NEW JERSEY STATEWIDE, COUNTY AND COMMUNITY
TRANSPORTATION PLANNING QUESTIONNAIRE

September 2006

The (______________name of county department or agency who is taking the lead _______________________) is working with the New Jersey Department of Human Services, the New Jersey Department of Transportation and New Jersey Transit as part of a statewide study of transportation services and needs.  The objectives of the study are to inventory existing county, community and local agency transportation programs, to determine the additional transportation needs of local agencies and residents, and to develop alternative service designs and improvements to meet these needs.  This questionnaire is designed to gather information about transportation resources and needs in ________________ County.   It requests information about the amount and type of transportation service that your organization may be providing (or purchasing from another company).  It also asks you to identify unmet transportation needs in the region as well as opportunities for improved coordination of transportation programs and services.  The questionnaire is organized as follows:

Part A:  Profile of Your Organization’s Transportation Program; to be completed by all organizations that   operate, purchase or arrange for transportation. 
Part B:
Profile of Your Organization’s Transportation Program; to be completed by all organizations that operate, purchase or arrange for transportation.
Part C:
Coordination; to be completed by all respondents.

Please follow the directions on the questionnaire, and complete the sections that apply to your organization.  A list of definitions is provided on the next page of the questionnaire.  If you have any questions or need assistance, please call                                             _________________        at ( phone number)                                         .

Please return this survey by: ______________________
TO: 


Name:

_____________________________________





Agency:
_____________________________________





Address:
_____________________________________





Address:
_____________________________________






Phone:

_____________________________________

Fax:

_____________________________________

Definitions

1. Fixed Route, Fixed Schedule Transportation Services – Transit service that operates over specified routes according to an established schedule.  Passengers may board or be discharged at designated points along the route.

2. Demand Responsive Transportation Service – A service characterized by flexible routes and time schedules.  The pick-up and drop-off locations and the vehicle routes will vary depending on rider requests.  Riders typically call or arrange service in advance.

3. Curb-to-Curb – Service is provided to the passenger’s particular origin or destination.  The driver offers no assistance other than operating the wheelchair lift and tie down.

4. Door-to-Door – The driver escorts the passenger to or from the vehicle and the front entrance of the building.

5. Door-through-Door – The driver escorts the passenger to or from the vehicle and the front entrance of the building.

6. Coordinated Transportation Services – A cooperative arrangement between human services agencies and/or transportation providers to combine or consolidate some or all transportation functions or activities of the different organizations, in order to improve the efficiency and effectiveness of an area’s transportation system. Many types and degrees of coordination exist, from vehicle sharing or the joint procurement of equipment or services to the performance of centralized administration and other functions by a single entity acting as a transportation broker.  The intended result of coordination is lower costs for participating organizations through greater efficiency, which can mean better transportation services for the region.
7. Full-time Employee – An employee who works 21 or more hours per week.

8. Part-time Employee – An employee who works less than 20 hours per week.

9. One-way Passenger Trips – A one way passenger trip consists of one person riding one way from an origin to a destination.  Thus, a round trip by one person is considered as two “one way passenger trips”.

10. Vehicle Miles of Service – The total number of miles traveled by vehicles providing transportation service.  For example, if three vehicles are used to provide transportation and they each travel 30,000 a given year, there would be 90,000 vehicle miles of service provided.

11. Vehicle- Hours-of Service – The total number of hours vehicles are in used to provide transportation service.  For example, if three vehicles are used to provide transportation and each is in operation 40 hours a week, 52 weeks a year, there would be 6,240 vehicle hours of service provide
PART A   - PROFILE OF YOUR ORGANIZATION

Organization:

_____________________________________________________________
Address:

_____________________________________________________________



_____________________________________________________________
City, State, Zip:

_____________________________________________________________
Contact Person:

_____________________________________________________________
Title:


_____________________________________________________________
Phone:


_______________ Fax:_______________ Email: _____________________

A1.
Which of the following best describes your organization?


