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EQUALITIES MONITORING FORM
Please help us by filling in this form and telling us about yourself. By answering the questions you will help us to meet our commitment to promote equality and diversity in everything we do.
The information you give us is confidential and your individual details will not be shared with others.  The form will be separated from your application form on receipt and used for statistical purposes. If you have any questions, please ask and we will help you. If you do not wish to complete some sections of this form, you do not have to.
	1. What age group are you in? (please tick one)

	16-19         FORMCHECKBOX 

	20-29      FORMCHECKBOX 

	30-39       FORMCHECKBOX 

	40-49    FORMCHECKBOX 


	50-59         FORMCHECKBOX 

	60-69      FORMCHECKBOX 

	70+         FORMCHECKBOX 
     
	Prefer not to answer   FORMCHECKBOX 



	2. What is your sex?

	Female    FORMCHECKBOX 

	Male    FORMCHECKBOX 

	Other    FORMCHECKBOX 

	Prefer not to answer    FORMCHECKBOX 



	3. Gender Identity – Do you or have you ever identified yourself as transgender? 

	Yes      
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Prefer not to answer    FORMCHECKBOX 

	


	4. What is your sexual orientation?

	Bisexual
 (either sex)
	 FORMCHECKBOX 

	
	Gay / Lesbian
(same sex)
	 FORMCHECKBOX 


	Heterosexual / Straight
(opposite sex)
	 FORMCHECKBOX 

	
	Prefer not to answer  
	 FORMCHECKBOX 



	5. What religion, religious denomination or body do you belong to?

	Church of Scotland
	 FORMCHECKBOX 

	Roman Catholic
	 FORMCHECKBOX 

	Other Christian
	 FORMCHECKBOX 


	Buddhist
	 FORMCHECKBOX 

	Hindu
	 FORMCHECKBOX 

	Jewish
	 FORMCHECKBOX 


	Muslim
	 FORMCHECKBOX 

	Pagan
	 FORMCHECKBOX 

	Sikh
	 FORMCHECKBOX 


	None
	 FORMCHECKBOX 

	Another religion
	 FORMCHECKBOX 

	
	

	Other, please write in   ___________________________________  FORMCHECKBOX 


	Prefer not to answer
 FORMCHECKBOX 


	






	6. What is your ethnic group?

	Choose ONE section from A to F, and then tick ONE BOX ONLY which best describes your ethnic group or background.

	A. White

	
	Scottish             
	 FORMCHECKBOX 

	Other British
	 FORMCHECKBOX 

	Irish
	     FORMCHECKBOX 


	
	Gypsy/ Traveller
	 FORMCHECKBOX 

	Polish
	 FORMCHECKBOX 

	
	

	
	Other white ethnic group, please write in______________            FORMCHECKBOX 


	

	

	B. Mixed or multiple ethnic group 

	
	Any mixed or multiple ethnic groups, please write in  ___________________
                                                                                                 FORMCHECKBOX 



	

	

	C. Asian, Asian Scottish or Asian British

	
	Pakistani, Pakistani Scottish or Pakistani British

             FORMCHECKBOX 


	
	Indian, Indian Scottish or Indian British



             FORMCHECKBOX 


	
	Bangladeshi, Bangladeshi Scottish or Bangladeshi British                 FORMCHECKBOX 


	
	Chinese, Chinese Scottish or Chinese British 


              FORMCHECKBOX 


	
	Other, please write in
___________________________ 
   FORMCHECKBOX 


	
	

	D. African

	
	African, African Scottish or African British 


             FORMCHECKBOX 


	
	Black, Black Scottish or Black British 



 FORMCHECKBOX 


	
	Other, please write in
___________________________
             FORMCHECKBOX 


	
	

	E. Caribbean or Black

	
	Caribbean, Caribbean Scottish or Caribbean British 

              FORMCHECKBOX 


	
	Black, Black Scottish or Black British



              FORMCHECKBOX 


	
	Other, please write in
___________________________ 
  FORMCHECKBOX 


	
	

	F.
	Other ethnic group

	
	Arab, Arab Scottish or Arab British 



              FORMCHECKBOX 


	
	Other, please write in
___________________________ 
  FORMCHECKBOX 


	
	

	G.          
	Prefer not to answer






  FORMCHECKBOX 


	
	


	7. Disability

	Are your day to day activities limited because of a health problem or disability which has lasted, or is expected to last, at least 12 months? Please tick ONE.

	Yes  FORMCHECKBOX 
   No    FORMCHECKBOX 

	
	

	Prefer not to answer    FORMCHECKBOX 



	Disability 

	8. Does the condition or illness affect you in any of the following areas?

	Tick all that apply:
Deafness or severe hearing impairment   


            FORMCHECKBOX 

Blindness or severe visual impairment    


            FORMCHECKBOX 

Mobility - difficulty in walking short distances or 

climbing stairs





 FORMCHECKBOX 

Dexterity – difficulty in lifting or carrying objects, 

using a keyboard







 FORMCHECKBOX 

Learning or understanding or concentrating


 FORMCHECKBOX 

Memory







 FORMCHECKBOX 

Mental health 







 FORMCHECKBOX 

Stamina or breathing or fatigue




 FORMCHECKBOX 

Socially or behaviourally, for example Autism, 

Attention Deficit Disorder or Aspergers’ syndrome
             FORMCHECKBOX 

A chronic illness (such as cancer, HIV, diabetes, 

heart disease or epilepsy) 




             FORMCHECKBOX 

Other condition that affects your ability to carry out 

everyday tasks







 FORMCHECKBOX 

None 


                                                            FORMCHECKBOX 

Prefer not to answer

                                                            FORMCHECKBOX 



	


Thank you for completing this form
