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Questionnaire 
Pretest Intake Questionnaire – Brain Health and Skilled Performance 

(The information received will remain confidential) 

Version: 10/2021 Developed by: Magdalena Wojtowicz, PhD & Lauren E. Sergio PhD 
1 

 

 

 

PLEASE CIRCLE, FILL IN, OR HIGHLIGHT RESPONSES AS APPROPRIATE 
 

ID:    Age:    DOB:  Today’s Date:    

 
Dominant Hand: LEFT or RIGHT or BOTH 

 
Sex assigned at birth: Male Female Prefer not to say 

 
To which gender identity do you most identify? 

 

o Cis-gender (non-trans) woman 

o Trans woman 

o Cis-gender (non-trans) man 

o Trans man 

o Non-binary 

o Not listed      

o Prefer not to say 
 

Highest Level of Education:     
 

Ethnicity:    

Work Full Time / Part Time / Neither:   

Occupation:      

What sports (recreational or competitive, or none) do you play/have you played: 
 
 

 
 
 

When did you start playing your first organized sport?    
 

Do you currently have a non-head related injury? YES or NO 
 

a) Has it kept you from play/work for longer than 48 hours?  YES or NO 
 

b) Has it kept you from play/work for longer than 3 weeks?  YES or NO 



Questionnaire 
Pretest Intake Questionnaire – Brain Health and Skilled Performance 

(The information received will remain confidential) 

Version: 10/2021 Developed by: Magdalena Wojtowicz, PhD & Lauren E. Sergio PhD 
2 

 

 

 
 

Health History 
Please place an ‘x’ in the appropriate column: 
 No Yes If yes, approximate age at diagnosis 

OR treatment? 
Diagnosed with Attention Deficit Hyperactivity Disorder    

Diagnosed with a Learning Disorder    

Received special education (e.g., additional 
reading/writing/math support) 

   

Received mental health treatment (e.g., anxiety, 
depression, etc.) 

   

Diagnosed with Migraine or a Chronic Headache 
Condition 

   

Do you have a family history of migraine?   If yes, please list family members: 

    

Medications 
Are you currently taking medication(s): No Yes 
If yes, please list all medications:    

 

Menstrual Cycle 
Post- menopausal is defined as having no period for the past 12 months. Peri-menopausal is defined as the period around 
the onset of menopause that is often marked by various physical signs. 

 
Are you: Pre-menopausal or Peri-menopausal or Post- menopausal or Not Applicable 
(circle one; If you are pre-menopausal, please answer the following questions) 

 
The menstrual cycle is counted from the first day of one period to the first day of the next. 
Are you on birth control (e.g., the pill; IUD, patch, etc.)? No Yes 
On average, do you have a regular period (i.e., approximately every month)? No □ Yes □ 
On average, approximately how long is your menstrual cycle (see definition above)?     
When did your last period start (date)?  How many days did it last?     

 

Current Alcohol/Substance Use 
Please circle the correct answer for you. 

 
How often do you have a drink containing alcohol? 
Never Monthly or less 2-4 times a month 2-3 times per week 4+ times per week 

 
How many drinks containing alcohol do you have on a typical day when you are drinking? 
1 or 2 3 or 4 5 or 6 7 or 9 10 or more 

 
How often do you have six or more drinks on one occasion? 
Never Less than monthly Monthly 2-3 times per week 4+ times per week 

 
How often do you smoke marijuana? 
Never Monthly or less 2-4 times a month 2-3 times per week 4+ times per week 



Questionnaire 
Pretest Intake Questionnaire – Brain Health and Skilled Performance 

(The information received will remain confidential) 

6 
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1. Do you have a computer (YES or NO) or a tablet (YES or NO) at home? 