_____ Municipal Government



_____ County Government

_____ Private, non-profit Human Service Agency
_____ Private, non-profit Transportation Company


_____ Private, for-profit Transportation Company
_____ State Government


_____ Other (Please specify) _____________________________________________________________
A2.
What services does your agency provide? (Check all that apply)


Please attach an agency brochure if one is available.


_____ Medical/Dental


_____ Welfare/Public Assistance
_____ Counseling

_____ Job/Employment Training

_____ Veterans Services

_____Nutrition/Meals


_____ Transportation 


_____ Child Day Care


_____Head Start


_____ Adult Day Care


_____ Rehabilitation Services

_____ Residential Care


_____ Other (Please Specify) _____________________________________________________________

A3.

What population segments does your agency serve? (Please check all that apply.)


_____ General public

_____ Unemployed


_____ Physical disabilities


_____ Elderly (over age ____)
_____ Low income


_____ Substance abusers


_____ Youth (ages ________)
_____ Mental or cognitive disability
_____ Visually impaired


_____ Veterans


_____ Other _________________________________________________
A4.

Approximately how many clients does your agency service in a year? ________________________________


Is this number duplicative or none duplicated? ___________________________________________________


________________________________________________________________________________________

A5.

Please identify below the location(s) of your program facilities/service centers and describe the services provided 
at each site.

1.   Facility Name: ______________________
  
Address: _________________________________________


Description of Services Provided: ________________________________________________________________

2.  
Facility Name: _______________________

Address: __________________________________________


Description of Services Provided:  ________________________________________________________________

3.
Facility Name: _______________________

Address: __________________________________________


Description of Services Provided:  ________________________________________________________________

A6. Please indicate your agency’s hours of operation (generalize the hours as necessary):
	
	Monday -- Friday
	Saturday
	Sunday

	Administration Offices
	
	
	

	Programs
	
	
	

	Other
	
	
	


A7.  What are the geographic boundaries of your agency’s overall service area?



__________________________________________________________________________________



__________________________________________________________________________________



__________________________________________________________________________________



__________________________________________________________________________________

A8.  If expanded or improved community or statewide transportation services would benefit your agency or your clients,   please describe these needs below.  Be as specific as possible about geographic areas where more transportation is needed, times of the day when transportation is needed, problems with transportation costs or service quality, etc. (e.g. Identify towns or places clients want to travel to/from that are not part of your service area.)

_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

A9. Does your organization provide (i.e.: purchase, operate, or arrange for) passenger transportation services of any type?



_____ Yes (Please complete Parts B & C)



_____ No  (Thank you for your time and comments.  Please return this survey form to the address on the cover 


     sheet by _________________)

Please state how your clients get to your organization. ________________________________________________


____________________________________________________________________________________________

PART B.
PROFILE OF YOUR ORGANIZATION’S TRANSPORTATION PROGRAM

What type of transportation service(s) do you provide (please check all that apply)?

See the “Definitions” on page 2 if you are unsure how the type(s) of service listed below are defined.


_____ We operate a Fixed Route, modified fix route, fixed schedule service.

_____ We contract/purchase Fixed Route, modified fixed route, fixed schedule service from an independent carrier/operator.



Please provide the name(s) of your contracted operator(s): ____________________________



___________________________________________________________________________


_____ We operate a Demand Responsive (flexibly routed van/sedan) service using paid drivers


_____ We operate a Demand Responsive (flexibly routed van/sedan) services using non transportation staff as                
    drivers.


_____ We operate a Demand Responsive (flexibly routed van/sedan) service using volunteer drivers.

_____ We contract/purchase Demand Responsive (flexibly routed van/sedan) service from an independent 
  
      
    carrier/operator.  Please provide the name(s) of your contracted operator(s):


    ________________________________________________________________________________



    ________________________________________________________________________________


_____ We coordinate a Volunteer Driver program (volunteers driving their own vehicles).


_____ We provide subsidies/reimbursement to clients/riders who arrange for their own transportation.


_____ Other (Please specify) _____________________________________________________________



    ________________________________________________________________________________
Please attach transportation service brochures or descriptions if they are available.
B2.
Indicate your typical hours of transportation service by day: (Record AM or PM.)

