Date _____________________

Time In __________________


HEADACHE

ENCOUNTER FORM
Patient Name ________________________________________________DOB ________________

Statement of Incident______________________________________________________________

Allergies ____________Current Medications ____________________________  LMP _________

Temp _______________  B/P _____________________  Pulse ____________ Resp ___________
ASSESSMENT:

Yes
No
Dull, aching pain with/without occipital tightness 

Yes
No
Present for >1 Hour

Yes
No
Pain is throbbing, often alternating side-to-side

Yes
No
Is the pain cyclical (happening at the same time of day, month, etc)


Yes
No
Does the pain interfere with your life on a regular basis

Yes
No
Nausea and/or vomiting




 Yes
No

Yes
No
Neuro exam abnormal




  ___ Tobacco use

Yes
No
LMP irregular/absent




  ___ Weight

Yes
No
Temporal arteries tender



  ___ Injury Prevention

Yes
No
Posterior neck tension and/or tension


  ___ Drinking/Drug Use










  ___ School Attendance

ANALYSIS:
HEADACHE





  ___ School Performance










  ___ Physical Activity

TREATMENT:






  
  ___ Sexual Behavior

Yes
No
Reassurance





  ___ Current Iz's

Yes
No
Tylenol 325mg tabs or Advil 200-400 mg

REFFERAL:

MD
NP
PCP


RTC ___________________

Discharge Instructions Given
Yes
No

Return to Class
Yes
No        Adult

Parent Notified (Time) ________________

RN ______________________________________________

MD/NP __________________________________________

FOLLOW  UP

DATE __________________________      TIME ___________________

NOTES:  ___________________________________________________

___________________________________________________________
___________________________________________________________

___________________________________________________________

PROVIDER _________________________________________________


