Name ____________________________________________________ Date ________________________

WELLNESS REPORT:

Please list your primary wellness concerns in order of importance. (For example: lack of energy, aching all over, headache, bowel irregularity, inability to concentrate, etc.)  All these concerns lack wellness.  Quantitate the severity of your wellness need by circling the appropriate number. For example, if your most pressing need is tiredness and you are so tired that you can’t get out of bed in the morning, and have to stay in bed all day you would be a 0 (zero percent well), whereas, if you can creep out of bed and barely manage getting through the day you might estimate you are 20% well), if you can bounce out of bed full of pep and energy you would circle a 10. (100 percent well)”
WELLNESS  RANGE




                                   Unhealthy     

                                         Healthy                  
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