How often do you use your computer? (all the time / often / sometimes / rarely / never) 
 

How often do you use your tablet? (all the time / often / sometimes / rarely / never) 
 

2. Do you do puzzles?   YES  or  NO (all the time / often / sometimes / rarely / never) 
 

3. Do you play video games?   YES  or  NO (all the time / often / sometimes / rarely / never) 

a) What type of games do you typically play? ACTION (time pressure) or NON-ACTION 
 

b) How would you rate your skill compared to your peers? (Low / Intermediate / High) 
 

4. To your knowledge, does anyone in your family have any form of dementia? YES or NO 

a) What is their relationship to you (e.g., mother/father/brother/sister, maternal 
aunt/uncle/grandmother/grandfather/cousin, paternal aunt/uncle/grandmother/grandfather/cousin). List all 
if more than one relative. 
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THE FOLLOWING IS A LIST OF ACTIVITIES THAT PEOPLE MAY PARTICIPATE IN. PLEASE INDICATE THE 
FREQUENCY (IN DAYS PER WEEK) THAT YOU TYPICALLY PARTICIPATE IN THESE ACTIVITES. 
FOR EACH ITEM CHOOSE FROM ONE OF THE FOLLOWING ALTERNATIVES: 

 
 
 

NEVER 

RARELY 
(1 DAY/ 
WEEK) 

SOMETIMES 
(2 DAYS/ 
WEEK) 

FAIRLY OFTEN 
(3-4 DAYS/ 
WEEK) 

VERY OFTEN 
(5-7 DAYS/ 
WEEK) 

0 1 2 3 4 
 

1.    WATCHING TV OR 0 
MOVIES 

 
1 

 
2 

 
3 

 
4 

2.   READING 0 1 2 3 4 

3.   SOCIALIZING (E.G. 0 
PLAYING CARDS, TALKING 
TO FRIENDS, ETC.) 

1 2 3 4 

4.    PLAYING REC SPORTS 0 1 2 3 4 

5.   PLAYING 0 
COMPETITIVE SPORTS 

1 2 3 4 

6.   PLAYING VIDEO/ 0 
COMPUTER GAMES 

1 2 3 4 

7.    WALKING (AT LEAST 0 
25 MINUTES) 

1 2 3 4 

8.    LISTENING TO MUSIC 0 1 2 3 4 

9.    EXERCISING AT A 0 
GYM 

1 2 3 4 

10. DOING NON-LABOUR 0 1 2 3 4 
WORK (PAID OR VOLUNTEER) 

11. DOING LABOUR 0 1 2 3 4 
WORK (E.G. LANDSCAPING 
SHOVELING, PAINTING, ETC. 
PAID OR VOLUNTEER) 

12. RUNNING/JOGGING 0 1 2 3 4 

13. PUZZLES, ARTS & 0 1 2 3 4 
CRAFTS (E.G. KNITTING, 

CROSSWORDS, ETC.) 
Please return this form to the experimenter (if you are filling this out in the lab), or email the electronic 

version to lsergio@yorku.ca. Thank you for being in the study! 
References: 

 
1.PHQ-9 is adapted from PRIME MD TODAY, developed by Dr. Robert L. Spitzer, Janet B. Williams, Kurt Kroenke, and colleagues, with an 
educational grant from Pfizer inc. Copyright © 1999 Pfizer Inc. All rights reserved. PRIME MD TODAY is a trademark of Pfizer Inc;2.Developed 
by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues, with an educational grant from Pfizer Inc. No permission 
required to reproduce, translate, display or distribute. 

mailto:lsergio@yorku.ca


 
 

Dizziness Handicap Inventory 
 
 

Instructions: The purpose of this scale is to identify difficulties that you may be experiencing 
because of your dizziness. Please check “always”, or “no” or “sometimes” to each question. 
Answer each question only as it pertains to your dizziness problem. 

 
 Questions Always Sometimes No 
P1 Does looking up increase your problem? 

 

 
 

 
 

 
E2 Because of your problem, do you feel frustrated? 

 

 
 

 
 

 
F3 Because of your problem, do you restrict your travel for 

business or pleasure? 
 

 
 

 
 

 

P4 Does walking down the aisle of a supermarket increase 
your problem? 

 
 

 
 

 
 

F5 Because of your problem, do you have difficulty getting 
into or out of bed? 

 
 

 
 

 
 

F6 Does your problem significantly restrict your participation 
in social activities, such as going out to dinner, going to 
movies, dancing or to parties? 

 
 

 
 

 
 

F7 Because of your problem, do you have difficulty reading? 
 

 
 

 
 

 
F8 Does performing more ambitious activities like sports, 

dancing, and household chores, such as sweeping or 
putting dishes away; increase your problem? 

 
 

 
 

 
 

E9 Because of your problem, are you afraid to leave your 
home without having someone accompany you? 

 
 

 
 

 
 

E10 Because of your problem, have you been embarrassed in 
front of others? 

