How Healthy is your Lifestyle?
Please answer each question by placing a tick in ONE of the 4 boxes.

	
	Question
	Always
	Usually
	Sometimes
	Never

	1
	Do you eat a balanced diet, low in sugar and fat?
	4
	3
	2
	1

	2
	Do you eat 5 portions of vegetables each day?


	4
	3
	2
	1

	3
	Do you eat some fruit each day?


	4
	3
	2
	1

	4
	Are you happy with your body size and shape?


	4
	3
	2
	1

	5
	Do you drink about 6 glasses of water a day?


	4
	3
	2
	1

	6
	Do you avoid drinking sugary drinks?
	4
	3
	2
	1

	7
	Do you get enough sleep (about 8-10 hours a night)?


	4
	3
	2
	1

	8
	Do you brush your teeth daily?


	4
	3
	2
	1

	9
	Do you go to the dentist regularly for a check up?


	4
	3
	2
	1

	10
	Do you have a sensible balance between rest, work or chores and your social life?
	4
	3
	2
	1

	11
	Are you a non-smoker?


	4
	3
	2
	1

	12
	Are you calm and controlled?


	4
	3
	2
	1

	13
	Do you have a few good friends?


	4
	3
	2
	1

	14
	Do you do about 60 minutes of activity each day?


	4
	3
	2
	1

	15
	Do you think you are a healthy person?


	4
	3
	2
	1

	16
	Do you think you are an active person?


	4
	3
	2
	1

	17
	Do you think you are fit?


	4
	3
	2
	1

	18
	Would you describe yourself as happy?


	4
	3
	2
	1

	
	TOTAL


	
	
	
	


Questions about Your Diet
Gender 

Male
(

Female
(
Age 


.............................. yrs

	Q1  How often do you eat the  following... (please tick)
	More than once a day
	Once every day
	Most days
	Once or twice a week
	Less often or never

	Processed meat or chicken products - including meat pies, pasties, sausage rolls, burgers, sausages, chicken nuggets or breaded chicken
	
	
	
	
	

	potatoes, including boiled, mashed, baked potatoes, but excluding roast potatoes, chips

or potato products (e.g. waffles, smiles)
	
	
	
	
	

	Biscuits, including wrapped chocolate biscuits (e.g. Twix, Kit-Kat, Penguin)
	
	
	
	
	

	Confectionary, including sweets and chocolate bars (e.g. Mars and Snickers)
	
	
	
	
	

	Savoury snacks (e.g. crisps, tortilla chips)
	
	
	
	
	

	Cakes, buns, desserts (e.g. cheesecakes, apple tart)
	
	
	
	
	

	Sugary fizzy drinks or squashes

	
	
	
	
	

	Fruit, including fresh, frozen, dried, tinned and pure fruit juice
	
	
	
	
	

	Salad or vegetables, including fresh, frozen, dried and tinned vegetables, but excluding potatoes
	
	
	
	
	


Q 2
On average how many portions of fruit do you eat each day?   ......................per day

Q3
On average how many portions of salad, or vegetables, including fresh, frozen, tinned or dried do you eat each day? 

.........................per day
Q4 
Since, taking part in this project have you changed your eating habits?
Yes
(



No  
( (end of questions)

Q5    
If yes, in what ways have you changed your eating habits?

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

Q6
Was this to help you lose weight? 
Yes
(



No  
( (end of questions)

Q7
If yes, how much weight have you lost since being at the project? 

...........stone ........................lbs

Questions about Smoking 
Gender 

Male
(

Female
(
Age 


.............................. yrs

Q1 Do you spend any time regularly in enclosed places where other people are smoking or have been smoking (when you are not smoking yourself)? 

Yes
(

No 
(
Q2 How much time do you spend in enclosed places where you breathe tobacco smoke (when you are not smoking yourself)?

· At least 5 hours every day or most days

· One to 4 hours every day or most days

· At least 5 hours a week

· One to 4 hours a week

· Regularly but less often than that

· Other 
(Please specify)..........................................................................................
Q3 Where are you when you are exposed to tobacco smoke in this way (tick all that apply)?

· Home
· Work
· Visiting family or friends
· Pub or club
· Cinema
· Car

· Bookies/betting shops
· Restaurants
· Other (Please specify)
.........................................................................................
Q4. Have you ever smoked a cigarette, a cigar or a pipe?

Yes
(
No 
( (Questionnaire Completed)

Q5. Do you smoke cigarettes at all nowadays?

Yes
(
No 
( (Go to Q11)

Q6. What age did you start smoking at?


