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My Migraine Diary


Staying in Control

A headache diary is a good way to track how often you have migraines and how bad they are. It can also help you figure out what might be causing your headaches.




Each time you have a migraine, write down the time of day and what you were doing. Note anything that might have played a role: a type of food, a bright light, a change in the weather, a certain smell, a loud noise, etc. Your headache diary will help us plan the best possible treatment for you.

If you are deaf or hard of hearing, please let us know. We provide many free services including

sign language interpreters, oral interpreters, TTYs, telephone amplifiers, note takers and written materials.

For informational purposes only. Not to replace the advice of your health care provider.

Copyright © 2009 Fairview Health Services. All rights reserved. Clinically reviewed by Migraine Care Package. SMARTworks 521059 – REV 08/18.
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Things to do (besides taking medicine) to prevent or stop a migraine

· Acupuncture

· Meditation

· Biofeedback

· Lying down in a dark room

· Going to sleep

· Using an eye bag

· Putting an ice pack or cool wash cloth on your forehead or back of your neck

· Stretching

· Yoga



Things I’ve done to prevent or stop a migraine (including taking medicine)

What worked

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

What didn’t work

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________
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Common migraine triggers

Things around me

· Weather (changes in pressure, temperature or humidity)

· Cigarette smoke, fragrance, odors, fumes

· Noise

· Light (bright light, flashing light, glare)

Things I do or feel

· Changes in patterns (too little or too much sleep; weekends or vacation days; skipping meals)

· Eye strain, fatigue (feeling very tired)

· Menstrual days (monthly periods); changes in hormones

· Sex or sexual activity

· Exercise

· Stress, emotional upset, anxiety, depression

· Medicine (taken or missed)

Things I eat or drink

· Aged cheese and other foods with tyramine

· Chocolate

· Bananas

· Citrus fruits

· Processed meats and other foods with nitrates

· Red wine and other types of alcohol

· Caffeine

· Water (not drinking enough)



My migraine triggers

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________
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Migraine Headache Tracking Calendar
Month _____________________________

Use this calendar to track your headaches and any patterns (triggers) you see with your headaches, such as food, weather or stress. If you are female, keep track of your menstrual cycle (monthly period).

	Date
	Headache?
	If yes, mild (1),
	Triggers noted
	What I did to relieve my
	What worked and what

	
	(yes or no)
	moderate (2) or
	
	headache
	didn’t work

	
	
	severe (3)?*
	
	
	

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5
	
	
	
	
	

	6
	
	
	
	
	

	7
	
	
	
	
	

	8
	
	
	
	
	

	9
	
	
	
	
	

	10
	
	
	
	
	

	11
	
	
	
	
	

	12
	
	
	
	
	

	13
	
	
	
	
	

	14
	
	
	
	
	

	15
	
	
	
	
	

	16
	
	
	
	
	

	17
	
	
	
	
	

	18
	
	
	
	
	

	19
	
	
	
	
	

	20
	
	
	
	
	

	21
	
	
	
	
	

	22
	
	
	
	
	

	23
	
	
	
	
	

	24
	
	
	
	
	

	25
	
	
	
	
	

	26
	
	
	
	
	

	27
	
	
	
	
	

	28
	
	
	
	
	

	29
	
	
	
	
	

	30
	
	
	
	
	

	31
	
	
	
	
	


*Mild (1) = I am able to do what I need to do. Moderate (2) = My headache keeps me from doing some of the things I need to do. Severe (3) = My headache is so bad I can’t do anything.
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My Migraine Diary

When my headache began:



Sunday
Monday
Tuesday
Wednesday
Thursday
Friday



Saturday

Time _________ a.m. / p.m.



Date (month / day / year) ______ /______ / ___________

Where I was: _________________________________________________________________________

What I was doing: _ ____________________________________________________________________

What may have triggered it: _ ____________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Describe the headache (where the pain was and how it felt; include such symptoms as aura, nausea, vomiting, sensitivity to light or sound, etc.):__________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How bad it was:



Mild (didn’t hurt that much)



Moderate (hurt but could still do things)

Bad (couldn’t work)



Severe (couldn’t do anything)

What I did to try to prevent it:____________________________________________________________

_____________________________________________________________________________________

How I treated it (include any medicines taken, how much and when): _____________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How I felt after treating it:



Worse



The same



Better



Completely better

When my headache ended:



Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Time _________ a.m. / p.m.
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When my headache began:



Sunday
Monday
Tuesday
Wednesday
Thursday
Friday



Saturday

Time _________ a.m. / p.m.



Date (month / day / year) ______ /______ / ___________

Where I was: _________________________________________________________________________

What I was doing: _ ____________________________________________________________________

What may have triggered it: _ ____________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Describe the headache (where the pain was and how it felt; include such symptoms as aura, nausea, vomiting, sensitivity to light or sound, etc.):__________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How bad it was:



Mild (didn’t hurt that much)



Moderate (hurt but could still do things)

Bad (couldn’t work)



Severe (couldn’t do anything)

What I did to try to prevent it:____________________________________________________________

_____________________________________________________________________________________

How I treated it (include any medicines taken, how much and when): _____________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How I felt after treating it:



Worse



The same



Better



Completely better

When my headache ended:



Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Time _________ a.m. / p.m.
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