Please fill in the relevant boxes


	Centre
	


	Family
	


	Individual
	


	CANCER FAMILY STUDY GROUP

FAMILIAL CANCER STUDY




We would be grateful if you could answer the following questions about yourself and your health.  Please try to answer every question as completely as you can - your answers will be treated as strictly confidential and will only be used for medical research. It may take approx. 40 - 60 minutes to complete all the questions. If you have any queries please contact:

       Debra Frost
(Research Assistant)

    (01223) 740617
Thank you for completing this questionnaire.  
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SECTION A:  PERSONAL INFORMATION 
A

	1.  Today’s Date:
	
	
	
	
	
	
	
	
	





                 Day
         Month           Year

	A2.  Name:
	
	
	






              Surname


   First Name

 Other Names


	A3.  Birth Surname:
	






           
 Surname






	A4.  Other Surnames (e.g.

        from previous marriages)
	
	








           Surname


        Surname

	A5.  Surname of paternal


  grandparents

	









Surname

	A6.  Surname of maternal


  grandparents

	









Surname

	A7.  NHS Number (on family

       doctors registration card)
	


A

	8.  Date of Birth:
	
	
	
	
	
	
	
	
	





                 Day
         Month           Year

	A9.  Place of Birth:
	
	
	







City/Town


County


Country

A10.  We would like if possible to contact you again if we have any queries.  Are you happy if we recontact 


    you about your responses?

	
	NO  
	GO TO QUESTION A11

	
	
	

	
	YES
	PLEASE ANSWER THE QUESTION BELOW


       If yes, when would you prefer to be contacted? (Fill in all that apply).

	
	   Dialling Code
	                Phone Number

	a.  Daytime
	
	

	b.  Evening
	
	

	c.  Weekend
	
	


       Please enter your current address details for future correspondence:  

       .………………………………………………………………………………………….……….

       .……………………………………………………………………………………………….….

       …………………………………………………………………  Post Code ……….…..…...…..

A11.  To which of these groups do you consider you belong?  PLEASE TICK ONE BOX

	White
	
	
	Bangladeshi
	
	
	

	
	
	
	
	
	
	

	Indian
	
	
	Pakistani
	
	
	

	
	
	
	
	
	
	

	Black, Caribbean
	
	
	Black, Other - SPECIFY
	
	
	

	
	
	
	
	
	
	

	Ashkenazi
	
	
	Chinese
	
	
	

	
	
	
	
	
	
	

	
	
	
	Other - SPECIFY
	
	
	


	A12.  What is your occupation?
	

	
	

	If you are a housewife, retired or not currently                       employed, what was your last employed occupation?
	


A13.  What is your marital status:

	
	Single
	
	Married or Living

as Married
	
	Separated
	
	Widowed
	
	Divorced



   If you are married or living as married, what is your husband’s or partner’s occupation?


   (If not currently employed or retired, please indicate their last employed occupation)

	


	A14.  How old were you when you left school?
	
	
	years old


	A15.  Did you have any further education at college or university after you left school?


	
	NO  

	
	

	
	YES


A16.  Do you have any of the following qualifications?  (Tick ALL that apply)

	School Leaving 

Certificate
	
	
	Technical College Exams/City & Guilds
	
	
	Secretarial College Exams
	

	
	
	
	
	
	
	
	

	CSE / GCSE
	
	
	HND
	
	
	Teaching Diploma, HNC
	

	
	
	
	
	
	
	
	

	GCE “0” Level
	
	
	Completed Apprenticeship
	
	
	University Degree
	

	
	
	
	
	
	
	
	

	Matriculation
	
	
	Trade Certificates
	
	
	Post-Graduate University Degree
	

	
	
	
	
	

	“A” level, Highers
	
	
	Other (Specify)
	
	
	


	A17.  What is your height?
	
	
	Feet
	
	
	Inches


A18.  The following questions are about your weight at different times in your life.  If you do not know the    
    answers exactly, please write down your best guess.  

	What is your current weight?
	
	
	Stone
	
	
	Pounds

	How much did you weigh at age 18?
	
	
	Stone
	
	
	Pounds

	What is the most you have ever weighed (excluding pregnancy)?
	
