
OHSU HE ADACHE CENTER

Headache questionnaire
Date: Referring physician:

Last name: First name:

Your age: How old were you when your headache started?

How often do you have headaches: PER     � WEEK     � MONTH

Are they continuous?     � Y E S     � NO How long does each headaches last?

Did you have car or motion sickness as a child?     � Y E S     � NO

What is the intensity of your headache?     � MILD     � MODER ATE     � SE VERE

What is the quality of your headache?     � THROBBING / PUL SATING     � PRE SSURE-L IK E     � S TABBING

Where your headaches are usually located? � RIG HT S IDE     � LEF T S IDE     � BOTH S IDE

� BEHIND THE E Y E S     � TEMPLE     � FOREHE AD      

� TOP OF THE HE AD

� IN THE BACK OF THE HE AD     � NECK

Do you have any of the following symptoms with your headaches?
 
 
 
 

� N AUSE A     � L IG HT SENSIT IV IT Y     � SOUND SENSIT IV IT Y 

� SMELL SENSIT IV IT Y     � TOUCH SENSIT IV IT Y     � FATIGUE 

� DIZ ZINE SS     � DIFFICULT Y CONCENTR ATING     � YAWNING 

� RED E Y E     � TE ARY E Y E     � S WOLLEN E Y ELID      

� DRO OPY E Y ELID     � RUNN Y NOSE     � FEELING CONG E S TED

Have you experienced any of the following symptoms before or during 
your headaches?

� BLURRY V IS ION     � FL A SHING L IG HTS     � WIG G LY L INE S 

� H ALO L IG HTS AROUND OBJEC T 

� OTHER V ISUAL S Y MP TOMS:

NUMBNE SS OR T ING LING IN     � FACE     � ARM     � LEG

WE AK NE SS IN     � FACE     � ARM     � LEG

� DIFFICULT Y SPE AK ING     � SLURRED SPEECH 

� DIFFICULT Y FINDING YOUR WORDS

When you experience a headache, do you: � WANT TO BE S T ILL / NOT MOVING 

� WANT TO PACE / FEEL RE S TLE SS 

� MOVEMENT DOE S NOT MAT TER

Are you headache worse with:     � L AY ING DOWN     � S TANDING UP     � BENDING OVER

Do you know of any trigger for your headaches? � E XERCISE     � SK IPPING ME AL S     � MENS TRUATION 

� ALCOHOL     � AIR TR AVEL     � ALTITUDE CHANG E     � S TRE SS     

� SLEEP DEPRIVATION     � DEH Y DR ATION     � WE ATHER CHANG E    

� OTHER :

Did you ever hit your head and lost consciousness?   � Y E S     � NO     If yes, how old were you?



Does anyone in your family have headaches?    � MOTHER     � FATHER     � S IS TER     � BROTHER     � AUNT 

� UNCLE     � G R ANDFATHER     � G R ANDMOTHER     � SON 

� DAUG HTER     � OTHER :

Do any of these conditions run in your family?  � S TROK E     � HE ART DISE A SE     � C ANCER     � SEIZURE

� OTHER :

How often do you exercise? TIME S PER WEEK What type of exercise do you do?

What time do you go to bed?      What time do you wake up?

Do you have difficulty falling asleep?     � Y E S     � NO  or sleeping through the night?     � Y E S     � NO

Do you snore?     � Y E S     � NO Have you ever woken up gasping for air?     � Y E S     � NO  

How many cups of caffeine (coffee, soda, tea) do you drink? PER     � DAY     � WEEK

Do you drink alcohol?     � Y E S     � NO If yes, how many drinks? PER     � DAY     � WEEK

Do you smoke cigarettes?     � Y E S     � NO If yes, how many cigarettes? PER DAY

Have you ever had a lumbar puncture (also known as a spinal tap)?     � Y E S     � NO 

Have you ever had a brain MRI?     � Y E S     � NO     If yes, make sure to bring reports/CD to your visit.

Have you ever had a sleep study?     � Y E S     � NO If yes, do you use a CPAP machine?     � Y E S     � NO

Do you any other medical problems?

What medication(s) do you currently take?

Have you tried any other these medications/interventions in the past?
� ACUPUNC TURE     � AMERG E     � AMITRIP T Y LINE     � ATENOLOL     � A XERT     � BACLOFEN     � BOTOX     � C AMBIA     � C ANDE SARTAN   

� CELEBRE X     � C Y MBALTA     � DEPAKOTE     � DE X AME TH A SONE     � FLE XERIL     � FROVA     � G ABAPENTIN     � IMITRE X 

� INDOME TH ACIN     � IV DHE     � K EPPR A     � L AMIC TAL     � LY RIC A     � MA X ALT     � MEDITATION / MINDFULNE SS 

� MEDROL DOSE PACK   � ME TOPROLOL     � MIG R ANAL NA SAL SPR AY     � MOBIC     � NAMENDA     � N APROXEN     � NORTRIP T Y LINE 

� OCCIPITA L NERVE BLOCK     � OX YG EN SUPPLEMENT     � PH YSIC AL THER APY     � PROPR ANOLOL     � PREDNISONE     � RELPA X     � SAVELL A   

� TEG RE TOL     � TOPAMA X     � TRIG G ER P OINTS INJEC TION     � TRILEP TAL     � VENL AFA XINE     � VER APAMIL     � Z ANAFLE X     � ZOMIG    

� ZONISAMIDE

Were any of these effective?     � Y E S     � NO If yes, which one(s)?

In the last few weeks, have you experienced any of these symptoms?
� ABDOMIN AL BLOATING     � ABDOMINAL PAIN     � BACK PAIN     � BLURRED VIS ION     � CHE S T PAIN     � CONS TIPATION     � DIARRHE A 

� DIFFICULT Y WITH BAL ANCE     � DIFFICULT Y WITH MEMORY     � DIFFICULT Y WITH URIN ATION     � DIZ ZINE SS     � DOUBLE V IS ION 

� FATIGUE     � FEELING ANXIOUS     � FEELING DEPRE SSED     � FE VER     � HE ART PALPITATION     � ITCHING     � JOINT PAIN     � N AUSE A 

� NECK PAIN     � NUMBNE SS     � R APID HE ARTBE AT     � R AY N AUD’ S PHENOMENON     � SE XUAL DYSFUNC TION     � SK IN R A SH      

� S WOLLEN JOINT     � TING LING     � TREMOR     � WEIG HT G AIN     � WEIG HT LOSS

Is there anything else you would like us to know?

     


