
Chautauqua County Office for the Aging 
Needs Assessment Survey 

 
Chautauqua County Office for the Aging is developing our service plan for the next four years.  
In order to provide the best service to our seniors and focus our attention where it will do the 
most good, we need your input.   
Please take a few moments to fill out this short survey and return it to OFA by November 8, 
2007.  All information is kept confidential.  You do not need to provide your name or telephone 
number but may do so if you wish.  Once we receive the surveys, the information will be used to 
shape future OFA programs and services.  Thank you for taking the time to help us help you!    
 
Health:  Do you… (check one) No Sometimes Yes  Does not apply 
1) have enough Health Insurance? ___ _______ ____  ______  
2) understand your health insurance   
coverage?    ___ _______ ____  ______ 
3) have difficulty paying for  
prescription drugs?   ___ _______ ____  ______ 
4) understand your health problems?  ___ _______ ____  ______ 
5) have difficulty discussing health  
problems with your doctor?  ___ _______ ____  ______ 
6) have a primary doctor?  ___ _______ ____  ______ 
7) exercise on a regular basis?  ___ _______ ____  ______ 
(approx.1/2 hour 3 to 5x per wk) 

a) If no, what stops you? ______________________________________________ 
 
Other health concerns______________________________________________________ 
 
Nutrition: (check one)  No Sometimes Yes  Does not apply 
8) Are you eating 3 meals a day? ___ _______ ____  _______ 
9) Do you have any trouble making  
your own meals?   ___ _______ ____  _______ 
10) If on a special diet, would nutrition  
counseling help you?   ___ _______ ____  _______ 
 
Other nutrition concerns_________________________________________________________ 
  
Housing: Are you having…  No  Sometimes Yes  Does not apply 
11)problems finding affordable  
housing?    ___ _______ ____  _______ 
12)difficulty cleaning your home? ___ _______ ____  _______ 
13)problems finding help with home  
maintenance or repairs?  ___ _______ ____  _______ 
14) need help with household chores?  
(shoveling, mowing, small repairs) ___ _______ ____  _______ 
15) If you had to move from your current living situation, what type of housing would you be 
interested in?(circle) 1 floor home/ apartment/ senior housing/ other______________________ 
 
Other housing concerns__________________________________________________________ 
 



Income: Do you… (check one) No Sometimes Yes  Does not apply 
16)have enough money for food,  
shelter, and clothing?   ___ _______ ____  _______ 
17)have difficulty paying heat, electric,  
telephone or other utilities?  ___ _______ ____  _______ 
18)understand tax forms and  
property tax exemptions?  ___ _______ ____  _______ 
19) need assistance filing your taxes?___ _______ ____  _______ 
20) Do you need assistance with your checking account,  
writing bills, or other budgeting tasks?___ _______ ____  _______ 
Other income questions_________________________________________________ 
 
Transportation:(check one)  No Sometimes Yes  Does not apply 
21) Are you able to drive  
your own car?    ___ _______ ____  _______ 
22) If yes, are you interested in classes  
that will help you drive safely longer?___ _______ ____  _______ 
23) Do you have difficulty getting to  
the doctor or other appointments? ___ _______ ____  _______ 
Other transportation concerns__________________________________________ 
 
Caregiving: 
24) Do you take care of someone in your own home or assist someone living nearby? 
(circle one) Yes, an adult 60 +  Yes, an adult less than 60    

Yes, a child   No, I am not a caregiver. 
25) If yes, how much of your day is spent caregiving? ___________hours 
26) If you are a caregiver, do you ever feel the need  
for assistance with your caregiving duties? (circle)   No  Sometimes  Yes 
27) Would you like more information on caregiving services? (circle) No Yes 
Other caregiving issues_______________________________________ 
Personal Care: 
28) Do you have difficulty bathing or dressing yourself? (circle)  No Sometimes  Yes 
29) If yes, do you have someone to assist you with personal care? No  Yes 
30) Would you like more information about homecare services? No  Yes 
Other personal care concerns________________________________________________ 
 
Please include………..Zip code_________ Your Age__________ 
 
Optional:   Name____________________  Telephone___________________  
You may mail or drop this off to any OFA office or give it to any Meals on Wheels employee, United 
Senior Council member, senior group leader, or meal site manager. 
 
     

Chautauqua County Office for the Aging 
7 North Erie Street 

Mayville, New York 14757 
 


