
                                                      
 
 

Assessment before treatment with TPS (transcranial pulse stimulation) 

 

Last name First name Date of birth 
 
 

 
 

 
 

 

Right- or left handedness:   right   ☐   

     left  ☐ 

                                                                                                           Yes     No    

1. Have you previously been treated with pulse stimulation?                ☐      ☐ 
    Have you experienced any side effects or complications?              
    If so, what were they? 
 
 
2. Have you already had an MRI? If so, when was the last                           ☐     ☐ 
   MRI scan? Were there any abnormalities (e.g., brain tumor,  
   vascular changes, amyloid angiopathy, etc.)? 
 
  
3. Do you have any metal parts (splinters, clips, implants, shunts, etc.)?      ☐     ☐ 
    in the brain or in the scalp? If so, what kind of metal? Have you  
    ever had brain surgery or been in an accident involving  
    the brain, possibly resulting in loss of consciousness?  
    Do you have inflammation in the brain? 
 
 
4. Do you have an implanted hearing device ("cochlear implant")?       ☐     ☐ 
  
5. Have you ever had an epileptic or other kind of seizure?    ☐      ☐ 
 

6. Are you (possibly) pregnant?                         ☐     ☐ 
 

 



                                                      
 
 

 

 

 

                                                                                                                                            Yes   No     

7.  Have you ever lost consciousness or experienced what is known as  ☐ ☐ 
      syncope (fainting)? If so, under what circumstances? 
 
8.  Do you have a neurological condition (e.g., a brain tumor, ☐ ☐ 
      increased intracranial pressure, cerebral vascular  
      malformations, epilepsy, Parkinson's disease, Alzheimer's  
      disease, etc.) If so, what is the diagnosis? 
 
 
 
9.  Do you have any psychiatric symptoms? If so,                                      ☐ ☐ 
     what is/are your psychiatric diagnosis(es), or what are your      
     main psychiatric symptoms: 
 
 
10.  Do you have any other serious medical conditions, such as    ☐  ☐ 
       heart  or respiratory disease? If so, what is the diagnosis? 
 
 
11.  Do you suffer from high eye pressure?                                                ☐      ☐ 
 
12.  Do you have a pacemaker?                                                                  ☐     ☐ 
 
13. Do you suffer from migraines                                                                ☐     ☐ 
      
14.  Do you have Parkinson's disease?                                                       ☐      ☐ 
 
15. Do you suffer from sleep deprivation?                                                   ☐     ☐ 
 
16. Have you received cortisone within the last 6 weeks?  ☐     ☐ 
 
17. Do you suffer from a blood clotting disorder?  ☐     ☐ 
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                                                                                                                Yes     No    

18. Are you taking blood-thinning medication?        ☐      ☐ 
      Other medications? If applicable, the following: 
 
 
 

 

Please note that, as with all medical treatments, side effects may occur with TPS, such as: 
 

 Pain at the stimulation site (8%), dizziness, lightheadedness (benign, usually short-
lived) 

 Headaches (4%),  
 Deterioration in mood (3%) 
 Nightmares (very rare) 
 Growth of a pre-existing brain tumor 
 Aneurysmal bleeding in the brain in cases of pre-existing vascular malformation (in 

cases of so-called leukoencephalopathy/amyloid angiopathy) 
 

 

I have understood everything and have no further questions. I expressly agree to the 
treatment. 

 

 

Zurich, date …………………………………………………………………………………… 

 

Name of patient:……………………………………………………………………………… 

 

Signature: ……………………………………………………………………………………………. 


