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<Pharmacy Letterhead or Name and Contact Information>
Headache Intake Form
We are asking for this information to help us provide you with the best possible care. <Pharmacy Name> is bound by professional and privacy legislation. We respect and uphold your right to privacy and protection of your personal information. For more information, contact <Name of Contact> at <Pharmacy Name> at <Phone>.
General Information
	Your Usual Drugstore (name, location, phone)

	

	Have you had any surgeries? Please list the dates for each.

	

	Are you currently seeing or have you previously seen a neurologist?

	

	How would you rate your mood in general?

	☐ Excellent   
	☐ Good    
	☐ Neutral    
	☐ Sad    
	☐ Depressed



	How is your sleep?

	☐ Excellent   
	☐ Difficulty falling asleep 


	☐ Difficulty maintaining sleep

	Meals

	Do you eat breakfast?
	☐ Yes   
	☐ No

	Do you skip meals?
	☐ Yes   
	☐ No

	Do you eat regular meals over the day?


	☐ Yes   
	☐ No

	Family History

	Is there a family history of headaches? 


	☐ Yes   
	☐ No

	Which family member(s)? 

	


Headache/Migraine Characteristics
Top of Form

	Did you suffer from headaches when you were younger?

	☐ As a child 
	☐ As a teenager
	☐ As a young adult (20’s-40’s)  

	When did your current headache problems begin?  

	

	Was there a precipitating event or trigger for your current headache problem?

	☐ None known 
	☐ Specific Stress 
	☐ Injury 

	☐ Motor vehicle accident
	☐ Illness
	☐ Menarche

	☐ Birth Control


	☐ Pregnancy


	☐ Hormone replacement



	What are the triggers for your headaches? 

	☐ Alcohol
	☐ Food


	☐ Intercourse
	☐ Exercise
	☐ Coughing



	Other:


	

	How many headache free days do you have per month?

	

	On average, how often do you have a headache?

	They occur:


	_________ times
	each  _________ day
	_________ week
	_________ month

	Are they increasing in frequency?


	☐ Yes   
	☐ No

	How do your headaches typically begin?

	☐ Gradually

	☐ Suddenly
	☐ Varies

	When do your headaches usually begin?

	☐ Morning

	☐ Afternoon

	☐ Evening

	☐ Night


	How long before your migraine reaches maximum intensity?

	

	How long do your headaches usually last?


	With medication:


	_________ mins
	_________ hours
	_________ days

	Without medication:


	_________ mins
	_________ hours
	_________ days

	On a scale of 0-10 (0 = no pain and 10 = the worst pain you could imagine), how do you rate your headaches?

	On your best day:


	_________ /10
	On your worst day:
	_________ /10


Review of Symptoms
	Please indicate if you experience any of the following:

	☐ Numbness or tingling
	☐ Fever
	☐ Chills

	☐ Nausea
	☐ Night pain
	☐ Loss of hearing

	☐ Loss of balance or coordination
	☐ Dizziness
	☐ Sensitivity to light or sound

	☐ Loss or change in vision
	☐ Changes in speech or swallowing
	☐ Weight loss

	☐ Change in bowel or bladder function


	

	Have you had any imaging or testing related to your headaches?

	Type
	Facility Test Performed At
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Which medications do you currently use to treat your headaches?

	

	Which medications have you tried in the past?

	

	Does anything provide relief when you have a headache?

	


Thank you for completing this form.
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