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                   Fereidoon Behin MD.
          Telephone (201) 659-4706

Headache Questionnaire                   Date       /       /                                 

Please Print

Patient Name:                                                                          Date of birth         /       /           

Please fill in the blanks and answer as many questions as possible

1. I have been suffering from headaches for:               ____    Months   ______   Years                              

2. The number of my headaches on average in one month is:                     __________

3. My headache attacks on average last:                       ____    Minutes   _____    Hours

4. Do you suffer from chronic daily headache?  Please circle.                    Yes          No

      4a.  If yes, for how long:                                           ____  Minutes    _____    Hours

5. (For woman only) My headaches:  (Please circle)
                  (are not related)          (are worse)               (occur only) 

     with my menstrual periods. 

6. If 0 is no headache and 10 is the most severe headache, the 

    average of my headache severity is:   1     2     3     4     5     6     7     8     9     10   

7. Which foods cause or make your headaches worse?  ___________________________

8. Which drugs cause or make your headaches worse?  ___________________________

9. Which odors cause or make your headaches worse?  ___________________________

10. Are your headaches associated with: (Please circle)
 visual blind spots                  neurological deficits               aura                          None                                                                             11. My headaches are associated: (Please circle)        (nausea)         (vomiting)                 (getting worse with activity)         and sensitivity to:   (light)        (noise)     (strong odor)

12. The location of my headaches are:  (Please circle)       (forehead)        (behind the eyes)     (between the eyes)         (over the cheeks)         (temple)            (back of the head)

      (on the neck)     and usually is on the:  (right)         (left)         (both sides)

13. When I have headaches I have: (Please circle)

     (red eye)        (tearing eye)         (nasal congestion) 
14. Please list in order which medications strongly help your headaches:

1)





5)

2)





6)

3)





7)

4)





8)

15. Please list in order which medications slighty help your headaches:

1)





5)

2)





6)

3)





7)

4)





8)

16.  Please list in order which medications do not help your headache at all:

1)





5)

2)





6)

3)





7)

4)





8)

17. I have been diagnosed with: (Please circle)                     (migraine without aura) 

     (migraine with aura)          (chronic daily headaches)        (transformed migraine) 

     (refractory migraine).   

     And if so by a:    (Neurologist)     (Headache Specialist)     (Primary Care Doctor)

18. If (0) is no effect and (10) is the most severe effect, what is the effect of your headaches on your lifestyle? (Please circle)    1     2     3     4     5     6     7     8     9     10

I ___________________________ will authorize Dr Behin or his agents to contact me periodically for updating my headaches condition.  

Signature:  ______________________________                              
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