 
 

 
 

 
 

P11 Do quick movements of your head increase your problem? 
 

 
 

 
 

 
F12 Because of your problem, do you avoid heights?    
P13 Does turning over in bed increase your problem?    
F14 Because of your problem, is it difficult for you to do 

strenuous housework or yard work? 
 

 
 

 
 

 

E15 Because of your problem, are you afraid people may think 
that you are intoxicated? 

 
 

 
 

 
 

F16 Because of your problem, is it difficult for you to go for a 
walk by yourself? 

 
 

 
 

 
 

P17 Does walking down a sidewalk increase your problem? 
 

 
 

 
 

 
E18 Because of your problem, is it difficult for you to 

concentrate? 
 

 
 

 
 

 

F19 Because of your problem, is it difficult for you to walk 
around your house in the dark? 

 
 

 
 

 
 

E20 Because of your problem, are you afraid to stay home 
alone? 

 
 

 
 

 
 

E21 Because of your problem, do you feel handicapped? 
 

 
 

 
 

 
E22 Has your problem placed stress on your relationship with 

members of your family or friends? 
 

 
 

 
 

 

E23 Because of your problem, are you depressed? 
 

 
 

 
 

 
F24 Does your problem interfere with your job or household 

responsibilities? 
 

 
 

 
 

 

P25 Does bending over increase your problem? 
 

 
 

 
 

 



   

Pittsburgh Sleep Quality Index (PSQI) 

 
 

      Instructions: The following questions relate to your usual sleep habits during the past month only. Your answers  

      should indicate the most accurate reply for the majority of days and nights in the past month. Please answer          
      all questions.   
 

      1. During the past month, what time have you usually gone to bed at night? ___________________  

2. During the past month, how long (in minutes) has it usually taken you to fall asleep each night? __________ 

3. During the past month, what time have you usually gotten up in the morning?  ___________________  

4. During the past month, how many hours of actual sleep did you get at night? (This may be different than the 

number of hours you spent in bed.) ___________________  

 

5. During the past month, how often have you had  Not during  Less than  Once or  Three or more 
trouble sleeping because you…  the past  once a  twice a   times a week 
 month  week week   

a.  Cannot get to sleep within 30 minutes      

b.  Wake up in the middle of the night or early 
     morning    

    

c.  Have to get up to use the bathroom      

d.  Cannot breathe comfortably      

e.  Cough or snore loudly      

f.   Feel too cold      

g.  Feel too hot      

h.  Have bad dreams      

i.   Have pain      

j.   Other reason(s), please describe:     

     

     

6. During the past month, how often have you 
taken medicine to help you sleep (prescribed or 
“over the counter”)?   

    

7. During the past month, how often have you had      

trouble staying awake while driving, eating meals, 
or engaging in social activity? 

    

 No Only a Somewhat A very big 
 problem very slight of a problem 
 at all problem problem  

8. During the past month, how much of a problem 
has it been for you to keep up enough enthusiasm 
to get things done?                 

    

 Very  Fairly  Fairly  Very 
 good good bad bad 
9.  During the past month, how would you rate 
your sleep quality overall? 

    

     

 

 

Name:__________________________________________                         Date: ________________ 



   

 No bed 
partner or 
room mate 

Partner/room 
mate in 

other room 

Partner in 
same room but 
not same bed 

Partner in 
same bed 

10.  Do you have a bed partner or room   
mate? 

    

 Not during 
the past 
month 

Less than 
once a week 

Once or twice 
a week 

Three or 
more times 

a week 
If you have a room mate or bed partner, ask 
him/her how often in the past month you have 
had: 

    

a.  Loud snoring     

b.  Long pauses between breaths while asleep     
c.  Legs twitching or jerking while you sleep       
d.  Episodes of disorientation or confusion  
     during sleep 

    

e.  Other restlessness while you sleep, please 
     describe: 
 
 
 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Perceived Stress Scale

A more precise measure of personal stress can be determined by using a variety of instruments that 
have been designed to help measure individual  stress levels. The first of these is called the Perceived  
Stress Scale.

