BROOKLYN PERINATAL NETWORK, INC. 
( 76 Nevins Street ( Brooklyn, NY 11217 (T: (718) 643-8258(F: (718) 797-1254


Central Brooklyn Health Needs Assessment

Clients/Consumers

Brooklyn Perinatal Network, BPN, in partnership with the Commission on the Public's Health System, CPHS, would like to know more about the health services available in your community. We would like to know if you are satisfied with the care that is available to you and if you feel that there are changes that would help you, your family and other community members. Please take a moment to complete the questionnaire below.  ***** Please email the completed form to info@bpnetwork.org.
Your identity will remain anonymous, as no identification information will be collected.  
1) Your gender:

__Female
__Male

2) Age group: 

__Under 25
__26-39 

__40-54
__55-64

__65 or older

3) Country of Birth: ______________________
4) Please indicate the ethnic group you most identify with: 

__Caucasian American



__Caribbean/Non-Hispanic

__African American




__Haitian

__Native American




__Jamaican




__African (West, East, Central, North, South)

__ West Indian

__East Asian




__Hispanic/Latino (a)



__ Southeast Asian




__Mexican


__Middle Eastern (Southwest/West Asian)

__Caribbean (Puerto Rican, Cuban, Dominican)


__Western European




__Central American


__Eastern European




__South American


__Pacific Islander



__Other___________________________
5) How many years have you lived in the United States if not born here?

__0-5
__6-10

__11-15
__16-20

__21-25
__Over 25

6) In what neighborhood do you live?

__Bedford-Stuyvesant

__Brownsville

__Crown Heights

__Flatbush/East Flatbush

__East New York

Other: ___________________

7) How many adults and children (under 18) live in your household?

Adults____

Children____
Ages of Children: ______________
8) Please Roughly indicate your household income: 

__ Less than $10,000

__$30,000 to $40,000

__$10,000 to $20,000

__ $40,000 to $50,000

__ $ 20,000 to $30,000
__ More than $50,000
9) Please indicate your Employment Status: 

__Employed for wages



__Self employed (at home or not)

__Out of work for less than a year

__Out of work for more than a year

__Homemaker/Stay at home with support

__Student

__Retired




__Unable to work

10) During the past five years have you or others in your household received aid from any the following government programs?

__TANF (Welfare)

__Food Stamps

__WIC

__Housing Assistance

__SSI (Disability)

Other: _______________________________

11) During the past 5 years was there ever a time when you did not have your own place to live or sleep?

__Yes

__No

12) During one month, how many times do you eat less than you feel should because there is not enough food or money to buy food?

__Never
__1-3 times
__More than 7 times
__Don’t know

13) During one month, how many times do you visit a food pantry?

__Never
__1-3 times
__More than 7 times
Other:____________
14) Please indicate whether you are now covered by any of the following health insurance:

__NO insurance (pay cash)


__Medicaid and Medicare

__Health insurance ( i.e private 


__FHP (Family Health Plus)

insurance, blue shield,)


__ Healthy Families Veterans Administration

__Medicaid




Other: ____________________

__Medicare

15) Please indicate whether your child/children are covered by the following health insurance:

__NO insurance (pay cash)


__ CHP (Child Health Plus)

__Health insurance ( i.e private 


__ FHP (Family Health Plus)

insurance, blue shield)


__ Healthy Families Veterans Administration

__Medicaid




Other: ____________________

__ Medicare


16) Have you or anyone in your family been living with any of the following chronic illnesses? Please check all that apply.

__Diabetes




__High blood pressure

__Cancer




__Hepatitis

__Heart disease



__Arthritis

__Lung disease



__Asthma

__HIV/AIDS




__Hearing /vision loss

__Alcohol or drug dependency


Other:______________________
17) When you are sick, where do you go for regular health care services?

__Doctors (private/group practice)

__Family planning clinics

__Community health clinics (private)

__Hospital clinics

__Hospital ER room



Other: ____________________

__Community health center

Name of the place you go: _______________________ 
18) Where do you get most of your health-related information? Please choose one.

__Family




__Friends

__Doctor/nurse/pharmacist


__Newspaper/magazine
__Health help line (telephone)


__TV/Radio

__Health department



__Church





__School




__Internet
__Healer




Other: _____________________

19) Please name the hospital nearest to you _________________________________________
20) Which hospital do you most frequently use? _______________________________________


What do you use a Hospital for? _________________________________________________ 
21) Where did you get healthcare when you were pregnant or if you are currently pregnant, where do you get healthcare? 

__Doctors (private/group practice)


__Family planning clinics

__Community health clinics (private)


__Hospital clinics

__ER 





Other: ____________________

__Community health center

Which one? Please give us the name __________________________________
22) During your pregnancy were you aware of the following:   

Option Counseling




__Yes

__No

Services for pregnant women in your neighborhood: 

__Yes

__No

23) What is the nearest hospital offering delivery service for pregnant women? 

