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This questionnaire is designed to gather information about the health and health practices of adults in 
Colorado's transgender community. The information collected from this survey is kept confidential and is 
used only to evaluate health programs and to plan future action to improve the health of people in our 
community.  
 
This survey should only take 10-20 minutes. Although answering the health survey is voluntary, participation 
is important for the results to truly represent the Transgender community. Any question that you do not want 
to answer can be skipped. The information provided will be kept strictly confidential and anonymous. 
 
This survey is intended for transgender, gender non conforming, and those whose gender identity does not 
coincide with their birth sex.  

 
Please do not complete the survey more than once. 

Instructions for Completing the Survey 
 

This survey contains several types of questions. These instructions will show you how to answer each type 
of question.   

 

 Some questions are answered by checking a choice from a list. You answer the question by checking a box, like this: 

  Yes 

  No 

 

 Some questions are answered by entering numbers into one or more boxes to the left of the answer. You answer the 

question by filling in one digit or number per box, like this: 

  Number of days 

 Please fill in “0” if your answer is zero or none.  

 

 You will sometimes be instructed to skip one or more questions.  In this example, if your choice is ‗No‘, you go to 

question 1.16; otherwise, you continue to the next question. 

  Yes 

  No    Go to Question 1.16 

 

 

 

 



 

 

 
 
 
This survey should only be completed by transgender, gender non-conforming, and those whose gender 
identity does not coincide with their birth sex. 
 
 

 

1. Do you consider yourself to be transgender/gender non-conforming in any way?  

   Yes 

   No   Please do NOT continue 

 

  

 

 

 

 

 

 

 

 

 
 

START HERE START HERE 
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Section 1: Demographics 

1.1  What was your assigned sex at birth (meaning 

on your original birth certificate)?  

  Male 

  Female 

 

1.2 What is your gender? (Choose the most 

appropriate) 

  Transgender Man 

  Transgender Woman 

  Transgender 

  Man 

  Woman 

  Agender (or no gender) 

  Gender Queer/Gender Fluid 

  Not listed above (specify): _______________ 

 

1.3  Do you think of yourself as: (Choose one) 

  Lesbian, gay, or same-gender loving 

  Straight or heterosexual, that is, not gay or 

lesbian 

  Queer 

  Bisexual or pansexual 

  Not sure, questioning 

  Not listed above (specify): _______________ 

 

1.4 What is your age? 

  Under 18 

  18 to 24 

  25 to 34 

  35 to 44 

  45 to 54 

  55 to 64 

  65 to 74 

  75 or older 

 

1.5 Are you Hispanic or Latino? 

  Yes 

  No 

  

 

 

1.6 Which one of these groups would you say best 

represents your race? (Choose one) 

  White 

  Black or African American 

  Asian 

  Native Hawaiian or Other Pacific Islander 

  American Indian or Alaska Native 

  Multiracial 

  Other (specify): _______________________ 

 

1.7 What is your current partnership status? 

(Check all that apply) 

  Single, never married 

  Divorced 

  Married/domestic partnership/living with a 

partner 

  Partnered, not living together 

  Polyamorous/Non-monogamous 

  Widowed/grieving the loss of a partner 

  Other (specify): _______________________ 

 

1.8  What is the highest degree or level of school 

you have completed? (Choose one) 

  Less than high school, no diploma 

  High school graduate, diploma, or equivalent 

(for example: GED) 

  Some college credit, no degree 

  Trade/technical/vocational training 

  Associate degree 

  Bachelor‘s degree 

  Master‘s degree 

  Professional degree 

  Doctorate degree 

 

1.9  How many adults including yourself live in 

your household?  

  Number of adults 

 

1.10 How many children less than 18 years of age 

live in your household?  