The Perceived Stress Scale (PSS) is a classic stress assessment instrument. The tool, while originally 
developed in 1983, remains a popular choice for helping us understand how different situations affect 
our feelings and our perceived stress. The questions in this scale ask about your feelings and thoughts 
during the last month. In each case, you will be asked to indicate how often you felt or thought a certain 
way. Although some of the questions are similar, there are differences between them and you should 
treat each one as a separate question. The best approach is to answer fairly quickly. That is, don’t try to 
count up the number of times you felt a particular way; rather indicate the alternative that seems like 
a reasonable estimate.

                  For each question choose from the following alternatives:
   0 - never    1 - almost never    2 - sometimes      3 - fairly often     4 - very often

________  l. In the last month, how often have you been upset because of something that    
  happened unexpectedly?

________ 2. In the last month, how often have you felt that you were unable to control the
  important things in your life?

________ 3. In the last month, how often have you felt nervous and stressed?

________ 4. In the last month, how often have you felt confident about your ability to handle   
  your personal problems?

________ 5.  In the last month, how often have you felt that things were going your way?

________ 6.  In the last month, how often have you found that you could not cope with
  all the things that you had to do?

________ 7. In the last month, how often have you been able to control irritations in
  your life?

________ 8. In the last month, how often have you felt that you were on top of things?

________ 9. In the last month, how often have you been angered because of things that
  happened that were outside of your control?

________ 10. In the last month, how often have you felt difficulties were piling up so high that
  you could not overcome them?



State Trait Anxiety Inventory

Read each statement and select the appropriate response to indicate how you feel 

right now, that is, at this very moment. There are no right or wrong answers. Do not 

spend too much time on any one statement but give the answer which seems to 

describe your present feelings best.

1 2 3 4

Not at all A little Somewhat Very Much So 

 

1. I feel calm 1 2 3 4

2. I feel secure 1 2 3 4

3. I feel tense 1 2 3 4

4. I feel strained 1 2 3 4

5. I feel at ease 1 2 3 4

6. I feel upset 1 2 3 4

7. I am presently worrying 

over possible misfortunes 1 2 3 4

8. I feel satisfied 1 2 3 4

9. I feel frightened 1 2 3 4

10. I feel uncomfortable 1 2 3 4

11. I feel self confident 1 2 3 4

12. I feel nervous 1 2 3 4

13. I feel jittery 1 2 3 4

14. I feel indecisive 1 2 3 4

15. I am relaxed 1 2 3 4

16. I feel content 1 2 3 4

17. I am worried 1 2 3 4

18. I feel confused 1 2 3 4

19. I feel steady 1 2 3 4

20. I feel pleasant 1 2 3 4



Name: Date:

After a head injury or accident some people experience symptoms that can cause worry or nuisance. We 
would like to know if you now suffer any of the symptoms given below. Because many of these symptoms 
occur normally, we would like you to compare yourself now with before the accident. For each symptom 
listed below please circle the number that most closely represents your answer.

0 = not experienced at all
1 = no more of a problem
2 = a mild problem
3 = a moderate problem
4 = a severe problem

Compared with before the accident, do you now (i.e., over the last 24 hours) suffer from:

not 
experienced

no more of a 
problem

mild problem moderate 
problem

severe 
problem

Headaches 0 1 2 3 4

Feelings of dizziness 0 1 2 3 4

Nausea and/or vomiting 0 1 2 3 4

Noise sensitivity  (easily upset by 
loud noise)

0 1 2 3 4

Sleep disturbance 0 1 2 3 4

Fatigue, tiring more easily 0 1 2 3 4

Being irritable, easily angered 0 1 2 3 4

Feeling depressed or tearful 0 1 2 3 4

Feeling frustrated or impatient 0 1 2 3 4

Forgetfulness, poor memory 0 1 2 3 4

Poor concentration 0 1 2 3 4

Taking longer to think 0 1 2 3 4

Blurred vision 0 1 2 3 4

Light sensitivity (easily upset by 
bright light) 

0 1 2 3 4

Double vision 0 1 2 3 4

Restlessness 0 1 2 3 4

Are you experiencing any other difficulties? Please specify, and rate as above.

1. 0 1 2 3 4

2. 0 1 2 3 4

  

Administration only:

RPQ-3 (total for first three items)

RPQ-13 (total for next 13 items)

http://www.maa.nsw.gov.au/default.aspx?MenuID=148

Rivermead Post Concussion Symptoms Questionnaire
Modified (Rpq-3 And Rpq-13)42 Printed With Permission: Modified Scoring System From Eyres 2005 28



RAND > RAND Health > Surveys > RAND Medical Outcomes Study > 36-Item Short Form Survey (SF-36) >

Choose one option for each questionnaire item.

