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2012 Community Health Survey 
 
The Primary Care Action Group, a collaborative of area hospitals, health centers, health departments, 
and other organizations from Greater Bridgeport, is undertaking a community health assessment effort 
to gain a greater understanding of the health of residents. 
 
As part of the assessment, this survey is being administered to community members in order to gather 
information about the health and health practices of residents. Please take time to answer the following 
questions about your experience. Your feedback is valuable to help with future health planning in your 
community.  

 
Your participation is voluntary. This survey is anonymous � you will not be asked for your name.  
 
Community Health  
1. In general, how would you describe the health of your community? 

 Excellent 
 Very good 
 Good 
 Fair 
 Poor 

 
2. Please check the TOP 5 HEALTH ISSUES that have the largest impact on you/your family and the 

TOP 5 HEALTH ISSUES that have the largest impact on your community as a whole.  (Please check 5 
issues under each column. You can select the same or different issues.) 

 
 You and/or 

your family 
Your 

community 
Aging problems (Alzheimer�s, arthritis, etc.)   
Asthma   
Cancer   
Dental/oral health   
Depression or other mental health issues   
Diabetes   
Drugs and alcohol abuse   
Heart disease/heart attacks/high blood pressure   
Infectious/contagious diseases (TB, pneumonia, flu, etc.)   
Obesity/overweight   
Sexually transmitted infections (STIs) such as HIV/AIDS or Chlamydia   
Smoking   
Teenage pregnancy   
Violence (gang, street, or domestic violence)   
Other (Please specify): _____________________________   

id1171052484 pdfMachine by Broadgun Software  - a great PDF writer!  - a great PDF creator! - http://www.pdfmachine.com  http://www.broadgun.com 



 

2 11/25/2012 

 
 

3. Please check the TOP 5 PRIORITY AREAS in your community that you think should be addressed in 
the future. 

Offering more programs or services focusing on obesity/weight control   
Offering more programs or services to help people quit smoking   
Providing more public transportation to area health/medical services   
Increasing the health/medical services that are close by and easy to get to.   
Offering more programs or services focusing on prevention of chronic diseases like 
heart disease or diabetes 

  

Expanding the health/medical services available to low income individuals   
Expanding the health/medical services focused on youth   
Expanding the health/medical services focused on seniors (65+)   
Providing more reproductive or sexual health services for area youth   
Providing more testing services for HIV other sexually transmitted infections 
(STIs/STDs) 

  

Increasing the number of services to help the elderly stay in their homes   
Increasing the number of dental providers in the community   
Offering more programs or services focusing on physical activity   
Providing more counseling or mental health services    
Providing more alcohol or drug prevention and treatment services    
Increasing the number of staff at area health/medical services who speak another 
language  (Please indicate which language(s)_________________)   

Other (Please specify)___________________________________________   
 
 
Your Personal Health  
4. During the past month, other than your regular job, did you participate in any physical activities or 

exercises such as running, calisthenics, golf, gardening, or walking for exercise? 
 Yes 
 No 

 
 

5. How often do you do VIGOROUS activities for AT LEAST 10 MINUTES that cause HEAVY sweating 
or LARGE increases in breathing or heart rate? (Examples: running, tennis, swimming, etc.) 
(Please indicate number of times for day, week, month, or year.) 

 
 _______  times per day /week /month / or year (Please circle the one time period (day, 

week, month, or year) for which you are responding) 
 Never 
 Unable to do this type activity 

 
 

6. About how long do you do these vigorous activities each time? 
_____ minutes  
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7. How often do you do LIGHT OR MODERATE activities for AT LEAST 10 MINUTES that cause ONLY 
LIGHT sweating or a SLIGHT TO MODERATE increase in breathing or heart rate? (Examples: 
walking, gardening, etc.)  

 
 _______  times per day /week /month / or year (Please circle the one time period (day, 

week, month, or year) for which you are responding) 
 Never 
 Unable to do this type activity 

 
 

8. About how long do you do these light or moderate activities each time? 
_____  minutes 

 
9. About how tall are you without shoes? 

 
________ feet  _______ inches 

 
10. About how much do you weigh without shoes? 

 
_______ pounds 

 
11. Do you now smoke cigarettes every day, some days, or not at all? 

 Every day (continue to question 12) 
 Some days (continue to question 12) 
 Not at all (skip to question 14) 
 Don�t know/not sure (skip to question 14) 

 
12. Do you smoke inside your home? 

 Yes 
 No 

 
13. During the past 12 months, have you stopped smoking for one day or longer because 

you were trying to quit smoking? 
 Yes 
 No 
 Don�t know/not sure 

 
 
14. During the past 30 days, how many days did you have at least one drink of any alcoholic beverage 

such as beer, wine, a malt beverage or liquor? (A drink of alcohol is 1 can or bottle of beer, 1 glass 
of wine, 1 can or bottle of wine cooler, 1 cocktail or 1 shot of liquor.) 

