
Migraine Diary
Migraine can interfere with your daily activities. Understanding your symptoms can help you and
your doctor treat your headache. Hormones, diet, sensory stimuli, stress and other changes in
your routine may contribute to the onset of headache. Keeping a diary can help in your treatment.
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Date of Headache _______ / _______ / _______

Medication:

What time did your headache start?

What time did you take something?

What did you take? What dosage?

How severe was your headache when you 
began treatment? (1 = mild, 5 = severe)

Describe your headache 30 minutes 
after medication. (1= mild, 5 = severe)

Did you take anything else? (Rescue)

If yes, what did you take and at what time?

yes    no

1  2  3  4  5

1  2  3  4  5
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Notes: __________________________________
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Migraine Medications
Record your migraine medications below.

Questions for my doctor: ________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Date of Headache _______ / _______ / _______

Medication:

What time did your headache start?

What time did you take something?

What did you take? What dosage?

How severe was your headache when you 
began treatment? (1 = mild, 5 = severe)

Describe your headache 30 minutes 
after medication. (1= mild, 5 = severe)

Did you take anything else? (Rescue)

If yes, what did you take and at what time?

yes    no

1  2  3  4  5

1  2  3  4  5
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Questions for my doctor: ________________
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