Resident Survey

About You
1.
What is your age?



 years old

2.
What is your gender? 


           (1) Male



           (2) Female

3.
Are you of Hispanic or Latino origin?


           (1)  Yes



           (2)  No
4.
What is your race?  (check all that apply)

           (1)  White 

           (2)  Black or African American 

           (3)  Asian

           (4)  Native Hawaiian or other Pacific Islander

           (5)  American Indian or Alaska Native

           (6)  Other (please list)  











5.
What is your current marital status?

           (1)  Married

           (2)  Separated

           (3)  Divorced

           (4)  Widowed

           (5)  Single

6.
In general, how would you rate your quality of life? 

           (1)  Excellent

           (2)  Very good

           (3)  Good 

           (4)  Fair

           (5)  Poor

Physical Health 
7.
In general, would you say your health is: 

           (1)  Excellent

           (2)  Very good

           (3)  Good 

           (4)  Fair

           (5)  Poor

8.
Has a doctor ever told you that you have any of the following health conditions? 
	
	(1) YES
	(2) NO

	A.
High blood pressure or hypertension 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Diabetes or high blood sugar
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Cancer 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Chronic lung disease/breathing problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Heart problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Arthritis or rheumatism
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Eye problems like cataracts, glaucoma, or macular degeneration
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Neurological problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Memory-related disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Emotional, nervous, or psychiatric problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 



9.
Because of a health or memory problem. . . 
	
	Do you have difficulty with any of the following activities?
	If YES, do you 

have help?

	
	(1) YES
	(2) NO
	(1) YES
	(2) NO

	A.
Bathing/showering 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Dressing 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Get in and out of bed/chair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Using the toilet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Incontinence (wetting/soiling yourself)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Using the telephone 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Shopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Preparing meals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Housekeeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	K.
Doing laundry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	L.
Traveling to places out of walking distance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	M.
Managing medications
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	N.
Managing money or finances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



10.
During the past 12 months, have you fallen down?  

           (1)  Yes



           (2)  No
11.
If YES, how many times? 



   Times

Emotional Health

12.
Choose the best answer for how you have felt over the PAST WEEK.
	
	YES
	NO

	A.
Are you basically satisfied with your life?
	(0)  FORMCHECKBOX 

	(1)  FORMCHECKBOX 


	B.
Do you often get bored?
	(1)  FORMCHECKBOX 

	(0)  FORMCHECKBOX 


	C.
Do you often feel helpless?
	(1)  FORMCHECKBOX 

	(0)  FORMCHECKBOX 


	D.
Do you prefer to stay home rather than going out and doing new things?
	(1)  FORMCHECKBOX 

	(0)  FORMCHECKBOX 


	E.
Do you feel pretty worthless the way you are now?
	(1)  FORMCHECKBOX 

	(0)  FORMCHECKBOX 



Health Service Use

13.
During the past 12 months, have you gone to a hospital emergency room about your own health? 

           (1)  Yes



           (2)  No
14.
If YES, how many times?




 
  Times

15.
During the past 12 months, have you been a patient in the hospital overnight? 
           (1)  Yes



           (2)  No
16.
If YES, how many times?



   Times

17.
How many prescription medications do you take (i.e. medications your doctor has given you a prescription for that you must get filled)? 
 



    Medications

18.
How many over-the-counter medications do you take (e.g. like aspirin, vitamins, etc.)? 




    Medications

Physical Activity

19.
How many days a week are you usually physically active for at least 30 minutes?  This includes any activity that causes small increases in breathing or heart rate, such as walking, gardening, housework, or dancing. 

____ Days

20.
Is there anything that keeps you from engaging in physical activity? 
           (1)  No

           (2)  Not motivated

           (3)  Don’t know what to do 
           (4)  Physical or health limitations
Community and Support Network
21.
Are you involved in the life of your building? (e.g., have friends in building, participate in building activities, etc.)
           (1)  No, not interested
           (2)  No, but would be interested
           (3)  Yes
22.
Do you have family or friends in the area who can assist you when needed? 


           (1)  Yes



           (2)  No
23.
Do you have family or friends who call you regularly? 


           (1)  Yes



           (2)  No
24.
Do you have family or friends who visit you regularly? 


           (1)  Yes



           (2)  No
25.
How would you describe the level of assistance your family members or friends provide? 

           (1)  I do not need assistance

           (2)  Do not provide assistance

           (3)   Limited assistance

           (4)  Moderate assistance

           (5)  Lots of assistance

Insurance
26. 
Do you have a Medicaid card? [add description of what card looks like in your state to help understanding of question.. . .i.e. “blue and gray card”]
           (1)  Yes



           (2)  No
Thank You!
[Adapt this message to include the appropriate logistical details decided on by your organization/property and any other information you would like to include. The highlighted text below shows areas where your organization needs to insert updated information.]





Dear Resident,





We invite you to complete this survey.  It will help [name of organization/property] plan programs and activities that respond to the interests and needs of the individuals living in this building.  It is helpful to have as many people participate in the survey as possible so we truly know the interests and needs of our community. To that end, we ask that you please take a few moments to complete this survey.  





Although we hope you will participate, this survey is entirely VOLUNTARY and you may choose to complete it or not.  It is also ANONYMOUS and CONFIDENTIAL.  You do not need to put your name on this survey. [If you decide not to do the survey anonymously, you will need to alter this paragraph accordingly.] Your individual answers will not be shared and the responses will be consolidated so that an individual cannot be identified.





Please complete the survey by [date].  Return the completed survey to [describe where the survey should be returned and any necessary details about how/when].  If you need any assistance, please ask [person(s) designated to assist].  [Describe any other mechanism you may have decided on to help residents, such as a group session.]  All residents returning a completed survey will be entered in a drawing for a $25 gift card [if you’ve decided to offer any type of incentive, include the appropriate details]. 





Thank you for sharing your time!
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