	
	Stone
	
	
	Pounds


A19.  Please fill in your current measurements IN INCHES:

	
	
	Hips
	
	
	Waist
	
	
	Chest


A20.  Have you ever smoked as much as one cigarette a day for as long as a year?

	
	NO      (Non-smoker)
	

	
	
	

	
	YES
	PLEASE ANSWER THE QUESTIONS BELOW


	How old were you when you started smoking regularly?
	
	
	years old

	If you no longer smoke, at what age did you stop?
	
	
	years old

	If you currently smoke, on average, 

how many cigarettes do you smoke a day?
	
	
	
	Cigarettes

per day




         On average, how many cigarettes did you smoke each day?

	As a teenager
	
	Cigarettes per day

	Age 20
	
	Cigarettes per day

	Age 30
	
	Cigarettes per day

	Age 40
	
	Cigarettes per day

	Age 50
	
	Cigarettes per day

	Age 60
	
	Cigarettes per day


A21.  At present, about how many alcoholic drinks do you have each week? (Put “0” if none)









        
Tick if less than






        Put “0” if none

        
one drink a week



	Beer, cider or lager
	
	
	pints each week
	
	
	

	Wine
	
	
	glasses each week
	
	
	

	Sherry or fortified wine
	
	
	glasses each week
	
	
	

	Spirits 

(whisky, brandy, liqueurs, etc.)
	
	
	glasses (singles) each week
	
	
	


A22.  When you were in your 20s, about how many alcoholic drinks did you have each week? (Put “0” if 


    none)









        
Tick if less than






        Put “0” if none

        
one drink a week

	Beer, cider or lager
	
	
	pints each week
	
	
	

	Wine
	
	
	glasses each week
	
	
	

	Sherry or fortified wine
	
	
	glasses each week
	
	
	

	Spirits 

(whisky, brandy, liqueurs, etc.)
	
	
	glasses (singles) each week
	
	
	


SECTION B:   MENSTRUAL HISTORY
B1.  Have you ever had a menstrual period?

	
	NO
	GO TO THE NEXT SECTION (SECTION C)

	
	
	

	
	YES
	GO TO QUESTION B2


	B2.  How old were you when you had your first menstrual period?
	
	
	years old


B3.  Would you describe the occurrence of your menstrual cycle as always regular, usually regular or 
   
  never regular?  By regular we mean that the start of your menstrual period was predictable within 5 
   
  days.  Ignore times when you were pregnant, breastfeeding or taking birth control pills (oral 
  
  
  contraceptives).  Please tick only one box.

	
	My periods are/were always regular
	
	My periods are/were usually regular
	
	My periods are/were never regular


B4.  On average, how many days are/were there between the start of one menstrual period and the start   

       of the next?  Ignore times when you were pregnant, breastfeeding or taking birth control pills (oral 

       contraceptives).

	
	days  (e.g.  28 days)    


B5. Has a doctor ever prescribed birth control pills (oral contraceptives) to regulate your menstrual cycle?

	
	NO

	
	

	
	YES


B6.  Have you had a menstrual period within the last 12 months?

	
	NO
	

	
	
	

	
	YES
	


B7.  Have your periods stopped completely?

	
	NO
	GO TO THE NEXT SECTION (SECTION C)  

	
	
	

	
	YES
	GO TO QUESTION B8


	B8.  How old were you when your periods stopped completely?
	
	
	years old


B9.  What was the reason your periods stopped?   (Please tick one box only)

	Natural Menopause (change of life)
	

	Because of hysterectomy or oophorectomy (uterus and/or ovaries removed)
	

	X-Ray treatment (radiotherapy)
	

	Took medication that stopped periods
	

	Other (please specify)
	


SECTION C:  PREVIOUS PREGNANCIES
C1.  Have you ever seen a doctor because of fertility problems, such as getting pregnant or carrying a

       pregnancy?

	
	YES
	
	NO


C2.  Have you ever taken medication to increase your chances of becoming pregnant?

	
	NO
	GO TO QUESTION C3
	

	
	
	
	

	
	YES
	Name of Medication(s)
	

	
	
	
	
	

	
	
	                    For how many months did you take this medication?
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	At what ages did you start and stop taking this medication?
	From

age:
	
	
	
	To 

age:
	
	

	
	
	
	

	
	
	                     How many courses of treatment did you receive?
	


