ENCORE: Tampa Housing Authority

CHOICE Neighborhood
Date: ________________________________



Property: ______________________________
Head of Household: _____________________________________
Sex: ___M   ____F               Age: ___________

Telephone: ________________________                                        Race: ___White ___ Black  ___ Hispanic ___Other
Address: ________________________________________________________________________________________ 

NUMBER OF Family Members: ___________
(Check all the apply)

Age Range: ______ 0 to 5 years  ______ 6 to 12 years _______ 13 to 18 years _______ 19 to 25 _______ 26 and Up

Elderly: ______   Disabled: _______
Number in School:   ______ Pre-K _______ Elem    ______ Middles ________ High ________ Other

	EMPLOYMENT
 (Check all that apply)
 

Currently Employed ___Yes  ____No                                _____ Full Time _____ Part Time  _____ Seasonal

 If no, how long have you been without a job: _______                Receiving Disability:   ________  Yes  _________  No



	HOUSEHOLD INCOME (Check all that apply)

Wages _____
Unemployment _____TANF ​​​_____   Child support _____    SSI _____   SSD _____   SS  ______

Food Stamps _____ WIC _____
Other ________________




MONTHLY EXPENSES (Check all that apply)
Rent ___ Childcare ___ Phone ___ Credit Cards ___Car ____ Electric ___ Gas ___ Water ___ Medical ____

Cell ____ Food ____ Health Ins. ____ Car Ins.____ Cable _____
Other _______
	HEALTH AND WELLNESS HISTORY (Check all that apply)
General health of Head of Household:  
____ good   ____ fair   ____ poor            Healthy Weight:  ____yes  _____No

General health of family members:  
____ good  ____ fair   ____ poor
Healthy Weight:  ____yes  _____No

General level of daily stress Head of Household:   ______high _____ moderate _______low

General level of daily stress of family members:    ______high _____ moderate _______low




	MENTAL AND PHYSICAL HISTORY (check all that apply)
Where do you and/or your family member go when you are sick or in need of advice regarding your health?

Primary Care Physician ____  Emergency Room: ____ Walk-in Clinic ____ County Health Department ____

Other _______________________________________________________________________________




	CURRENT SERVICES RECEIVING (Check all that apply)
Are there any other organizations providing you service? (Check all that apply)

____ Church   _____ Community Service Center   ____ Food Bank   _____ Neighbor    _____ Other

Are you satisfied with the services you currently receive? _____ Yes  _____ No

If no, why? ______________________________________________________________________________________




	SAFETY (Check all that apply)
Did you feel safe when you lived in Central Park Village?   _______ Yes  ________  No

Do you feel safe where you currently live?  _______  Yes   ________   No

What ideas do you have to make residents feel safer in the neighborhood:




	REOCCUPANCY (Former Central Park Village Residents Only)

Are you interested in returning to the new site (The Encore District)?     __________ Yes  _ _________ No

How many times have you moved within the last 4 years, since July 2007: __________________________

Did your child(ren) need to attend a different school after you were relocated? ________Yes ________ No




QUESTIONS/COMMENTS:   
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HOH: ___________________
Survey Taker: _____________


