HEADACHE CALENDAR

Name: Month: Year:

1=Mild (bothersome, does not inhibit work or other activities) 2= Moderate (limits activities, impairs normal function) 3=Severe (incapacitating, bed rest required)
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Associated Symptoms
B = Before v/ = During A= After the headache
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Medication & Relief
0 = None; 10 = Minimal Relief (10%); 25 = 25% Relief; 50 = 50% Relief; 75 = 75% Relief; 100 = Complete Relief (100%)
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Relief =

Relief =




