NAME_____________________                                                              
For each symptom or Heading please rate from 1-10. 10 being most intense and 1 being the least intense 
eg: Pain, Sleeping, Seizure activity, Stress, Digestion, Breathing etc.    Ideally rate your symptoms prior to taking the formula and then 1-2 hours afterwards 
EXAMPLE
	Date

	Time
	Formula
	Dosage
Drops
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	Seizures
1-10
	Breathing
1-10
	1-2hrs later
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	Seizures
1-10
	Breathing
1-10

	------------
	---------------
	-------------
	------------
	Before dose
	Before dose
	Before dose
	Before dose
	Before dose
	Time
	After
	After
	After
	After
	After

	10/2/22
	8am
	6/1
	15 drops
	
	7/10
	7/10
	5/10
	7/10
	9am
	
	2/10
	5/10
	3/10
	5/10

	
	11am
	1/1  
	5 drops
	
	3/10
	6/10
	
	
	12
	
	2/10
	2/10
	
	

	
	
	
	
	Vacuum +
	shops
	Laid on 
	Bed 1/2hr 
	
	
	
	
	4/10
	
	

	
	
	
	
	Music 
	Seemed 
	To upset 
	John
	
	
	
	4/10
	
	
	

	
	12.30
	6/1
	15 Drops
	
	5/10
	4/10
	5/10
	7/10
	1.30pm
	
	2/10
	4/10
	3/10
	5/10

	
	5pm
	1/1
	5 Drops
	
	
	7/10
	
	
	6pm
	
	
	2/10
	
	

	10/2/23
	9pm
	1/8
	8 drops
	9/10
	5/10
	5/10
	5/10
	7/10
	10pm
	2/10
	2/10
	2/10
	3/10
	5/10

	Comments:-     Also taking 1/1 during the day for my pain.  1-2  times.            Slept after about an hour really well.



	Date

	Time
	Formula
	Dosage
Drops
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	Depression
1-10
	
1-10
	1-2 hrs later
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	Depression
1-10
	
1-10

	------------
	------------
	------------
	------------
	Before Dose
	Before Dose
	Before Dose
	Before Dose
	Before Dose
	Time
	After
	After
	After
	After
	After

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Comments:




	Date

	Time
	Formula
	Dosage
Drops
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	
1-10
	
1-10
	1-2 hrs later
	Sleep
1-10
	Anxiety
1-10
	Pain
1-10
	
1-10
	
1-10

	------------
	------------
	------------
	------------
	Before Dose
	Before Dose
	Before Dose
	Before Dose
	Before Dose
	Time
	After
	After
	After
	After
	After

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Comments:









