
Date: Date: Date: Date:
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Time Begun: Time Begun: Time Begun: Time Begun:
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Type of Pain: (e.g., piercing, 
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Location: (e.g., between eyes, 
back of head, etc.)
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Treatment or Medication 
Taken:
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Taken:
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Taken:
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Hours of Sleep: Hours of Sleep: Hours of Sleep: Hours of Sleep:

What I Ate Today: What I Ate Today: What I Ate Today: What I Ate Today:

Events Prior to Headache: 
(e.g., strenuous activity,  
 elevated stress, etc.)
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(e.g., strenuous activity,  
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