C3.  Has a doctor ever told you that you are infertile?

	
	YES
	
	NO


C4.  Have you ever been pregnant?

	
	NO
	GO TO THE NEXT SECTION (SECTION D)

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


Please consider ALL pregnancies, in order, from the first to the last, and tick the appropriate boxes for each pregnancy.  For live born children, try to recall for how long you breast-fed each child (if not breast-fed, enter “zero”).  Please also indicate multiple births e.g. twins, triplets, etc.  The example below shows a pregnancy that began at age 27, that the baby girl was born at week 40 and was breast-fed for 3 months.  

	Pregnancy outcome

	
	Age at start of pregnancy
	Live born (please indicate sex of each child)
	Still born
	Miscarriage
	Therapeutic abortion
	Multiple pregnancy
	Duration of pregnancy (in weeks)
	Months of breast feeding

	e.g.
	27
	Female
	
	
	
	
	40
	3

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	


C5.  Have you ever had an ectopic pregnancy (a pregnancy that occurs outside the uterus)?

	
	NO
	

	
	
	
	
	
	
	
	

	
	YES
	How old were you?
	
	
	
	
	


SECTION D:  OTHER MEDICAL HISTORY

D1.  Have you ever taken birth control pills (oral contraceptives), had contraceptive injections or implants

        for birth control or any other reason?

	
	NO
	GO TO QUESTION D3

	
	
	

	
	YES
	PLEASE LIST ALL OF THE TIME PERIODS DURING WHICH YOU WERE TAKING ORAL, INJECTED OR IMPLANTED CONTRACEPTIVES  


	Age began
	Age stopped
	Duration of use    

(in months) 
	Form of medication

(e.g. pill, injection, implant)
	Name of medication

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


D2.  Are you currently using any birth control pills or hormone contraceptives (e.g contraceptive injection

       or implant)? 

	
	NO

	
	

	
	YES


D3.  Have you ever taken hormone replacement therapy (HRT)?

	
	NO
	GO TO QUESTION D5

	
	
	

	
	YES
	PLEASE LIST ALL OF THE TIME PERIODS DURING WHICH YOU WERE TAKING HORMONE REPLACEMENT THERAPY


               Age          Age        Duration of HRT
Form of medication (e.g.

              began     stopped     use (in months) 
tablet, injection, cream)

Name of medication

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


D4.  Are you currently taking hormone replacement therapy (HRT)?

	
	NO

	
	

	
	YES


D5.  Have you ever received Tamoxifen?

	
	NO
	GO TO QUESTION D7

	
	
	

	
	YES
	
	
	For breast cancer
	
	As part of a prevention Trial e.g. IBIS


   
 PLEASE LIST ALL OF THE TIME PERIODS DURING WHICH YOU WERE TAKING TAMOXIFEN.

	      
	 Age began       Age stopped    
	Duration of use (in months)

	
	
	
	

	
	
	
	


D6.  Are you currently taking Tamoxifen?

	
	NO
	
	
	YES


D7.  Have you ever had a tubal ligation (sterilisation)?

	
	NO
	

	
	
	
	

	
	YES
	At what age?
	
	


D8.  Have you ever been given medication to stop the function of your ovaries?

	
	NO
	
	

	
	
	
	

	
	YES
	Age
	Name of medication

	
	
	
	
	


D9.  Have you had an operation to remove one or both ovaries (oophorectomy)?

	
	NO

	
	

	
	YES

	

	


	Age
	Number of 

ovaries removed?
	Reason for operation
	Hospital where operation performed

	Oophorectomy    1)


	
	
	
	

	Oophorectomy    2)
	
	
	
	


D10.  Have you ever had an ultrasound examination of the ovaries?

	
	NO
	

	
	
	

	
	YES
	PLEASE COMPLETE THE GRID BELOW






  Abdominal Probe


Vaginal Probe

	
	Age at

first test
	Age at most 

recent test
	      Age at

      first test
	    Age at most

     recent test

	
	
	
	
	 
	
	
	
	
	


D11.  Have you ever had a blood test to detect early ovarian cancer, for example, a blood test to detect   


    the tumour marker CA-125?

