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        MRI subject screening form
Part B (FPN fMRI)
Version 1.2

Last name:          




Today’s date: 9/13/2013 FORMTEXT 

9/13/2013

First name:          




Middle name (if any):          
Tax number:         
	


Please fill in the following to the best of your knowledge. Please do not hesitate to ask for explanation if any questions are not clear to you.
I. Global questions

Below follow some questions concerning your training and profession. Most questions should be answered with yes or no (circle the true answer). Extra space has been left open for answers where yes or no is not sufficient.

1. What is your level of education?
      
2. What is your current profession?      
     

3. Were you born in the Netherlands?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
4. What is your native tongue?      
      

5. Were you raised multilingually? 




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
6. What languages do you speak?

	Language
	fluent
	good
	reasonable

	A:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



1. Do you stutter? 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
a. If yes, to what extent do you stutter:
  FORMCHECKBOX 
 Always
 FORMCHECKBOX 
 Often
 FORMCHECKBOX 
 Now and then
2. Have you ever visited a speech therapist? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
a. If yes, why?      
     

b. When was that?
      
     

3. Have you ever visited a neurologist? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
a. If yes, why?           

b. When was that?
     
     

4. Did you ever undergo an EEG exam?



 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
a. If yes, why?      
b. When was that?
      
     

5. Do you suffer from hearing problems? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes,

a. are you hard of hearing with your left ear? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
b. are you hard of hearing with your right ear? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
c. do you wear a hearing aid?




 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
6. Do you have vision problems? 




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, what is your offset?

i. Left

 


      + 
       -
ii. Right




      + 
       -
b. Do you wear glasses?




  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c. Do you wear contact lenses?



  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
d. Is your vision with your lenses or glasses ok?

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
7. Are you color-blind?






  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
a. Do you have reading problems? 



  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, which kind of reading?      
II. 
Hand dominance

Please indicate the hand dominance for each activity (preferable hand (left or right)) mentioned below. You have no preference, fill in both boxes. Leave both boxes open if you are not known with a certain activity.

	
	Left
	Right

	15. Writing 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16. Drawing and painting
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17. Throwing a ball 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18. Cutting with a scissor  
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19. Eating with a spoon
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20. Combing your hair
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	21. Brushing your teeth
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	22. Using a hammer
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	23. Holding a tennis racket
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	24. Turning a page
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	25. Lighting a match
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	26. Removing the top of a jar
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	27. Dividing playing cards
	 FORMCHECKBOX 

	 FORMCHECKBOX 





III. Foot dominance
Please indicate the foot dominance for each activity (preferable foot (left or right)) mentioned below.
	
	Left
	Right

	28. Kicking a ball
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	29. Playing hopscotch
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	30. Stepping forwards (from a position with your feet beside each other)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	31. Ascending the first step of a stair
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	32. Putting a shovel into the ground
	 FORMCHECKBOX 

	 FORMCHECKBOX 



IV. Concluding questions and backgrounds
Please answer the following questions.

33. Would you describe yourself as left or right handed? 

 FORMCHECKBOX 
 Left
 FORMCHECKBOX 
 Right

34. Would you describe yourself as left or right footed? 

 FORMCHECKBOX 
 Left
 FORMCHECKBOX 
 Right
35. Did you ever have an inclination to be left handed? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
36. Did your parents ever force you to change your dominance? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
37. Do you have family members that are left handed?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, who is left handed?           


This is the end of the questionnaire Part B. Please send this questionnaire along with Part A back with your signature to the address mentioned below. You can also send this questionnaire back attached to an e-mail. Please keep in mind that the information in this email is not protected during sending unless you take care of that. 

With signing this questionnaire I give Scannexus authorization to further process my information.

Signature:
	Date:
	
	Place:
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