
           MIDLINE SURVEY      

3b.  TEACHER SURVEY FORM 
 

Ref no: form No       __/ date            .     ___________ Name of Enumerator: _________________________________________Contact # _____________________ 

 
Survey Start Time: __________ Survey End Time: ________ ____School ID: ______________Teacher ID :________________ 

1. Teacher Information  

School Name: _____________________________________________ EMIS Code: ________________________Address: ________________________________ 

Cluster/Area: ________________________________________   AEO Name: ____________________________Contact # ________________________________ 

Teacher Name: ________________________________________Gender:  M-F-Other(specify)_______________Teacher Designation: ______________________ 

Contact # ___________________________________ Years in service: ________________________ Years in current post:_______________________________ 

Teaching Subject: ____________________________ Teaching Class(es):______________________ 

Teacher’s current body temperature (enumerator to use thermal gun): _______________________ 

2. COVID-19 Training & Testing 
S.N. Information / Observation Response 

1. 
Have you received trainings on Covid-19 SOPs? (tick only 
one option) 

1.Yes                                                     2. No 

2. If yes, please specify date and duration? 
Date: ___________________ 
Duration: _______________ 

3. 
Have you been tested for COVID-19 since the lockdown?  
(tick only one option) 

1.Yes                                                     2. No 

4. If yes, what was the result?  (tick only one option) 1.Positive                                            2. Negative                      3. Result Awaited 

5. If positive, what did you do? (tick as many as applicable) 
1.Self-isolated                                         2.Talked to a doctor (in person) 

3.Talked to a doctor (via phone)         4. Went to hospital 
5.All of the above                                  6. Other(please specify): __________ 

6. Are you fully vaccinated against COVID 19? 1.Yes                                                     2. No 

3. Covid-19 Awareness and Readiness 
S.N. Information / Observation Response 

1. 
Do you, personally, believe in following the SOPs? (tick only 
one option) 

1.Yes                                                     2. No 

2. If yes, why? (tick as many as apply) 
1.For personal safety                         2.For students’ safety 
3.For family’s safety                          4. Other (please specify): ______________ 

3. 
How did you organize Covid-19 safety materials? (tick only 
one option) 

1.Bought them from the market myself 
2. School provided them 
3. Other (please specify): _______________                                               

4. 
Is there a designated staff member for COVID in school? 
(tick only one option) 

1.Yes                                                     2.No 

5. If yes, who: 
Give name: ______________________ 
Give designation:  _________________ 

    6. Where is the focal person seated? (tick only one option) 
1.In staff room                                 2. In sick/first-aid room 
3. isolation room                            4. Other (please specify): _____________ 

7. Do you wear mask in school? (tick only one option) 1.Yes                                                     2.No 

8. 
If yes, do you wear the same mask daily? (tick only one 
option) 

1.Yes                                                     2.No 

9. 
If no, how often do you change your mask? (tick only one 
option) 

1.Everyday                                          2.Every two/three days 
3.Every week                                     4. Other (please specify): ___________ 

10. How many times do you wash your hands while in school? Specify frequency: ____________________ 

11. 
When do you wash hands at school? (tick as many as 
applicable) 

1.After entering school in the morning 
2.Before each class 
3.After each class 
4.Other (please specify): ____________ 
 

12. Do you use face protective shields in school? 1.Yes                                                     2. No 

13. Other than school, on which occasions do you use masks? Indoor gatherings               2. Markets/shopping 

14.  How many ways of hand washing do you adopt? Give Numbers __________ 

4. Mental/Emotional Health of School Staff/Students 
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S.N. Information / Observation Response 

1. 
Since the reopening of schools, have you seen evidence of 
degraded mental/emotional health of: (tick only one option 
for each category) 

1.Students 
1.Yes                                                     2.No 
2.Teachers (including yourself) 
1.Yes                                                     2.No 
3.Non Teaching staff 
1.Yes                                                     2.No 

2. 
Do you think that there is need of some mental/emotional 
health consultations for the students or teachers of your 
school? (tick only one option) 

1.Yes                                                     2.No 

3.  Have you received any training on mental health? 1.Yes                                                     2. No 

5. Personal Physical Health 
S.N. Information / Observation Response 

1. 
Have you experienced any of the following symptoms during 
the last 2 weeks? (tick only one option for each category) 

1.Fever 
1.Yes                                                      2.No 
2.Cough 
1.Yes                                                      2.No 
3.Body aches 
1.Yes                                                      2.No 
4.Flu 
1.Yes                                                      2.No 
5.Loss of smell 
1.Yes                                                      2.No 
6.Loss of taste 
1.Yes                                                      2.No 

6. Classroom Activities/Responsibilities 

1. 
How much distance do you maintain with students while 
taking your class? (tick only one option) 

1.at least 6 feet                                             2.at least 3 feet 
3. Other (please specify): ______________________ 

2. 
Do you think students are struggling with basic learning 
after lockdown? (tick only one option for each category) 

1.Urdu Reading 
1.Yes                                                     2.No 
2.Urdu Writing 
1.Yes                                                     2.No 
3.English Reading 
1.Yes                                                     2.No 
4.English Writing 
1.Yes                                                     2.No 
5.Maths 
1.Yes                                                     2.No 
6.Science 
1.Yes                                                     2.No 
7.Class participation 
1.Yes                                                     2.No 

3. 
Suggestions to improve Learning outcomes (tick as many as 
applicable) 

1.Give extra time to catch up  
2.Encourage students to take private tuitions 
3. Other (please specify): _______________ 

4. 
Are you stressed about: (tick only one option for each 
category) 

Finishing syllabus on time: 
1.Yes                                                     2.No 
Social distancing in classrooms: 
1.Yes                                                     2.No 
Cleanliness of class furniture: 
1.Yes                                                     2.No 
Other (Please specify): ________________ 

5. 
In your classroom, are there Covid-19 SOPs posters 
displayed? (tick only one option) 

1.Yes                                                     2.No 

6. 
If one student experiences any of the Covid symptoms 
(fever, cough, etc), what would you do? (tick as many as 
apply) 

1.Send the student to sick room 
2.Call parents 
3.Suggest principal to close down class for one week 
4.Other (please specify): _________________ 

    7. 
If more than one students experience any of the Covid 
symptoms (fever, cough, etc), what would you do? (tick as 
many as applicable) 

1.Send the student to sick room 
2.Call parents 
3.Suggest principal to close down class for one week 
4.Other (please specify): _________________ 

8. 
Do you wash hands when your get home? (tick only one 
option) 

1.Yes                                                     2.No 

9. 
If Parent-teacher-Student vigilance committees for COVID 
are formulated, would they be beneficial for ensuing SOPs? 
(tick only one option) 

1.Yes                                                     2.No 

10. 
Will you be willing to participate as a member of Covid-19 
school action planning committee? (tick only one option) 

1.Yes                                                     2.No 
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7. What are you most proud of in making your school safe? (please list three actions at most) 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
8. Any suggestions for improvement in school capacity and actions for preventing the spread of Covid-19 infection 
in the school 
_______________________________________________________________________________________________
_______________________________________________________________________________________________  

11. 
In your opinion, can students play an active part in making 
this plan? (tick only one option) 

1.Yes                                                     2.No 

12. 
Have you know about any VCs exists/functional in your 
school to ensure COVID SOPs? (Multiple Choice) 

1. Students 
2. Teacher  
3. Parents 

13. If ‘it is functional then how effective it is?  (Multiple Choice) 
1. Very Effective 
2. Moderate effective  
3. Ineffective 


