been married to <insert spouse name>?

Years

Taking all things together, how would you describe your marriage?

Response Options:

1 (very unhappy) to 7 (very happy)

How happy are you with each of the following aspects of your marriage?

The understanding you receive from your spouse
The love and affection you get from your spouse
The amount of time you spend with your spouse
The demands your spouse places on you

Your sexual relationship

The way your spouse spends money

The work your spouse does around the house
Your spouse as a parent (N/A if not a parent)

Response Options:

1 (very unhappy) to 7 (very happy)
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Please select the picture that best illustrates your current relationship with <insert spouse
name>.

In the last year, have you or your spouse seriously suggested the idea of divorce or permanent
separation?

Yes
No

Have you and <insert spouse hame> ever received marital counseling?

Never
Once
Twice
Three or more times

Please rate the following statements regarding YOUR SPOUSE'S current job:

a)
b)

c)
d)

e)

The demands of my spouse's work interfere with our home and family life

The amount of time my spouse's job takes up makes it difficult for HIM/HER to fulfill
family responsibilities

My spouse's job produces stress/strain that makes it difficult for HIM/HER to fulfill family
responsibilities

My spouse's job produces stress/strain that makes it difficult for ME to fulfill family
responsibilities

Frequent TDY/TAD (temporary duty or training) interfere with our home and family life

Response Options:

Strongly disagree
Disagree

Neither agree nor disagree
Agree

Strongly agree
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YOUR SPOUSE’S DEPLOYMENT

Now, we would like to ask you some questions regarding the deployment experience.

Since 2001, has <insert spouse name> been deployed for MORE THAN 30 DAYS?
e No
o IF NO, SKIP YOUR SPOUSE’S DEPLOYMENT AND DEPLOYMENT RETURN
AND REUNION SECTIONS

e Yes
If YES —
Is your spouse currently deployed?
e No
o If NO —When did your spouse return from his/her most recent deployment?
= Month
= Year
e Yes
o If YES — When did your spouse leave for deployment?
" Month
. Year
= Has your spouse deployed previously?
e Yes
e No
o IF NO, SKIP RETURN AND REUNION
SECTION

How much has your spouse shared his/her deployment experiences with you?
e None
o Alittle
e Somewhat
e Alot

To what degree were/are you bothered by the deployment experiences your spouse shared with
you? Choose the single best answer.

Not at all

A little bit

Moderately

Quite a bit

Extremely

How often did you communicate with your spouse when he/she was deployed?
Almost daily

Every few days

About once a week

About once or twice a month

Less than once a month

If there was no limit to how often you could communicate with your spouse while he/she was
deployed, how often would you have chosen?
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Almost daily

Every few days

About once a week

About once or twice a month
Less than once a month

Were you satisfied with your spouse’s access to communication?
e Very Unsatisfied -- Very Satisfied
1 2 3 4 5

Overall, when you communicated with your spouse during deployment, how satisfied were you
with your ability to support each other (connect emotionally and/or spiritually)?
e Very Unsatisfied -- Very Satisfied
1 2 3 4 5

Please estimate how much advance notification you had before your spouse left for their
current/most recent deployment.
e More than 6 months
3-6 months
Less than 3 months
Less than 1 month
Less than 1 week
24 hours or less

In your opinion, what is/was the level of danger to your spouse during their CURRENT or MOST
RECENT deployment?
e Very Unsatisfied -- Very Satisfied
1 2 3 4 5

Is/Was your spouse’s CURRENT or MOST RECENT deployment extended beyond what you
originally expected?
e Yes, by a few days
Yes, by a few weeks
Yes, by a few months
Yes, by several months
No, not extended

During the CURRENT or MOST RECENT deployment or active duty assignment, how much
support did YOU feel you received from the following?

a) Your extended family

b) Your friends

c) Your co-workers

d) Your neighbors

e) Your clergyman or chaplain

f) Support group of those in a situation similar to yours

g) Family and community support services

h) Your mental health provider (e.g. psychiatrist or psychologist)

i) Your primary care provider (e.g. family practice doctor or nurse practitioner)
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j) Other military resources

Response Options:

e Alot

e Moderate amount
e Onlyalittle

e None at all

¢ Does not apply

Which best describes your living situation during your spouse’s CURRENT or MOST RECENT
deployment?
e Military housing, on base
Military housing, off base
Civilian housing, own
Civilian housing, rent
With extended family (for example, your parents, your in-laws, your siblings)
Near family (for example, you moved to your hometown)
Other

DEPLOYMENT RETURN AND REUNION

The deployment return and reunion process can often be challenging, so our next
guestions are about that experience.

Following your spouse's most recent deployment, please rate the following statement: The
process of reunion/reintegration with your spouse was stressful
e Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

Following your spouse's MOST RECENT deployment, did you personally participate in any
deployment transition programs such as Return and Reunion? (For instance, programs on how
to prevent or manage the stress related to your spouse returning from a deployment or active
duty assignment.)

e No

e Yes

Indicate which of the following are reasons why you did not participate in a deployment
transition program.

a) No such program was available to me

b) I was not able to take the time to participate in the program

¢) | had no child care available

d) | was unable to get off work to attend the program

e) | had previously received this training and did not need it again

f) 1did not think such training would help me

g) | was not aware these programs were available
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h) My spouse was not supportive of the program

Response options: Was this a reason for you?
e No
e Yes

Please choose the best answer regarding your spouse's MOST RECENT return from
deployment.
a) How long did it take for you to adjust to your spouse's return from being away from
home?
b) How long did it take for YOUR SPOUSE to adjust to his/her return home?
¢) How long did it take for your relationship to return to the way it was before he/she left
home?
d) How long did it take for YOUR CHILDREN to adjust to his/her return home? (If no
children currently reside in your home, please skip this question)

Response options:
e Less than one month

e 1 —2months

e 3 -5 months

e 6 months or more

¢ Not yet adjusted
MILITARY LIFE

Now, we'd like to ask you some questions about the stress of military life and the
military's efforts to help you and your family deal with those stressors.

On average, during the PAST MONTH, or the most recent month your spouse was home, how
many HOURS did your spouse work PER WEEK (including weekends)?

hours per week

On average, during the past YEAR, how many DAYS of LEAVE from work did your spouse
take? Please round to nearest whole number and do not use dashes or decimals.

days in the past year

How many TOTAL MONTHS was your spouse away from home in the PAST YEAR (including
deployments, training, temporary duty-TDY/TAD)?

months in past year

Many situations experienced by military families can be stressful for them. For each of the
following possible stressful situations you and your family personally experienced in the past
12 months, please indicate how stressful you felt it was for you and your family.
a) A combat-related deployment or duty assignment for your spouse
b) A non-combat-related deployment or duty assignment requiring your spouse to be away
from home
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¢) Uncertainty about future deployments or duty assignments

d) Combat-related injury to your spouse

e) A non-combat injury to your spouse from carrying out his/her military duties

f) Caring for your ill, injured, or disabled spouse

g) Intensified training schedule for your spouse

h) Increased time spouse spent away from family, or missed family celebrations, while
performing military duties

i) Family conflict over whether spouse should remain in the military or reserves

j) Difficulty balancing demands of family life and your spouse's military duties

k) A permanent change of station (PCS)

I) For Reserve Families only: Unpredictability of when reservists will be activated for duty

m) For Reserve Families only: Changes in your family's financial situation due to your
spouse's active duty

n) For Reserve Families only: Concern over your spouse's employment when de-
activated

0) For Reserve Families only: Concern over continuity of access to healthcare for your
family

Response options:
e Very stressful
Moderately stressful
Slightly stressful
Not at all stressful
Have not experienced in the last 12 months

Overall, how would you rate the military's efforts to-help your spouse, you, and your family deal
with the stresses of military life?

Help your spouse:

e Excellent

e Very Good
e Good

e Fair

e Poor

Help you and your family:

e Excellent

e Very Good
e Good

e Fair

e Poor

Please indicate how you feel about each statement:

a. | am proud to tell others that | am married to a Service member.

b. Generally, on a day-to-day basis, | am proud to be a military spouse.
Response Options:

= Very strongly disagree

= Strongly disagree

= Mildly disagree
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Neutral

Mildly agree
Strongly agree
Very strongly agree

What is your overall feeling about military life?

