Please provide the first TWO letters of your first name: ____________

Please provide the last THREE letters of your last name: ___________

Date: ______________________________________________________

Year of birth: _______________________________________________

Biological sex (check one):
__ Male
__ Female
__ Intersex
__ Prefer Not to Answer

Gender identity: 
__ Man
__ Woman
__ Nonbinary / gender nonconforming
__ Transgender man
__ Transgender woman
__ Other

Martial or partnership status: 
__ Married and living with spouse
__ Living with partner
__ Divorced or separated
__ Widowed
__ Never married 

What is your race? Please check all that apply:
__ American Indian or Alaska Native
__ Asian
__ Black or African American
__ Native Hawaiian or other Pacific Islander
__ White or Caucasian
__ Other

Are you of Hispanic, Latino, or Spanish origin?
__ Yes
__ No

In what country do you currently reside? _______________________________________

What is your highest level of education?
__ Less than high school diploma
__ High school diploma or equivalent (GED)
__ Some college credit, no degree
__ Trade, Technical, Vocational training after high school
__ Associate degree
__ Bachelor’s degree
__ Master’s degree
__ Advanced professional or Doctoral Degree (e.g., Ph.D., M.D., etc.)

What is your current employment status?
__ Employed full time
__ Employed part time
__ Unemployed
__ Student
__ Retired
__ Homemaker
__ Unable to work

Did you have any of the following conditions PRIOR to developing HPPD?
__ Tinnitus (ringing in ears)
__ Eye floaters
__ Migraines (with aura)
__ Migraines (without aura)
__ Other diagnosed headache disorder __________________________
__ Other neurological condition ________________________________

Prior to developing HPPD, did you have any of the following mental health conditions? Please specify whether this was diagnosed by a health professional (e.g. therapist, psychologist, doctor) or not:

	
	Diagnosed by health professional
	Not diagnosed, but you believe that you had this condition

	Major depressive disorder
	
	

	Persistent depressive disorder or dysthymia
	
	

	Bipolar 1 disorder
	
	

	Bipolar 2 disorder
	
	

	Generalized anxiety disorder
	
	

	Panic disorder
	
	

	Agoraphobia
	
	

	Social anxiety disorder
	
	

	Other anxiety disorder
	
	

	Attention deficit hyperactivity disorder (ADHD)
	
	

	Autism spectrum disorder
	
	

	Post-traumatic stress disorder (PTSD)
	
	

	Obsessive compulsive disorder (OCD)
	
	

	Eating disorder
	
	

	Personality disorder
	
	

	Schizophrenia or schizoaffective disorder
	
	

	Premenstrual dysphoric disorder
	
	

	Substance use disorder
	
	

	Other mental health condition
	
	



Did you have any other significant health conditions prior to developing HPPD? If yes or maybe, please explain. 
__Yes ________________________________________________________________________________________________________________________
__Maybe ________________________________________________________________________________________________________________________
__No

Do any of your relatives have a known history of any of the following conditions?
	
	1st degree relatives (mother, father, full siblings, children)
	2nd degree relatives (aunts, uncles, grandparents, cousins, half-siblings)

	HPPD
	
	

	Visual snow
	
	

	Schizophrenia or schizophreniform disorder
	
	

	Bipolar 1 or 2 disorder
	
	

	Anxiety disorder
	
	

	Psychiatric hospitalization for any reason
	
	

	Neurological disorder
	
	



Have you talked with a healthcare provider regarding HPPD?
__ Yes
__ No

If you answered “Yes” to the previous question, with whom and what city?
________________________________________________________________________________________________________________________

What type of healthcare providers have you consulted regarding HPPD? Select all that apply. 
__ Physician (psychiatrist)
__ Physician (neurologist)
__ Physician (primary care provider)
__ Physician (ophthalmologist)
__ Psychiatric nurse practitioner or other mid-level provider
__ Other physician
__ Psychologist
__ Therapist or counselor
__ Alternative or complementary therapy provider

Drugs used (hallucinogens, ecstasy, cannabis, other):