................yrs

Q7. About how many cigarettes a DAY do you usually smoke at weekends?  ............per day
Q8. About how many cigarettes a DAY do you usually smoke on weekdays? ...........per day
Q9. Has your GP (pharmacist or any healthcare professional) advised you to give up smoking? 

Yes
(
No 
(
Q10. Would you like to give up smoking altogether? 
Yes
( 
No 
(
Q11. Have you cut down, or stopped smoking as a result of being at this project?

Yes, stopped
(
Yes cut down
(
No
( 

Questions about Drinking 
Q1. Do you ever drink alcohol nowadays, including drinks you brew or make at home?
Yes
(
(Go to Q4) 
No 
(
Q2. Have you always been a non-drinker or did you stop drinking alcohol for some reason?

· Always a non-drinker (questions completed)
· Used to drink alcohol but stopped
Q3.  Why did you stop? (questions completed)

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

Q4. About how often have you had an alcoholic drink of any kind in the last 12 months? 

(please tick one)
(
Almost every day
( 
5 or 6 days a week
( 
3 or 4 days a week
(
Once or twice a week
(
Once or twice a month
(
Once every couple of months
(
Once or twice a year
( 
Not at all in the last 12 months
Q5. Will you please tell me which of these kinds of drink you have drunk at all in the last 12 months? I do not need to know about non-alcoholic or low alcohol drinks: (please tick ALL THAT APPLY)
(
 "Shandy, Beer, lager, stout, cider (INCLUDE BOTTLES/CANS)

(
"Spirits or liqueurs, e.g. gin, whisky, rum, brandy, vodka, advocaat, cherry brandy",

(
“Sherry "Sherry or martini, port, vermouth, cinzano, dubonnet",

(
 "Wine, champagne, baby cham",

(
 "Alcopops, (e.g. hooch, bacardi breezer, smirnoff ice),

(
 "Other alcoholic drink";

Q6. How many pints of shandy, beer, lager, stout or cider do you drink in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month

Q7.
If you drink at home you may not pour out exactly the same amount but I'd like you to estimate how many single measures of spirits or liqueur you drink in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month

Q8. I'd like you to estimate how many glasses of sherry, port, martini or similar drinks you drink in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month
Q9. I'd like you to estimate how many glasses of wine, champagne or babycham you drink in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month
Q10. I'd like you to estimate how many bottles of alcopops (e.g. hooch or bacardi breezer) you drink in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month

Q11. Could you tell me if you have had any other alcoholic drinks during the last 12 months?
Yes
(
No 
( (Go to Q14)

Q12. What other type(s) of drink have you had?

..................................................................................................................................................................................................................................................................................
Q13. How many of this drink would you have in a typical week OR if you drink less frequently in a typical month?

................... per week 

OR
..........................per month
Q14. 
What age did you start drinking at?
......................yrs

Q15.
Has your GP (pharmacist or any healthcare professional) advised you to cut down/give up drinking?

Yes
(
No 
(
Q16. Would you like to give up drinking altogether? 

Yes
(
No 
(
Q17. Have you cut down on your drinking since being at this project? 

Yes
(
No 
(
Questions about your Social Environment

Gender 

Male
(

Female
(
Age 


.............................. yrs

The following questions are about the local area in which you live. We are interested to find out about how life in your local area is related to health.

Q1. How long have you lived in this area? (Please tick one)
(
Less than 12 months

(
 12 months but less than 2 years
( 
2 years but less than 3 years
(
3 years but less than 5 years

(
5 years but less than 10 years

(
10 years but less than 20 years
(
20 years or longer

Q2. How satisfied are you with this area as a place to live? (Please tick one)
( 
Very satisfied

( 
Fairly satisfied

( 
Neither satisfied nor dissatisfied

( 
Slightly dissatisfied

(
Very dissatisfied
The following are questions about your immediate neighbourhood, by which we mean your street or the houses directly surrounding you.
Q3. Suppose you lost your purse/wallet containing your address details, and it was found in the street by someone living in the neighbourhood. How likely is it that it would be returned to you with nothing missing? (Please tick one)
(
Very likely

(
Quite likely

(
Not very likely

(
Or not at all likely

Q4. How much of a problem are people being drunk or rowdy in public places? (Please tick one)
(
 Very big problem

(
 Fairly big problem
(
 Not a very big problem
(
 Not a problem at all

(
 It happens but it’s not a problem

Q5. How much of a problem is rubbish or litter lying around? (Please tick one)
(
 Very big problem

