
For official use only: 

Name: PLEASE DO NOT WRITE YOUR NAME Date: NO DATE NEEDED

Quality of Life Enjoyment and Satisfaction Questionnaire - Short Form 
(Q-LES-Q-SF) 

Taking everything into consideration, during the past week how satisfied have you been with 
your ........ . 

Very Poor Poor Fair Good Very Good 

..... physical health? 1 2 3 4 5 

..... mood? 1 2 3 4 5 

..... work? 1 2 3 4 5 

..... household activities? 1 2 3 4 5 

..... social relationships? 1 2 3 4 5 

..... family relationships? 1 2 3 4 5 

.... .leisure time activities? 1 2 3 4 5 

..... ability to function in daily life? 1 2 3 4 5 

..... sexual drive, interest and/or 
performance?* 1 2 3 4 5 

..... economic status? 1 2 3 4 5 

..... livinq/housinq situation?* 1 2 3 4 5 

..... ability to get around physically 
without feeling dizzy or unsteady 
or fallinq?* 1 2 3 4 5 

..... your vision in terms of ability to do 
work or hobbies?* 1 2 3 4 5 

..... overall sense of well beinq? 1 2 3 4 5 

..... medication? (If not taking any, 
check here and leave item 

--

blank.) 1 2 3 4 5 

..... How would you rate your overall life 
satisfaction and contentment during 
the past week? 1 2 3 4 5 

*If satisfaction is very poor, poor or fair on these items, please UNDERLINE the factor(s) associated
with a lack of satisfaction.







:JBAI 
NAME PLEASE DO NOT WRITE PERSONAL INFORMATION DATE 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 

Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how much you have been bothered by each 

symptom during the PAST WEEK, INCLUDING TODAY, by placing an X in the corresponding space in the column next to each symptom. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

Numbness or tingling. 

Feeling hot. 

Wobbliness in legs. 

Unable to relax. 

Fear of the worst happening. 

Dizzy or lightheaded. 

Heart pounding or racing. 

Unsteady. 

Terrified. 

Nervous. 

Feelings of choking. 

Hands trembling. 

Shaky. 

Fear of losing control. 

Difficulty breathing. 

Fear of dying. 

Scared. 

Indigestion or discomfort in abdomen. 

Faint. 

Face flushed. 

Sweating (not due to heat). 
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MILDLY MODERATELY 
It did not It was very unpleasant, 

bother me much. but I could stand it. 

SEVERELY 
I could barely 

stand it. 
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