	
	NO
	
	

	
	
	

	
	YES
	Age at first

test
	Age at most

recent test
	Most recent result

e.g. normal

	
	
	
	
	
	


D12. Have you ever had any other surgery performed on your reproductive organs, including ovaries, 
  
   tubes, cervix or uterus?

	
	NO
	
	

	
	
	

	
	YES
	Age
	What operation was performed
	Reason for operation

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


D13.  Have you ever had benign breast disease, breast lumps or breast cysts (i.e. not cancer)?

	
	NO

	
	

	
	YES
	Age diagnosed
	Which breast problem?

	
	
	
	
	

	
	
	
	
	


D14. Have you had any of the following breast operations?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW

	


	Which

side?
	Age 
	Reason for operation
	Hospital where treated

	Biopsy (removal of a    1)                   

small piece of breast)
	
	
	
	
	
	

	                                    2)


	
	
	
	
	
	

	Lumpectomy                1)

(breast lump removed)
	
	
	
	
	
	

	                                    2)


	
	
	
	
	
	

	                                    3)


	
	
	
	
	
	

	Mastectomy                 1)

(one breast removed)
	
	
	
	
	
	

	                                    2)


	
	
	
	
	
	

	Bilateral Mastectomy

(both breasts removed)
	Right & Left
	
	
	
	

	Breast Implant /           1)

Augmentation?
	
	
	
	
	
	

	                                    2)


	
	
	
	
	
	

	Breast reduction


	
	
	
	
	
	

	Other breast operation 

(Please specify)
	
	
	
	
	
	


D15.  Approximately how many chest X-rays have you had (if you have had breast cancer, count only 

    chest x-rays before you were diagnosed.  This should not include mammograms)?

	
	Total number of

chest x-rays
	
	
	Age at first

chest x-ray
	
	
	Age at last 

chest x-ray


D16.  Approximately how many mammograms have you had (if you have had breast cancer, count only 

    mammograms before you were diagnosed)?

	
	Total number of

mammograms
	
	
	Age at first

mammogram
	
	
	Age at last mammogram


	Where were they carried out?
	


D17.  Have you had any other X-ray examinations, including?


    (a) Barium Meal or Stomach X-ray?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	

	Total Number
	
	    Age(s)
	
	
	
	
	
	
	


(b) Abdominal X-rays? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	

	Total Number
	
	     Age(s)
	
	
	
	
	
	
	


(c) Barium Enemas? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW

	

	Total Number
	
	     Age(s)
	
	
	
	
	
	
	


(d) Other X-rays including CT scans or any other form of breast screening including magnetic

      resonance imaging (MRI scan) or ultrasound?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW





Age when




X-ray(s) etc




were taken
          Type of examination

       Where carried out?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


D18.  Have you ever had thyroid disease?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	How old were you?
	
	



     Was your thyroid (Please tick one choice only)

	
	
	Overactive
	
	
	Underactive
	
	
	Other (please specify....)


D19.  Have you ever been diagnosed with any type of cancer?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW

	
	   Age at

diagnosis
	    Type of cancer / 

    Location of cancer
	Hospital where you were treated

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


D20.  If you have/had breast cancer, how did you first suspect or find out that something might be wrong? 


    Please indicate choice for first occurrence of breast cancer only.
	1.
	You noticed a lump or abnormality in your breast yourself
	

	2.
	A doctor or nurse noticed an abnormality in your breast during a routine check
	

	3.
	An abnormality was first detected at a routine mammogram
	

	4.
	Other (please specify..)
	


D21.  Have you ever received radiotherapy treatment?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	Dates of treatment
	Hospital where treated
	Reason for treatment

	
	
	

	
	
	

	
	
	


D22.  Have you ever received chemotherapy treatment?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW


	Dates of treatment
	Hospital where treated
	Reason for treatment

	
	
	

	
	
	

	
	
	


D23.  Have you ever had any other serious medical problems, accidents or injuries, or required

         hospitalisation for a medical condition?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW





     Age




Illness / Injury

	
	
	

	
	
	

	
	
	

	
	
	


D24.  Other than the operation(s) previously listed, have you ever had any other operations?

	
	NO
	

	
	
	

	
	YES
	PLEASE FILL IN THE GRID BELOW





Age when




   treated
     What operation was performed

Reason for operation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


D25.  Are you currently taking any other medications?

