
DAILY HEADACHE DIARY 

Date Headache 
Intensity 

(1-10) 

Other Symptoms Potential Triggers Mood  Medication & Relief 
(complete, moderate, 

none) 

Sleep 
(hrs) 

Water 
(oz.) 

Exercise 
(y/n, 

activity) 

Other Notes 

          

          

          

          

          

 