  Number of children 

2 



 

 

1.11 Employment Status: Are you currently… 

(Please select the one that best describes you)  

  Employed for wages 

  Self-employed 

  Out of work and looking for work 

  Out of work and not currently looking for work 

  A homemaker 

  A student 

  Military 

  Retired 

  Unable to work 

 

1.12 Please mark your annual household income 

from all sources:  (Choose one) 

  Less than $10,000   

  $10,000 to less than $15,000 

  $15,000 to less than $20,000 

  $20,000 to less than $25,000 

  $25,000 to less than $35,000 

  $35,000 to less than $50,000 

  $50,000 to less than $75,000 

  $75,000 or more 

  Don‘t know/Not sure  

 

1.13  About how tall are you without shoes?  

  Feet   Inches     

 OR  

  Centimeters  

 

1.14 About how much do you weigh without shoes? 

  Pounds  

 OR 

  Kilograms 

 

1.15 In what ZIP code do you currently live? 

  5 digit ZIP/postal code 

 

 

Section 2: Health Status 

2.1 In general, how would you rate your overall 

health? 

  Excellent 

  Very good 

  Good 

  Fair 

  Poor 

 

Section 3: Healthy Days — Health-Related Quality 
of Life 

3.1  Now thinking about your physical health, which 
includes physical illness and injury, for how 
many days during the past 30 days was your 

physical health not good?  

  Number of days  (0 to 30) 

 

3.2 Now thinking about your mental health, which 
includes stress, depression, and problems with 
emotions, for how many days during the past 

30 days was your mental health not good? 

  Number of days  (0 to 30) 

If you answer “0” days to both questions  

3.1 and 3.2,  Go to Section 4  

 

3.3 During the past 30 days, for about how many 
days did poor physical or mental health keep 
you from doing your usual activities, such as 

self-care, work, or recreation? 

  Number of days  (0 to 30) 

 

Section 4: Hormone Replacement Therapy 

4.1  Have you EVER used hormone replacement 

therapy or cross-sex hormones? 

  Yes 

  No  Go to Question 4.3 
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4.2 Are you currently taking hormone replacement 

therapy? 

  Yes 

  No 

 

4.3 Are you planning to take hormone replacement 

therapy in the future? 

  Yes 

  No 

 

Section 5: Transition Related Surgery 

5.1 Have you had any transition related surgery? 

  Yes 

  No  Go to Section 6 

 

5.2 What transition related surgeries have you 

had? (Check all the apply) 

  Vaginoplasty 

  Orchiectomy 

  Scrotoplasty 

  Scrotectomy 

  Phalloplasty 

  Metoidioplasty 

  Ring Metoidioplasty 

  Bilateral Salping-oophorectomy 

  Hysterectomy  

  Bilateral Mastectomy 

  Breast reconstruction/Breast Augmentation 

  

Section 6: Health Care Access 

6.1 Do you have any kind of health care coverage, 
including health insurance, prepaid plans such 
as HMOs, or government plans such as 

Medicare, Medicaid, or Indian Health Service?  

  Yes 

  No  Go to Question 6.3 

 

 

 

 

 

6.2  Are YOU currently covered by any of the 
following types of insurance or health 

coverage plans? (Check all that apply)  

  Health insurance through your work 

  Health insurance through someone else‘s 

work 

  Medicare 

  Railroad retirement plan 

  Veteran‘s Affairs, Military Health, TRICARE, 

or CHAMPUS 

  Indian Health Service 

  Medicaid 

  A student insurance plan 

  Health insurance bought directly by you 

  Health insurance bought directly by someone 

else 

  Any other type of health insurance 

 

6.3 Do you have one person you think of as your 
personal doctor or health care provider?

(Choose one) 

  Yes – only one person  

  Yes – more than one person 

  No –  no particular person or persons 

 

6.4 Do you feel your primary health care provider 
(or the provider you see most regularly) 
provides you transgender inclusive health 

care?  

