
Headache Disability Assessment Form 

 

Please read carefully: The purpose of the scale is to identify difficulties that you may be experiencing because of your 

headache. Please check off “YES”, “SOMETIMES”, or “NO” to each item. Answer each question as it pertains to your 

headache only. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Comments:_________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Name (Print): __________________________ Signature:_____________________________ Date:_________________ 


