Stand Up for Your Health
Baseline Survey
Thank you for taking a WIHA program. You can take this program whether you answer all, some, or none of the questions below. Your information will be stored in a highly secure private electronic database. We will not share your personal identifying information with another agency outside of WIHA or your local program provider without your permission. We will not sell this information to anyone. WIHA or your program provider may use this information to contact you regarding other wellness information or opportunities. You may opt out of this at any time. If you have any questions or comments, please contact info@wihealthyaging.org
r Check here to opt out now
	Session 1 Form: WIHA General
	Date

	Name (First & Last)
	Participant ID (first 2 of first name, first 2 of last name, last 2 of birth year)
	Last 4 of SSN

	Street Address

	City

	State
	Zip
	County (i.e. Dane County)

	Telephone

	Email Address

	Date of Birth
_____/___/____	
(month) (day) (year)
	Age
	Gender (sex)
r Male        r Female  r Other: ________________       
r Prefer not to say   

	Ethnicity
r  Hispanic or Latino
r  Not Hispanic or Latino

	Race (Check all that apply)
r  American Indian or Native Alaskan                            
r  Asian or Asian American
r  Black or African American
r  Native Hawaiian or Pacific Islander 
	
r  Middle Eastern or North African 
r  Bi-Racial/Multi-Racial
r  White
r  Other_________________



1. What is your preferred language: _____________________________

2. Do you live alone? 	r  Yes		r  No

3. What is the highest grade or year of school you have completed?
r Some elementary, middle, or high school		r Some college or technical school
r High school graduate or GED			r College graduate or higher
4. Who is your health insurer (list primary and secondary)? ___________________________________

5. Did your doctor or other health care provider suggest that you take this program? 
r Yes	 	r No
6. Has a health care provider ever told you that you have any of the following chronic conditions? (Check all that apply)
[image: ] Workshop ID#__________________ 	
 (Facilitator USE ONLY)


Participant ID#__________________ 	
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r Alzheimer’s or Related Dementia
r Anxiety Disorder
r Arthritis/Rheumatic Disease
r Asthma/Emphysema/Other Chronic Breathing or lung problem 
r Bladder problem (leakage, incontinence)
r Bowel problem (leakage, incontinence)
r Balance issues
r Cancer or Cancer Survivor
r Chronic Pain
r Depression
r Diabetes (High Blood Sugar)
r Hearing loss or Deafness
r Heart Disease
r High Cholesterol
r Hypertension (High Blood Pressure)
r Kidney Disease
r Obesity
r Osteoporosis (low bone density)
r Parkinson’s Disease
r Schizophrenia/Psychotic Disorder
r Stroke
r Traumatic Brain Injury
r Vision issues or blindness
r None
r Other Chronic Conditions (Please list) 
_____________________________

7. How did you learn about this workshop? (Check all that apply)
r Friend or family member	r Newspaper/Newsletter	r Presentation
r Poster or brochure		r Doctor recommendation	r Health care provider
r TV or Radio			r Other 

GenHealthDemo-Pre: WIHA General Health Demo Survey
	in Home	Month	Year
	1	$1,330	$15,960
	2	$1,804	$21,640
	3	$2,277	$27,320
4 $2,750	$33,000


1. According to the table at right, is your income below the Federal Income Guidelines?
r Yes		rNO



2. What was the greatest reason you decided to register for the workshop? (Choose only one)

Participant ID#__________________ 	
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r Health care provider recommendation 	
r Liked the idea of self-management 
r Thought the group approach would be good
r Friend/Family member taking it and thought it would be fun to do together
r Frustrated with current symptoms and need help
r Other: ____________________________________
3. 

4. In general, would you say your health is: r Excellent    r Very good     rGood	  rFair       rPoor
5. How often do you feel lonely or isolated from those around you? 
r Always 	r Often 	r Sometimes 		r Rarely 	r Never
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