_______________________________________________________
24) Where did you or do you get health care after birth? 

__Doctors (private/group practice)


__Family planning clinics

__Community health clinics (private)


__Hospital clinics

__Hospital ER room




Other: ____________________

__Community health center

Which one? Please give us the name __________________________________
25) If you have a child/ren between 0-18 years old where do you get healthcare for that child/ren? 

__Doctors (private/group practice)


__Family planning clinics

__Community health clinics (private)


__Hospital clinics

__Hospital ER room




Other: ____________________

__Community health center

Which one? Please give us the name __________________________________

26) During the past 12 months, how many times did you receive care from a hospital emergency room or urgent care clinic? 

You: __Never
__1-2 times
Other______________


Your Child/ren:
__Never

__1-2 times
Other: ___________

Tell us why go to the ER? ___________________________________________________________

Please explain the reason you or your children visited the ER? _______________________________________________________________________________
27) In the past, have you ever used hospital or community health center that is now closed? 

__Yes

__No


__Don't know
28) If yes, which center/hospital did you use? 

_______________________________
29) What services did you use this center/hospital for?

_____________________________________
30) If you get healthcare outside your community, check the reasons that best describe why: 

__My doctor of choice is in another area

__No providers for services I need

__My insurance only covers doctors in another area

__No appropriate doctors accept Medicaid

Other:___________________________________
31) For what services? Check all that apply.

__Medical-doctor's appointment


__Lab or other tests

__Outpatient treatment


__X-rays

__Hospitalization



Other: ____________________

__Dental appointment
32) Was there a time during the past 12 months when you needed to see a doctor but could not because: 
__Appointments not available


 __Would not take my insurance

__Don't have family physician


__Cost too high 

__Hours were not convenient


__Difficult to reach doctor by phone

__Specialty needed is not available

__No insurance





__Not taking new patients


__Arranging transportation was a problem

__Long wait in the ER



__Not enough physicians in area




__Doctor didn't return call


__Could not arrange for childcare


__Former doctor wouldn't release

__Hospital delay

    Records




__Difficult finding doctor I trust



__Poor availability of specialists


__Did not know how to find doctor


__Doctor moved



__Could not leave work



__Doctor did not speak my language

__Bad treatment

Other: _________________
33) Thinking about the past 12 months, was there ever a time when you needed any of the following but couldn't get it? Please circle all that apply and tell us why.
Service:





 Reason:
__Prescription medicine




___________________________

__Mental health care or counseling



___________________________

__Dental care





___________________________

__Vision care or glasses




___________________________

__Appointment with a doctor



___________________________

__Child health care




___________________________

__Prenatal Care (Ob/Gyn)




___________________________



Other: _____________________



___________________________
34) In the case of an emergency could you get yourself to a hospital on your own within 30 minutes? 

__Yes
__No

35) Have you or someone you know had difficulty in getting prenatal care?

__Yes
__No
36) What are the problems you faced in getting to the hospital in time for delivery? 

37) Do you feel you need more language translation and assistance in the health centers, hospitals and doctors you visit? 

__Yes
__No

If Yes, for which languages? Please specify    ___________________________________
38) Overall, how do you feel about the health care services that you and your family have used in the last few years? Would you say you are…?

__Very Satisfied
__Somewhat satisfied
__Somewhat dissatisfied

__ Very dissatisfied
__Don’t know

39) Why would you rate it that way?

________________________________________________________________________________
40) How would you rate your community as a healthy community to live in? Check one

__Very unhealthy

__ Unhealthy

__Somewhat healthy 
__Healthy


__Very healthy 
41) How would you rate your community as a safe place to grow up or to raise children? Check one

__Very unsafe

__ Unsafe
 __Somewhat safe


__Safe


__Very safe 
42) Are you aware of activities and Services for families and children in your community?

Child Neglect/Abuse 

__Yes __No

Domestic Violence

__Yes __No

Maternal Child Health

__Yes __No

HIV/AIDS


__Yes __No
43) Would you feel comfortable asking for help if you need it for yourself or others?

Child Neglect/Abuse 

__Yes __No

Domestic Violence

__Yes __No

Maternal Child Health

__Yes __No

HIV/AIDS


__Yes __No

If you answered No, explain why? _______________________________________

__________________________________________________________________
44) Do you know where to ask for help or get help for someone?

Child Neglect/Abuse 

__Yes __No

Domestic Violence

__Yes __No

Maternal Child Health

__Yes __No

HIV/AIDS


__Yes __No
45) Give us your thoughts about support and prevention services available for parenting families who you feel may need more help to safe guard children/prevent neglect and abuse.

Easy to access 


__Yes
__No

Afraid to access services

__Yes
__No

Don't know where services are 

__Yes
__No

Need more into about services

__Yes
__No

Adequate services available

__Yes
__No

Need more/other services

__Yes
__No

Don't like services


__Yes
__No
46) Are there any services for you and your infant that you think are important but cannot have access to or don’t know where to go? 

47) Is there anything we have not covered you think is important on the topic of the health and well being of mothers and small children? Please give us as much input as you can

48) Please share any other comments here

Thank you very much for all your generous responses.
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