COASTAL HEADACHE CLINIC
Compassionate Headache and Migraine Care

PHONE (910) 238-2050
FAX (910) 238-2310

1715-B COUNTRY CLUB RD
JACKSONVILLE, NC 28546

_________________________________________________

HEADACHE ASSESSMENT FORM
Name:
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Date:

How old were you when your headaches started?
Was there any specific event that occurred prior to the start? (head injury, illness, etc) If so, please
explain:
How many days per month do you experience headache pain?
How many days per month is the headache / migraine pain severe?
How long do the severe headaches / migraines last? (Please circle)
Several hours

one day

two days

three or more days

Please rate your severe headaches / migraines on a scale of 1-10 (with 10 being the most severe):
1

2

3

4

5

6

7

8

9

10

Where does the pain occur during your most severe headaches / migraines?

(Please circle all that

apply)
Temple

Frontal

Top of head

Back of head

Neck

Shoulders

Describe your headache pain: (Please circle all that apply)
Throbbing

Pulsing

Squeezing

Sharp

Stabbing

Dull

Have your headaches changed in the past few months? (Please circle)
Increased

Decreased

More severe

Less severe

New symptoms

Have your headaches changed in the past year? (Please circle)
Increased

Decreased

More severe

Less severe

New symptoms

Achy
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Name:

Do you often have nausea or vomiting with headaches / migraines?
Do you experience visual changes with headaches / migraines (such as flashing lights, dots in vision,
loss of vision on one side or in peripheral, wavy lines, color changes) ?
Are you typically more sensitive to light?

To sound?

If applicable, are your headaches worse before or during menses?
Are you currently (or have you recently been) prescribed oral birth control or hormone therapy?
Please circle any of the following that you feel may contribute to your headaches / migraines:
Stress

Stress release

Sexual activity
Exertion

Weather changes

Undersleeping

Skipped meals

Trigger foods

Oversleeping

Dehydration

Bright lights

Hormone changes

Strong odors/perfumes

Loud noises

Menses

Exercise

Cigarette odor

Alcohol

Do you have any other medical problems such as high blood pressure, thyroid problems, sleep
disorders, stomach problems or GI upset, heart disease, poor circulation, asthma or other breathing
problems, memory changes, mood disorders, or others?
History of any surgeries:

Do you currently exercise?

If so, what type and how often?

Do you smoke cigarettes?

If so, how many per day and for how many years?

Do you drink alcohol?

If so, how much and how often?
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Do you have difficulty falling asleep?

Staying asleep?

Typical # of hours sleep

_____
Do you have a history of anxiety?

If so, is it mild, moderate, or severe?

Do you have a history of depression?

If so, is it mild, moderate, or severe?

Have you seen other providers (neurologists, headache specialists, primary care doctors) regarding
your headaches / migraines?
Have you had any imaging (MRI or CT Scan of head) and if so, when and what where results?
Have you had any bloodwork done in the past year, and if so, what were the results?
Please list ALL medications are you currently taking:

What medications have you tried in the past for headache / migraine treatment?

Please list ALL MEDICATION ALLERGIES:
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HIPAA Privacy Rule of Patient Authorization Agreement

Authorization for the Disclosure of Protected
Health Information for Treatment, Payment, or
Healthcare Operations (§164.508(a))
I understand that as part of my healthcare, this Practice originates and maintains
health records describing my health history, symptoms, examination and test results,
diagnosis, treatment, and any plans for future care or treatment. I understand that this
information serves as:


a basis for planning my care and treatment;



a means of communication among the health professionals who may contribute to my
health care;



a source of information for applying my diagnosis and surgical information to my bill;



a means by which a third-party payer can verify that services billed were actually
provided;



a tool for routine health care operations such as assessing quality and reviewing the
competence of health care professionals.

I have been provided with a copy of the Notice of Privacy Practices that provides a more
complete description of information uses and disclosures.
I understand that as part of my care and treatment it may be necessary to provide my
Protected Health Information to another covered entity. I have the right to review this Practice’s
notice prior to signing this authorization. I authorize the disclosure of my Protected Health
Information as specified below for the purposes and to the parties designated by me.
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Privacy Rule of Patient Consent Agreement

Consent to the Use and Disclosure of Protected
Health Information for Treatment, Payment, or
Healthcare Operations (§164.506(a))
I understand that:
 I have the right to review Coastal Headache Clinic’s Notice of Information practices prior to
signing this consent;
 That Coastal Headache Clinic reserves the right to change the notice and practices and that
prior to implementation will mail a copy of any notice to the address I’ve provided, if requested;
 I have the right to object to the use of my health information for directory purposes;
 I have the right to request restrictions as to how my Protected Health Information may be
used or disclosed to carry out treatment, payment, or healthcare operations, and that Coastal
Headache Clinic is not required by law to agree to the restrictions requested;
 I may revoke this consent in writing at any time, except to the extent that Coastal Headache
Clinic has already taken action in reliance thereon.

Patient Name: _____________________________________
Signature of Patient
(or Legal Representative Witness): _____________________ DATE: ____________
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Consent to Obtain Patient Medication History
Patient medication history is a list of prescriptions that healthcare providers have
prescribed for you. A variety of sources, including pharmacies and health insurers,
contribute to the collection of this history.
The collected information is stored in the practice electronic medical record system and
becomes part of your personal medical record. Medication history is very important in
helping providers treat your symptoms and/or illness properly and avoid potentially
dangerous drug interactions.
It is very important that you and your provider discuss all your medications in order to
ensure that your recorded medication history is 100% accurate. Some pharmacies do not
make prescription history information available, and your medication history might not
include drugs purchased without using your health insurance.
Also over‐the‐counter drugs, supplements, or herbal remedies that you take on your own
may not be included.
I give my permission to allow my healthcare provider, Coastal Headache Clinic, to obtain
my medication history from my pharmacy, my health plans, and my other healthcare
providers.

Patient Name: _____________________________________
Signature of Patient
(or Legal Representative Witness): _____________________

PHONE (910) 238-2050
FAX (910) 238-2310

DATE: ____________
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Patient Consent for Use and Disclosure
of Protected Health Information
I hereby give my consent for Coastal Headache Clinic (the Practice) to use and disclose my
protected health information (PHI) to perform treatment, payment and health care operations
(TPO).
With this consent, the Practice may call me or email me to my home or other
alternative location and leave a message by voice, email or in person in reference to any items
that assist the practice in carrying out TPO, such as appointment reminders, insurance items
and anything pertaining to my clinical care, including laboratory test results.
With this consent, the Practice may mail to my home or other alternative location any items that
assist the practice in performing TPO, such as appointment reminder cards, patient statements
and anything pertaining to my clinical care as long as they are marked “Personal and
Confidential.”
By signing this form, I am consenting to allow the Practice to use and disclose my PHI to carry
out TPO.
I may revoke my consent in writing except to the extent that the Practice has already made
disclosures upon my prior consent. If I do not sign this consent, or later revoke it, the Practice
may decline to provide treatment to me.
Patient Name: ___________________________________________
Signature of Patient
(or Legal Guardian): _______________________________ DATE: _________________

