
Daily Assessment Check-in
Client Name:

Date:

Weeks (Pregnancy):

Physical Energy:

1: When was the last time you ate? hours ago <3 = 10,     
3-4 = 5, 
>4 = 0

2: How much water have you had today? ounces per hour awake > 4 oz = 10, 
2-4 oz = 5, 
>2 oz = 0

3: How much sleep did you get last night? hours > 7 hrs = 10, 
6-7 hrs = 5,
< 6 hrs = 0

4: In terms of physical energy (sleep/fuel/hydration), please 
rate how much energy do you have for today’s session?

0
0% no energy

10
100% maximal energy

Emotional Energy

5: How mentally focused do you feel for today’s session? 0
not focus

10
Very focused

6: How would you rate your current mood? 0
unhappy

10
Very happy



Physical Comfort

7: Are you currently experiencing any pain or discomfort in 
your body? (Please circle Y/N)

Y / N

If yes, where?

Please rate the level of pain on a scale of 0 to 10, 0 being 
none, and 10 being the worst pain you’ve ever felt.

0
none

10
severe

8: Are you currently experiencing any muscle soreness 
anywhere? (Please circle Y/N)

Y / N

If yes, where?

Please rate the level of pain on a scale of 0 to 10, 0 being 
none, and 10 being the worst pain you’ve ever felt.

0
none

10
severe

9: Are you currently experiencing heartburn? (Please circle 
Y/N)

Y / N

If yes, please rate your heartburn on a scale of 0 to 10, 
0 being none, and 10 being the worst heartburn you’ve 
ever felt.

0
none

10
severe


