
HEADACHE DIARY 
PATIENT NAME:___________________________ 

DOB: ___________________________ 

 DATE HEADACHE 
START TIME 

HEADACHE 
STOP TIME 

SEVERITY 
(0-3 scale) 

LIST ASSOCIATED 
SYMPTOMS 

DISABILITY 
(0-3 scale) 

ANY KNOWN 
TRIGGERS 

MISCELLANEOUS 
INFORMATION 

SUNDAY         

MONDAY         

TUESDAY         

WEDNESDAY         

THURSDAY         

FRIDAY         

SATURDAY         
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