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Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 1 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 2  

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 3 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 4 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 5 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 6 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 7 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



CURRENT MEASUREMENTS

WEIGHT: _________________(lbs)

NECK: ___________________(in)

CHEST: __________________(in) 

WAIST:___________________(in)

HIPS:____________________(in)

UPPER ARM/
BICEP:___________________(in)

MID THIGH:_______________(in)

CALF: ___________________(in)

BODY FAT: _______________(%)** 

LEAN MUSCLE: ___________(lbs)** 

Week 1 Checklist 

Average Sleep Time: _______________________

Average # Bowel Movements:  _______________

Average Energy Level (1-10): _________________

Average Stress Level (1-10): _________________

Most Common Symptoms: _____________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Did you do your movement/exercise? 
(What type?)

DAY 1: ___________________ 

DAY 2: ___________________ 

DAY 3: ___________________ 

DAY 4: ___________________ 

DAY 5: ___________________ 

DAY 6: ___________________ 

DAY 7: ___________________ 



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 8 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 9 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 10 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 11 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 12 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 13 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 14 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



CURRENT MEASUREMENTS

WEIGHT: _________________(lbs)

NECK: ___________________(in)

CHEST: __________________(in) 

WAIST:___________________(in)

HIPS:____________________(in)

UPPER ARM/
BICEP:___________________(in)

MID THIGH:_______________(in)

CALF: ___________________(in)

BODY FAT: _______________(%)** 

LEAN MUSCLE: ___________(lbs)** 

Week 2 Checklist 

Average Sleep Time: _______________________

Average # Bowel Movements:  _______________

Average Energy Level (1-10): _________________

Average Stress Level (1-10): _________________

Most Common Symptoms: _____________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Did you do your movement/exercise? 
(What type?)

DAY 1: ___________________ 

DAY 2: ___________________ 

DAY 3: ___________________ 

DAY 4: ___________________ 

DAY 5: ___________________ 

DAY 6: ___________________ 

DAY 7: ___________________ 



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 15 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 16 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 17 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 18 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 19 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 20 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 21 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



CURRENT MEASUREMENTS

WEIGHT: _________________(lbs)

NECK: ___________________(in)

CHEST: __________________(in) 

WAIST:___________________(in)

HIPS:____________________(in)

UPPER ARM/
BICEP:___________________(in)

MID THIGH:_______________(in)

CALF: ___________________(in)

BODY FAT: _______________(%)** 

LEAN MUSCLE: ___________(lbs)** 

Week 3 Checklist 

Average Sleep Time: _______________________

Average # Bowel Movements:  _______________

Average Energy Level (1-10): _________________

Average Stress Level (1-10): _________________

Most Common Symptoms: _____________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Did you do your movement/exercise? 
(What type?)

DAY 1: ___________________ 

DAY 2: ___________________ 

DAY 3: ___________________ 

DAY 4: ___________________ 

DAY 5: ___________________ 

DAY 6: ___________________ 

DAY 7: ___________________ 



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 22 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 23 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 24 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 25 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 26 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 27 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



Time Lights Out? _______(AM/PM) Time Asleep? _______(AM/PM)

Time Woke Up? ________(AM/PM) Slept Through the Night?  Yes / No

Energy level when you woke up (1-10): ______________

Daily Journal - Day 28 

Date: _______________   Day of  the Week: _______________

How many bowel movements did you have? 0-3 or more? # of bowel 
movements:  _______________________

Stress Level (1-10): ___________   Symptoms (with severity 1-10): ____________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Meal 1: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 2: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 3: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

Meal 4: Time: _______(AM/PM)  _________________________________________

_________________________  Supplements: ______________________________

How much water? __________________  Other beverages: __________________



CURRENT MEASUREMENTS

WEIGHT: _________________(lbs)

NECK: ___________________(in)

CHEST: __________________(in) 

WAIST:___________________(in)

HIPS:____________________(in)

UPPER ARM/
BICEP:___________________(in)

MID THIGH:_______________(in)

CALF: ___________________(in)

BODY FAT: _______________(%)** 

LEAN MUSCLE: ___________(lbs)** 

Week 4 Checklist 

Average Sleep Time: _______________________

Average # Bowel Movements:  _______________

Average Energy Level (1-10): _________________

Average Stress Level (1-10): _________________

Most Common Symptoms: _____________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Did you do your movement/exercise? 
(What type?)

DAY 1: ___________________ 

DAY 2: ___________________ 

DAY 3: ___________________ 

DAY 4: ___________________ 

DAY 5: ___________________ 

DAY 6: ___________________ 

DAY 7: ___________________ 