(
 Fairly big problem

(
 Not a very big problem

(
 Not a problem at all
(
 It happens but it’s not a problem
Q6. How much of a problem are vandalism, graffiti and other deliberate damage to property or vehicles? (Please tick one)

( 
Very big problem

(
Fairly big problem

(
Not a very big problem

(
Not a problem at all

(
It happens but it’s not a problem

Q7. In the last 12 months have you taken any of the following actions in an attempt to solve a problem affecting people in your local area? (Please circle all that apply)
( 
Contacted a local radio station, television station or newspaper

( 
Contacted the appropriate organisation to deal with the problem, such as the council

(
Contacted a local councillor or MLA

( 
Attended a public meeting or neighbourhood forum to discuss local issues

( 
Attended a tenants' or local residents' group

(
Attended a protest meeting or joined an action group

(
Helped organise a petition on a local issue
(
No local problems
(
None of these

The next questions are about how often you personally contact relatives, friends and neighbours
Q8. How often do you speak to relatives/friends on the phone? (Please tick one)
( 
On most days

(
Once or twice a week
(
Once or twice a month

(
Less often than once a month
( 
Never
Q9. How often do you speak to neighbours face-to-face? (Please tick one)
( 
On most days
(
Once or twice a week

(
Once or twice a month

(
Less often than once a month
(
Never
Q10. How often do you speak with relatives/friends face-to-face? (Please tick one)

· On most days

(
Once or twice a week
(
Once or twice a month

(
Less often than once a month
( 
Never
Q11. How would you rate access to transport in your area? (Please tick one)
( 
Very Poor

(
Poor

( 
Neither good nor poor

( 
Good

(
Very good
Q12. How would you rate access to employment/training in your area? (Please tick one)
( 
Very Poor

(
Poor

( 
Neither good nor poor

( 
Good

(
Very good
Q13. How would you rate access to health care services in your area? (Please tick one)
( 
Very Poor

(
Poor

( 
Neither good nor poor

( 
Good

(
Very good
Q14. During the last 12 months have you given any unpaid help to any groups, clubs or organisations in any of these ways? (Please tick all that apply)
( 
Raising or handling money/ taking part in sponsored event
( 
Leading the group/ member of a committee
(
Organising or helping to run an activity or event
(
Visiting people
(
Befriending or mentoring people

( 
Giving advice/ information/ counselling

( 
Secretarial, admin or clerical work

( 
Providing transport/ driving(
Representing(
Campaigning

( 
Other practical help (e.g. helping out at school, religious group, shopping)

(
Any other help

( 
None of these

Q15. How would you rate your quality of life? (Please tick one)
( 
Very Poor

(
Poor

( 
Neither good nor poor

( 
Good

(
Very good
Q16. Would you say that your quality of life has changed in any way since taking part in this project?
Yes
(



No  
( (end of questions)
Q17. If yes, in what way(s)
....................................................................................................................................................................................................................................................................

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

Questions about Women’s Health
Q1.
What age are you?    ........................................ yrs

Q2. 
Have you ever had a cervical smear test?

Yes
(


No 
( (please go to Q4)

Q3. 
When did you last have a cervical smear test? (Please tick one)
( 
Within the last six months

( 
More than six months ago but within the last year
(
More than one year ago but within the last two years

( 
More than two years ago but within the last five years

(
More than five years ago
( 
Can’t remember
Q4. 
Have you ever been invited or advised to have a cervical smear test?

Yes
(


No 
(  (please go to Q6)

Q5. 
Could you please tell me why you didn't have a cervical smear test at that time? (Tick all that apply)
( 
I didn’t think it would help me
(
I was afraid it might be painful

(
I was too embarrassed

( 
I may have had to be examined by a male

(
I couldn't go at a convenient time

( 
I couldn't have it at a convenient place

( 
Other reason (please specify) ...............................................................

Q6. 
Have you ever undergone breast screening?

Yes
(


No 
(  (please go to Q8)

Q7. 
When did you last undergo breast screening? (Please tick one)
· Within the last six months

( 
More than six months ago but within the last year
(
More than one year ago but within the last two years

( 
More than two years ago but within the last five years

(
More than five years ago
( 
Can’t remember

Q8. 
Have you ever been invited or advised to undergo breast screening?
Yes
(


No 
( (questions completed)

Q9. 
Could you please tell me why you didn't undergo breast screening at that time? (Tick all that apply)
· I didn’t think it would help me
(
I was afraid it might be painful

(
I was too embarrassed

( 
I may have had to be examined by a male

(
I couldn't go at a convenient time

( 
I couldn't have it at a convenient place

( 
Other reason (please specify) ...............................................................

