
headache  intake  assessment  form

name:______________________________________________________________________________________

age:___________       sex:     m      f       marital status:________________________________________

name of spouse:___________________________________________________________________________

name(s) and age(s) of children: __________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

education: ________________________________________________________________________________

_______________________________________________________________________________________________

occupation:_____________________________      spouse’s occupation: ________________________

does anyone in your family have headaches,  or have they had moderate-to-severe
headaches in the past? _____________________________________________________________

how often do you have a moderate-to-severe headache? _____________________________

how long do the severe headaches last? ____hours  _____one day  ____ two days
____three to several days

on a scale of one to ten, ten being the worst, how severe are the headaches?

1            2            3            4            5            6           7             8           9            10___________________________________________________________________

mild                                     moderate                                   severe

how old were you when you started having headaches? ______________________________

do you have some type of headache every day? ________________________________________

how much do these daily headaches bother you?  ____mildly   ____ moderately  ____severely

where does the pain hurt on the daily headaches? ____________________________________

where does the pain hurt on the severe headaches? ___________________________________

what kind of pain is it?     ____sharp   ____pounding   ____aching   ____other: _____________________

does your eye tear on the side of the headache? ______________________________________

are the headaches much worse in the last few months? ______________________________

are the headaches much worse in the last year? ______________________________________

do you frequently have nausea with these headaches?  ____does it bother you? ____

do you have any visual problems, such as flashing lights or sprinkles of light, or

lose your vision to one side with a headache?____________________________________

(for women only)

are the headaches much worse before or during the menstrual period? ____________

are you on any birth control pill or hormone?________________________________________

(continued on back)
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does stress play a role in the headaches? ______________________________________________

circle the following if these play a role in your headaches or in producing an

occasional headache:

stress exercise

weather changes missing a meal

foods cigarette odor

bright sunlight perfume odors

after stress is over different seasons:

undersleeping summer

oversleeping fall

hormonal changes, such as winter

menstrual cycle spring

exertion

sexual activity

do you have very cold feet and hands in the winter?__________________________________

have you had a cat scan for the headaches?____________ if so, when? __________________

have you had an mri for the headaches?____________ if so, when? ______________________

have you had blood tests in the past year?_____________ were they normal?__________

have you had any biofeedback or relaxation training for headaches?______________
if so, has it helped?____________

which doctors/headache doctors have you seen for headaches, if any?_____________

_______________________________________________________________________________________________

what medications have you taken for headaches?           did it help?_______________________________________________________________________________________________
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do you smoke cigarettes? ___________

do you drink alcohol?  ____ rarely   ____ occasionally   ____very frequently

have you had any type of problem with addictive drugs in the past? _________________

do you tend to be anxious or nervous?____________  is the anxiety ____mild,   ____moderate, 
or ____ severe?

do you have trouble ____sleeping, ____going to sleep, or____staying asleep?

do you tend to be depressed very often? _______________________________________________

have you been depressed lately? ________________________________________________________

other past medical history:

operations? _______________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

ulcers or stomach problems? __________________________________________________________

_______________________________________________________________________________________________

side effects or allergies to any medications?__________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

asthma? __________________________________________________________________________________

any other medical problems? ___________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

what medications are you currently taking? __________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
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