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Seniors Support Survey 

Name :  

Address :  

Municipality :  

Date :  

Phone :  

E-mail :  
 

M a n
              

W om a n
 

oth er
  

 

   Age group : 

50 t o  59  60  t o  64  
  

65  t o  69 70  t o  74
 

75  t o  79
  

80  t o  84
 

85  t o  89 90  a n d  o v e r
 

 

CABMN will not to disclose any information to a third party or to use any other confidential information, 

unless we obtain your written consent. 

1. Do you live alone ?         

Yes
           

N o
 

2. Do you have people around you to exchange or socialize ? 

(ex: spouse, family, friends or others) 

Yes N o
 

3. Do you feel safe at home? 

Yes N o
 

If no, when do you feel most vulnerable ? 

D a y N ig h t At  a l l  t im es
 

4. Are your physical mobility and your movements :  

Yes
           

N o
 If yes, please explain: ________________________   

5. Is transportation a problem for you ? 

Yes N o
 

If yes, when ? 

W in t e r Su m m er Fa l l A lw a ys
 

6. If you had to leave your home, should you have to leave your community ?  

Yes N o
  

Comment:  _________________________________________________________________________ 
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7. If we offered a Meals on Wheels service, how often would you use it? 

Sev era l t im es a  w eek W eek ly Bi-w eek ly
 

O n ce a  m o n t h N ev er
  

Comment:  _________________________________________________________________________ 

8. Are you interested in attending workshops on the following topics :  

                          
M em o ry

 
H ea lt h

  
M o u rn in g

  
G ra n t s a v a i la b le  fo r sen io rs

 
Ta b let  /  Sm a rt  p h o n e W il ls  a n d  o t h er leg a l d o cu m en t s

 

Comment:  _________________________________________________________________________ 

9. Would you be interested in attending a workshop on grief and its implications ?  

Yes N o
 

10. How did you discover our services? 

W o rd  o f m o u t h
 

C LSC -C UISSS R eferen ces 
 

In t e rn et  (w eb ) 
 

Comment:  _________________________________________________________________________ 

11. In the services we offer which do you know ? 

     Indicate which one(s ):  

V ia ct iv e
    

St a n d  Up P A IR
 

Acco m p a n ied  t ra n sp o rt
 

In co m  t a x c l in ic R eferen ces Su p p o rt
            

M ed ica l eq u ip em en t  lo a n Su p p o rt  fo r ca reg iv ers
 

              Comment:  __________________________________________________________________ 

12. In the past year, have you made a call to CABMN for information and / or services ? 

Yes N o
 

a. If yes, is this the first time you use this / these services ? 

Yes N o
 

b. What is your overall level of satisfaction with the service (s) received ? 

E xt rem ely sa t isfied V ery sa t isfied Sa t isfied

u n sa t isfied V ery u n sa t isfied
 

E xt rem ely u n sa t isfied
 

                    Comment:  ______________________________________________________________ 

13. How likely are you to recommend CABMN services to a friend or family ? 

V ery l ik e ly
     

L ik e ly
    

Un lik e ly
      

N ev er
 

Comment:  _________________________________________________________________________ 

 

Thank you for your contribution to this survey. 

This will help us understand your needs and offer you a better service. 