Negative

Somewhat negative

Neither negative nor positive
Somewhat positive

Positive

Why do you think your spouse joined or remains in the military? Mark all that apply.

For education and new job skills
For travel and adventure

For a job to earn money

To leave problems at home
Family member was in the military
20-year career in the military

To serve his/her country

Health care for self

Health care for family

Other, please specify

How many times have you experienced a permanent change of station (PCS) move?

times

How long have you lived at your current location?

Less than a year
1to 2 years

3to 5 years

6 or more years

Which best describes where you currently live?

Military housing, on base

Military housing, off base

Civilian housing, own

Civilian housing, rent

With extended family (for example, your parents, your in-laws, your siblings)
Near family (for example, you moved to your hometown)

Other
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EDUCATION AND EMPLOYMENT

What is the highest level of education that YOU have completed?
Choose the single best answer.
e Less than high school completion/diploma
High school degree/GED/or equivalent
Some college, no degree
Associate's degree
Bachelor's degree
Master's, doctorate, or professional degree

Are you currently a student?
e No
e Yes, full-time
e Yes, part-time

Which of the following best describes YOUR employment status?
Choose the single best answer.
¢ Full-time work (greater than or equal to 30 hours per week)
Part-time work (less than 30 hours per week)
Not employed, looking for work
Not employed, not looking for work
Not employed, retired
Not employed, disabled
Homemaker
Other (please specify)

Do you feel that being a military spouse has hindered your career development (i.e., that you
have not achieved in your career as much as you would have if you were not a military
spouse)?
¢ Not at all hindered---- Extremely hindered
1 2 3 4 5

IF FULL-TIME WORK, PART-TIME WORK, THEN ASK
How long did it take you to find employment after your last permanent change of station (PCS)
move”?
e Lessthan 1 month
1 to 4 months
5 to 8 months
9 months to 1 year
More than 1 year

IF FULL-TIME WORK, PART-TIME WORK, OR HOMEMAKER, THEN ASK
How satisfying is your current employment (full-time work, part-time work, homemaker)?
e Not satisfying---- ---Extremely satisfying
1 2 3 4 5
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YOUR FAMILY

Including yourself, how many people currently reside in your household?

(Please include your spouse even if currently deployed, on temporary duty, or in training, if
he/she lives and sleeps in your household the majority of the time. Please do not include
anyone that does not live and sleep in your household the majority of the time, such as visiting
relatives.

total people

We would now like to ask you some questions about your family. By family we mean you,
your spouse, and your children (if applicable).

Please rate the following statements in regard to your family:

a)
b)
c)

Family members are satisfied with how they communicate with each other
Family members are very good listeners

Family members express affection to each other

Family members are able to ask each other for what they want

Family members can calmly discuss problems with each other

Family members discuss their ideas and beliefs with each other

When family members ask questions of each other, they get honest answers
Family members try to understand each other's feelings

When angry, family members seldom say negative things about each other
Family members express their true feelings to each other

Response options:

Strongly disagree
Generally disagree
Undecided
Generally agree
Strongly agree

How satisfied are you with:

a)
b)

The degree of closeness between family members
Your family's ability to cope with stress

Your family's ability to be flexible

Your family's ability to share positive experiences

The quality of communication between family members
Your family's ability to resolve conflicts

The amount of time you spend together as a family
The way problems are discussed

The fairness of criticism in your family

Family members' concern for each other

Response options:

Very dissatisfied
Somewhat dissatisfied
Generally satisfied
Very satisfied
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o Extremely satisfied

Do you have children with <insert spouse name> or from prior relationships?
* Please include any biological or adopted children.

e No

e Yes

How many children do you have with <insert spouse hame> or from prior relationships?
* Please include any biological or adopted children.

children

How many children currently live in your household?
* Please include any biological, adopted, or foster children that are 21 years old or younger, if
they live and sleep in your household the majority of the time.

children

Now we would like to ask you about your children. We realize that these questions are
sensitive, but it is important to answer them as accurately as you can. Your answers will
provide insight into how families and children are coping with military life and
deployment. We want to remind you that this is-a population-based study and data
collected will not be used to make decisions about treatment. If you feel your child needs
medical care or counseling, you should make contact with the appropriate medical
personnel.

Please enter the date of birth for each of your children with <insert spouse name> or prior
relationships.
* Please include any biological or adopted children.

Child 1-6

MM DD YY
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Please record the ages of your children oldest to youngest. If you have more than 6 children, please
provide the ages of your oldest 6 children. Please include any biological or adopted children.

Child1l Child2 Child3 Child4 Child5 Child 6

age age age age age age

For each of your children 3 to 17 years of age living at home, mark whether you have observed the
following behaviors in the PAST MONTH. Mark all that apply.

Child1l Child2 Child3 Child4 Child5 Child 6

a) Considerate of other people’s feelings

b) Restless, overactive, cannot stay still for
long

c) Often complains of headaches, stomach-
aches or sickness

d) Shares readily with other children, for
example toys, treats, pencils

e) Often loses temper

f) Rather solitary, prefers to play alone

g) Generally well behaved, usually does
what adults request

h) Many worries or often seems worried

i) Helpful if someone is hurt, upset or
feeling ill

j) Constantly fidgeting or squirming

k) Has at least one good friend

I) Often fights with other children or bullies
them

m) Often unhappy, depressed or tearful
n) Generally liked by other children

0) Easily distracted, concentration wanders

p) Nervous or clingy in new situations,
easily loses confidence

g) Kind to younger children
r) Often lies or cheats

s) Picked on or bullied by other children

t) Often offers to help others (parents,
teachers, other children)

u) Thinks things out before acting

v) Steals from home, school or elsewhere

W,

~

Gets along better with adults than with
other children

X) Many fears, easily scared

y) Good attention span, sees work through
to the end







On a typical day, how much time does your child spend watching TV/videos, using a computer, or playing
video games? (Note: Children ages 3-17)

Child1l Child2 Child3 Child4 Child5 Child 6

Hours Per Day

Are you concerned that your child is overweight? (Note: Children ages 3-17)
Child1 Child2 Chid3 Chid4 Child5 Child 6
No
Yes

Please indicate the degree to which your child was disturbed or upset by your spouse's most recent
or current deployment or active duty assignment. (Note: Children ages 3-17)

Child1 Child2 Child3 Child4 Child5 Child6
A lot
More than just a moderate amount
A moderate amount
Only a little

Not at all

N/A- no current/recent deployment
or active duty assignment

Are you CURRENTLY interested in your child(ren) receiving mental health services/counseling?
(Note: Children ages 3-17)

Child1l Child2 Child3 Child4 Child5 Child 6
No

Yes
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In the last 3 years, has your child received any of these services or been placed in any of the
following:
*If you have more than one child, please mark all that apply for any of your children.

a)
b)

c)
d)
e)

f)
9)

h)

i)
)
K)
1)

Inpatient psychiatric unit or a hospital for mental health problems

Residential treatment center (A self-contained treatment facility where the child lives
and goes to school)

Detention center, training school, jail, or prison

Group home (A group residence in a community setting)

Treatment foster care (Placement with foster parents who receive special training and
supervision to help children with problems

Probation officer or court counselor

Day treatment program (A day program that includes a focus on therapy and may also
provide education while the child is there)

Case management or care coordination (Someone who helps the child get the kinds
of services he/she needs)

In-home counseling (Services, therapy, or treatment provided in the child's home)
Outpatient therapy (From psychologist, social worker, therapist, or other counselor)
Outpatient treatment from a psychiatrist

Primary care physician/pediatrician for symptoms related to trauma or
emotional/behavioral problems. (Excluding emergency room)

School counselor, school psychologist, or school social worker (For behavioral or
emotional problems.)

