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Today’s Date: _____________________________________

Sleep

This morning, I woke up at: ________

Number of hours slept:________

Slept through the night

Yes_____
No_____

Pain woke me up in the night

Yes_____
No_____

Exercise—for today

Completed home PT program

Yes______
No______


Time______

Duration_______

Completed cardiovascular activity
Yes______
No______

Time______

Duration_______

Please list any additional physical work/exercise:__________________________

Nutrition & Digestion—for today

Number of caffeinated beverages:  ______

Took nutritional supplements:  
Yes_____
No_____

Took additional medications:  
Yes_____
No_____

How many meals did you consume today?_____    How many snacks did you consume today?_____

Emotional Wellness & Coaching

Please rate your overall level of anxiety:  

Low____
Average____
Somewhat high
      ____Very High

Please rate your overall level of depression:  

Low____
Average____
Somewhat high
      ____Very High

Please rate your overall level of stress:

Low____
Average____
Somewhat high
      ____Very High

Please describe your overall mood today:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any situations/events that may be causing you extra stress today:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you feel today?________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please rate the following (10 is the highest, 0 is least)

Energy level: 

 _______(morning)
_____(afternoon)
_____(evening)

Overall pain level:
_______(morning)
_____(afternoon)
_____(evening)

Muscle aches:

_______(morning)
_____(afternoon)
_____(evening)


Please circle any areas that are especially painful today:
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sensations. Include all affccted areas.
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Daily Food Journal:

Breakfast:__________________________________________________________________________

AM Snack:  _________________________________________________________________________

Lunch:_____________________________________________________________________________



PM Snack:__________________________________________________________________________

Dinner:_______________________________________________________________________________

Evening Snack:__________________________________________________________________________



Record changes in my digestion here:
