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PLEASE FILL OUT ANY INFORMATION RELATED TO THE TITLES IN THE BOX, THE MORE
INFORMATION PROVIDED, THE MORE | CAN HELP TAILOR PLANS FOR YOU

DAILY ENERGY LEVELS OUT OF 10 SLEEP QUALITY/DURATION/SLEEP +
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FAVOURITE FOODS/REGULAR MEALS/DIETARY ALCOHOL, SMOKING + DRUG USE
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TOILET HABITS-
REGULARITY/COLOUR/QUANTITY/CONSTIPATION/DIARRHOEA BOTH
STOOLS + URINE \
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By filling out this form and sending it to The Art of Harmony Clinic | agree that all
information is true and correct, and that if | fail to provide information it could

affect desired outcomes. | am motivated and want to help support my journey.