Q10. 
Has any of the information provided to you as a result of being at this project convinced you to regularly go for a cervical smear test or breast screening if requested? 
Yes
(


No 
( 
Questions about Caring Duties

Gender 

Male
(

Female
(
Age 


.............................. yrs

Q1.
Do you do any of the following things listed for family members, friends, neighbours or others because they have long term physical or mental ill-health or disability, or problems relating to old age (e.g. shopping, gardening, giving medication, personal care etc). Please do not count anything you do as part of your paid employment:

Yes
(
No 
( (questions completed)

Q2. 
Thinking about all the things you do for anyone else, about how many hours a week do you spend looking after or helping them?  Please include any time you spend travelling so that you can do these activities: (Please circle one)
( 
0-4 hrs a week

( 
5-9 hrs a week

( 
10-19 hrs a week

( 
20-34 hrs a week

( 
35-49 hrs a week

( 
50-99 hrs a week

(
100 or more hrs a week

( 
Varies- under 20 hrs a week

(
Varies- 20 or more hours a week

Q3. 
In a typical week, on how many days would you do this? (Please tick one)
( 
One

( 
Two

( 
Three

( 
Four

(
Five

(
Six

(
Seven

Q4.
Have you ever had your needs assessed by a health professional (i.e. a carer’s assessment)?
Yes
(
No 
(
Q5. 
Do you attend a support group made up of other people with caring responsibilities?
Yes
(
No 
(
Confidential Community Health and Medication Audit

Gender
 (please tick)

(   M

(   F

Age
................yrs
1 Medical Conditions

1.1
Have you had any unexplained weight loss in the last year? (please tick)


(  No
     (  Yes
1.2
Are you currently attending a hospital/clinic/GP for treatment, or waiting for an appointment? 
(please tick)



(  No
      (  Yes
	1.3
	Have you ever suffered from any of the following illnesses? (please tick all that apply)
	Y
	N

	A
	Visual defects/eye conditions (including colour-blindness) 
	
	

	B
	Hearing defects/ear conditions 
	
	

	C
	Severe anxiety, depression, other psychiatric disorder 
	
	

	D
	Paralysis or other neurological disorder (e.g. stroke)
	
	

	E
	Fainting attacks, blackouts, epilepsy or fits 
	
	

	F
	Recurrent headaches, migraine 
	
	

	G
	Vertigo, giddiness or tinnitus 
	
	

	H
	Heart disease, high blood pressure 
	
	

	I
	Asthma, bronchitis, tuberculosis or other chest disease 
	
	

	J
	Peptic ulcer or other digestive or bowel disorder 
	
	

	K
	Liver disorder 
	
	

	L
	Kidney of bladder problems 
	
	

	M
	Gynaecological problems 
	
	

	N
	Recurrent backache, arthritis, rheumatism 
	
	

	O
	Any blood disorder 
	
	

	P
	Eczema, dermatitis, other skin conditions 
	
	

	Q
	Diabetes, thyroid or other gland problems 
	
	

	R
	Hayfever, allergies to drugs, animals etc 
	
	

	S
	Any recurrent infections 
	
	

	T
	Any impairment of immunity to infection 
	
	

	U
	Varicose veins causing trouble 
	
	

	V
	Hernia 
	
	

	W
	Any alcohol or drug related problems or illness 
	
	

	X
	Any other medical condition, physical or mental, not mentioned above 
	
	

	If you have answered “yes” to any of the above, please provide brief details in this space:




2 Details of Prescribed Medication

1.1 Do you currently use, or have you used any prescribed medication, including tablets, capsules, injections, inhalers, drops and creams in the last 15 days? (please tick)
(  No
 (go to Section 3)     (  Yes, but I’ve now finished   ( Yes, I’m still taking it
2.2
For every prescribed medicine you take (or took if you have recently finished the course) please complete the following information.  An example has been provided in the first line but you may want to ask your BCPP pharmacist for help.

	Medical Condition at Q1.3 

(e.g. A,F,K)
	Name of Medication
	What it looks like
	How much/many has to be taken 
	Frequency
	Why you use/used  it
	Who said to take it

	H
	Zocor, Simvastatin, 40g
	Yellow pill
	1 pill
	3 times a day
	For my heart
	GP

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


3 Health and/or Medication Concerns
	Please use this space to tell us if you have any concerns about your health or the medication that you take:




PHARMACIST HEALTH & MEDICATION AUDIT SUMMARY
This section should be completed by the Pharmacist on inspection of participants’ answers to the health and medication audit.

