Student Survey

(To Be Completed by Student Only)

Dear Students,


Please take a few minutes to answer the following questions.  You don’t have to put your name on the paper.  You can answer all questions honesty because we will not know who completed it.  Your answers will help us decide what programs/activities can be offered in your school.    Please check the following items if you need help in that area.
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Do you need assistance with any of the following (Please Circle Yes or No):

School Supplies…………………………………………………………………………………………………….
Y
or
N

Clothing……………………………………………………………………………………………………..
…………..
Y
or
N

The lack of food is sometimes a problem for my family……………………………….
Y
or
N


Do you need assistance with any of the following (Please Circle Yes or No):

Dental services………………………………………………………………………………………………………..
Y
or
N

Eye care services………………………………………………………………………..
………………………….
Y
or
N

Medical services……………………………………………………………………………………………………..
Y
or
N

Information on nutrition (exercise, weight control)…………..
…………………………
Y
or
N

Information on teen pregnancy………………………………………………………………………….
Y
or
N

Anger/Conflict Management…………………………………………………….
………………………..
Y
or
N

Self-esteem
…………………………………………………………………………………………………………..
Y
or
N

Stress……………………………………………………………………………………………………………………..
Y
or
N

I need someone to talk to about private problems I am facing…………………
Y
or
N


I feel pressured to take drugs by other students/friends/family…………..
Y
or
N

I use tobacco products regularly……………………………………………………………………..
Y
or
N

I have experimented with tobacco products, but do not use……………………..
Y
or
N

I use alcohol regularly………………………………………………………………………………………….
Y
or
N

I have experimented with alcohol before, but don’t use now…………………….
Y
or
N

I use marijuana regularly……………………………………………………………………………………
Y
or
N

I have experimented with marijuana before, but don’t use now……………..

Y
or
N

I use some kind of illegal or prescription drug regularly……………………………
Y
or
N


I need tutoring to help bring up my grades……………………………………………………
Y
or
N

I would like to be paired with a mentor………………………………………………………….
Y
or
N

I would like to learn about different careers……………………………………………….
Y
or
N

Please place a check mark next to the activities you would like to participate in _____CPR/First Aid




_____Safe Sitter Courses 

_____After school Clubs

      


_____Peer Counseling

 _____Parent/Student Activities


_____Self Defense Courses


_____Summer Camps




_____Volunteer Work

_____Support Groups(Divorce, Alcohol, Drugs, Grief)

Please Circle One

When would you be interested in participating in activities?

A.  After school    B.  Evenings    C.  Weekends    D.  Summer

Can your parent/family provide transportation for you to and from activities?

a.  Always    b.  Sometimes    c.  Never

What do you consider the 3 most important issues affecting you today?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for completing this survey!
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