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW


	

	


D26.  Have you taken any long term medications in the past (e.g. for longer than one month)? 

	
	NO
	

	
	
	

	
	YES
	PLEASE SPECIFY BELOW


	

	

	


Section E: Self-reported health state

The following questions ask about your health state. (Under each heading, please tick one box that best describes your health TODAY)
E1. Mobility

	I have no problems in walking about
	

	I have some problems in walking about
	

	I am confined to bed
	



E2. Self-care


	I have no problems with self-care
	

	I have some problems washing or dressing myself
	

	I am unable to wash or dress myself
	



E3. Usual activities (e.g. work, study, housework, family or leisure activities)

	I have no problems with performing my usual activities
	

	I have some problems with performing my usual activities
	

	I am unable to perform my usual activities
	




E4. Pain / Discomfort

	I have no pain or discomfort
	

	I have moderate pain or discomfort
	

	I have extreme pain or discomfort
	




E5. Anxiety / Depression

	I am not anxious or depressed
	

	I am moderately anxious or depressed
	

	I am extremely anxious or depressed
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· We would like to know how good or bad your health is TODAY.

· This scale is numbered from 0 to 100.

· 100 means the best health you can imagine.

· 0 means the worst health you can imagine.

· Mark an X on the scale to indicate how your health is TODAY.

· Now, please write the number you marked on the scale in the box below.

   

                    YOUR HEALTH TODAY = 

Section F: Cancer Worry Scale

The following questions ask about cancer worry. This worry may be about a primary cancer, another new cancer, or a secondary (metastatic) cancer. (Please tick one box to indicate your answer)

F1.  During the past month, how often have you thought about your own chances of developing cancer? Would you say:

	Not at all or rarely
	

	Sometimes
	

	Often
	

	Almost all of the time  
	


F2.  During the past month, have thoughts about your chances of getting cancer affected your mood?  Would you say:

	Not at all or rarely
	

	Sometimes
	

	Often
	

	Almost all of the time  
	


F3.  During the past month, have thoughts about your chances of getting cancer affected your ability to perform your daily activities?  Would you say:

	Not at all or rarely
	

	Sometimes
	

	Often
	

	Almost all of the time  
	

	
	


F4.  How concerned are you about the possibility that you might get cancer someday? Would you say:

	Not at all
	

	Somewhat
	

	Moderately
	

	Almost all of the time  
	


F5.  How often do you worry about developing cancer? Would you say:

	Not at all or rarely
	

	Occasionally
	

	Frequently
	

	Constantly  
	


F6.  How much of a problem is worrying about cancer to you? Would you say:

	Not at all
	

	Somewhat
	

	Definitely
	

	Severe Problem
	


Section G: This section asks about your physical activity in the last 4 weeks, it covers the following areas:

G1: In and around the house

G2: Travel to work/education and your activity at work/education.

G3: Leisure and recreation

G1 Home Activities

Getting about

Which form of transport have you used most often in the last 4 weeks apart from your journey to and from work/education?


(Please tick (() one box only)

	Usual mode of travel

	Car / motor vehicle
	Walk
	Public transport
	Cycle

	
	
	
	


Screen time

Thank about the time spend sitting whilst using a screen but not for work or homework/studying in the last 4 weeks. This includes sitting whilst using devices such as television, tablets, mobile phones, computers and games consoles (non-active games only)

(Please put a tick (() on every line)

	Hours of PER DAY of sitting using a screen (not for work or homework/studying)
	Average over the last 4 weeks

	
	None
	Less than 1 hour a day
	1 to 2 hours a day
	2 to 3 hours a day
	3 to 4 hours a day
	4 to 5 hours a day
	5 to 6 hours a day
	6 to 7 hours a day
	7 to 8 hours a day
	More than 8 hours a day

	On a weekday before 6 pm
	
	
	
	
	
	
	
	
	
	

	On a weekday after 6 pm
	
	
	
	
	
	
	
	
	
	

	On a weekend day before 6 pm
	
	
	
	
	
	
	
	
	
	

	On a weekend day after 6 pm
	
	
	
	
	
	
	
	
	
	


Stair climbing at home
(please put a tick (() on every line)

	Number of times PER DAY you climbed up a flight of stairs (approx 10 steps) at home
	Average over the last 4 weeks

	
	None
	1 to 5 times a day
	6 to 10 times a day
	11 to 15 times a day
	16 to 20 times a day
	More than 20 times a day

	On a weekday
	
	
	
	
	
	

	On a weekend day
	
	
	
	
	
	


G2 Work Activities

The following questions are about activity at work or education institution. By work we mean paid employment, voluntary work, and studying in education such as school, college or university.

