
DAILY LIQUID INTAKE 
Date: ____________________ 

TIME TYPE OF LIQUID (WATER, TEA, ETC.)  
AMOUNT 
(OZ/ML) 

COMPLETED 

Morning 
   

Morning 
   

Mid-day 
   

Mid-day 
   

Afternoon 
   

Afternoon 
   

Evening 
   

Evening 
   

8-OUNCE GLASS TRACKER  



Daily Goal  

Total Achieved  

Notes / Symptoms  


