
Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Breakfast

Snack

Lunch

Snack

Dinner

Vitamins
Did you take? Yes   /   No Yes   /   No Yes   /   No Yes   /   No Yes   /   No Yes   /   No Yes   /   No
Water
Record your intake _______ OZ _______ OZ _______ OZ _______ OZ _______ OZ _______ OZ _______ OZ

Brainstorm:  
Write down your meal ideas.
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________

Grocery List:  
Look at your meal plan and shop for only the items you need.
______________________         ______________________
______________________         ______________________
______________________         ______________________
______________________         ______________________
______________________         ______________________
______________________         ______________________
______________________         ______________________
______________________         ______________________

Prep: 
What can you make ahead of time?
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________

Meal Plan: Organize your meals into specific days.  Record your vitamin & water intake.
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