Questionnaire
Thank you very much for participating in our experiment.
Please fill out the following questions.






























I felt

I didn’t feel

Headache






□

□　
Faint







□

□　
Nausea






□

□　
Ringing in the ears





□

□　
Flashes of light in visual field



□

□　
Twitching of the shoulder or a part of chest

□

□　
Sleepy






□

□　
Backache or lumbago




□

□　
Pain at fixed point on the head



□

□　
Metallic taste





□

□　
Irritation






□

□　
Double vision





□

□　
Cold







□

□　
Hot







□

□　
Any other abnormals




□

□　
Please describe the abnormal feelings.


Date (D,M,Y)
/     /      
Name  Given name            　         
 Family name
　　
　　　　　　　 
