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 TMS-Screening Questionnaire 5

Have you ever:

Had TMS before?

Had an adverse reaction to TMS?

Had a seizure?

Had an unexplained spell of loss of consciousness?
Had a stroke?

Had a serious head injury?

Had a surgery to your head?

Had any brain-related, neurological illnesses?

Had any iliness that may have caused brain injury?
Do you sutfer from frequent or severe headaches?

Do you have any metal in your head (outside the mouth)
such as shrapnel. surgical clips, or fragments from welding?

Do you have any implanted medical devices such
as cardiac pacemakers, or medical pumps?

Are you taking any medications?

Are you pregnant, or are you sexually active and not sure
whether you might be pregnant?

Does anyone in your family have epilepsy?

Do you need any further explanation of TMS or its
associated risks?
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