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The following survey was designed to assess your Connecting Disconnected Data™
expectations concerning the telework program. Individual

responses are confidential and will be used for statistical

purpose only.

1. Demographics (contact information):

Name Work phone number
Supervisor Home office number
Name of program Other

Office location

2. Environmental/Infrastructure parking impacts:
How do you presently get to work?

Drive alone __ Days per week Vanpool ______Days per week
Carpool ___ Days per week Walk ___ Days per week
Bus ___ Days per week Bicycle _____ Days per week
Other explain: Days per week

How far is it from your home to work (one way)? Miles
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3. Scheduled Work Hours:

What is your normal start time at work? a.m. — p.m. (circle one)

How much time per week do you anticipate needing to be in the traditional office?
__Hours ___ Day(s)

4. Status of Home Setup:

Indicate the office furniture and equipment you currently have and plan to use for
work.

(Check all that apply)

_|:|_ Desk _|:|__ Desk lamp _D_ Fax machine

Ergonomic chair D Separate phone line D Printer
High-Speed Internet Quite work location
Other:

Do you anticipate personally installing a second line during the pilot?
____Yes, because

____No
Other:

5. Personal Concerns:
Do you already feel like your personal life is affecting your professional career?
____Yes (If so, how?)
No

Does the idea of working from home make you feel uneasy or uncomfortable about
getting your work finished on time?

~_____Notatall ______Alittle ____Alot
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Are you concerned about how, or if, the relationship might change between you and
your supervisor after you begin teleworking?

_____ Notatall ____Alittle ____Alot
Other:

6. Work Efficiency:
How do you think working from home will impact your ability to serve the customer?
Q Very Positively _QPositively _|:|_Not at all Negatively DVery Negatively

How much do you think teleworking will impact the quality of your work?
L_I Very Positively _|;|Positively L_INot at all Negatively |:|Very Negatively

How much do you think teleworking will affect your productivity/personal
effectiveness?

LI Very Positively _|;|Positively _I:_|Not at all _I;l Negatively _I:I_Very Negatively

During the pilot, how do you think teleworking will change the way you manage your
time?

g Very Positively _|;|Positively _I:_|Not at all Negatively I:lVery Negatively

Close:
Additional thoughts or comments:

Thank you for your time and cooperation in completing this questionnaire. Your information
represents an important part of this home agent pilot evaluation process.

Distribution: Please return this questionnaire in the enclosed envelope no later

than to
(Date) (Name or Location)
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