1. In general, would you say your health is:

 1 - Excellent

 2 - Very good

 3 - Good

 4 - Fair

 5 - Poor

2. Compared to one year ago, how would you rate your health in general now?

 1 - Much better now than one year ago

 2 - Somewhat better now than one year ago

 3 - About the same

 4 - Somewhat worse now than one year ago

 5 - Much worse now than one year ago

HEALTH



The following items are about activities you might do during a typical day. Does your
health now limit you in these activities? If so, how much?

  Yes,

limited a

lot

Yes,

limited a

little

No, not

limited at

all

3. Vigorous activities, such as running, lifting heavy objects,
participating in strenuous sports

 1  2  3

4. Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf

 1  2  3

5. Lifting or carrying groceries  1  2  3

6. Climbing several flights of stairs  1  2  3

7. Climbing one flight of stairs  1  2  3

8. Bending, kneeling, or stooping  1  2  3

9. Walking more than a mile  1  2  3

10. Walking several blocks  1  2  3

11. Walking one block  1  2  3

12. Bathing or dressing yourself  1  2  3



During the past 4 weeks, have you had any of the following problems with your work or
other regular daily activities as a result of your physical health?

  Yes No

13. Cut down the amount of time you spent on work or other activities
1 2

14. Accomplished less than you would like
1 2

15. Were limited in the kind of work or other activities
1 2

16. Had difficulty performing the work or other activities (for example, it took extra
effort) 1 2

During the past 4 weeks, have you had any of the following problems with your work or
other regular daily activities as a result of any emotional problems (such as feeling
depressed or anxious)?

  Yes No

17. Cut down the amount of time you spent on work or other activities  1  2

18. Accomplished less than you would like  1  2

19. Didn't do work or other activities as carefully as usual  1  2

20. During the past 4 weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or

groups?

 1 - Not at all

 2 - Slightly

 3 - Moderately

 4 - Quite a bit

 5 - Extremely



21. How much bodily pain have you had during the past 4 weeks?

 1 - None

 2 - Very mild

 3 - Mild

 4 - Moderate

 5 - Severe

 6 - Very severe

22. During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside the home and housework)?

 1 - Not at all

 2 - A little bit

 3 - Moderately

 4 - Quite a bit

 5 - Extremely



These questions are about how you feel and how things have been with you during the
past 4 weeks. For each question, please give the one answer that comes closest to the way
you have been feeling.

How much of the time during the past 4 weeks...

  All of

the

time

Most

of the

time

A good

bit of the

time

Some

of the

time

A little

of the

time

None

of the

time

23. Did you feel full of pep?  1  2  3  4  5  6

24. Have you been a very nervous

person?

 1  2  3  4  5  6

25. Have you felt so down in the

dumps that nothing could cheer you

up?

 1  2  3  4  5  6

26. Have you felt calm and peaceful?  1  2  3  4  5  6

27. Did you have a lot of energy?  1  2  3  4  5  6

28. Have you felt downhearted and

blue?

 1  2  3  4  5  6

29. Did you feel worn out?  1  2  3  4  5  6

30. Have you been a happy person?  1  2  3  4  5  6

31. Did you feel tired?  1  2  3  4  5  6

32. During the past 4 weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting with friends, relatives, etc.)?

 1 - All of the time

 2 - Most of the time

 3 - Some of the time

 4 - A little of the time

 5 - None of the time



How TRUE or FALSE is each of the following statements for you.

  Definitely

true

Mostly

true

Don't

know

Mostly

false

Definitely

false

33. I seem to get sick a little easier than

other people

 1  2  3  4  5

34. I am as healthy as anybody I know  1  2  3  4  5

35. I expect my health to get worse  1  2  3  4  5

36. My health is excellent  1  2  3  4  5

ABOUT
The RAND Corporation is a research organization that develops solutions to public policy challenges to help make

communities throughout the world safer and more secure, healthier and more prosperous. RAND is nonprofit, nonpartisan,

and committed to the public interest.

1776 Main Street 

Santa Monica, California 90401-3208

RAND® is a registered trademark. Copyright © 1994-2016 RAND Corporation.


