Headache Calendar
Patient Name:  ________________________ Start: (mm/dd/yyyy) _______________ End: (mm/dd/yyyy) ____________________
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Please record intensity on a 1-10 scale with (1 ) being barely present, (5) equaling pain that is beginning to interfere with activity and (10) being extremely severe
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Please record the medication and relief after taking abortive medication.  Record headache relief as: (0) none, (1) slight relief, (2) moderate relief, and (3) complete relief
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Please report any triggers for your headache.  Refer to the list provided and record the appropriate code number, which matches the trigger.

	1= Alcohol
	5= Weekends
	9= Too much sleep
	13=Seasonal
	17= Stress
	21= Let Down

	2= Fasting
	6= Vacation
	10= Orgasm
	14= Weather
	18= Sun
	22= Bright Light

	3= Lack of Sleep
	7= Menses
	11= Exertion
	15= Allergies/Sinus
	19=Odors
	23= Other

	4= Sex
	8= Foods
	12= Medication
	16= Emotions
	20= Attitude
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Please place an “X” in the box corresponding to the date of your menstrual cycle if applicable.  Reviewed By: _________________________Date: _________________