Special class or special school (For all or part of the day)

Child Welfare or Department of Social Services (Include any type of contact)
Foster care (Placement in kinship or non-relative foster care)

Therapeutic recreation services or mentor

Hospital emergency room (For problems related to trauma or emotional or behavioral
problems)

Self-help groups (such as Alcoholics Anonymous, Narcotics Anonymous)

Response options:

Yes

Has a doctor or health professional EVER told you that your child has any of the following
conditions?

(If you have more than one child, and more than one child has the condition, please mark the
severity level for the child that is most affected by the condition.)

a)
b)
c)
d)
e)
f)

9)
h)
i)

j)

Food allergies

Non-food allergies

Obesity

Asthma

Any developmental delay that affects (his/her) ability to learn

Stuttering, stammering, or other speech problems

Attention Deficit Disorder (ADD) or Attention Deficit Hyperactive Disorder (ADHD)
Depression

Anxiety problems or other emotional problems

Eating disorder
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k) Behavioral or conduct problems, such as oppositional defiant disorder or conduct
disorder

[) Autism or Autism Spectrum Disorder (ASD)

m) Tourette Syndrome

n) Diabetes

0) Cystic Fibrosis

p) Cerebral Palsy

g) Muscular Dystrophy

r) Epilepsy or other seizure disorder

s) Migraine or frequent headaches

t) Arthritis or other joint problems

u) Hearing problem

v) Vision problems that cannot be corrected with glasses or contact lenses

w) A brain injury or concussion

X) Blood problems such as anemia or sickle cell disease

Response options:
e Yes

Is one or more of your children CURRENTLY experiencing a behavioral, emotional, or learning

problem?
e No
e Yes, Mild
¢ Yes, Moderate
e Yes, Severe

Has your child, or any of your children, ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
c) Military chaplain
d) Mental health professional at a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource

Response options:

e Never

e Once

e Twice

e Three or more times

Is your family enrolled in the Exceptional Family Member Program (EFMP)?
e Yes
e No

In the past 3 years, where has your child(ren) gone for care? Mark all that apply.
e Military Treatment Facility (MTF)
¢ Civilian Provider - TRICARE
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o Civilian Provider - private insurance, Medicaid, or SCHIP (State Children's Health
Insurance Program)

e Public health centers (free or reduced cost care)

e My children do not use healthcare facilities/providers

DEMOGRAPHICS

What is YOUR date of birth?

MM DD YYYY

We were not able to retrieve your full Social Security Number (SSN) from your sponsor's record.
In order to assist us in maintaining contact with you and to be included in all analyses, please
provide your full SSN. Your full SSN will not be stored with your survey responses and will never
be shared with anyone outside the study. Thank You!

—YOUR SOCIAL SECURITY NUMBER WILL BE ENCRYPTED BEFORE TRANSMISSION.—

e Open text response

What is YOUR Race/Ethnicity? (Choose the single best answer)
¢ White non-Hispanic

Black non-Hispanic

Asian/Pacific Islander

Hispanic

Native American

Other

please specify

Is English your primary language?
e No
e Yes

What is your annual household- income?
*Please include Basic Allowance for Housing (BAH), even if you live in base housing, and any
other regular income that your family receives.

less than $25,000
$25,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000-$124,999
$125,000-$149,999
$150,000 or more
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CONTACT INFORMATION

Because we are interested in how military life and deployment affect families over time, it
is important for us to have contact information that you will have for at least the next
three years. We realize that you may move before then, but you may have cell phones and
email addresses that you will maintain for long periods of time.

A) Please write your full name

Last Name

First Name

B) Please include your mailing address below, so we can mail you your gift.

Address Line 1:

Address Line 2
(optional):

City (or FPO/APO):

State/Province/Region

(or AA/AE/AP):

Country:

Daytime Phone Number:

Home:

Mobile:

Work:

Your Email Address(es):

Primary:

Secondary:

C) What is your full Social Security number?

ZIP/Postal Code:

(The reason for asking you your SSN is to assist us in maintaining contact with you and to be
included in all analyses. Your SSN will not be stored with your survey responses and will be

confidentially maintained.)
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To help us contact you in the future, please provide the name and contact information for two
people who are likely to know where you can be reached. Please do not include individuals that
live in your household. We will NOT share your questionnaire responses with these individuals
and they will ONLY be contacted if we have difficulty contacting you.

D) First Alternate Contact
Name:

Phone:

Email:

E) Second Alternate Contact
Name:

Phone:

Email:

F) Finally, do you have any concerns about your health that are not covered in this questionnaire that
you would like to share?

THANK YOU FOR COMPLETING THE FAMILY STUDY SURVEY!
We’d like to send you a token of our appreciation.
Please fill in the circle below of your gift choice.

If you have any questions or concerns, you can contact the Millennium Family Study team
toll free at (800) 571-9248. You can also email us at familycohortinfo@med.navy.mil.

This page will be removed and stored separately from your survey.
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PRIVACY ACT STATEMENT

You have rights under the Privacy Act. The following statement describes how that Act applies to this
study:

Authority: Authority to request this information is granted under Title 5, U.S. Code 136, Department of Defense
Regulations, Executive Order 9396, DoD RCS#DD-HA(AR)2106 (expires 01/31/13), and OMB #0720-0029 (expires
3/31/14). Personal identifiers will be used to link survey data with medical and other military records.

Purpose: Medical research information will be collected in a research project titled "Prospective Studies of U.S.
Military Forces: The Millennium Cohort Study." The project objective is to enhance basic medical knowledge and to
improve the treatment and prevention of illnesses that may be related to military service.

Routine Uses: The information provided in this questionnaire will be maintained in data files at the Deployment
Health Research Department at the Naval Health Research Center and used only for medical research purposes.
Use of these data may be granted to other federal and non-federal medical research agencies as approved by the
Naval Health Research Center's Institutional Review Board. However, your personal identifiers will be protected. By
signing the original consent form, you volunteered to disclose your information as identified above. If you do not
agree to this disclosure, your failure will make the research less useful. The "Blanket Routine Uses" that appears at
the beginning of the Department of Defense's compilation of medical databases also applies to this system.

Anonymity: All responses will be held in confidence by the Deployment Health Research Department. Information
you provide will be considered only when statistically summarized with the responses of others. Your personal
identifiers (name, etc.) will only be used to link data sets and then the identifiers will be stripped from study data
such that medical researchers cannot identify you individually.

Voluntary Disclosure: Completion of the questionnaire is voluntary. Failure to respond to any of the questions will
NOT result in any penalties except possible lack of representation of your views in the final results and outcomes.

PUBLIC BURDEN STATEMENT: Public reporting burden for this collection of information is estimated at 30

minutes. Comments on the burden or content of the instrument should be sent to the Millennium Cohort Study team,
PO Box 85777, San Diego, CA 92186-5777. Under 5 CFR 1320.5(b), an Agency may not conduct or sponsor, and a
person is not required to respond to, a collection of information unless the collection displays a valid control number.
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FOLLOW-UP SURVEY
Divorced/Separated/Widowed Version

YOUR HEALTH

We would like to begin by asking you some questions about your physical health, how
you feel, and how well you are able to do your usual activities. These items allow us to
assess changes in your general health over time and if those changes may be related to
other information you provide.

As you begin, please write in today’s date. Be sure to use a blue or black pen. We’d
appreciate it if you would cross out any mistakes with an “X” and shade circles
completely.

MM DD YY

What is YOUR gender?
e Male
e Female

How tall are you?

Dfeet inches

What is your current weight?
(If you’re currently pregnant, please indicate your weight before pregnancy.)

Pounds

How much did you weigh a year ago?
(If you were pregnant a year ago, please indicate your weight before pregnancy.)

Pounds

In general, would you say your health is:

e Excellent
e Very good
e Good

e Fair

e Poor

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?







a) Vigorous activities, such as running, lifting heavy objects, or participating in strenuous
sports?

b) Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or
playing golf?

c) Lifting or carrying groceries?

d) Climbing several flights of stairs?

e) Climbing one flight of stairs?

f) Bending, kneeling, or stooping?

g) Walking more than a mile?

h) Walking several blocks?

i) Walking one block?

j) Bathing or dressing yourself?

