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HEADACHE QUESTIONNAIRE

Name: _____________________________________________

1. My headaches started:   

 Less than 1 month ago  1-6 months ago      
 6 months - 1 year ago  More than one year ago

2. I have headaches about:

 Once a day  A few times a week      
 A few times a month  A few times a year

3.  Since my headaches started, I have had  
about _______ headaches.

 1      2      3      4      5      6      7      8      
 9      10 or more

4. My headaches occur: (check all that apply)

 When I wake up or in the morning 
 During the middle of the day 
 In the evening 
 During the night

5. My headaches occur more often on:   

 Weekdays      Weekends      Both

6. My headaches are located:  (check all that apply)

 Forehead  Temples  Back of head      
 Top of head  On one side  All over

7. My headaches are: (check all that apply)

 Pounding/throbbing      Stabbing      Squeezing 
 Other: ___________________________________________

8. My headaches last:   

 Less than 1 hour      1-2 hours      2-24 hours      
 More than 24 hours

9. These things sometimes can cause my headaches:

 Not enough sleep  Strong smells  Stress at school  
 Missing a meal  Certain foods  Stress at home 
 My period  Riding in a car  None of these
 Other: ___________________________________________

10. Before or during a headache I also feel: 

 Weak      Dizzy      Wobbly on my feet      Numbness 
 None of these      Other: _____________

11.  Before I get a headache I have other signs  
like spots in my vision ........................................  Yes      No

12.  Loud noise bothers me when I have  
a headache .............................................................  Yes      No

13.  Bright light bothers me when I have  
a headache .............................................................  Yes      No

14.  Physical activity bothers me when I have  
a headache .............................................................  Yes      No

15.  I feel sick to my stomach when I have  
a headache .............................................................  Yes      No

16.  I vomit when I have a headache ........................  Yes      No

17.  Sleep helps get rid of my headaches .................  Yes      No

18.  Medicine helps get rid of my headaches ...............  Yes      No
      If yes, which ones? __________________________________

19. I miss school because of my headaches ................  Yes      No
      If yes, how often? ___________________________________

20.  I miss activities/sports because of  
my headaches ........................................................  Yes      No

      If yes, which ones? __________________________________
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