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Brain Stimulation Safety Screening Form (Confidential)

If you agree to take part in this study, please answer the following questions. The information you provide is for screening purposes only and will be kept completely confidential
	1. Do you have epilepsy, or have you ever had a convulsion or a seizure (fit)?
	YES
	NO

	2. Has anyone in your wider family suffered from seizures?
	YES
	NO

	If YES please state your relationship to the affected family member 






	3. Have you ever had a fainting spell or syncope?
	YES
	NO

	If YES please describe on which occasion(s) 










	4. Have you ever had a head trauma that was diagnosed as a concussion or was associated with loss of consciousness?
	YES
	NO

	5. Do you have any hearing problems or ringing in your ears? 
	YES
	NO

	6. Do you have cochlear implants? 
	YES
	NO

	7. Are you pregnant, or is there any chance that you might be? 
	YES
	NO

	8. Do you have metal in the brain, skull or elsewhere in your body (e.g., splinters, fragments, clips, etc.)? 
	YES
	NO

	If YES, specify the type of metal and where it is located  








	9. Do you have an implanted neurostimulator (e.g. DBS, epidural/subdural, VNS)? 
	YES
	NO

	10. Do you have a cardiac pacemaker or intracardiac lines?
	YES
	NO

	11. Do you have a medication infusion device? 
	YES
	NO

	12. Are you taking any prescribed or unprescribed medications (or herbal remedies)?
	YES
	NO

	If YES, please list 














	13. Did you ever undergo TCS or TMS in the past?
	YES
	NO

	If YES, please state if there were any problems and describe them 







	When was your last TMS/TCS session?










How many TMS/TCS sessions have you had in the past month?






How many TMS/TCS sessions have you had in the past 12 months?







	14. Did you ever undergo MRI in the past?
	YES
	NO

	If YES, please state if there were any problems and describe them 







	15. Have you ever undergone a neurosurgical procedure (including eye surgery)?
	YES
	NO

	If YES, please give details  












	16. Are you currently undergoing anti-malarial treatment?
	YES
	NO

	17. Have you drunk more than 3 units of alcohol in the last 24 hours?
	YES
	NO

	18. Have you drunk alcohol already today?
	YES
	NO

	19. Have you had more than one cup of coffee, or other sources of caffeine, in the last hour?
	YES
	NO

	20. How much liquid in total have you drunk already today?



 ml

	21. When was your last meal? 





 hours ago
	

	22. Have you used recreational drugs in the last 24 hours?
	YES
	NO

	23. How many hours sleep did you have last night?  


	


I (please give full name in CAPITALS)  








  confirm that I have personally completed the above questionnaire. 
Signature  








   Date  




Please note: All data arising from this study will be held and used in accordance with the Data Protection Act (2018). The results of the study will not be made available in a way that could reveal the identity of individuals.

(Based on Screening13-item Questionnaire for rTMS Candidates recommended by Rossi, Hallett, Rossini and Pascual-Leone 2011; updated 15 Dec 2015)
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