Response Options:
e No, not limited at all
e Yes, limited a little
e Yes, limited a lot

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of your physical health?

a) Cut down the amount of time you spent on work or other activities

b) Accomplished less than you would like

c) Were limited in the kind of work or other activities

d) Had difficulty performing the work or other activities (for example, it took extra effort)

Response Options:

¢ No, none of the time
Yes, a little of the time
Yes, some of the time
Yes, most of the time
Yes, all of the time

During the past 4 weeks, how much bodily pain have you had?
e None

Very mild

Mild

Moderate

Severe

Very severe

During the past 4 weeks, how much did pain interfere with your normal work (including both
work outside the home and housework)?

e Notatall

o Alittle bit

e Moderately
e Quite a bit
e Extremely







During the past 4 weeks, how much have you been bothered by any of the following problems?

Stomach pain

Back pain

Pain in your arms, legs, or joints (knees, hips, etc)
Pain or problems during sexual intercourse
Headaches

Chest pain

Dizziness

Fainting spells

Feeling your heart pound or race
Shortness of breath

Constipation, loose bowels, or diarrhea
Nausea, gas, or indigestion

m) Feeling tired or having low energy

n)
0)

Trouble sleeping
Women only: menstrual cramps or other problems with your periods

Response Option:

Not bothered
Bothered a little
Bothered a lot

In the last 3 years, has your doctor or other health professional told you that you have any of
the following conditions?

Hypertension (high blood pressure)
High cholesterol requiring medication
Coronary heart disease

Heart attack

Angina (chest pain)

Any other heart condition (please specify)
Sinusitis

Asthma

Diabetes or sugar diabetes
Fibromyalgia

Rheumatoid arthritis

Lupus

m) Stomach, duodenal, or peptic ulcer

Acid reflux / gastroesophageal reflux disease requiring medication
Migraine headaches

Stroke

Sleep apnea

Thyroid condition other than cancer

Cancer (please specify)

Chronic fatigue syndrome

Depression

Posttraumatic stress disorder







w) Infertility

x) Anxiety

y) Memory loss or memory impairment
z) Eating disorder

aa) lIrritable bowel syndrome

bb) Other (please specify)

Response Options:
e No
e Yes
o Ifyes, in what year were you first diagnosed?
o Mark here if you were ever hospitalized for the condition
» (Info Icon: Hospitalized means that you were admitted to the hospital for
treatment. Please do not check if you went to the ER, but were not
admitted to the hospital.)

In the past 3 years, where have you gone for medical care? Mark all that apply.
e Military Treatment Facility (MTF)

VA facility

Civilian Provider - TRICARE

Civilian Provider - private insurance, Medicaid, or Medicare

Public health centers (free or reduced cost care)

| do not use healthcare facilities/providers

Over the past 3 years, approximately how many days were you hospitalized because of illness
or injury (exclude hospitalization for pregnancy and childbirth)?

Days

Please choose the answer that best describes how true or false each of the following
statements is for you.

a) | seem to getsick a little easier than other people

b) | am as healthy as anybody | know

c) | expect my health to get worse

d) My health is excellent

Response Options:
o Definitely true
Mostly true
Not sure
Mostly false
Definitely false

Compared to 3 years ago, how would you rate your physical health in general now?
Much better

Somewhat better

About the same

Somewhat worse







e Much worse

In the last 3 years, have you and <insert spouse nhame> tried to get pregnant?
e No
e Yes
e Not applicable

If YES — In the last 3 years, have you and <insert spouse name> been unsuccessful getting
pregnant for a year or more (not including time spent apart, such as deployment)?

e No

e Yes

In the last 3 years, if you and <insert spouse nhame> got pregnant, did you have a miscarriage?
e Does not apply (no pregnancy)

No miscarriage

Yes, 1 miscarriage

Yes, 2 miscarriages

Yes, 3 or more miscarriages

FOR WOMEN ONLY:

Are you currently pregnant?
e No
e Yes

Have you given birth within the last 3 years?
e No
e Yes

In the last 3 years, have you been diagnosed with gestational diabetes by a glucose tolerance
test during pregnancy?

e No
e Yes
WELL-BEING

Now, we would like to ask you about your mental well-being. These questions are about
how you feel and how things have been going over the last 4 weeks. Some of these
guestions will seem slightly repetitive, but we assure you that they are actually different
and each has a specific purpose.

In the last 4 weeks, have you had an anxiety attack - suddenly feeling fear or panic?
e No
e Yes

If YES,
a) Has this ever happened to you before?







b) Do some of these attacks come suddenly out of the blue - that is, in situations where
you don't expect to be nervous or uncomfortable?
c) Do these attacks bother you a lot, or are you worried about having another attack?

Response Options:
e No
e Yes

Think about your last bad anxiety attack.
a) Were you short of breath?
b) Did your heart race, pound, or skip?
c) Did you have chest pain or pressure?
d) Did you sweat?
e) Did you feel as if you were choking?
f) Did you have hot flashes or chills?
g) Did you have nausea or an upset stomach, or the feeling that you were going to have
diarrhea?
h) Did you feel dizzy, unsteady, or faint?
i) Did you have tingling or numbness in parts of your body?
j) Did you tremble or shake?
k) Were you afraid you were dying?

Response Options:
e No
e Yes

Over the last 4 weeks, how often have you been bothered by any of the following problems?
a) Feeling nervous, anxious, on edge, or worrying a lot about different things
b) Feeling restless so that it is hard to sit still
c) Getting tired very easily
d) Muscle tension, aches, or soreness
e) Trouble falling asleep or staying asleep
f) Trouble concentrating on things, such as reading a book or watching TV
g) Becoming easily annoyed or irritable

Response Options:
e Not at all
e Several days
¢ More than half the days

During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of any emotional problems (such as
feeling depressed or anxious)?

a) Cut down the amount of time you spent on work or other activities

b) Accomplished less than you would like

c) Didn't do work or other activities as carefully as usual

Response Options:
¢ No, none of the time







Yes, a little of the time
Yes, some of the time
Yes, most of the time

Yes, all of the time

These questions are about how you feel and how things have been with you during the past 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 past 4 weeks...

a)
b)
c)
d)
e)
f)

g)
h)
i)

Did you feel full of pep?

Have you been a very nervous person?

Have you felt so down in the dumps that nothing could cheer you up?
Have you felt calm and peaceful?

Did you have a lot of energy?

Have you felt downhearted and blue?

Did you feel worn out?

Have you been a happy person?

Did you feel tired?

Response Options:

None of the time

A little of the time
Some of the time

A good bit of the time
Most of the time

All of the time

How often in the past month did you....

a)
b)
c)
d)
e)
f)

Get angry at someone and yell or shout at them

Get angry with someone and kick/smash something, slam the door, punch the wall, etc
Get into a fight with- someone and hit the person

Threaten someone with physical violence

Cry persistently or uncontrollably

Sulk or refuse to talk about an issue

Response Options:

Never

One time

Two times

Three or four times
Five or more times

a) In the last month, how often have you felt that you were unable to control the important things
in your life?

b) In the last month, how often have you felt confident about your ability to handle personal
problems?

c) In the last month, how often have you felt that things were going your way?

d) In the last month, how often have you felt difficulties were piling up so high that you could not
overcome them?







Response Options:

Never
Almost never
Sometimes
Fairly often
Very often

During the past 4 weeks, TO WHAT EXTENT has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or groups?

Not at all
Slightly
Moderately
Quite a bit
Extremely

During the past 4 weeks, HOW MUCH OF THE TIME how much of the time has your physical
health or emotional problems interfered with your social activities (like visiting with friends,
relatives, etc.)?

None of the time
A little of the time
Some of the time
Most of the time
All of the time

Below is alist of problems and complaints that people sometimes have in response to
stressful life experiences. Some of these may not apply to you, however, please read
each one carefully and mark the answer that best reflects how much you have been
bothered by each problem in the last month.