1. Looking back at participants’ answers to the Medical Conditions Section - are there any trends emerging or issues of concern?
	


2. Looking back at participants’ answers to the Prescribed Medication Section - are there any trends emerging or issues of concern?

	


3. Will this, or has this audit influenced the direction of your BCPP work in any way? 
	· 


Pharmacist Health Data Template


Project ..........................................................................

1. Please record any health data captured from participants attending core group and event-based sessions and detail any points of concern overleaf.  A new template should be used for each event, or core group.  If you are planning to track changes in core group participants over time, you may wish to use one template for each participant.  Please photocopy these forms as required/amend to suit your needs. SUBMIT TO BCPP


	Session Type (please tick one)
	Please provide details of Group or Event

	Core Group
	
	

	Event
	
	

	Date
	Participant code 

(e.g. 000025)
	Gender
	Age

(yrs)
	Height

(cms)
	Weight 

(kgs)
	Waist 

(cms)
	BMI
	Blood Pressure
	Total Cholesterol
	Blood Glucose
	Carbon Monoxide 
	Concordance

(health record)
	Referred to GP/other

	
	
	M
	F
	      
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	
	
	M
	F
	
	
	
	
	
	/
	
	
	
	
	N
	Y

	Total Attending 

(or Total Sessions if same person)
	
	
	
	
	
	
	/
	
	
	
	
	TOTAL

   “Y”
	

	AVERAGE SCORES
	
	
	
	
	
	
	
	
	
	
	
	


2. Please provide information on any trends in the health data in this space.  Are there any causes of concern or emerging issues?

	


3. Has this, or will this monitoring influence the direction of your BCPP work in any way? 

	


Pharmacy Prescription Monitoring Project ...........................................

1. In order to help us understand health issues within your local community, please record the total number of prescriptions issued by your pharmacy over the course of the project (and detail any changes/points of interest overleaf).  Please photocopy these forms and add additional rows as required.
 PLEASE SUBMIT TO BCPP WHEN COMPLETED
	Drug Type
	Month 1 
	Month 2
	Month 3
	Month 4
	Month 5
	Month 6
	Month 7
	Month 8
	Month 9
	Month 10

	Drugs used in Diabetes
	
	
	
	
	
	
	
	
	
	

	Lipid-Regulating Drugs
	
	
	
	
	
	
	
	
	
	

	Corticosteroids (Respiratory)
	
	
	
	
	
	
	
	
	
	

	Hypertension and Heart Failure
	
	
	
	
	
	
	
	
	
	

	Analgesics
	
	
	
	
	
	
	
	
	
	

	Antidepressant Drugs
	
	
	
	
	
	
	
	
	
	

	Drugs Used In Psychoses & Related Disorders
	
	
	
	
	
	
	
	
	
	

	Antiepileptics
	
	
	
	
	
	
	
	
	
	

	Nit, Calc Block & Other Antianginal Drugs
	
	
	
	
	
	
	
	
	
	

	Antisecretory Drugs+ Mucosal Protectants
	
	
	
	
	
	
	
	
	
	

	Sex Hormones & Antag In Malig Disease
	
	
	
	
	
	
	
	
	
	

	Oral Nutrition
	
	
	
	
	
	
	
	
	
	

	Antiplatelet Drugs
	
	
	
	
	
	
	
	
	
	

	Drugs For Genito-Urinary Disorders
	
	
	
	
	
	
	
	
	
	

	Antibacterial Drugs
	
	
	
	
	
	
	
	
	
	

	Drugs Used In Rheumatic Diseases & Gout
	
	
	
	
	
	
	
	
	
	

	Vaccines And Antisera
	
	
	
	
	
	
	
	
	
	

	Drugs Used In Substance Dependence
	
	
	
	
	
	
	
	
	
	

	Drugs Used In Parkinsonism/Related Disorders
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total Number Prescribed


	
	
	
	
	
	
	
	
	
	


2. Please provide information on a trends in the number of prescriptions issued, types of drugs prescribed, what they are prescribed for and who they are prescribed to in this space:

	


3. Please provide information on any trends in the number of over the counter medication issued, types, what they are used for and usual customers in this space 

	


4. Please detail any changes in the number of people coming into the pharmacy – and/or changes in the client group - since your involvement in the BCPP project.  Why do you think this is? 

	· 


5. Has your prescription monitoring influenced the direction of your BCPP work in any way? 

	· 





