
Headache Diary 
(Please copy this form as often as you need) 

Put the name of your clinic here 
Put your website here 

Tel:   E-mail: 
Name: ______________________________________Date: ____________________ 

Day- 
Date 

& 
Time 

How 
long 
did it 
last? 

Severity: 
*(1->10) 

 Where is 
it?

 

 Description 
† see below 

Triggers 
‡ see below 

Treatment 

 
Fri 

8/24 
1:00pm 
 

 
5 

hours 
 

 

 
8 

 
 
 

 
 

 
 

 

 
Sharp pain that caused me to 
vomit. 
 
               FOR EXAMPLE 

 
Bright lights and loud 
sounds. 
 
 

 
Took a nap  
 
 
 

 
 
 
 
 
 

  

   

   
 
 
 
 

 
 
 
 
 
 

  

   

   

 
 
 
 
 
 

  

   

   

 
 
 
 
 
 

  

   

   

 
 
 
 
 
 

  

   

   

 
 
 
 
 
 

  

   

   
 
 
 
 

* Severity:      1 = very mild;   3 = mild;   5 = moderate;   8 = severe;   10 = worst headache ever 
† Description: pounding, aching, stabbing, squeezing, nausea, sharp, pulsating, pressure, grinding, 

pinching, tearing, spasmodic, vomiting, sensitive to light or sound 
‡ Triggers:      e.g. emotional, sleep, environmental, activities, weather, dietary, hormonal, etc.  