  Yes 

  No  Go to Question 6.6 

 

6.5 Why do you feel that your primary health care 
provider does provide transgender inclusive 

health care? (Check all that apply)  

  Has knowledge on transgender related health 

care needs 

  Comfortable with patients who identify as 

transgender 

  Addresses my transgender specific health 

care needs, not only other medical needs 

  Office policies and forms are transgender 

inclusive 

  Office is a welcoming environment for 

transgender patients 

  Other (specify): _____________________ 
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If you answered Question 6.5, Go to 

Question 6.7 

 

6.6 Why do you feel that your primary health care 
provider does NOT provide transgender 

inclusive health care? (Check all that apply)  

  Not enough knowledge on transgender 

related health care needs 

  Not comfortable with patients who identify as 

transgender 

  Does not address my transgender specific 

health care needs, only other medical needs 

  Office policies and forms are not transgender 

inclusive 

  Office does not provide a welcoming 

environment for transgender patients 

  Other (specify): _______________________ 

 

6.7 Was there a time in the past 12 months when 
you needed to see a doctor but could not 

because of cost? 

  Yes 

  No  

 

6.8 Other than cost, have you delayed getting 
needed medical care for any of the following 
reasons in the past 12 months? 

(Check all that apply) 

  I fear discrimination 

  I do not have health insurance 

  I had an issue with my health insurance/

services not covered by my insurance 

  I cannot find a doctor who accepts my 

insurance 

  Clinic is too far away 

  I had transportation issues 

    There were no convenient times to go or  

    I could not get an appointment 

    I did not need medical care or I did not delay  

    medical care  

    Other (specify): ____________________ 

 

 

 

 

 

6.9 About how long has it been since you last 
visited a doctor for a routine checkup? A 
routine checkup is a general physical exam, 
not an exam for a specific injury, illness, or 

condition. (Choose one) 

  Within past year (anytime less than 12 

months ago) 

  Within past 2 years (1 year but less than 2 

years ago) 

  Within past 5 years (2 years but less than 5 

years ago) 

  5 or more years ago 

  Never 

 

Section 7: Hypertension Awareness 

7.1  Have you EVER been told by a doctor, nurse, 
or other health professional that you have high 

blood pressure? 

 ―Other health professional‖ could be a nurse 
practitioner, a physician‘s assistant, or some other 
licensed health professional. 

  Yes 

  No 

 

Section 8: Cholesterol Awareness  

8.1 About how long has it been since you last had 

your blood cholesterol checked? (Choose one) 

  Within the past year (anytime less than 12 

months ago) 

  Within the past 2 years (1 year but less than 2 

years ago) 

  Within the past 5 years (2 years but less than 

5 years ago) 

  5 or more years ago 

  Never 

  Don‘t  know/Not sure 

 

8.2 Have you EVER been told by a doctor, nurse or 
other health professional that your blood 

cholesterol is high? 

  Yes 

  No 
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Section 9: Chronic Health Conditions 

9.1 Has a doctor, nurse, or other health 
professional EVER told you that you had any of 

the following?  

 

9.2  Has a doctor, nurse or other health 
professional EVER told you that you have 

diabetes?  

  Yes 

  No 

  No, pre-diabetes or borderline diabetes 

 

9.3 Have you EVER been told by a doctor, nurse, 
or other health professional that you had 

asthma?   

  Yes 

  No  Go to Section 10 

 

9.4 Do you still have asthma? 

  Yes 

  No 

 

Section 10: Anxiety and Depression 

The following are a few questions about your mood. 
When answering these questions, please think about 
how many days each of the following has occurred in the 
past 2 weeks.  
 
 
10.1 Over the last 2 weeks, how many days have 

you had little interest or pleasure in doing 

things?  

  Number of days  (0 to 14) 

 

10.2 Over the last 2 weeks, how many days have 

you felt down, depressed or hopeless?  

  Number of days  (0 to 14) 

 

10.3 Over the last 2 weeks, how many days have 
you had trouble falling asleep or staying asleep 

or sleeping too much?  

  Number of days  (0 to 14) 

 

10.4 Over the last 2 weeks, how many days have 

you felt tired or had little energy?  

