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NEW PATIENT QUESTIONNAIRE : HEADACHE SYMPTOMS

At what age did your headaches begin? YEARS OLD

Do you have more than one type of headache? |:| YES |:| NO

If yes , answer the following questions about your most disabling headache type :

How often do your headaches occur? ] pbAay [] WEEKLY [ ] MONTHLY [ ] OTHER

On average, how many days per month are you Headache-Free?

How long do your headaches usually last? HOURS DAYS WEEKS

What part of your head / neck hurt?

What do your headaches feel like? |:| SHARP |:| ACHING |:| THROBBING |:| OTHER

How severe is your pain? [ mip [] MODERATE [ _] SEVERE

Do you have warning signs before the pain starts (aura)? |:| YES |:| NO DESCRIBE:

Do your headaches ever awaken you from sleep? ] ves ] no WHAT TIME?

On average, how many hours of sleep do you get per night? HOURS / NIGHT

Are your headaches BETTER at any particular time of the day? |:| YES [ ] NO WHATTIME?

Are your headaches WORSE at any particular time of the day? |:| YES |:| NO WHAT TIME?

Are your headaches affected by: [ NG [] SITTING [] STANDING

DOWN

Preferred position when you have a headache? [] LAvING [ JiAaviING [ ] STANDING [_| OTHER
ON BACK ON SIDE

Have you had a Brain CT or MRI? ] ves [ ] No Did you have images on CD / film with you today? [ ]ves ] nNo

Have you ever had a concussion ? ] ves [ 1 nNo

Do you consume drinks / food that contain Nutrasweet / Equal / Aspartame ? |:| YES |:| NO

Have you been told that you stop breathing or gasp for air while sleeping? ] ves ] no

Have you ever been diagnosed with sleep apnea? ] ves [ ] no

Have you ever been physically, emotionally, or sexually abused? ] ves [ ] no

Are you currently in an abusive relationship? ] ves []nNo

Do you get any of the following symptoms with your headaches? (Check ALL that apply)

] BLOODSHOTEYE(S) [_] DROOPY EYELID [ ] NUMBNESS/TINGLING [ | SENSITIVITY TO NOISE ] vomiTinGg
[] confusioN [ ] prROWSINESS [ ] RESTLESS [] SENSITIVITY TO ODORS [] WEAKNESSTO
[ ] DIARRHEA [] EXCESSIVE URINATION [ ] RINGING IN EARS [ ] SPINNING / DIZZINESS BODY / FACE
[ ] DIFFICULTY SPEAKING [_] IMBALANCE [ ] RUNNY NOSE [ ] STUFFY NOSE L] X"c‘:':\f‘IET':S WITH
] DOUBLE VISION ] NAUSEA / INABILITY [] SENSITIVITY TOLIGHT [ ] TEARING FROM THE EVE(S)

TO EAT
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Do you get_any of the following symptoms, HOURS TO DAYS, BEFORE the headache starts?
[ ] FOOD CRAVINGS OR HUNGER [ | UNEXPLAINED MOOD CHANGES [ | UNCONTROLLABLE YAWNING [ | EUPHORIA

[] EXCESSIVE THIRST [] EXCESSIVE URINATION [ ] DROWSINESS [] OTHER

Do any of the following WORSEN your headaches? [ | COUGHING [ ]| LAUGHING ] urmiNg [] SEXUALACTIVITY
[] SNEEZING [ ] STRAINING / BENDING DOWN

Caffeine Consumption: CUPS / DAY
Type of Caffeine: [_| COFFEE [ | TEA [_] SODA [ ] cHOCOLATE [] EXCEDRINE / MEDICATION

FEMALE ONLY
Do any of the following affect your headache(s)? [_] BIRTH CONTROL PILL [_| HORMONE REPLACEMENT [ | OTHER
THERAPHY
[] mEnopAUSE ] PREGNANCY
Have your headaches caused problems in any of the following areas of your life?
[] JoB [ ] HOUSEWORK [ | HOME LIFE [ ] RELATIONSHIPS [ ] SOCIALLIFE [ ] scHooL [ | LEGAL
Do any family members have migraines or "sick headaches"? [ ves [1 w~o If so, whom?
Do any family members have cluster headaches? [ ves [1 w~o If so, whom?

What medication(s) have you tried for acute (symptomatic) treatment of heachache(s)? (medication you took when you experienced a
headache) Include medications for nausea and over the counter medications . If you cannot remember, please contact your pharmacy or
physician to obtain records and bring these with you (or attach).

MEDICATION DOSE (mg) DATE STARTED EFFECTIVE? SIDE EFFECTS

[ ]ves
[ Ino

[ 1 ves
[Ino

[ 1ves
[ Ino

[ 1 ves
[Ino

[1ves
[ Ino

What medication(s) have you tried for prevention of headache(s) (medication taken daily to prevent headaches)

MEDICATION DOSE (mg) DATE STARTED EFFECTIVE? SIDE EFFECTS

[ 1 ves
[Ino

[ ves
[ Ino

[ 1 ves
[Ino

[ ves
[ Ino

[ 1 ves
[Ino
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4. Wearing eyeglasses

5. Wearing contact lenses.

6. Wearing earrings.

7. Wearing a necklace.

8.  Wearing tight clothing.
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MIDAS DISABILITY ASSESSMENT

This questionnaire is used to determine the level of pain and disability caused by your headaches and helps your doctor find
the best treatment plan for you.

INSTRUCTIONS: Please answer the following questions about ALL of your headaches over the last 3 months .

For each question, write ONE NUMBER, not word or range, in the box next to each question. If the activity does not apply to you, or
you did not participate in the activity within the past 3 months, write "0" in the box next to the question. If you do not keep a
headache calendar, provide your best estimate.

NUMBER OF DAYS

R
=
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