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Compliance Assessment 

 

Name _________________________   Date _________________   

 

1. What is your prescribed minimum daily WATER intake in quarts?    1   2   3   4   5   6   7    

Of the past 7 days, did you ever consume less?  Y   N   If so, how many times?    1   2   3   4   5   6   7 

How many quarts did you drink yesterday?     

Are you adding anything to the water you are drinking (e.g. flavoring, sweetener)?   Y   N 

 

2. How many times did you EXERCISE in the past week?   

How many minutes did you exercise, on average, each time?    10   20   30   40   50   60   more 

What is your primary exercise activity?  walking - cycling - swimming - weight lifting - yoga - other ___________  

 

3. Are you taking your supplements as prescribed?  Y  N  If not, give specifics  _____________________________  

 __________________________________________________________________________________________  

 

4. Prior to Challenge meal 

Are you following Sugar Control guidelines prescribed, including avoiding foods you are sensitive to?   Y  N 

If not, how are you deviating?   _________________________________________________________________  

 

5. After challenge meal 

Are you “checking in” with your body before you eat foods that challenge the glycemic regulation organs?  Y  N 

Are you consuming any prohibited foods (e.g. milks (animal, soy, almond, rice), sweeteners other than cane 

(artificial, syrups), soy products (tofu, miso, edamame), foods you have a sensitivity to (cow dairy products, 

chicken eggs and products, gluten grains (wheat, rye, oats, barley)?  Y  N  If so, which?  ____________________  

 

6. Are you adhering to all sleep hygiene guidelines outlined in “How to Get a Good Nights Sleep?”  Y   N 

In the past 7 days how many nights would you say you got a full night’s SLEEP?  

Comments: ________________________________________________________________________________ 

 

7. In the past 7 days have you done the Protection visualization each morning?    Y   N    Each evening?    Y   N  

If not, how many times have you missed in the morning?    1   2   3   4   5   6   7  evening?    1   2   3   4   5   6   7 

 

8. Are you practicing the POSTURE Alignment Technique habitually, including stretching & exercises?     Y    N                                                                        

If not, how many times a day, on average, are you checking in with your skeleton?      

 

9. Are you in the process of reducing any medications?  Y  N  If so, which one(s) ___________________________  

Are you following the 20% reduction each 6 weeks schedule with this medication?  Y  N 

 

10. Are you wearing the “BE the Solution” wrist bands each day?  Y  N  If not, how often? _____________________  

 

11. The questions or concerns I have today are: _______________________________________________________ 

 

___________________________________________________________________________________________ 


