
InItIal HeadacHe QuestIonnaIre: (CHECK ANSWERS BELOW)
Please COMPLETE and bring with you to the first visit. Please answer all questions to the best of your ability.

Please continue to next page >

Patient’s Name: ____________________________________________________________  Today’s Date: ________________

Person completing form: ____________________________________  Relationship to patient: ___________________________

1. How many months or years has your child had headaches? 
 1-3 months  6-12 months   2-4 years  
 3-6 months  1-2 years   More than 4 years 
2. Does your child have more than one type of headache?
 YES   NO, they are all the same 

3. How often does your child get a severe headache?
 Every day   1-3 times a week  1-6 times a year
 3-5 times a week  1-3 times a month

4. In a typical severe headache, where does the head hurt the most?
 Front of the head  Left side   Everywhere
 Back of the head  Right side

5. In a typical severe headache, the pain is:
 Sharp   Squeezing   Other (describe): ______________________ 
 Dull   Throbbing/Pounding  ____________________________________ 

6. In a typical severe headache, how long does the pain usually last?
 Under 1 hour  Half a day    More than a day
 1-4 hours   Entire day 

7. Do these severe headaches occur on weekends?      YES       NO

8. Do they occur at a special time of the day?     Morning       Afternoon        Evening

9. Do they ever wake your child from a sound sleep?       YES       NO

10. Using the scale below, please rate (Circle) how much pain you think your child has during a typical headache in the past 3 months:

 0 1 2 3 4 5 6 7 8 9 10
  no pain    moderate pain        severe pain
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Patient’s Name: _________________________________________

Please continue to next page >

11. During a typical severe headache, check any of the below which your child might experience:

 Nausea Dizziness
 Vomiting Avoidance of exercise
 Avoidance of bright lights Behavior changes
 Avoidance of loud sounds Visual problems:
 Paralysis/weakness of an arm or leg  blurred vision
 Numbness/tingling of an arm or leg  loss of vision
 Confusion  double vision
 Stomach pain  seeing stars 
 Fever  unusual flashes of light

12. Are you able to identify any pattern to your child’s headaches such as special foods, hunger, lack of sleep, weather changes.   
 Please describe: ___________________________________________________________________________
 _______________________________________________________________________________________

13. Which of the following does your child do when he or she has a headache? (Check all that apply)

 Take medication     Watch TV
 Sleep      Listen to music
 Lie down in a dark room    Cry
 Take a bath or shower    Go about normal activities

14. Is there anything that makes the headaches worse? Please describe: _______________________________________
 _______________________________________________________________________________________

15. What makes your child feel better when she or he has a severe headache? ___________________________________
 _______________________________________________________________________________________ 

16. Please list all medications, prescription or over-the-counter, that your child has tried in order to help their headaches. _____
 _______________________________________________________________________________________ 

17. Did any of these medications work particularly well? __________________________________________________ 

18. Have any medications caused bad side effects? _____________________________________________________ 

19. Do you have any concerns about your child being depressed or anxious?  YES  NO  
       If yes, please describe: ______________________________________________________________________  
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Patient’s Name: _________________________________________

Please continue to next page >

20. Has your child ever seen a psychologist or psychiatrist before?      YES  NO
       If yes, please list dates and reasons for visits: ______________________________________________________  
21. Have there been any recent stresses or changes in your child/teen’s life recently, such as difficulties in school or at home?       
 YES  NO      If yes, please describe: ___________________________________________________________
 _______________________________________________________________________________________  
22. Who else in the family gets severe headaches? ______________________________________________________  
23. Has your child ever had a CT or MRI scan of the brain?      YES  NO
      If yes, please list when and where the scan took place and results (if you know):
      Date    Location    Results
 _______________________________________________________________________________________
 _______________________________________________________________________________________      
24. What do you think is causing your child’s headaches? __________________________________________________
 _______________________________________________________________________________________
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Please continue to next page >

PedmIdas: (TO BE COMPLETED BY CHILD AND FAMILY TOGETHER)
The following questions try to assess how much the child’s headaches are affecting day-to-day activity. Your answers should be 
based on the last three months. There are no “right” or “wrong” answers, so please put down your best guess.

1. How many full school days of school were missed in the last 3  months due to headaches?  ________
 
2. How many partial days of school were missed in the last 3 months due to  
      headaches (do not include full days counted in the first question)? ________

3. How many days in the last 3 months did you function at less than half your ability in school 
 because of a headache (do not include days counted in the first two questions)? ________

4. How many days were you not able to do things at home 
 (e.g., chores, homework, etc.) due to a headache? ________

5. How many days did you not participate in other activities due 
 to headaches (e.g., play, go out, sports, etc.)? ________

6.  How many days did you participate in these activities, but functioned at less     
     than half your ability (do not include days counted in the fifth question)? ________   
      
total score ________   
 

Nemours.org
©2012. The Nemours Foundation. Nemours is a registered trademark of the Nemours Foundation. M&C 1295