	
	Sun
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat

	Transportation Service Begins
	
	
	
	
	
	
	

	Transportation Service Ends
	
	
	
	
	
	
	


B3.
If your service requires that trips be requested in advance, how much advance notice is required?



_____ Days



_____ Hours



_____ Not applicable

B4. Who is eligible to receive the transportation services your organization provides?  ( Please check all that apply, and attach a detailed explanation if necessary).


_____ Only our Agency’s clients (Describe: ____________________________________________________)


_____ Any Elderly Person (over age _____)

_____ Any Persons with Disabilities regardless of age

_____ Disabled (over age _____)


_____ The General Public (any resident in our service area)

_____ Other (Please specify:) _______________________________________________________________


B5.
For which of the following trip purposes does your organization provide transportation services, and what is the estimated percentage of your total transportation for each trip purpose?

_____ Any type of trip need within your organization area.





_____%


_____ Health/medical (e.g. trips to the doctor, clinic, drug store treatment center)


_____%


_____ Nutrition (e.g. trips to a nutrition site).







_____%


_____ Social (e.g. visits to friends/relatives







_____%


_____ Recreation (e.g. trips to cultural, social, athletic events)




_____%


_____ Education/training a(e.g. trips to training centers, schools, etc)




_____%


_____ Employment (e.g. trips to job interview sites or places of employment, etc)


_____%


_____ Shopping/personal needs (trips to the mall, barber, beauty shops, etc)



_____%


_____Social services (e.g. trips to social service centers, adult daycare, training, etc.)


_____%


_____ Other (Please specify)___________________________________________________

_____%

B6. Please explain your fare or donation policy: _____________________________________________
___________________________________________________________________________________

__________________________________________________________________________________________
B7. Please indicate annual one way passenger trips provided for the most recent full year of service and for a typical 
       month in the current year:


Annual FY2005 or prior full year
_____ one way passenger trips


Typical month (current year)
_____ one way passenger trips

B8.  How many annual vehicles miles of service are provided?


 Annual FY 2005 or prior full year:
_____ vehicle miles


 Typical month (current year)
_____ vehicle miles

B9. How many annual vehicle hours of service are provided?

       Annual FY 2005 or prior full year:
_____ vehicle hours


 Typical month (current year):
_____ vehicle hours

B10. What are the geographic limits of your transportation service area? (Please specify city limits, county limits or other      
   applicable geographic boundaries.  Attach a service area map if one is available.


   __________________________________________________________________________________________


   __________________________________________________________________________________________

         __________________________________________________________________________________________


------------------------





B11. Do you charge a fare/ donation? Yes/NO _____   What is the fare amount? $_____ If not a flat fee, how was this amount    

        calculated? _________________________________________________________________________________

B12. Indicate below the number of full time employees, part time employees and volunteer used in each of the following  

        transportation job categories.
	
	Full time
	Part time
	Volunteer

	Managers
	
	
	

	Reservationists
	
	
	

	Schedulers
	
	
	

	Dispatchers
	
	
	

	Drivers
	
	
	

	Mechanics
	
	
	

	Other (specify)
	
	
	

	Other (specify)
	
	
	

	Other (specify)
	
	
	

	
	
	
	


B13. What is your current total budget for the transportation services provided above?


Annual budget for Transportation Administrative Expenses
$________________________
         Annual budget for Transportation Operating Expenses
$________________________

         Annual budget for Transportation Capital Expenses
$________________________
         TOTAL annual budget for the Transportation Program
$________________________
B14.  Please estimate below the anticipated revenues by sources for the above described transportation program.


