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CQ Psych Services

Wellbeing and Stress Checklist

Wellbeing Questions

Instructions — Complete the following checklist by ticking the response to each question that

best describes your experience over the past two weeks.

Well-being Question

| do some exercise each day

I'm feeling healthy

Generally, | have good self esteem

| have a good work-life balance

| feel | communicate well with others

I have an active social life

I’'m getting along with others in my life

| get enough sleep

| eat a balanced diet

I make time to relax (or for recreation)

| have a positive attitude to life and solving issues
| have people | can talk to about my problems
| know what my goals and values are

| take steps to achieve my goals

| feel motivated to deal with my challenges

| feel that | am coping okay

I’'m getting through my work load

| feel hopeless about the future

| feel that things are out of my control

| don’t really want to face things at the moment
I’'m unclear about the problems in my life

| feel isolated from others

Doesn’t

apply to
me at all

O o0oo0oo0o0oooooooooooooooogod

Applies
to me
some of

the time

O

O o000 o0ooooooooooooooogogd

Applies
to me
half the
time

O

O o000 o0oooooooooooooooogd

Applies
to me
most of

the time

O

O O0o0o0ooo0ooooooooooooooogooao

Understanding your responses: Ticks in shaded boxes indicate potential areas for

improvement in your well-being or stress management.

Applies
to me all

the time

OO0o0o0o0oooooooooooooooogod
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CQ Psych Services

Wellbeing and Stress Checklist

Stress Questions

Instructions — Complete the following checklist by ticking the response to each question that

best describes your experience over the past two weeks.

Stress Question

Difficulties with sleep patterns

Muscle tension or headaches
Fatigue/exhaustion

Heart palpitations

Sweating easily or feeling hot

Nervousness, worry or anxiety

Feeling agitated or shaky

Feeling low or down

Mood swings

Feeling guilty

Difficulties concentrating and remembering
Thinking negatively about things

Difficulty making decisions and solving problems
Intrusive thoughts about stressful events
Feeling angry or easily frustrated

Feeling hyperactive or highly strung

Digestion problems, nausea or feeling ill
Reduced energy or productivity at home or work
Increased intake of alcohol or drugs

Started or increased smoking

Increased intake of coffee or fast foods
Thoughts of death or harming yourself
Avoiding people or situations that seen difficult
More demanding or bossy toward others
Critical of myself and/or others

Obsessed with details and routines/rituals

Doesn’t

apply to
me at all

N I

Applies
to me
some of
the time

Do oooooooouoooooooooogd

Applies
to me

half the
time

Ny I

Applies
to me
most of
the time

Ny I

Understanding your responses: Ticks in shaded boxes indicate potential areas for

improvement in your well-being or stress management.

Applies
to me all
the time

O oooooooooooooooood




