                                                  Pre-Session Interview 4                                      Leung Lab

	Number: 
	
	Date entered:
	
	

	Interviewer:
	
	MRI Scheduled Date:
	
	Experiment:
	


PARTICIPANT DATA:

	Name:      
	Date:      

	Email:      
	Phone:      

	Gender:      
	Handedness:      
	Any close family member left-handed? Yes FORMCHECKBOX 
 No  FORMCHECKBOX 


	Age:      
	Date of Birth:      

	Ethnicity:      
	Height/Weight:      

	Native Language:      
	Secondary Language:      


	Education:           years (current)            years (future)
	Highest completed level:      

	Parents’ Education/Occupation
	Mother:      
	Father:      


METALS:

	Have you ever had an MRI before?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes:

  When?      
  For what purpose?      

	Do you have any metals in your body, accidental or implanted (e.g., surgical screws/clips, shrapnel, bb’s, metal shavings, etc.)?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes:


  Please explain:      

	Ever done any work with metals (metallurgy, metal shavings, welding, soldering, etc? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes:

  Please give some details (e.g. what type of work? For how long?)

       
  Is there any chance you have gotten metal in your body while doing the work? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  Was it removed?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Have you EVER gotten metal in your eye(s)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes: 

*Was it removed? Yes FORMCHECKBOX 
 No  FORMCHECKBOX 



	Any dental work, braces, dentures, implants, posts (fillings are OK)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes: 

  Please give details:      

	Any body piercing that cannot be removed? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Do you wear glasses? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Contacts? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Colored Contacts? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 

If yes:

  Do you have astigmatism (double vision) without glasses? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Any color blindness?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Do you have any tattoos/permanent eyeliner? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes:

  What is the name if the ink used?      
  (Some inks contain trace amounts of metal that could prove harmful to you in the scanner. *We

  cannot allow you to participate if you cannot verify the ink used in your tattoo/eyeliner).


	Do you currently have, or have you had:

	Pacemaker?                                  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Aneurysm?                                   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Neurostimulator?                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Artificial Heart Valve?                Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Cochlear Implants?                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Hearing Aid?                                Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Meniere’s Disease (inner ear)?    Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Nitro-Patch (*irremovable)?        Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	IUD (*copper-7)?                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 




	Have you had:

If YES, please explain (e.g. when, what type, under what circumstances)

	Any Surgery (surgical implants)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Metal Implants?                            Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Vascular Surgery?                        Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Cerebral Arteriogram?                  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      


HEALTH:

	Describe your drinking habits? (e.g. number of beers/day or week)      

	Do you smoke? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes:

  How often? (e.g. number of cigarettes/day or week)      

	Do you ever use street drugs? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes:

  What kinds and when was the last time used?      


	Have you ever seen a neurologist? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes:

  Why (diagnosed)?      

	Any history of neurological illness?                                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      
  In close family members?                               Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Have you ever seen a psychiatrist or counselor? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes:

  Why (diagnosed)?      

	Any History of Psychiatric Illness?                                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      
  In close family members?                               Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Are you at all claustrophobic? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Is there any possibility of pregnancy? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Do you have/have you ever had:

	Seizures?                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Sickle Cell Anemia?    Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Diabetes?                     Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Stroke?                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	High Blood Pressure?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Asthma?                       Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Head Trauma?              Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Do you have/have you ever had:

If YES please explain (e.g when, what type, under what circumstances)

	Loss of consciousness/dizziness (part year)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      
For how long?       

	Blurred Vision?                                              Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Loss of Hearing?                                            Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Loss of Balance?                                            Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Weakness or numbness?                                Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Any Heart Problems?                                     Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Sinus Trouble?                                               Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Drug Allergies?                                              Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Any persistent illness or health condition?    Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain:      

	Any recent illness?                                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      

	Are you currently on any medications?         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  If yes, explain:      



