
	
	
Migraine Diary 
Date: 
 
 Sunday Monday Tuesday Wednesday  Thursday Friday Saturday 
Breakfast  
(time eaten) 
 
 

       

Lunch 
(time eaten) 
 
 

       

Dinner 
(time eaten) 
 
 

       

Snacks 
(time eaten) 
 
 

       

Water (cups) 
 

       

Caffeine (cups) 
 

       

Alcohol (type 
and amount 

       



Carbonated 
drinks(type 
and amount) 

       

Stress levels  
1-10 (10 
highest) 

       

Exercise 
(duration & 
intensity) 

       

Weather        
MIGRAINE SYMPTOMS 
Migraine pain 
intensity (1-10) 

       

*Migraine 
symptoms 

       

Location of 
pain 

       

Medication 
and 
effectiveness  

       

ADDITIONAL NOTES 
 
 
 
 
 
 

 
NB it is important to add as much detail as possible 
* Be as specific as possible taking note of any aura, vomiting, noise / light sensitivity, restricted vision, ability to perform tasks e.g. not able to walk, work etc	