Please answer this section to describe in the last 4 weeks, have you been in paid employment, done regular, organised voluntary work, or been in education?



                                                                               Yes
                                                 No

IF “NO”, GO TO THE NEXT SECTION (SECTION G3)
Type of work/education

We would like to know the type and amount of physical activity involved in your work/education. Please tick (() the option that best corresponds with your occupation(s) in the last 4 weeks from the following four possibilities:

(Please tick only one of the following)

1. Sedentary

Mostly sitting (e.g. office worker)

2. Standing

Mostly standing or walking: no intense effort 

(e.g. shop assistant, hairdresser)

3. Manual 

Some physical effort/handling heavy objects/tools 

(e.g. plumber, electrician)

4. Heavy manual 

Very vigorous work/handling heavy objects

(e.g. bricklayer, construction worker)

During the last 4 weeks how many hours work/education did you do per week?

	
	Last week
	2 weeks ago
	3 weeks ago
	4 week ago

	Work/education hours

If “0” hours, reason:  
	   _____hrs

​​​​   _____mins

Holiday

Other


	  _____hrs

​​​​  _____mins

Holiday

Other


	  _____hrs

​​​​  _____mins

Holiday

Other


	 _____hrs

​​ _____mins

Holiday

Other


Think about a typical week in the last 4 weeks. Tick how many days a week you worked on a week and weekend day. 

	Typical week in the last 4 weeks
	Tick number of days a week work or study

	
	None
	1 day
	2 days
	3 days
	4 days
	5 days

	On a WEEKDAY
	
	
	
	
	
	

	On a WEEKEND DAY
	
	
	
	
	
	


Travel to Work/Education

Travel to and from work/education in the last 4 weeks

Which of the following best describes your travel pattern for work/education in the last 4 weeks?                 


Travelled to a single workplace/study location all or some of the time   


Travelled to multiple work/study locations all or some of the time         


Work or study from home all of the time                                                   

What is the approximate distance from your home to your work/education?   

If working/studying at multiple locations away from the home, estimate average distance for journeys

Please estimate average distance    

                   

                              Miles      
or                                                  Kilometers    

How many times a week did you travel from home to your main work/education?

Count outward journeys only

How often do you use the following modes of transport to get to work/education?   

(Please tick (() one box only per line)

	How did you normally travel to work?
	Always
	Usually
	Occasionally
	Never or rarely

	Car/motor vehicle
	
	
	
	

	Works or public transport
	
	
	
	

	Bicycle
	
	
	
	

	Walking
	
	
	
	


G3 Recreation

The following questions ask about how you spent your leisure time.

Please indicate how often you did each activity on average over the last 4 weeks.

Please indicate the average length of time that you spent doing the activity on each occasion. You will be able to enter any activities not covered in the questionnaire at the end.

Example

If you went walking for pleasure for 40 minutes once a week.

If you had done weeding or pruning every fortnight and took 1 hour and 10 minutes on each occasion.

You would complete the table below as follows:

Please give an answer for the NUMBER OF TIMES you did the following activities in the past 4 weeks and the AVERAGE TIME you spent on each activity.
Please complete EACH line
	
	Number of times you did the 

activity in the last 4 weeks
	Average time per episode

	
	None
	Once
	2 - 3 times in 4 weeks
	Once a week
	2 - 3 times a week
	4 - 5 times a week
	Every day
	Hours
	Mins

	Weeding and pruning
	
	
	(
	
	
	
	
	1
	10

	Walking for pleasure
	
	
	
	(
	
	
	
	
	40


Now complete the table on following two pages

Please give an answer for the average time you spent on each activity and the number of times you did that activity in the past 4 weeks
	
