PATIENT TRIAL DIARY
Daily record of blood pressure and the effect being monitored during your medication trial
	Patient: 
	Medication being tested: 
	Trial start date: 


Effect I am tracking: _______________________________________   Rating scale: 0 = none  →  10 = worst possible
	How to fill out this diary:
1. Sit quietly for 5 minutes, then measure your blood pressure at the same time each day, same arm.   2. Record your reading, heart rate, and a 0–10 rating of the effect you are tracking.   3. Note any side effects or anything unusual.   4. If you meet an escape criterion (below), stop the new medication and call your clinic.



	Date
	Time
	BP (Sys/Dia)
	HR
	Effect Rating (0–10)
	Side Effects / Notes
	Escape? Y/N

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



	STOP the new medication and call your clinic right away if:
• Systolic BP is above _____ or below _____ mmHg     • Diastolic BP is above _____ or below _____ mmHg
• You feel dizzy, faint, or have chest pain, severe fatigue, or new swelling, or: ___________________________
Clinic phone: ____________________     Go to the Emergency Room for chest pain, fainting, or severe symptoms.


Bring this diary to your follow-up appointment. Companion document: Handout 1 — Antihypertensive Therapy Trial Plan
