


* Whe� I’m no� co���s���t, p�e��n��r�a� s��p�o�s la�� 1-2 we��� (b�e��t 
te���r���s, c�a�p���, ba�� ac���, b�o���n�, ac��, fo�� c�a��n��, se���t��i�y).

* Whe� I am co���s���t, I ha�� NO s��p�o�s.



Hop� t�e�� ti�� he�� yo� as mu�� as t�e� ha�� he���d me



Nightly Reflection
By: Breathe Bliss

Month:____________ Weight:____________ Start of Menstraul Cycle:___________________ End of Menstraul Cycle:___________________

Medications: _______________________________________________________ Supplements: _______________________________________________________

How did I feel today? (Check all that apply)

Good Irritable/Over 
Sensitive Down Anxious Stressed/  

Overwhelmed
Fatigued/  

drained/weak Bloated
Breast 

Swollen/  
Tender

Motion 
sickness/  
Nauseous

Dizzy/light 
headed

Tension/   
Headaches/  

Migraines
Acne Food Cavings Heavy Flow?

Day: 

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31



Put a checkmark beside the activities you do each day

Did I: Workout? Do yoga? Meditate? Walk 
outside?

Hangout 
with good 
friends/ 
family?

Laugh?
Have a 
hearty 

breakfast?

Healthy 
smoothie?

Nutritious 
salad?

Snacked 
on lots of 
veggies 

throughout 
the day?

Eat lean 
protein?

Have 8 
glasses of 

water?

Take my 
supplements?

Use the 
oils that 

support my 
body?

Go to the 
bathroom?

Take a 
warm bath 
or shower?

Time to 
bed?

Rate (1-10) 
how you 

feel today?

Something 
I am 

grateful for

Day: 
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31




