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M T W T F S S 

BREAKFAST 
TIME 

: 
 AM 

 PM

FOOD: 

BEVERAGE: 

LUNCH 
TIME 

: 
 AM 

 PM

FOOD: 

BEVERAGE: 

DINNER 
TIME 

: 
 AM 

 PM

FOOD: 

BEVERAGE: 

SNACKS 
TIME 

: 
 AM 

 PM

FOOD: 

: 
 AM 

 PM

FOOD: 

WATER 

       

EXERCISE 

How I Felt Before: How I Felt After: 

     

     

Type: ___________________________________ How Long: ______________________________ 

STRESS RELIEF 

Yoga Meditation Deep Breathing Reading Mindfulness Quiet Time Other: 

      

THE BEST PART OF MY DAY: MY BIGGEST SUCCESS TODAY: WHAT I WILL IMPROVE ON TOMORROW: 

Morning Glucose:___________

drjamiwest.com


	DATE: 
	AM: Off
	PM: Off
	AM_2: Off
	PM_2: Off
	AM_3: Off
	PM_3: Off
	AM_4: Off
	PM_4: Off
	AM_5: Off
	PM_5: Off
	undefined: 
	undefined_2: 
	Other: 
	THE BEST PART OF MY DAY: 
	MY BIGGEST SUCCESS TODAY: 
	WHAT I WILL IMPROVE ON TOMORROW: 
	FOOD: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 

	1: 
	0: 
	1: 
	2: 
	3: 
	4: 

	2: 
	0: 
	1: 
	2: 


	Text1: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 

	1: 
	0: 
	1: 
	2: 
	3: 
	4: 


	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off


