TRANSCRANIAL MAGNETIC STIMULATION (TMS) SCREENING FORM

Below is a questionnaire used to determine whether potential participants are suitable for transcranial magnetic stimulation (TMS).  This information, as well as your identity, will be kept confidential in all future publications.  

PLEASE COMPLETE FORM BELOW:

Participant’s Name Code:____________________________       Age:  ______________
Have you ever experienced any of the following conditions, please CIRCLE YES or NO:
	Neurological or Psychiatric Disorder 
	YES
	NO
	Multiple Sclerosis 
	YES
	NO

	Head Trauma 
	YES
	NO
	Depression
	YES
	NO

	Stroke 
	YES
	NO
	treatment with amitryptiline and haloperidol currently
	YES
	NO

	Brain surgery
	YES
	NO
	Implanted medication pump 
	YES
	NO

	Metal in cranium
	YES
	NO
	Intracranial Pathology 
	YES
	NO

	Brain Lesion
	YES
	NO
	Albinism 
	YES
	NO

	Pacemaker  
	YES
	NO
	Intractable anxiety 
	YES
	NO

	History of seizure 
	YES
	NO
	Pregnant at this time 
	YES
	NO

	Family history of epilepsy
	YES
	NO
	Headaches problems 
	YES
	NO

	History of epilepsy
	YES
	NO
	Frequent fainting spells
	YES
	NO

	Intracorporal electronic devices 
	YES
	NO
	Other medical conditions (please specify)
	YES
	NO

	Intracardic lines 
	YES
	NO
	
	
	


I hereby declare that all information given on this TMS screening form is true and complete in every respect.

_____________________________ 


____________________________

Signature of Participant



       

Date
____________________________


_____________________________

Signature of Witness

                             

 Date
