Employee Interests and Needs Survey 
To help us develop a successful worksite wellness program, your input is essential. Please complete this confidential survey.

Tell Us About Yourself

1. Gender:
2. Your Age:
3. Which best describes your job?


(
Female
(
Male
(
Less than 20
(
40 – 49
(
Clerical




(
20 – 29
(
50 – 59
(
Management





(
30 – 39
(
60 +

(
Professional

(
Shift worker
· Other:_________________
[Tailor this question to your worksite]
4. Location:

(

(             
(  

 


(

(


(



(

(


(



     [Fill in locations or delete question if you only have one site]
Perceived Health

5. In general, would you say your health is: (mark only one)


(
Excellent


(
Very Good


(
Good


(
Fair


(
Poor

6. Have you seen a doctor for a physical exam within the past two years?


(
Yes
(
No

7. Have you ever experienced or been diagnosed with: (mark all that apply)


(
Allergies
(
Depression
(
Lower back injury
(
Lung disease


(
Arthritis
(
Diabetes
(
Osteoporosis
(
Asthma


(
Heart disease (angina,
(
High/unhealthy
(
High blood pressure 
(
Cancer


heart attack)



cholesterol


(hypertension)


(  Obesity


(  High stress

(  Repetitive motion injury
Lifestyle Wellness

8.
How would you like to learn about wellness issues? (check all that apply)

· Printed material (fliers, brochures, posters, etc.)

· Webinar, CBT (Computer Based Training)
· DVD

· Instructor-led program that offers lectures, discussions and demonstrations
· Books

· E-mail

[Tailor this question to resources available within your organization]
Lifestyle Readiness

9.
In which of the following categories would you place yourself? (Check one that applies)
· I have had a healthy lifestyle for years.

· I have made some health behavior changes, but I still have trouble following through.

· I am planning on making a health behavior change within the next 30 days.

· I have been thinking about changing some of my health habits.

· I’m not interested in lifestyle changes at this time.

10.
If you indicated you are ready to change a health behavior in the next 30 days, what would it be? (Check one that applies)
· Healthy diet

· Healthy body weight

· Physical activity

· Tobacco free

· Stress management

11.
Please answer yes or no to the following questions.

Yes
No


(
(
Do you get 30 minutes of physical activity at least three times each week?
(
(
Would you like to get more or better physical activity on a regular basis?


(
(
Is your job often physically exhausting?


(
(
Do you feel you are within 10 lbs. or less of your ideal weight?


(
(
Would you like to lose some weight?


(
(
Do you eat three of the following foods each day: fresh fruits, vegetables, whole grains, unprocessed foods?


(
(
Do you eat at least three meals a day on a regular basis?


(
(
Do you eat breakfast every workday?


(
(
Are the breakfasts you eat nutritious? (whole grain, breads, cereals, low fat dairy/ lean protein)

(
(
Would you like to improve your diet or learn more about how to develop a healthy diet?


(
(
Do you smoke cigarettes, cigars, or a pipe, or use any tobacco products?


(
(
Do you often feel overstressed?


(
(
Are you sometimes unable to relax when you want to?


(
(
Does stress sometimes interfere with your health, personal happiness, or ability to be 




productive at work?


(
(
Is your job often emotionally stressful?


(
(
Do you get seven to eight hours of sleep on a regular basis?


(
(
Would you like to learn relaxation techniques and skills to help cope with and manage stress?

12.
In which of the following categories would you place yourself? (Check one that applies)

· I have the necessary knowledge and skills to lead a healthy life.

· I have some knowledge and skills needed to lead a healthy life.

· I have some knowledge and skills needed to lead a healthy life, but I need some assistance.
· I have some knowledge and skills needed to lead a healthy life, but I need a lot of support.

· I don’t have the knowledge and skills needed to lead a healthy life.

13.
How confident are you that you can change your lifestyle? (Check one that applies)

· Definite
· Very sure
· Sure
· Somewhat
· Not at all
14. What are barriers that keep you from making healthy changes to your lifestyle? (mark all that apply)


(
No time
(
No social support


(
Family obligations



(
Lack of facilities
(
Not motivated


(
Fear of failure



(
Not physically able 
(
Injury

(

Don’t know how to make changes 


(
Financial cost


(
No need to change
(
Have tried but without success
Health Screenings

15.
Check any screenings you would be interested in.

· 
Blood pressure
(
Glaucoma
(
Lung capacity test for asthma
· 
Cholesterol
(
Vision
(
Body fat measurement


· 
Glucose/diabetes
(
Hearing


· 
Bone density
(
Cancer risks




Health and Lifestyle Interests

16.
I would like to learn more about: (mark all that apply)

Women’s Health

(
Breast health


(
Having a healthy baby


(
Heart health

· Menopause
· Pap test and pelvic exam

· Prenatal care
· Preventing osteoporosis

Men’s Health


(
Heart health


(
Prostate health


(
Testicular self-exam

Medical Self-Care


(
Home treatment for specific health problems (i.e. sore throats, colds/flu, headaches, strains, sprains)


(
Managing the need for professional medical care (i.e. talking with doctors, preparing for office visits, emergency care, use of medications)


(
Updating preventive exams

Workplace Health


(
Injury prevention


(
Managing change


(
Office safety


(
Safe lifting


(
Shift-work


(
Setting up a safe workstation (i.e. desk, computer, and chair height)

Life Skills
· Balance work and family
· Consumer education
· Eldercare
· Financial planning
· Grief and loss
· Home safety
· Parenting
· Relationships/communicating
· Retirement planning
Health Habits


(
Eating healthier


(
Exercising more often


(
Losing weight


(
Managing stress better


(
Quitting smoking

· Quitting chewing tobacco or snuff


(
Relieving depression


(
Sleeping better

Physical Activity


(
Bicycling


(
Cross-training


(
Hiking


(
Jogging/running


(
Social dancing


(
Stretching/yoga

(
Walking

· Weight training

Comments that might help us plan and deliver the Wellness Program:____________________________
_______________________________________________________________________________________

________________________________________________________________________________________
Your support is an essential factor in the success of our wellness program and activities. Thank you for giving us your input.