In the past month have you experienced...?

a)
b)
c)
d)

Repeated, disturbing memories of stressful experiences from the past

Repeated, disturbing dreams of stressful experiences from the past

Suddenly acting or feeling as if stressful experiences were happening again

Feeling very upset when something happened that reminds you of stressful experiences
from the past

Trouble remembering important parts of stressful experiences from the past

Loss of interest in activities that you used to enjoy

Feeling distant or cut off from other people

Feeling emotionally numb, or being unable to have loving feelings for those close to you
Feeling as if your future will somehow be cut short

Trouble falling asleep or staying asleep

Feeling irritable or having angry outbursts

Difficulty concentrating

Feeling "super-alert" or watchful or on guard

Feeling jumpy or easily startled

Physical reactions when something reminds you of stressful experiences from the past
Efforts to avoid thinking about your stressful experiences from the past or avoid having
feelings about them

Efforts to avoid activities or situations because they remind you of stressful experiences
from the past







Response Options:

e Not at all

o Alittle bit

o Moderately
e Quite a bit
e Extremely

Now we would like to ask you how you've been feeling in the last 2 weeks.

Over the last 2 weeks, how often have you been bothered by any of the following problems?

a) Little interest or pleasure in doing things

b) Feeling down, depressed, or hopeless

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

d) Feeling tired or having little energy

e) Poor appetite or overeating

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

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

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

Response Options:
e Notat all
o Several days
¢ More than half the days
e Nearly every day

Over the last 2 weeks, how often have you been bothered by the following problems?
a) Feeling nervous, anxious or on edge
b) Not being able to stop or control worrying
c) Worrying too much about different things
d) Trouble relaxing
e) Being so restless that it is hard to sit still
f) Becoming easily annoyed or irritable
g) Feeling afraid as if something awful might happen

Response Options:
e Notatall
e Several days
e More than half the days
e Nearly every day

Rate each item from 0 (not at all) to 8 (exactly so) to indicate the degree to which each
statement describes your feelings or behavior:

a) | often find myself getting angry at people or situations

b) When | get angry, | get really mad

c) When | get angry | stay angry

d) When | get angry at someone, | want to clobber the person







e) My anger prevents me from getting along with people as well as I'd like to

Response Options:
® (0 (not at all) to 8 (exactly)

Are you currently taking any medicine for anxiety, depression, or stress?
e No
e Yes

In the last 12 months, did you use prescription-strength pain relievers (e.g. codeine, OxyContin,

Percocet)?
e Never
e Once a month
e Few days per month
o Few days per week
e Daily

The next several questions focus on your eating behavior.

Do you often feel that you can't control what or how much you eat?
e No
e Yes

Do you often eat, within any 2 hour period, what most people would regard as an unusually
large amount of food?

e No

e Yes

If you marked YES to either of the above, has this been as often, on average, as twice a week
for the LAST 3 MONTHS?

e No

e Yes

In the last 3 months, have you done any of the following in order to avoid gaining weight?
a) Made yourself vomit?
b) Took more than twice the recommended dose of laxatives?
c) Fasted - not eaten anything at all for at least 24 hours?
d) Exercised for more than an hour specifically to avoid gaining weight after binge eating?
e) If you marked YES to any of these ways of avoiding gaining weight, were any as often,
on average, as twice a week?

Response Options:
e No
e Yes

Compared to one year ago, how would you rate your emotional health or well-being (such
as feeling anxious, depressed, or irritable) now?
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Much better
Somewhat better
About the same
Somewhat worse
Much worse

SUPPORT AND RESILIENCE

We are interested in how you feel about the following statements. Read each statement
carefully. Indicate how you feel about each statement.

a) There is a special person who is around when | am in need

b) There is a special person with whom | can share my joys and sorrows

c) My family really tries to help me

d) | getthe emotional help and support | need from my family

e) | have a special person who is a real source of comfort to me

f) My friends really try to help me

g) | can count on my friends when things go wrong

h) | can talk about my problems with my family

i) I have friends with whom | can share my joys-and sorrows

i) There is a special person in my life who cares about my feelings

k) My family is willing to help me make decisions

[) | can talk about my problems with my friends

Response Options:
= Very strongly disagree
= Strongly disagree
= Mildly disagree
= Neutral
= Mildly agree
= Strongly agree
= Very strongly agree

Indicate the degree to which the following statements are true in your life...
a) | prioritize what is important in life
b) I have an appreciation for the value of my own life
c) | am able to do good things with my life
d) | have an understanding of spiritual matters
e) | have a sense of closeness with others
f) | have established a path for my life
g) | know that | can handle difficulties
h) | have religious faith
i) I'm stronger than | thought | was
i) I have learned a great deal about how wonderful people are
k) | have compassion for others

Response Options:
e Not at all
e To avery small degree







To a small degree
To a moderate degree
To a great degree
To a very great degree

Please indicate your level of agreement with these statements:
a) | have little control over the things that happen to me
b) There is really no way | can solve some of the problems | have
c) There is little | can do to change many of the important things in my life
d) | often feel helpless in dealing with the problems of life
e) Sometimes I feel that | am being pushed around in life
f)  What happens to me in the future mostly depends on me
| can do just about anything | really set my mind to do

Response Options:

e Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree
Strongly Agree

Have you ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
c) Military chaplain
d) Mental health professional at-a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource
h) Family support centers

Response options:

e Never

¢ Once

e Twice

e Three or more time

[If Once, Twice, or Three or more times to any of the previous questions, then ask]

Did you receive mental health services/counseling in the past 12 months?
e No
e Yes

In the last 4 weeks, how much have your family or friends supported you?
e Notatall
o Alittle bit
e Moderately
e Quite a bit
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e Extremely

LIFE EXPERIENCES

The following section concerns life experiences that have the potential to act as
protective or risk factors. We are aware that many of these questions are quite personal,
but we would appreciate your candid response. We'd like to remind you that all your
answers are strictly confidential.

Have you had any of the following life events happen to you in the LAST 3 YEARS?
a) You changed job, assignment, or career path involuntarily (for example, you lost a job, or
you had to take a job you did not like)
b) You or your partner had an unplanned pregnancy
c) You were divorced or separated
d) Suffered major financial problems (such as bankruptcy)
e) Suffered forced sexual relations or sexual assault
f) Experienced sexual harassment
g) Suffered a violent assault
h) Had a family member or loved one who became severely ill
i) Had a family member or loved one who died
j) Suffered a disabling iliness or injury

Response Options:
e No
e Yes

If YES TO A-J -- Did this event occur in the LAST 12 MONTHS?
e No
e Yes

In the last year, have you been hit, slapped, kicked, or otherwise physically hurt by someone?
e Never

Rarely

Monthly

Weekly

Daily

How much time did you spend growing up in a military family?
e None of my childhood

Very little of my childhood

Some of my childhood

Most of my childhood

All of my childhood

Please indicate your level of agreement with each item.
a) In most ways my life is close to my ideal
b) The conditions of my life are excellent
c) | am satisfied with my life
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d) So far | have gotten the important things | want in life
e) If | could live my life over, | would change almost nothing

Response Options:

1 = Strongly Disagree

2 = Disagree

3 = Slightly Disagree

4 = Neither Agree or Disagree
5 = Slightly Agree

6 = Agree

7 = Strongly Agree

YOUR ALCOHOL USE

Now we would like to ask you some questions about drinking and smoking.

