	SVI is trying to build a clear picture of the needs of the Visually Impaired community, and hope you will help us by answering the following questions. All the information you give will be kept confidential, therefore, no one who participates will be identified.


PERSONAL DETAILS

A. Where do you live in Sandwell? Please tick one ( √ ) box that applies to you.
	Smethwick  1
	 
	
	West Bromwich 3
	 
	
	Tipton            5
	 

	Oldbury       2
	 
	
	Wednesbury     4
	 
	
	Rowley Regis 6
	 


B. Are you:  Please tick ( √ ) one box that applies to you.
	 
	Male 1
	 
	
	Female 2
	 


C. Age range: Please tick ( √ ) one box that applies to you.
	Age:
	16 – 24 (1)
	 
	
	35 – 49 (3)
	 
	
	65+ (5)
	 

	
	25 – 34 (2)
	 
	
	50 - 64 (4)
	 
	
	
	


D. Status: Please tick ( √ ) one box that applies to you.
	Status:
	Single      1
	 
	
	Divorced 3
	 
	
	Separated  5
	 

	
	Married    2
	 
	
	Widow    4
	 
	
	Other         6
	 


E.  Transport/Access:  Please tick ( √ ) the boxes that applies to you.
Transport/Access

	1  Regular use of a car 
	

	2  No regular use of a car
	

	3  Use taxis most of the time
	

	4  Use public transport most of the time
	

	5  Use specialist transport like Ring and Ride most of        the time
	


Who drives the car …………………..

 Do you feel confident to use public transport …………………..
F.   Language abilities: (please state)
	F
	What is your first language?
	 

	
	Do you speak any other languages? 
	 

	
	 
	 

	
	 
	 

	
	 
	 


G.       (Please tick ( √ ) all boxes  that applies to you)

	G
	Ability to READ/ACCESS THE WRITTEN WORD
	 

	
	Large print without a reading aid 
	 

	
	Large print with a reading aid
	 

	
	Braille 
	 

	
	Audio tape 
	 

	
	Audio CD
	

	
	Internet
	

	
	Someone else reads to me
	


	H i)
	Employment status:
	Work Full -time
	 
	1  Please move onto Q1

	
	
	Work Part -time
	 
	2  Please move onto Q1

	
	
	Not in employment
	 
	3  Please answer next question (below)  


	H ii)    Not in employment:
	1  Unemployed
	 
	
	2   Student/training
	 

	
	3  Retired
	 
	
	4   Long term sick or disabled
	 

	
	5  Looking after family/house
	 
	
	 6   In receipt of benefit
	

	
	7  Other (please state)  

	


	We are interested in your views and opinions about your health. Therefore, we would like to ask a few questions about the general state of your health.


PERCEPTION OF HEALTH

Q1  How would you describe your health at this present moment?

Very Good   (1


Ok/Fair  (3 

Very Poor  (5

Good
    (2 


Poor  
   (4

Q2  Compared to one year ago, how would you rate your health?

Much better

(1

Somewhat worse
(4

Somewhat better
(2 

Much worse

(5

Same


(3


Q3  How would you rate your emotional well being at the moment?

Very good (1          Good (2          Average (3       Bad (4       Very bad (5

Q4  If you feel OK at the moment have there been times either recently or in the past  when you have not felt right emotionally?

Yes
(1

No
(2

If yes, do you think your sight contributed to these feelings?


Yes
(1

No
(2

Q5
 Is/was there anyone you turned to for help?


Yes
(1

No
(2

If yes, who did you turn to and how did they help you? 
..............................................................


If no, or you found it hard to help yourself, what help do you think you would have liked?

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

Q6   Do you have a long-standing illness, disability or health problem other than your sight?

 Yes
(1

No
(2


If YES, please tell us what it is.


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


If YES, do you feel you are getting enough help and information to manage your health?          


