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RESULTS

After providing informed consent, participants were
randomized to complete the PDHCO on either paper or
computerized format at their first study visit. The alternate
format was completed at the second study visit (24 hours
later) and the one-week retest was completed from home

BACKGROUND :

* The Provider-Dependent Health Care Orientation (PDHCO)
assesses an individual's orientation towards health and health
care. (Kaplan, 1996)
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