  Number of days  (0 to 14) 
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Check one box for 

each item  

 YES NO 
NOT 

SURE 

a. COPD, (chronic obstructive 
pulmonary disease),  
emphysema or chronic 
bronchitis? 

   

b. A depressive disorder 
(including depression, major 
depression, dysthymia, or 
minor depression)? 

   

c. Arthritis, rheumatoid arthritis, 
gout, lupus, or fibromyalgia? 
Arthritis diagnoses include:  
rheumatism, polymyalgia 
rheumatic; osteoarthritis (not 
osteoporosis); tendonitis, 
bursitis, bunion, tennis 
elbow; carpal tunnel 
syndrome, tarsal tunnel 
syndrome; joint infection, 
Reiter‘s syndrome; 
ankylosing spondylitis; 
spondylosis; rotator cuff 
syndrome; and connective 
tissue disease, scleroderma, 
polymyositis, Raynaud‘s 
syndrome vasculitis (giant 
cell arteritis, Henoch-
Schonlein purpura, 
Wegener‘s granulomatosis, 
polyarteritis  nodosa). 

   



 

 

10.5 Over the last 2 weeks, how many days have 

you had a poor appetite or eaten too much?  

  Number of days  (0 to 14) 

 

10.6 Over the last 2 weeks, how many days have 
you felt bad about yourself – or that you were a 

failure or had let yourself or your family down?  

  Number of days  (0 to 14) 

 

10.7 Over the last 2 weeks, how many days have 
you had trouble concentrating on things, such 

as reading the newspaper or watching TV?  

  Number of days  (0 to 14) 

 

10.8 Over the last 2 weeks, how many days have 
you moved or spoken so slowly that other 
people could have noticed? Or the opposite –
being so fidgety or restless that you were 

moving around a lot more than usual?  

  Number of days  (0 to 14) 

 

10.9 Has a doctor or other healthcare provider 
EVER told you that you have an anxiety 
disorder (including acute stress disorder, 
anxiety, generalized anxiety disorder, 
obsessive-compulsive disorder, panic attacks, 
panic disorder, phobia, posttraumatic stress 

disorder, or social anxiety disorder).? 

  Yes 

  No 

 

Section 11: Suicidal Ideation and Behavior 

This section is about another health-related topic. 
Sometimes people feel so depressed and hopeless 
about the future that they may consider attempting 
suicide ---that is, taking some action to end their own life.  
 
11.1 In the past year, have you ever seriously 

thought about trying to hurt yourself in a way 

that might have resulted in your death?  

  Yes 

  No  Go to Section 12 

 

11.2 In the past year, have you ever actually tried to 
hurt yourself in a way that might have resulted 

in your death?  

  Yes 

  No  Go to Section 12 

 

11.3 If you attempted suicide in the past year, did 
this (any) attempt result in an injury, poisoning, 
or overdose that had to be treated by a doctor 

or nurse?  

  I did not attempt suicide during the past year 

  Yes 

  No 

 

If you, or someone you know, is having thoughts about 
suicide, the following toll-free number can connect you to 
a trained crisis volunteer - The Trevor Project 1-866-488-
7386 or Colorado's Metro Crisis Line 1-888-885-1222.  

 

Section  12: Oral Health 

12.1 How long has it been since you last visited a 
dentist or dental clinic for any reason? Include 
visits to a dental specialist, such as an 

orthodontist. (Choose one) 

  Within the past year (anytime less than 12 

months ago) 

  Within the past two years (1 year but less 

than 2 years ago) 

  Within the past 5 years (2 years but less than 

5 years ago) 

  5 or more years ago 

  Never 

 

12.2 How many of your permanent teeth have been 
removed because of tooth decay or because of 
gum disease? Include teeth lost to infection, 
but do not include teeth lost for other reasons, 

such as injury or orthodontics. 

