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Event-Based Participant Questionnaire

Thank you for taking part in this session.

Your views will help inform our work. Your answers are confidential so please fill in the form honestly.  Just choose the answer that you feel is right for you.

	(
	


Most of the questions can be answered by ticking one box: 

	1
	2
	3
	
	5
	Please circle


or putting a circle around an answer:



	Questionnaire Code (Internal use)
	

	Date processed 
	


PART 1 - Your Health

1.1      Have you taken part in any other sessions related to this project: 

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 A couple

 FORMCHECKBOX 
 Some

 FORMCHECKBOX 
 A lot 







Strongly

     Strongly 







Disagree
                Agree
	1.2
	My health is usually excellent


	1

2

3

4

5

Please circle

(
(
(


	1.3
	I feel that I take care of my health
	1

2

3

4

5

Please circle

(
(
(


	1.4
	My local health services don’t meet  my needs (e.g. GP surgery, health clinic, dentist, chiropodist)


	5
4
3

2
1
Please circle

(
(
(


	1.5
	I feel more confident about going to the pharmacist for help after this session


	1

2

3

4

5

Please circle

(
(
(



1.6
Did anyone here advise you to see a health professional (e.g. GP, Health Visitor, District Nurse) about your health? 
(Please tick one)

 FORMCHECKBOX 
  Yes 


 FORMCHECKBOX 
  No
 (Go to 1.10)

1.7
If you were advised to see a health professional by someone here, what was this about:
..............................................................................................................................................
1.8
If you were advised to see a health professional by someone here, do you plan to go?
 FORMCHECKBOX 
 Yes
(Go to 1.10)

 FORMCHECKBOX 
 No, I’m not going   

1.9        If you do not plan to go, please tell us why not
..............................................................................................................................................
1.10      Did anyone offer you advice, or information on other services (e.g. local community groups)? 
 FORMCHECKBOX 
  Yes



 FORMCHECKBOX 
  No
(Go to the next page)

1.11
If yes, what services ..........................................................................................................
PART 2 - Your Experience of the Session(s)





       Strongly

   Strongly 




                    Disagree                         Agree
	2.1
	I feel I had a say about what was talked about 
	1

2

3

4

5

Please circle

(
(
(


	2.2
	I feel I played a part in the session(s)


	1

2

3

4

5

Please circle

(
(
(


	2.3
	The session(s) were well run


	1

2

3

4

5

Please circle

(
(
(


	2.4
	The session(s) have encouraged me to improve my lifestyle 


	1

2

3

4

5

Please circle

(
(
(


	2.5
	I have a better understanding of what a pharmacist can offer

	1

2

3

4

5

Please circle

(
(
(


	2.6
	The people taking the session(s) know more about my needs
	1

2

3

4

5

Please circle

(
(
(


	2.7
	I feel I have things in common with the other people taking part
	1

2

3

4

5

Please circle

(
(
(


	2.8
	I feel more in control of my health
	1

2

3

4

5

Please circle

(
(
(


	2.9
	I know more about local health services 
	1

2

3

4

5

Please circle

(
(
(


	2.10
	I know more about local groups 
	1

2

3

4

5

Please circle

(
(
(


	2.11
	I would take part in other activities like this


	1

2

3

4

5

Please circle

(
(
(



Please use the space over the page to tell us what you liked and didn’t like about the sessions

	( I liked



	( I didn’t like


	It would have been better if




Please turn over and complete the confidential equality monitoring form
CONFIDENTIAL EQUALITY MONITORING FORM

In this questionnaire we will ask you to provide us with some personal information about yourself.  We are doing this to demonstrate our commitment to promoting equality of opportunity.  

Your identity will be kept anonymous and your answers will be treated in confidence.  

Please state your age:  

 years

Gender:





Female: 
 FORMCHECKBOX 


Male:
 FORMCHECKBOX 

Do you receive any benefits or allowances?  
Yes:
 FORMCHECKBOX 


No
 FORMCHECKBOX 

If yes please state what they are: ........................................................................................................................................................................................................................................................................................
Are you married or in a civil partnership?
Yes:
 FORMCHECKBOX 


No:
 FORMCHECKBOX 

Do you consider that you are a disabled person?  Yes:
 FORMCHECKBOX 

No:
 FORMCHECKBOX 

Do you have dependants, or caring responsibilities for family members or other persons? (tick all that apply)
Yes, a child or children


 FORMCHECKBOX 


No
 FORMCHECKBOX 

Yes, a disabled person or persons
 FORMCHECKBOX 


Yes an elderly person or persons

 FORMCHECKBOX 

My Nationality is: ...................................................................................................................

Please indicate your race or colour or ethnic or national origins:

White



 FORMCHECKBOX 


Chinese

 FORMCHECKBOX 



Irish Traveller

 FORMCHECKBOX 


Indian


 FORMCHECKBOX 



Pakistani


 FORMCHECKBOX 


Bangladeshi

 FORMCHECKBOX 



Black Caribbean

 FORMCHECKBOX 


Black African

 FORMCHECKBOX 



Black Other


 FORMCHECKBOX 




Mixed Ethnic Group (please state which).........................................................................

Any other Ethnic Group (please state) .............................................................................
My sexual orientation is towards:
Persons of a different sex to me: 

 FORMCHECKBOX 

Persons of the same sex as me: 

 FORMCHECKBOX 

Persons of both sexes: 


 FORMCHECKBOX 

Please indicate the community to which you belong:
I am a member of the Protestant community:





 FORMCHECKBOX 

I am a member of the Roman Catholic community:




 FORMCHECKBOX 

I am not a member of either the Protestant or the Roman Catholic communities:

4
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