Alcoholic beverages include beer, wine, and liquor (such as whiskey, gin, etc.). For the
purpose of this questionnaire: One drink = one 12-ounce beer, one 4-ounce glass of
wine, or one 1.5-ounce shot of liquor

In your entire life, have you had at least 12 drinks of any type of alcoholic beverage (including
beer and wine)?

e No <SKIP YOUR ALCOHOL USE SECTION>

e Yes

In the past year, how often did you typically drink any type of alcoholic beverage?
¢ Never <SKIP YOUR ALCOHOL USE EXCEPT FOR CAGE ITEMS>

Rarely

Monthly

Weekly

Daily

a) Inthe past year, on those days that you drank alcoholic beverages, on average, how many
drinks did you have?

b) In atypical week, how many drinks of each type of alcoholic beverage do you have?

beer(s) wine liquor

c) Last week, how many drinks of alcoholic beverages did you have? (# of drinks)

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

d) Inthe past year, on how many days did you have 5 or more drinks of any alcoholic
beverage?

e) Inthe past year, how often did you typically get drunk (intoxicated)?
O Never
O Monthly or less
O 2-4 times per month
O >4 times per month








FOR MEN ONLY:
In the past year, how often did you typically have 5 or more drinks of alcoholic beverages within
a 2-hour period?

e Never

e Monthly or less

e 2-4times a month

e >4 times per month

FOR WOMEN ONLY:
In the past year, how often did you typically have 4 or more drinks of alcoholic beverages within
a 2-hour period?
e Never
Monthly or less
2-4 times a month
>4 times per month

In the last 12 months, have any of the following happened to you more than once?

a) You drank alcohol even though a doctor suggested that you stop drinking because of a
problem with your health

b) You drank alcohol, were high from alcohol, or hung over while you were working, going
to school, or taking care of children or other responsibilities

c) You missed or were late for work, school, or other activities because you were drinking
or hung over

d) You had a problem getting along with people while you were drinking

e) You drove a car after having several drinks or after drinking too much

Response Options:
e No
e Yes

Have you ever felt any of the following?
a) Felt you needed to cut back on your drinking
b) Felt annoyed at anyone who suggested you cut back on your drinking
c) Felt you needed an "eye-opener" or early morning drink
d) Felt guilty about your drinking

Response Options:

e No
e Yes

YOUR TOBACCO USE

In the past year, have you used any of the following tobacco products?
a) Cigarettes
b) Cigars
c) Pipes
d) Smokeless tobacco (chew, dip, snuff)
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Response Options:
e No
e Yes

In your lifetime, have you smoked at least 100 cigarettes (5 packs)?
e No <SKIP YOUR TOBACCO USE SECTION>
e Yes

At what age did you start smoking?

years old

How many years have or did you smoke an average of at least 3 cigarettes per day (or one
pack per week)?

years

When smoking, how many packs per day did you or do you smoke?
e Less than half a pack per day
e Half to 1 pack per day
e 11to 2 packs per day
e More than 2 packs per day

Have you ever tried to quit smoking?
¢ Yes, and succeeded
¢ Yes, but not successfully
e No
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YOUR SLEEP QUALITY

Now, we would like to ask you some questions about how you are sleeping. Even if you
are pregnant or have a newborn that is disturbing your sleep, please answer the
guestions by reflecting on your current sleep pattern.

Over the past month, how many hours of sleep did you get in an average 24-hour period?
o Response Option: # of hours

Please rate your sleep pattern for the past 2 weeks.
a) Difficulty falling asleep
b) Difficulty staying asleep
c) Problem waking up too early

d) Snoring
Response Options:

e None

e Mid

e Moderate

e Severe

e Very Severe

How satisfied/dissatisfied are you with your current sleep pattern?
e Very satisfied
e Generally satisfied
¢ Somewhat dissatisfied
e Very dissatisfied

To what extent do you consider your sleep pattern to INTERFERE with your daily functioning
(e.g. daytime fatigue, ability to function at work/daily chores, concentration, memory, mood,
etc.)?
e Not at all interfering
A little
Somewhat
Much
Very much interfering

How noticeable to others do you think your sleeping pattern is in terms of impairing the quality

of your life?
¢ Not at all noticeable
e Alittle
e Somewhat
e Much
e Very much noticeable

How worried/distressed are you about your current sleep problem?
e Notatall
o Alittle
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e Somewhat
e Much
e Very much

During the past month, how often have you taken medicine (prescribed or "over the counter")
to help you sleep?

¢ Not during past month

e Less than once a week

e Once or twice a week

e Three or more times a week

EXERCISE

Now we’re going to ask you some questions about your exercise habits. We realize that some
participants may be pregnant, injured, or suffering from an illness when they take the survey, so
please think about your exercise habits in a typical week.

In a typical week, do you participate in VIGOROUS exercise or work that causes heavy
sweating or large increases in breathing or heart rate (such as running, active sports, marching;
biking)?

e No

e Yes

e Cannot physically do

If YES...
How many days per week do you participate in VIGOROUS exercise?

D Days per week

On those days, how many minutes per day on average do you spend doing
VIGOROUS exercise? (15 minute increments)

Minutes per day on average

In a typical week, do you participate in MODERATE or LIGHT exercise or work that causes light
sweating or slight increases in breathing or heart rate (such as walking, cleaning, slow jogging)?
e No
e Yes
e Cannot physically do

If YES...

How many days per week do you participate in MODERATE or LIGHT exercise?
days per week

On those days, how many minutes per day on average do you spend doing

MODERATE or LIGHT exercise? (15 minute increments)

Minutes per day on average
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YOUR MILITARY SERVICE

Are YOU currently serving in the US military?
¢ Yes, Active Duty
¢ Yes, Reserve or National Guard
e No

What is your overall feeling about your military service?
e Negative

Somewhat negative

Neither negative or positive

Somewhat positive

Positive

Have you deployed for MORE THAN 30 DAYS in the last 3 years?

e No
e Yes
IF YES---

In the last 3 years, how often have you experienced the following during deployment?
a) Feeling that you were in great danger of being killed
b) Being attacked or ambushed
c) Receiving small arms fire
d) Clearing/searching homes or buildings
e) Having an improvised explosive device (IED) or booby trap explode near you
f) Being wounded or injured
g) Seen dead bodies or human remains
h) Handling or uncovering human remains
i) Knowing someone seriously injured or killed
i) Seeing Americans who were seriously injured or killed
k) Having a member of your unit be seriously injured or killed
[) Being directly responsible for the death of enemy combatant
m) Being directly responsible for the death of a non-combatant
n) Being exposed to smoke from burning trash and/or feces

Response Options:
e Never
e 1time
e More than 1 time
o List more recent year of exposure
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YOUR RELATIONSHIP

In order to better understand how military life affects families, this next section asks you

guestions about your relationship with <insert spouse name>. Once again, we'd like to

remind you that all your answers are strictly confidential.

What is your current marital status with <insert spouse name>?
e Now married

Separated

Divorced

Widowed

Single, never married

IF SEPARATED:
* In what month and year did you and your spouse separate? Month/year

IF DIVORCED:
* In what month and year did you and your spouse separate? Month/year
* In what month and year did you and your spouse divorce? Month/year

IF WIDOWED:

*In what month and year did your spouse die? Month/year

*What was the main cause of your spouse’s death?
Response options:
. Combat

Accident (on-duty)

Accident (off-duty)

lliness/Disease

Homicide

Suicide

Other

Unknown

Are you remarried?

a. Dateremarried : |:||:| /|:||:|(mm/VY)

How many years have you been married to <insert spouse name>?

Years

Divorced/Widowed:
* How many years were you married to <insert spouse name>?

Years
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Please select the picture that best illustrates your current relationship with <insert spouse
name>. (Widowed: Skip)

Did you and <insert spouse name> ever receive marital counseling?

e Never

¢ Once

e Twice

e Three or more times

The questions listed below concern what happens between you and your child’s other
parent. While you may not find an-answer which exactly describes what you think, please
mark the answer that comes closest to what you think.

YOUR FIRST REACTION SHOULD BE YOUR ANSWER.

