MEG Screening Questionnaire


Please answer the following questions truthfully.  Your answers will remain strictly confidential.

	
	
	
	
	

	
	Date
	
	MIS #
	

	
	
	
	
	

	
	First Name
	
	SS #
	

	
	
	
	
	

	
	Last Name
	
	Age
	

	
	
	
	
	

	
	Home Phone
	
	Birth Date
	

	
	
	
	
	

	
	Work Phone
	
	Sex
	

	
	
	
	
	

	
	Cell Ph. Or Pgr. #
	
	Weight
	

	
	
	
	
	

	
	Address
	
	Height
	

	
	
	
	
	

	
	City/State
	
	Dominant Hand
	

	
	
	
	
	

	
	Zip
	
	#Yrs. of Education
	

	
	
	
	
	

	
	Email
	
	First Language
	

	
	
	
	
	

	
	Are you an NIMH employee?
	
	# Siblings
	

	
	
	
	
	

	
	Major Occupation
	
	Birth Order
	

	
	
	
	
	

	
	Father’s Education
	
	Twin
	

	
	
	
	
	

	
	Father’s Occupation
	
	Twin’s Name
	

	
	
	
	
	

	
	Mother’s Education
	
	
	

	
	
	
	
	

	
	Mother’s Occupation
	
	
	

	
	
	
	
	

	
	Marital Status
	
	
	

	
	
	
	
	

	
	# Children
	
	
	

	
	
	
	
	

	
	Race
	O Caucasian     O Afr-Amer     O Hispanic     O Asian     O Other

	
	
	
	
	

	
	Have you undergone any psychiatric and/or neurological treatments?

	
	Hospitalized
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Reason/Date:
	

	
	Electroconvulsive Therapy
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Date:
	

	
	Neurosurgery
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Reason/Date:
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	Any of These Conditions?
	 FORMCHECKBOX 
 None

	
	 FORMCHECKBOX 
 Cardiac  Pacemaker / Cardiac or Neural defibrillator

	
	 FORMCHECKBOX 
 Surgical Aneurysm Clip

	
	 FORMCHECKBOX 
 Shrapnel

	
	 FORMCHECKBOX 
 Intraorbital Metallic Structures

	
	 FORMCHECKBOX 
 Neurostimulator

	
	 FORMCHECKBOX 
 Implanted Pumps (i.e., Insulin Pump)

	
	 FORMCHECKBOX 
 Root Canals

	
	 FORMCHECKBOX 
 Metal fragments in the body / eyes

	
	 FORMCHECKBOX 
 Ear implants; Describe:

	
	 FORMCHECKBOX 
 Hearing Aids (should be removed before scanning)

	
	 FORMCHECKBOX 
 Braces

	
	 FORMCHECKBOX 
 Tattoos

	
	 FORMCHECKBOX 
 Piercings

	
	

	Have you had any previous surgeries?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Do you have problems using fingers, arms or legs?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Have you ever had a stroke?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes 
	Date?

	
	
	

	Do you have seizures?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Ever sustained head injury or lost consciousness?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Taking any medications?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Any drug allergies?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Problem with blood clotting?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	
	

	Have you had any recent radiological exams (CT, MRI, X-rays)?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Any visual impairment?  Do you wear glasses?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Do you have normal hearing?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Do you have any learning disabilities?
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	Details?

	
	
	

	Do you or did you used to use alcohol, tobacco and/or “street drugs”?

	
	
	
	

	Alcohol
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	
	Frequency:

	
	
	
	

	Marijuana
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	
	Frequency:

	
	
	
	

	Cocaine
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	
	Frequency:

	
	
	
	

	Tobacco
	 FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes
	
	Frequency:

	
	
	
	

	Any drug or alcohol problems in your family?
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Other

	
	
	
	

	Have you ever seen a psychiatrist?
	
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Other

	
	
	
	

	Have you ever been in counseling?
	
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Other

	
	
	
	

	Do you have any mental health problems in your family?
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Other

	
	
	
	

	Do you or did you used to gamble?
	
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Other

	
	
	
	

	          If yes to the above question, then frequency?
	

	
	
	
	

	Is there any history of gambling in your family?
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, details     FORMCHECKBOX 
  Details?

	
	
	
	

	Please Give Details (for any “Yes” responses):
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