ADOLESCENT WELLBEING – SCALE A
Parents, please answer these questions about your young person NAME OF YOUNG PERSON:
	DATE OF BIRTH OF YOUNG PERSON:
	
	
	

	 	 	 	 
	OFTEN 
	SOMETIMES 
	NEVER

	1. DOES YOUR YOUNG PERSON LOOK FORWARD TO THINGS
AS MUCH AS THEY USED TO? 	 
	                               

	    

	


	2. DO THEY SLEEP VERY WELL? 	 

	

	

	


	3. DO THEY FEEL LIKE CRYING? 	
 
	

	

	


	4. DO THEY FEEL LIKE GOING OUT? 	
 
	

	

	


	5. DO THEY FEEL LIKE LEAVING HOME? 
	 
	

	

	


	6. DO THEY GET STOMACH ACHES AND CRAMPS? 

	

	

	


	7. DO THEY HAVE LOTS OF ENERGY? 	
 
	

	

	


	8. DO THEY ENJOY THEIR FOOD? 	
 
	

	

	


	9. DO THEY STICK UP FOR THEMSELVES? 	
 
	

	

	


	10. DO THEY THINK LIFE ISN’T WORTH LIVING? 

	

	

	


	11. DO THEY THINK THEY ARE GOOD AT THINGS THAT THEY DO? 
	

	

	


	12. DO THEY ENJOY THINGS AS MUCH AS THEY USED TO? 
	

	

	


	13. DO THEY LIKE TALKING TO FRIENDS AND FAMILY? 
	

	

	


	14. DO THEY HAVE HORRIBLE DREAMS? 	 
	

	

	


	15. DO THEY FEEL VERY LONELY? 	 
	

	

	


	16. DO THEY HAVE AN ADULT THEY CAN CONFIDE IN? 
	

	

	


	17. ARE THEY EASILY CHEERED UP? 	 
	

	

	


	18. DO THEY EVER FEEL VERY BORED? 	 
	

	

	


	19. DO THEY FEEL LIKE THEY CAN HARDLY BEAR IT? 
	

	

	


	20. DO YOU THINK SELF-HARMING HELPS THEM TO DEAL 
WITH THEIR PROBLEMS? 	 
	

	

	



Thank you