 No drinks in past 30 days (skip to question 16 to Health Care Screening and Use) 
 Don�t know/Not sure (skip to question 16 to Health Care Screening and Use) 
 # days in past 30 days: ____________ (continue to question 15) 
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15. The next question on alcohol is slightly different for men and women. Please answer the question 
that is appropriate for you. 
 

For men:  
During the past 30 days, that is, on how many 
days did you have 5 or more drinks on the same 
occasion? By 'occasion,' we mean at the same time 
or within a couple of hours of each other. 

 None 
 Don�t know/Not sure 
 # of days: ________ 

 
 

For women:  
During the past 30 days, on how many days did you 
have 4 or more drinks on the same occasion? By 
'occasion,' we mean at the same time or within a couple 
of hours of each other. 

 None 
 Don�t know/Not sure  
 # of days: ________ 
 

 
Health Care Screening and Use 
16. Do you have one person or health care facility you think of as your personal doctor, nurse 

practitioner, or health care provider? 
 Yes, only one 
 More than one 
 No one that I can think of 
 None 

 
17. Have any of these issues ever made it harder for you to get the health care that you needed? 

(Check all that apply.) 
 Lack of transportation 
 Have no regular source of healthcare 
 Cost of care 
 Lack of evening and weekend services 
 Insurance problems/ lack of coverage 
 Language problems/ could not 

communicate with health care 
provider or office staff 

 Discrimination/ unfriendliness of 
health care provider or office staff 

 Afraid to have health check-up 
 Don�t know what type of services are 

available 
 No available health care provider near me 
 Long waits for appointments 
 I have never experienced any difficulties 

getting care 
 Other (please specify) _________________ 

 
18. How long has it been since you visited a dentist or a dental clinic for any reason? (Include visits to 

dental specialists, such as orthodontists.) 
 Within the past year (any time less than 12 months ago) 
 Within the past two years (1 year but less than 2 years ago) 
 Within the past five years (2 years but less than 5 years ago) 
 5 or more years ago  

 
19. If you are 50 years or older, have you been screened for colorectal cancer in the past 12 months 

with either a colonoscopy or sigmoidoscopy? 
 Yes 
 No 
 I am not 50 years or older 



 

5 11/25/2012 

 
 
Health Care Coverage 
20. Do you have any kind of health care coverage now, including private health insurance, prepaid 

plans such as HMOs, or government plans such as Medicare, Medicaid/HUSKY? 
 Yes, private health insurance (through employer/spouse�s employer) 
 Yes, private health insurance (buy your own) 
 Yes, government plan (HUSKY, Medicaid, Charter Oak, Medicare, VA) 
 No Insurance 
 Other (please specify): _________________________ 

 
21. Is your main medical care provided by a: 

 Private doctor�s office 
 Community health center / hospital-based clinic 
 Walk-in medical clinic 
 Emergency Room 
 Other (please specify): _________________________ 

 
Information Sources 
22. Which local newspapers, radio stations, TV stations, or social media do you watch, listen and / or 

read on a regular basis?  (Check all that apply). 
 The Bridgeport News 
 El Sol 
 FM 102.9 
 WDJZ-1540 
 New Haven Register 
 Connecticut Post 
 WICC 
 Channel 12 news 

 

 Channel 8 news 
 Channel 99 news 
 WEBE 108 
 WSHU 
 Radio Cumbre, 1450 AM 
 Facebook 
 Twitter 
 Other (please specify): 

_____________________________ 
 

23. Where do you get the majority of your information on health related topics / issues? (Check all 
that apply). 

 Doctor, nurse, or other health care 
provider 

 Pharmacy 
 Family members 
 Friends 
 Neighbors 
 
 

 Church/spiritual advisor 
 Employer 
 Library 
 Government 
 Internet 
 Television, radio, newspaper, or magazines 
 Other (please specify): __________________ 
 

Demographic Information 
24. In what town do you live?   

 Bridgeport 
 Easton 
 Fairfield 
 Monroe 

 

 Stratford 
 Trumbull 
 Other (please specify): _______________ 
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25. In which zip code do you live?           
 

Zip code: _____________________ 
 
 

26. Please check whether any of the following 
people live in your household or are under your care. 

 
 Live in  

household 
Do NOT live in household but 

have caretaking responsibility for 
Not 

applicable 
Children under the age of 6     
Children aged 6 - 12    
Children aged 13 - 18    
Seniors (aged 65 +)    
 
 
27. What is your gender? 

 Male 
 Female 

 
28. What category best describes your age? 

 Under 18 years old 
 18-24 years old 
 25-34 years old 
 35-49 years old 
 50-64 years old 
 65-74 years old 
 75 years old or over 

 
29. How would you describe your ethnic/racial background? (Please check all that apply.) 

 White 
 African American/Black 
 Hispanic/Latino 
 Asian 
 Other 

 
30. What is the highest level of education that you have completed? 

 Primary or middle school 
 Some high school 
 High school graduate/GED 
 Associate�s degree or technical/vocational degree or certificate 
 Some college 
 College graduate 
 Graduate or professional degree 

 
 

Thank you very much for your time and cooperation. 