  1 to 5 

  6 or more but not all 

  All 

  None 
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Section 13: Tobacco Use 

13.1 Have you smoked at least 100 cigarettes in 

your entire life?  

 5 packs = 100 cigarettes 

  Yes 

  No  Go to Question13.4 

 

13.2 Do you now smoke cigarettes every day, some 

days, or not at all?  

  Every day 

  Some days 

  Not at all No  Go to Question13.4 

 

13.3 During the past 12 months, have you stopped 
smoking for one day or longer because you 

were trying to quit smoking?  

  Yes 

  No  

 

13.4 Do you currently use chewing tobacco, snuff, 

or snus every day, some days, or not at all?  

  Every day 

  Some days 

  Not at all 

 

Section 14: Exercise (Physical Activity) 

14.1 During the past month, other than your regular 
job, did you participate in any physical 
activities or exercises such as running, 
calisthenics, golf, gardening, or walking for 

exercise?  

  Yes 

  No  

 

Section 15: Disability 

15.1 Are you limited in any way in any activities 
because of physical, mental, or emotional 

problems?  

  Yes 

  No  

 

15.2 Do you now have any health problem that 
requires you to use special equipment, such as 
a cane, a wheelchair, a special bed, or a special 
telephone? Please also include occasional use 

or use in certain circumstances. 

  Yes 

  No  

 

Section 16: Alcohol Consumption 

16.1  During the past 30 days, did you have at least 
one drink of any alcoholic beverage such as 

beer, wine, a malt beverage or liquor?  

  Yes 

  No  Go to Section 17 

 

16.2 One drink is equivalent to a 12-ounce beer, a 5-
ounce glass of wine, or a drink with one shot of 
liquor. During the past 30 days, on the days 
when you drank, about how many drinks did 
you drink on the average? A 40 ounce beer 
would count as 3 drinks, or a cocktail drink 

with 2 shots would count as 2 drinks.  

  Number of drinks 

 

16.3 Considering all types of alcoholic beverages, 
how many times during the past 30 days did 

you have 4 or more drinks on an occasion?  

  Number of times 

 

16.4 On how many of these occasions did you drink 

5 or more drinks?  

  Number of times 

 

Section 17: Marijuana Use 

17.1 Have you ever used marijuana or hashish?  

  Yes 

  No  Go to Section 18 
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17.2 During the past 30 days, on how many days did 

you use marijuana or hashish?  

  Number of days (0-30) 

 

Section 18: Illicit Drug Use 

The next set of questions is about illicit drug use. Please 
remember that all the information provided will be kept 
strictly confidential and your household will never be 
identified in any reports.   

 

18.1 During the past 12 months have you used any 
prescription drugs (drugs prescribed to you or 
someone else by a doctor) for recreation or 
non-medical use? 
 
Examples of prescription drugs include 
medications like Oxycontin, Percocet, Vicodin, 
Adderall, Ritalin, or Xanax.  

  Yes 

  No 

 

18.2  During the past 12 months have you used any 
hallucinogens (such as LSD, mushrooms, 
PCP), cocaine, heroin, meth or any other drugs 

not intended for medical use?  

  Yes 

  No 

 

18.3 During the past 12 months have you used any 
over-the-counter drugs (non-prescription) to 
get high?  
 
Examples of over-the-counter drugs include 
Robitussin, Delsym, or Nyquil.   

  Yes 

  No 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you very much for your time and cooperation.  
Everyone‘s answers will be combined to help us provide 
information about the health practices of people in your 
community.   
 
 
Completed surveys may be returned to the event booth 
from which the survey was handed out, or to the address 
below. 
 

The GLBT Community Center of Colorado 

1301 E. Colfax Ave. 

Denver, CO 80218 

 
 
Questions and requests for additional surveys should be 
directed to: 
 

Courtney Gray 

Transgender Programs Manager 

The GLBT Community Center of Colorado 

303-951-5221 

cgray@glbtcolorado.org 
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