
 

Claimant: _________________________________________ SSN: _______  -______-___________  DOB: ______/______/_________ 

HEADACHE JOURNAL 

Date Length of Time Symptoms Auras or Vision 
Problems 

Recovery Medications Medical Facility 

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 