(Widowed or NO Children: Skip)

a) My child’s other parent enjoys being alone with our child

b) During pregnancy, my child’s other parent expressed confidence in my ability to be a
good parent

c) When there is a problem with our child, we work out a good solution together

d) My child’s other parent and | communicate well about our child

e) My child’s other parent is willing to make personal sacrifices to help take care of our
child

f) Talking to my child’s other parent about our child is something I look forward to

g) My child’s other parent pays a great deal of attention to our child

h) My child’s other parent and | agree on what our child should and should not be permitted
to do

i) |feel close to my child’s other parent when | see him/her play with our child

j) My child’s other parent knows how to handle children well

k) My child’s other parent and | are a good team

I) My child’s other parent believes | am a good parent
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m) | believe my child’s other parent is a good parent
n) My child’s other parent makes my job of being a parent easier
0) My child’s other parent sees our child in the same way | do
p) My child’s other parent and | would basically describe our child in the same way
g) If our child needs to be punished, my child’s other parent and | usually agree on the type
of punishment
r) |feel good about my child’s other parent’s judgment about what is right for our child
s) My child’s other parent tells me | am a good parent
t) My child’s other parent and | have the same goals for our child
Response Options:
e Strongly agree
Agree
Not sure
Disagree
Strongly disagree

EDUCATION AND EMPLOYMENT

What is the highest level of education that YOU have completed?
Choose the single best answer.
e Less than high school completion/diploma
High school degree/GED/or equivalent
Some college, no degree
Associate's degree
Bachelor's degree
Master's, doctorate, or professional degree

Are you currently a student?
e No
e Yes, full-time
e Yes, part-time

Which of the following best describes YOUR employment status?
Choose the single best answer.
e Full-time work (greater than or equal to 30 hours per week)
Part-time work (less than 30 hours per week)
Not employed, looking for work
Not employed, not looking for work
Not employed, retired
Not employed, disabled
Homemaker
Other (please specify)

Do you feel that being a military spouse has hindered your career development (i.e., that you
have not achieved in your career as much as you would have if you were not a military
spouse)?
e Not at all hindered Extremely hindered
1 2 3 4 5
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IF FULL-TIME WORK, PART-TIME WORK, THEN ASK
How long did it take you to find employment after your last permanent change of station (PCS)
move?
e Less than 1 month
1 to 4 months
5 to 8 months
9 months to 1 year
More than 1 year

IF FULL-TIME WORK, PART-TIME WORK, OR HOMEMAKER, THEN ASK
How satisfying is your current employment (full-time work, part-time work, homemaker)?
¢ Not satisfying Extremely satisfying
1 2 3 4
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YOUR FAMILY

IF WIDOWED without children: Skip fam_com and fam_coh
IF WIDOWED with children: remove <insert spouse hame> from directions and (if
applicable).

Including yourself, how many people currently reside in your household?
(Please do not include anyone that does not live and sleep in your household the majority of the
time, such as visiting relatives.)

total people

We would now like to ask you some questions about your family. By family we mean you,
your spouse, and your children (if applicable).

Please rate the following statements in regard to your family:

Family members are satisfied with how they communicate with each other
Family members are very good listeners

Family members express affection to each other

Family members are able to ask each other for what they want

Family members can calmly discuss problems with each other

Family members discuss their ideas and beliefs with each other

When family members ask questions of each other, they get honest answers
Family members try to understand each other's feelings

When angry, family members seldom say negative things about each other
Family members express their true feelings to each other

Response options:

Strongly disagree
Generally disagree
Undecided
Generally agree
Strongly agree

How satisfied are you with:

The degree of closeness between family members
Your family's ability to cope with stress

Your family's ability to be flexible

Your family's ability to share positive experiences

The quality of communication between family members
Your family's ability to resolve conflicts

The amount of time you spend together as a family
The way problems are discussed

The fairness of criticism in your family

Family members' concern for each other

Response options:

Very dissatisfied
Somewhat dissatisfied
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e Generally satisfied
e Very satisfied
e Extremely satisfied

Do you have children with <insert spouse name> or from prior relationships?
* Please include any biological or adopted children.

e No

e Yes

How many children do you have with <insert spouse nhame> or from prior relationships?
* Please include any biological or adopted children.

children

How many children currently live in your household?
* Please include any biological, adopted, or foster children that are 21 years old or younger, if
they live and sleep in your household the majority of the time.

children

Now we would like to ask you about your children. We realize that these questions are
sensitive, but it is important to answer them as accurately as you can. Your answers will
provide insight into how families and children are coping with military life and
deployment. We want to remind you that this is a population-based study and data
collected will not be used to make decisions about treatment. If you feel your child needs
medical care or counseling, you should make contact with the appropriate medical
personnel.

Please select the date of birth for each of your children with <insert spouse name> or prior
relationships.
* Please include any biological or adopted children.

Child 1-6

MM DD YY

Separated/Divorced:

What percent of the time does this child typically live with you?
Response Options (Child 1-10)

0% (SKIP CHILDREN QUESTIONS)

25%

50%

75%

100%
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Please record the ages of your children oldest to youngest. If you have more than 6 children, please
provide the ages of your oldest 6 children. Please include any biological or adopted children.

Child 1 Child 2 Child 3 Child 4 Child5 Child 6

age age age age age age

For each of your children 3 to 17 years of age living at home, mark whether you have observed the
following behaviors in the PAST MONTH. Mark all that apply.

Child1 Child2 Child3 Child4 Child5 Child 6

a) Considerate of other people’s feelings

b) Restless, overactive, cannot stay still for
long

c) Often complains of headaches, stomach-
aches or sickness

d) Shares readily with other children, for
example toys, treats, pencils

e) Often loses temper

f) Rather solitary, prefers to play alone

g) Generally well behaved, usually does
what adults request

h) Many worries or often seems worried

i) Helpful if someone is hurt, upset or
feeling ill

j) Constantly fidgeting or squirming

k) Has at least one good friend

I) Often fights with other children or bullies
them

m) Often unhappy, depressed or tearful
n) Generally liked by other children

0) Easily distracted, concentration wanders

p) Nervous or clingy in new situations,
easily loses confidence

g) Kind to younger children
r) Often lies or cheats

s) Picked on or bullied by other children

t) Often offers to help others (parents,
teachers, other children)

u) Thinks things out before acting

v) Steals from home, school or elsewhere

w) Gets along better with adults than with
other children

x) Many fears, easily scared

y) Good attention span, sees work through
to the end







On a typical day, how much time does your child spend watching TV/videos, using a computer, or playing
video games? (Note: Children ages 3-17)

Child1 Child2 Child3 Child4 Child5 Child 6

Hours Per Day

Are you concerned that your child is overweight? (Note: Children ages 3-17)
Child1 Child2 Child3 Child4 Child5 Child 6
No

Yes

Please indicate the degree to which your child was disturbed or upset by your spouse's most recent
or current deployment or active duty assignment. (Note: Children ages 3-17)

Child1 Child2 Child3 Child4 Child5 Child 6
A lot
More than just a moderate amount
A moderate amount
Only a little

Not at all

N/A- no current/recent deployment
or active duty assignment

Are you CURRENTLY interested in your child(ren) receiving mental health services/counseling?
(Note: Children ages 3-17)

Child1 Child2 Chid3 Chid4 Child5 Child6
No

Yes
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In the last 3 years, has your child received any of these services or been placed in any of the
following:
*If you have more than one child, please mark all that apply for any of your children.

-
ASACHACRC)

s)

Inpatient psychiatric unit or a hospital for mental health problems

Residential treatment center (A self-contained treatment facility where the child lives
and goes to school)

Detention center, training school, jail, or prison

Group home (A group residence in a community setting)

Treatment foster care (Placement with foster parents who receive special training and

supervision to help children with problems

Probation officer or court counselor

Day treatment program (A day program that includes a focus on therapy and may also
provide education while the child is there)

Case management or care coordination (Someone who helps the child get the kinds
of services he/she needs)

In-home counseling (Services, therapy, or treatment provided in the child's home)
Outpatient therapy (From psychologist, social worker, therapist, or other counselor)
Outpatient treatment from a psychiatrist

Primary care physician/pediatrician for symptoms related to trauma or
emotional/behavioral problems. (Excluding emergency room)

School counselor, school psychologist, or school social worker (For behavioral or
emotional problems.)

Special class or special school (For all or part of the day)

Child Welfare or Department of Social Services (Include any type of contact)

Foster care (Placement in kinship or non-relative foster care)

Therapeutic recreation services or mentor

Hospital emergency room (For problems related to trauma or emotional or behavioral
problems)

Self-help groups (such as Alcoholics Anonymous, Narcotics Anonymous)

Response options:

Yes

Has a doctor or health professional EVER told you that your child has any of the following
conditions?