Yes
(1

No
(2

Q7
	Are you
	Registered Blind
	

	Are you
	Registered Partially sighted
	

	Have you
	Chosen not to register
	

	
	Didn’t know anything about registration
	

	
	Does anyone else in your family have a sight impairment
	


Q8     Do you have difficulties in getting around outside (eg using Public Transport, shopping, getting to health services)?



Yes
(1

No
(2



If YES, please tell us what type of difficulties you have


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


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

Q9     Have you ever had mobility training? 

Yes
(1

No
(2

If so what type………………….

Do you now or have you in the past used a mobility aid?

 Yes
(1

No
(2

If so what is/was it?........... 
Q10
Do you find things difficult around the house e.g. preparing food, housework, bathing, climbing stairs?



Yes
(1

No
(2



If YES, please tell us what type of difficulties you have


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


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

Q11
Do you have any Hearing Impairments?


Yes
(1

No
(2



If YES, do you wear a hearing aid?


Yes
(1

No
(2

Q12
Which of the following best describes your present status in relation to tobacco use?


Please tick applicable box:
	Smoke

every day
	Smoke

Sometime
	Smoke rarely 
	Given up smoking 
	Never smoked 

	1
	2
	3
	4
	5



If you smoke, are you interested in stopping smoking?

Yes

(1

No
(2

If No, please go to question Q 13.


If Yes, have you attempted to give up in the past 6 months?

Yes

(1

No
(2



If Yes, have you been given any professional advice on ways to give up in the past 6 months?


Yes

(1

No
(2



If Yes, was the advice/support


Good
(1

Adequate 
(2

Not adequate (3       



If not adequate, please tell us why not and how we can make it good? 



……………………………………………………………………………...



………………………………………………………………………………

Q13
Which of the following best describes your present status in relation to consuming alcoholic drinks?


Please tick applicable box

	Regularly
	Sometime
	Given up
	Never

	1
	2
	3
	4


If Regularly/Sometimes have you attempted to give up in the past 6 months?


Yes
(1

No (2

If Regularly/Sometimes, have you been given any professional advice on ways to give up in the past 6 months?


Yes
(1

No (2
	We would like to understand what you know about the Health and Social Services in your locality. Therefore, we would like to ask you a few questions about selected health services.


HEALTH SERVICES

Q14
Do you use any special aids around the house?


Yes
(1

No
(2



If YES, please tell us what type of aids/equipment you have


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

Q15
Are you aware that eligible people can borrow special aids or have adaptations to their home to assist with independent living?


Yes
(1

No
(2



If YES, do you know how to access this service?

Yes
(1

No
(2

Q16
Are you aware that eligible people have access to Ring and Ride for travelling?


Yes
(1

No
(2



If YES, do you know how to access this service?

Yes
(1

No
(2

Q17
Are you aware that eligible people have access to Meals on wheels service?

Yes
(1

No
(2



If YES, do you know how to access this service?

Yes
(1

No
(2

Q18     Are you aware that eligible people may be entitled to Direct Payments to help them with personal care and support?
      Yes
(1

No
(2

      If YES, do you know how to access this service?

Yes
(1

No
(2

Q19     Are you aware of the blue badge scheme?
      Yes
(1

No
(2

      If YES, do you know how to access this service?

Yes
(1

No
(2

Q20     Are you aware that eligible people may be entitled to a concessionary travel pass?
Yes
(1

No
(2

If YES, do you know how to access this service?
Yes
(1

No
(2

Q21
Please can you tell us if you have used any of the services listed below in the past six months? (Tick all that apply)

	Chemist
	 
	1
	 Doctor
	 
	5
	Hospital
	 
	9

	Chiropodist
	 
	2
	 Health Centre
	 
	6
	Physiotherapist
	 
	10

	District Nurse
	 
	3
	 Health Visitor
	 
	7
	Practice Nurse
	 
	11

	Social Worker
	
	4
	 Low vision service
	
	8
	
	
	


         Other (specify)...................................





(12
Q22
Do you visit the eye clinic or opticians for an eye examination every year?

