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Food diary						
Name:							Date: 		 
	When did you eat?
Were you sitting? Standing? Walking? Driving? Working? On the phone? Stressed? Ravenous? Tired?
	What did you consume? 
Foods, drinks, supplements, drugs – type, quantity. Home-made? Fast-food? Brand (if store-bought)? Fried? Portion size? 
	How are you feeling? 
E.g. Acid reflux, nausea, headache, brain fog, hunger, stress, fatigue, bloating, gas, etc.   

	




















	




















	






Hours of sleep (please circle)			Physical activity (type, duration) …………………………………..
4     5     6     7     8     9     10       			………………………………………………………………………………………
Glasses of water/water-based drink		Energy level    1     2     3     4     5     6     7     8     9     10
						
1     2     3     4     5     6     7     8     		Stress Level     1     2     3     4     5     6     7     8     9     10

Summary of my day (cravings, timing of meals, effects of certain foods/drinks) ………………………………………
………………………………………………………………………………………………………………………………………………………………….
Insights/lessons learned …………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………………
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