(If you have more than one child, and more than one child has the condition, please mark the
severity level for the child that is most affected by the condition.)

Food allergies

Non-food allergies

Obesity

Asthma

Any developmental delay that affects (his/her) ability to learn

Stuttering, stammering, or other speech problems

Attention Deficit Disorder (ADD) or Attention Deficit Hyperactive Disorder (ADHD)
Depression

Anxiety problems or other emotional problems

Eating disorder
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k) Behavioral or conduct problems, such as oppositional defiant disorder or conduct
disorder

[) Autism or Autism Spectrum Disorder (ASD)

m) Tourette Syndrome

n) Diabetes

o) Cystic Fibrosis

p) Cerebral Palsy

g) Muscular Dystrophy

r) Epilepsy or other seizure disorder

s) Migraine or frequent headaches

t) Arthritis or other joint problems

u) Hearing problem

v) Vision problems that cannot be corrected with glasses or contact lenses

w) A brain injury or concussion

X) Blood problems such as anemia or sickle cell disease

Response options:
e Yes

Is one or more of your children CURRENTLY experiencing a behavioral, emotional, or learning

problem?
e No
e Yes, Mild
¢ Yes, Moderate
e Yes, Severe

Has your child, or any of your children, ever received mental health services/counseling from a:
a) Mental health professional at a military facility
b) General medical doctor at a military facility
c) Military chaplain
d) Mental health professional at a civilian facility
e) General medical doctor at a civilian facility
f) Civilian clergy
g) Counseling through Military OneSource

Response options:

e Never

e Once

e Twice

e Three or more times

Is your family enrolled in the Exceptional Family Member Program (EFMP)?
e Yes
e No

In the past 3 years, where has your child(ren) gone for care? Mark all that apply.
e Military Treatment Facility (MTF)
e Civilian Provider - TRICARE
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¢ Civilian Provider - private insurance, Medicaid, or SCHIP (State Children's Health
Insurance Program)

e Public health centers (free or reduced cost care)

e My children do not use healthcare facilities/providers

DEMOGRAPHICS

What is YOUR date of birth?

MM DD YYYY

We were not able to retrieve your full Social Security Number (SSN) from your sponsor's record.
In order to assist us in maintaining contact with you and to be included in all analyses, please
provide your full SSN. Your full SSN will not be stored with your survey responses and will never
be shared with anyone outside the study. Thank You!

—YOUR SOCIAL SECURITY NUMBER WILL BE ENCRYPTED BEFORE TRANSMISSION.—

e Open text response

What is YOUR Race/Ethnicity? (Choose the single best answer)
¢ White non-Hispanic

Black non-Hispanic

Asian/Pacific Islander

Hispanic

Native American

Other

please specify

Is English your primary language?
e No
e Yes

What is your annual household income?
*Please include Basic Allowance for Housing (BAH), even if you live in base housing, and any
other regular income that your family receives.

less than $25,000
$25,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000-$124,999
$125,000-$149,999
$150,000 or more

30







CONTACT INFORMATION

Because we are interested in how military life and deployment affect families over time, it
is important for us to have contact information that you will have for at least the next
three years. We realize that you may move before then, but you may have cell phones and
email addresses that you will maintain for long periods of time.

A. Please write your full name
Last Name

First Name

B) Please include your mailing address below, so we can mail youyour gift.

Address Line 1:

Address Line 2
(optional):

City (or FPO/APO):

State/Province/Region
(or AA/AE/IAP): ZIP/Postal Code:

Country:

Daytime Phone Number:

Home:

Mobile:

Work:

Your Email Address(es):

Primary:

Secondary:

C) What is your full Social Security number?
(The reason for asking you your SSN is to assist us in maintaining contact with you and to be
included in all analyses. Your SSN will not be stored with your survey responses and will be
confidentially maintained.)
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To help us contact you in the future, please provide the name and contact information for two
people who are likely to know where you can be reached. Please do not include individuals that
live in your household. We will NOT share your questionnaire responses with these individuals
and they will ONLY be contacted if we have difficulty contacting you.

D) First Alternate Contact
Name:

Phone:

Email:

E) Second Alternate Contact
Name:

Phone:

Email:

F) Finally, do you have any concerns about your health that are not covered in this questionnaire that
you would like to share?

THANK YOU FOR COMPLETING THE FAMILY STUDY SURVEY!
We’d like to send you a token of our appreciation.
Please fill in the circle below of your gift choice.

If you have any questions or concerns, you can contact the Millennium Family Study team
toll free at (800) 571-9248. You can also email us at familycohortinfo@med.navy.mil.

This page will be removed and stored separately from your survey. 32








PRIVACY ACT STATEMENT

You have rights under the Privacy Act. The following statement describes how that Act applies to this
study:

Authority: Authority to request this information is granted under Title 5, U.S. Code 136, Department of Defense
Regulations, Executive Order 9396, DoD RCS#DD-HA(AR)2106 (expires 01/31/13), and OMB #0720-0029 (expires
3/31/14). Personal identifiers will be used to link survey data with medical and other military records.

Purpose: Medical research information will be collected in a research project titled "Prospective Studies of U.S.
Military Forces: The Millennium Cohort Study." The project objective is to enhance basic medical knowledge and to
improve the treatment and prevention of illnesses that may be related to military service.

Routine Uses: The information provided in this questionnaire will be maintained in data files at the Deployment
Health Research Department at the Naval Health Research Center and used only for medical research purposes.
Use of these data may be granted to other federal and non-federal medical research agencies as approved by the
Naval Health Research Center's Institutional Review Board. However, your personal identifiers will be protected. By
signing the original consent form, you volunteered to disclose your information as identified above. If you do not
agree to this disclosure, your failure will make the research less useful. The "Blanket Routine Uses" that appears at
the beginning of the Department of Defense's compilation of medical databases also applies to this system.

Anonymity: All responses will be held in confidence by the Deployment Health Research Department. Information
you provide will be considered only when statistically summarized with the responses of others. Your personal
identifiers (name, etc.) will only be used to link data sets and then the identifiers will be stripped from study data
such that medical researchers cannot identify you individually.

Voluntary Disclosure: Completion of the questionnaire is voluntary. Failure to respond to any of the questions will
NOT result in any penalties except possible lack of representation of your views in the final results and outcomes.
PUBLIC BURDEN STATEMENT: Public reporting burden for this collection of information is estimated at 30
minutes. Comments on the burden or content of the instrument should be sent to the Millennium Cohort Study team,

PO Box 85777, San Diego, CA 92186-5777. Under 5 CFR 1320.5(b), an Agency may not conduct or sponsor, and a
person is not required to respond to, a collection of information unless the collection displays a valid control number.
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Sheila,

Thank you for your voicemail and e-mail. 1'd like to request copies of the proposed information collection and
associated collection instruments referenced in the September 6, 2012 Federal Register notice
(http://www.agpo.gov/fdsys/pka/FR-2012-09-06/html1/2012-21971.htm). This includes the Millennium Cohort
Study, the Millennium Cohort Family Study, and any associated collection instruments.

Best,

Lisa

Lisa Schnall

Senior Attorney Advisor

Office of Legal Counsel

U.S. Equal Employment Opportunity Commission
131 M St, NE

Washington, DC 20507

(202) 663-4845

lisa.schnall@eeoc.gov

>>> "Medina-Torne, Sheila CTR NHRC" <Sheila.Medina-Torne@med.navy.mil>
>>> 9/20/2012 7:15 PM >>>
Dear Ms. Schnall,

I am the Study Coordinator for the Millennium Cohort Study which is conducted at the Naval Health Research
Center in San Diego, CA. Today we received a voice message from you in response to the Federal Register notice
that was published on 6 September 2012.

It is important to us that we address your questions and/or comments.
Please let us know what information you are looking for.

Very respectfully,
Sheila

Sheila Medina-Torne, MPH

Study Coordinator

Deployment Health Research Department
Naval Health Research Center

140 Sylvester Road

San Diego, CA 92106-3521

(619) 553-7317



http://www.gpo.gov/fdsys/pkg/FR-2012-09-06/html/2012-21971.htm



