SOUTHEAST CENTER FOR HEADACHE

PATIENT NAME
_________________________________

MIGRAINE CALENDAR

Please write the name of the month and number the days

Fill in one symbol at the end of each day as a summary of that day.

Also fill in any abortive medication(s) used on that day.
For adolescent girls and women: write a P on each day during which you have your period.
Leave blank – If you had no migraine that day

(
Mild or Moderate: had a migraine attack that day but it did not limit my activity, or limited my activity < 50%

(
Severe: had a migraine attack that significantly impaired my activity (> 50%)

(
Disabling: Migraine attack limited all my activity; I had to lie down and rest because of it
BRING YOUR CALENDAR TO EVERY CLINIC APPOINTMENT
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