Yes
(1

No
(2

If NO, please tell us what is preventing you?


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


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

Q23
Do you visit your dentist for a dental check every six months?

Yes
(1

No
(2



If NO, please tell us what is preventing you?


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


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

. 
	An important issue relating to your health is how you obtain and receive information about health. Therefore, we would like to ask you a few questions about how and where you get health information.


HEALTH INFORMATION

Q24
How have you found out information on the following health issues, (health effects of diet or lifestyle, or specific health issues like coronary heart disease, diabetes, flu etc)?


 (Tick all that apply)


Radio


(1

TV



(8

Newspaper

(2

Magazines


(9

Books


(3

Leaflets


(10

Posters


(4

Friend/family advice

(11

Professional advice
(5                 Audio



(12

Visual


(6

Other (specify)....................(13

Internet                         (7
	We are interested in how food affects your health. Therefore, we would like to ask you a few questions about the choices you make in relation to this issue.


FOOD

Q25
Do you feel that certain foods you eat, affect your health in any way?

Yes
(1

No
(2

Q26
How often do you eat fruit?



Never



(1

Rarely


(2



At least once a week
(3

Every other day
(4



Every day


(5



Q27
How often do you eat vegetables or salad?



Never



(1

Rarely


(2



At least once a week
(3

Every other day
(4



Every day


(5



Q28
Have you heard of the ‘5-A-DAY‘ campaign?

Yes
(1

No
(2

Q29
Would you say that your diet is healthy?

Yes
(1

No
(2


If NO, would you please tell us what is stopping you from having  


a healthier diet? 

…………………...............................................................................



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



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



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



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

	An important area we are interested in is the amount of physical activity that you undertake. Therefore, we would like to ask a few questions about physical activity and how this impacts upon your health.


PHYSICAL ACTIVITY

Q30
On average, how many days a week do you do a total of 30 minutes (a day) of moderate activity? 


This can include doing 3 sets of 10 minutes. Moderate physical activity means you get slightly warm and slightly out of breath.



1 day a week
   (1

 4 days a week  (4

6 days a week  (6



2 days a week  (2

 5 days a week  (5

7 days a week  (7



3 days a week  (3

Do you never undertake any moderate activity [i.e. 30 minutes a day]?  _______________ 
What activity or sport do you participate in?

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


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

Q31    Would you be interested in getting active by:

Healthy walking: alone, with a group, or setting up your own group

(1

EXTEND Classes (gentle exercise classes indoors)

 

(2

A swimming and pool exercise scheme 
                

                      (3

Yoga classes




                       

           (4

Group gardening activities 




  

           (5

Group activities at leisure centres    



      

(6
      GYM



                      


  

(7


Any other ideas of your own (please write)…………………         

(8

Q32   How confident are you that health care professionals know, understand and handle your needs as a visually impaired person?
	PROFESSIONAL
	Very Confident
	Fairly Confident
	Not Confident At All


	G.P.
	
	
	

	Practice Nurse
	
	
	

	Community Nurse
	
	
	

	Hospital Stays
	
	
	

	Dentist
	
	
	

	
	
	
	

	
	
	
	


Thank you for filling in the questionnaire, your comments are valuable and will assist us to improve the services offered to the visually impaired community.  
All the information you have given us is confidential and none of your personal details will be used in our report summary.

We keep your prize draw ticket separate from your form and your number will be entered in to a prize draw, which will be made after 31st May - the closing date for return of completed questionnaires.

The following information will be strictly confidential and will be removed from the questionnaire before the information is analysed – it is important that you complete the following so that we can notify you if you have won the prize draw.
If you would like further health information or would like to be notified about health events/sessions in the area, please provide us with your contact details.  Your details will be kept strictly confidential.

Name:
______________________________________________

Address:
______________________________________________




______________________________________________

Post code
______________________________________________

Telephone number: ________________________________________

Email address:
_________________________________________

If there is any specific health information you require, please state

__________________________________________________________

__________________________________________________________
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