Weekly Headache Diary (taken from Anex 5 SIGN 107)

	
	
	
	Please score the pain of your headache out of

	
	WEEK 1
	
	10 and indicate if you have any other symptoms

	
	
	
	as listed

	
	
	
	Sun
	Mon
	Tue
	Wed
	Thur
	Fri
	Sat

	
	Headache ( O = none 10 =
	
	
	
	
	
	
	
	

	
	worse)
	
	
	
	
	
	
	
	

	
	Feeling sick (Yes / No)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Vomiting (Yes / No)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Other Symptoms (Yes / No)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Duration of attack (hours)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Had to lie down (Yes /No)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Time away from normal
	
	
	
	
	
	
	
	

	
	activities (hours)
	
	
	
	
	
	
	
	

	
	Number of tablets of
	
	
	
	
	
	
	
	

	
	medicine taken:
	
	
	
	
	
	
	
	

	
	Prescribed
	
	
	
	
	
	
	
	

	
	Over the counter
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Menstruation (Yes / No)
	
	
	
	
	
	
	
	


