Headache History & Profile Questionnaire {e@el fotb dud’ Qe e

NAME: ’ DATE:

B On what part of the head do the headaches start? Use diagrams to shade areas of pain:

LI (R)Side L1 (L)Side U Either Side Ul Both Sides (/ ;“)\/"j\\\) & >/ jﬁ/\\
O Back & on top O Temples [ Behind/Around eyes S‘ : 71’/8 ) A
U Forehead U Face “0 Neck U Other - ‘ v ‘

W How long ago did the current headaches start? . Weeks - Months _____Years

W How old were you when any headache started?

8 How long does the headache usually last? Minutes Hours Days Constant

n How often does the headache occur? x/Day x/Week x/Month x/Year

Constant

M Is the headache getting - UJ More Severe [ More Frequent U Both

W Afier the headache starts - Does it usually: [ Stay in one Place T Move around  Please explain -

B How would you describe the pain? [} Throbbing/pulsating [ Pressing/Squeezing Stébbing U Sharp Tl Dull/nagging O Other -

M Describe the degree of pain when your headaches start: - slight - 1 2 3 4 5 6 7 8 9 10 - worst imaginable
] | ] O O i 0 ] o 0

M Describe the degree of pain with most of your headaches: - slight - 1 2 3 4 5 6 7 8 9 10 - worst imaginable
o ] o | | | o m] ] 0

& Describe the degree of pain with your worst headache: - slight - 1 2 3. 4 5 6 7 8 9 10 - worst imaginable
o O ] i i i o ] ] |

M Do your headaches interfere or prevent normal activities - work etc.? [JYes [ No

B Has your productivity at Work or School been affected by your headache(s)? [ Yesb O No ‘

m In the last month have your headaches caused you to miss: Leisure activities / Work / School? DOYes [INo

W In the past 6 months have your headaches caused you to miss: Leisure activities / Work / School? [1Yes [INo

8 Do any blood relatives have severe headaches? [ Yes CINo If Yes, Who & Diagnosis? -

B Do you have any history of Head or Neck injury? UYes ONo

W [f Yes, Did this involve a loss of consciousness? [Yes [ No

W Which of the following makes the headache better? [J Rest L1 Activity UDarkness ~ [Quiet T Hot compress

O Pregnancy [ Menopause (1 Cold Compress ] Scalp or temple pressure

Lifestyle:

W Do you exercise regularly? [1Yes [INo IfYes,Howoften?___ What?

Do you frequently skip meals? OYes ONo ‘

W How much caffeine do you eat/drink in a day? (e.g. coffee, tea, soda, chocolate)

W Social History - Cigarettes (#day /#yrs.) ____/  Alcohol (oz. /day) ___/  Coffee (cups/day) __/

M Do you have any problems sleeping? [IYes [INo
M Does the headache awaken you from sleep? [Yes: [1No
W Do you wake feeling rested? lYes [INo

M Are you or have you been - [ Depressed [ Anxious



Associated Headache Symptoms:

* Are any of the following symptoms associated with the headache? Please mark: (B) before (X) during (A) after

.. Spots before eyes - type - ___ Blindness (R/L) ‘ ____Blurring (R/L) ____ Eyelid droop (R/L)
. Gan see only half of objects ___ Tearing (R/L) : — Double Vision ___TEyeredness (R/L)
___Eyespuffy (R/L) ____ Light sensitivity — Noise sensitivity . Odor sensitivity

_Nose blocked / discharge (R/ L)

. Face - Scalp -
___Pale ____Redness ___ Sweating ___Tender
___Pain on chewing ___huffy } - Decreased jaw opening
Neck-
____Depression _ Fatigue ____ Anxiety ____ Lrritability
__ Difficulty concentrating . Difficulty talking (finding words) ____Difficulty understanding
____Fainting (feel like or have fainted) ___ Slurred speech __ Dizzy (lightheaded - unsteady - Spinning)
Hands and /o feet -

Weakness(W) Numbness(N) Both(B) . \2"' g

_ Tace(R/L) _ AmmsR/D) _ Lg®R/D) _ Am&Leg (R/1L)

—— Numbness around lips

Indicate if any of the following factors have (+) brought on (trigger) or (++) worsen your headache -

___ Sleep - too much - too little ____ Sexual activity ____Chocolate ___ Medications(list)
____ Emotional stress - during - after __ Missed meal __ Citrus fruits — Menstrual Periods
. Depression - anxiety ‘ -____ Change in weather ___Cheeses _ Pregnancy

____ Physical activity . Seasons - ___MSG ____ Menopause

___ Erect Position ___Alcohol __ Other foods(list) ____ Oral Contraceptives

© ____Bending Over ___ Processed meats ____ Straining - coughing
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Which over-the-counter medications have you taken for your headaches

Do you use them each day? Ifso 1-2 3-4 5 ormore

How well do they work

Have you noticed an increase in the frequency of your headaches when you increase your
medications? YES NO

List all prescription meds you have you taken/tried for your headaches:

Preventive meds.

Pain relief

Which seem to work

How frequently do you take them

Migraine Disability Questionaire (MIDAS)
1. Complete questions 1-5 for ALL your headaches during the last 3 months. Write 0 in the box if
you did not experience any problem asked.
2. Add up the answers to questions 1-5.
3. Answer questions A and B.

1. How many days in the last 3 months did you miss work or school because of your
headaches?

2. How many days in the last 3 months was your productivity at work or school reduced
by half or more because of headaches (do not include days counted in #1)?

3. How many days in the last 3 months did you not do housework because of your
headaches?

4. How many days in the last 3 months was your productivity in housework reduced by
half or more?

5. How many days in the last 3 months did you miss family, social, or leisure activities
because of your headaches?

MIDAS Score Total

A. How many days in the last 3 months did you have a headache?
B. On a scale of 1-10, on average, how painful are you headaches?



