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Demographics and Household Information 

1. Do you identify as:

☐ Male ☐Female ☐ Other: _______________

2. Which race do you most closely identify with?

☐ Asian

☐ Black/African American

☐ American Indian/Alaska Native

☐ Native Hawaiian or Pacific Islander

☐ White

☐ Other: _____________

3. Do you identify as Hispanic/Latino/a/x?:

☐ Yes ☐ No

4. What year were you born? ____________________________________________

5. How long have you lived in your current home? _______________________

6. How long have you lived in [COMMUNITY]_____________

7. What is the highest degree you have achieved?

☐ High school diploma or equivalency (GED)

☐ Associate degree (junior college) or vocational degree/license

☐ Some College

☐ Bachelor’s degree

☐ Master’s degree

☐ Doctorate, Professional (MD, JD, DDS)

☐ None of the above, please specify other: ____________

8. Which of the following categories best describes your yearly income?

☐ $32,048 or less

☐ $32,048-$53,413

☐ $53,413 - $106, 827

☐ $106, 827 - $373,894

☐ Other: _____________

9. How do you identify yourself from a scale of liberal to conservative?

☐ Liberal

☐ Somewhat liberal

☐ Moderate

☐ Somewhat conservative

☐ Conservative
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