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Relief
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Triggers
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video screens etc.
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Key:

AP: Abdominal Pain

PN: Sensitivity to sound (Phonophobia)

N: Nausea

WPA: Worsen with Physical Activity

V: Vomiting

PT: Sensitivity to light (Photophobia)




Instructions for completing your headache diary

Please complete diary for full calendar month. Each day please
tick the box that indicates:

e how long (duration) your headache lasted for
e how it affected you (severity)
e associated symptoms other than the headache

If medicine was taken please record what it was and how much
taken on that day.

Please tick the box to indicate if the medicine worked (relief).

Please write anything you think may have caused the migraine
(triggers).

Please record the:

Number of visits to your GP (doctor) for headache  .........

Number of hospital visits for headache @~ ........

Number of school days missed because of migraine .........

Alder Hey Children’s NHS|

NHS Foundation Trust

My Monthly Headache Diary

Name

Month

Year