   Anticipated Revenues:



Fares and Donations
$________________________



Charters, Advertising
$________________________



City, Town, Village Funding
$________________________



County Funding
$________________________



State Casino Funding 
$________________________



Federal Transit Funding ( e.g.:5310, 5311, JARC)
$________________________



OAA Title III
$________________________



OAA Title XX
$________________________



Title XIX (Medicaid)
$________________________



Veterans
$________________________



TANF
$________________________



Special Initiatives
$________________________



Other (please identify)



_____________________________
$________________________



_____________________________
$________________________



_____________________________
$________________________



_____________________________
$________________________


TOTAL Anticipated Annual Transportation Revenues
$________________________
B15.  Where are your vehicles garaged? _________________________________________________________

B16.  Who services your vehicles? _________________ Where are they serviced? _______________________

B17.  Do you use dispatch software? Yes/No ______   If so, which program and version? ___________________

B18.  Do you use GPS to track your vehicles? Yes/ No _____  If so, which program and version ______________

B19.  Do you have voice contact with your drivers while on the road? Yes/ No _____ If so, what type of Equipment?

B-20 VEHICLE UTILIZATION (OPTIONAL)
In the chart below, please indicate which time periods during the day that each of your vehicles is in use.  If vehicle utilization varies by day of the week please explain this below.
Use arrows across boxes to indicate periods of time when the vehicles are providing passenger transportation, and use “X” marks to indicate time spent traveling without passengers (for example, to and from the garaging location, or between one drop off and the next pick-up).  In the example shown, the vehicle is traveling without passengers between 6:00 AM and 7:00 AM, is in use between 7:00 AM and 9:00 AM and traveling without passengers between 9:00 AM and 10:00 am, is in use between 11:00 AM and 1:00 PM, and 2:00 PM  and 3:00 PM and traveling without passengers between 4:00 PM and 5:00 PM.

Please also indicate what type of trip is being provided by the vehicle during each time slot (e.g. general demand response, nutrition, dialysis, employment) by writing the type of trip in the boxes.  In the example below, the vehicle is providing trips to adult day care between 7:00 AM and 8:00 AM, and between 2:00 and 4:00 PM and nutrition trips between 11:00 AM and 1:00 PM.

Below the boxes, please indicate the number of passengers, on average, that are transported during each block of time.  In the example, 8 people are usually driven to day care between 7:00 and 9:00 AM, and driven home between 2:00 and 4:00 PM; 12 people are taken to a meal site between 11:00 AM and 1:00 PM.  
	Vehicle
Number
	6
AM
	7
AM
	8
AM
	9
AM
	10
AM
	11
AM
	12
NOON
	1
PM
	2
PM
	3
PM
	4
PM
	5
PM
	6
PM

	EXAMPLE
	X
	Day Care
	X
	
	Nutrition
	
	Day Care
	X
	
	

	
	
	8
	
	
	
	12
	
	
	8
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


Comments: _______________________________________________________________________________________

PART C - COORDINATION OF TRANSPORATION SERVICES
C1. Do you provide transportation service for other organizations?

_____ No


_____Yes (Please note the agency name(s), type of services, and reimbursement arrangements below):


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________

C2.  Are your transportation services coordinated in any other way with the transportation services of other agencies?


_____ No




_____ Yes (Describe below):


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________

C3.  Would your organization be interested in providing transportation services, or more transportation services, under  

        contract to another agency or agencies?


_____ Yes


_____ No
_____Maybe

C4.  If you now operate your own vehicle(s), would your organization consider purchasing transportation services from 

       another agency, assuming that the price and quality of service met your needs?


_____ Yes

_____ No 
_____ Maybe 
_____ Not Applicable

C5.  Are there any specific organizations with which you feel you may be able to better coordinate transportation 
        services?

        
_____ No

_____ Yes (Identify them below)

_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________

C6.  Can you identify any real or perceived barriers to the coordination of existing transportation services in your 

       area? (For example, statutory barriers to pooling funds, liability concerns, “turf issues”, etc. – continue on reverse 

       side).


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________
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