	Number of times you did the 

activity in the last 4 weeks
	Average time per episode

	
	None
	Once
	2 - 3 times in 4 weeks
	Once a week
	2 - 3 times a week
	4 - 5 times a week
	Every day
	Hours
	Mins

	Swimming - competitive
	
	
	
	
	
	
	
	
	

	Swimming - leisure
	
	
	
	
	
	
	
	
	

	Walking - Backpacking or mountain climbing
	
	
	
	
	
	
	
	
	

	Walking - Walking for pleasure
	
	
	
	
	
	
	
	
	

	Cycling – Racing or rough terrain cycling
	
	
	
	
	
	
	
	
	

	Cycling – Cycling for pleasure
	
	
	
	
	
	
	
	
	

	Running – Competitive running
	
	
	
	
	
	
	
	
	

	Running - Jogging
	
	
	
	
	
	
	
	
	

	Gardening – Mowing and lawn
	
	
	
	
	
	
	
	
	

	Gardening – Watering the lawn or garden
	
	
	
	
	
	
	
	
	

	Gardening – Digging, Shovelling or chopping wood
	
	
	
	
	
	
	
	
	

	Gardening – Weeding or pruning
	
	
	
	
	
	
	
	
	

	DIY (e.g. home or car maintenance)
	
	
	
	
	
	
	
	
	

	Other Household activities (e.g. vacuuming)
	
	
	
	
	
	
	
	
	

	Aerobics – High impact
	
	
	
	
	
	
	
	
	

	Aerobics – Other types of aerobics
	
	
	
	
	
	
	
	
	

	Exercise with weights
	
	
	
	
	
	
	
	
	

	Conditioning exercises (e.g. bike/rowing machine)
	
	
	
	
	
	
	
	
	

	Floor exercises (e.g. yoga or Pilates)
	
	
	
	
	
	
	
	
	


	
	Number of times you did the 

activity in the last 4 weeks
	Average time per episode

	
	None
	Once
	2 - 3 times in 4 weeks
	Once a week
	2 - 3 times a week
	4 - 5 times a week
	Every day
	Hours
	Mins

	Football, Rugby or Hockey
	
	
	
	
	
	
	
	
	

	Cricket
	
	
	
	
	
	
	
	
	

	Rowling
	
	
	
	
	
	
	
	
	

	Netball, Volleyball or Basketball
	
	
	
	
	
	
	
	
	

	Tennis or Badminton
	
	
	
	
	
	
	
	
	

	Squash
	
	
	
	
	
	
	
	
	

	Table Tennis
	
	
	
	
	
	
	
	
	

	Bowling – indoor, lawn or 10 pin
	
	
	
	
	
	
	
	
	

	Golf
	
	
	
	
	
	
	
	
	

	Fishing
	
	
	
	
	
	
	
	
	

	Dancing
	
	
	
	
	
	
	
	
	

	Horse - riding
	
	
	
	
	
	
	
	
	

	Sailing, Wind–Surfing or Boating
	
	
	
	
	
	
	
	
	

	Martial arts, boxing or wrestling
	
	
	
	
	
	
	
	
	

	Physically – active computer games
	
	
	
	
	
	
	
	
	

	Ice/roller skating
	
	
	
	
	
	
	
	
	

	Skiing or Snowboarding
	
	
	
	
	
	
	
	
	

	Snooker, Billiards or Darts
	
	
	
	
	
	
	
	
	

	Musical Instrument Playing or Singing
	
	
	
	
	
	
	
	
	


You should try and classify all the activities you do in the list above. If however, you do activities which have no similarity with any of those listed above, please mention here.

	
	Number of times you did the 

activity in the last 4 weeks
	Average time per episode

	
	None
	Once
	2 - 3 times in 4 weeks
	Once a week
	2 - 3 times a week
	4 - 5 times a week
	Every day
	Hours
	Mins

	Other 1:


	
	
	
	
	
	
	
	
	

	Other 2:
	
	
	
	
	
	
	
	
	

	Other 3:
	
	
	
	
	
	
	
	
	

	Other 4:
	
	
	
	
	
	
	
	
	

	Other 5:
	
	
	
	
	
	
	
	
	


You have now completed this questionnaire.  Please take a moment just to check and see if you have missed any questions.  Please try to answer all the questions that apply to you.

Thank you very much for your help.
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