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Headache Question na ire :

1,. When did the headaches begin

2. Average duration of the headache? Mins/hours

3, How long do they last and how often?

4. Severity of the headache on a scale of 1- l-0

5. When do they usually come on, what brings it on?

6. What does the headache keeps you from doing?

7. What helps relieve HA? _ (lbuprofen/Tylenol/eating/lying down in dark room/vomiting)

8. Nightly sleep _ hrs from _p mto am

9. Can you fall asleep easily and sleep well?

10. Do you feel rested/energized or tired/sleepy when you wake up?

11. HA affects your moods and energy?

12. Do you take naps during the day yes/no, feel tired and sleepy yes/no

1"3. Affects on you r perso na l/fa mily/school/homework?

14. Do you lose concentration and can't focus in class or during homework?

15. ls it affecting school grad

16. How do you feel overall?

es/sports/ca ree r?

17. Any other concerns you want to discuss?