Name					Year/date			Number of uses	 
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________
______________________		____________		___________

Do you have any of the following symptoms that accompany your HPPD?
__ Depersonalization
__ Derealization
__ Auditory hallucinations
__ Tinnitus 
__ Mood swings
__ Other sensory difficulty (numbness, tingling)

How long after using a psychedelic drug did you begin experiencing visual symptoms?
__ Immediately
__ Within 1 month
__ 1-6 months
__ 7-12 months
__ More than a year
__ Other (specify): ___________________________________________

For how long have you been experiencing visual symptoms of HPPD?
__ 0-6 months
__ 7-12 months
__ 1-3 years
__ 4-9 years
__ 10-19 years
__ 20 or more years

What do you think triggered the onset of your visual symptoms?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Were you taking any medication or supplement either at the time of developing HPPD or at the time that you took the psychedelic that immediately preceded you developing HPPD. If yes, please indicate what these were. 
__ Yes ________________________________________________________________________________________________________________________
__ Not sure 
__ No

Has your condition gotten worse over time, stayed the same, or improved over time?
__ Gotten better
__ Stayed the same
__ Gotten worse
__ Gotten better and worse (symptoms come and go)

How did you learn you had HPPD?
__ From a doctor (physician)
__ From a doctor (psychiatrist)
__ Family member
__ Friend
__ Therapist
__ Advisor
__ Self-diagnosed (e.g. read about it)
__ Other (specify): ____________________________________________

Medication(s) I have tried to control visual symptoms:

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________
	
Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

Medication name:  _________________________________________
Date started: _______________  Date stopped:__________________	
Prescriber:	_______________________________________________ 
Strength: ______________	Frequency: ________________________
Benefits: _________________________________________________
Side effects: _______________________________________________

What non-drug treatments have you tried?
__ Cognitive Behavioral Therapy (CBT)
__ Eye movement desensitization and reprocessing (EMDR) therapy
__ Other psychotherapy
__ Hypnosis
__ Biofeedback and Neurofeedback
__ Yoga
__ Meditation
__ Transcranial magnetic stimulation (TMS)
__ Other (please specify): _______________________________________

Since developing HPPD, have you tried to use a psychedelic or other recreational drug to help relieve your HPPD symptoms? If yes, please describe. 
__ Yes ________________________________________________________________________________________________________________________
__ No

Have you tried any other alternative or complementary therapies for HPPD? If yes, please describe. 
__ Yes ________________________________________________________________________________________________________________________
__ No

What treatments have you found helpful? (Please explain)
____________________________________________________________________________________________________________________________________________________________________________________

What treatments have you found harmful? (Please explain)
____________________________________________________________________________________________________________________________________________________________________________________

As a result of your HPPD or visual snow symptoms, have you decided to permanently avoid use of any psychedelic or mind-altering drugs? 
__ Yes
__ No
__ Maybe
__ Not sure


		
HPPD Symptom Checklist
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	Please indicate by circling the number that corresponds to how often you experienced the   following symptoms during the past month.
	0

Not at all 
	    1

Several
days
	   2
More
than half
the days
	   3 
  Nearly
every
day

	After looking at an object for a while and then looking away, I can still see a positive or negative image of the object as if it was left behind.
	
  0
	 
    1
	  
    2
	  
   3

	It is difficult to tell colors apart. Colors may appear to change over time.
	
  0
	 
    1
	  
    2
	  
   3

	Sometimes colors seem to fade and lose their brightness, making it harder to tell similar colors apart.
	
  0
	 
    1
	  
    2
	  
   3

	Sometimes text on a page seems to move. Or letters leave positive or negative after-images when I look away. Letters may vanish into an "alphabet soup".
	
  0
	 
    1
	  
    2
	  
   3

	I often see geometric patterns and shapes, such as when looking at leaves in a tree.
	
  0
	 
    1
	  
    2
	  
   3

	Sometimes objects appear to have halos that extend beyond their edges.
	
  0
	 
    1
	  
    2
	  
   3

	I sometimes see faces or other images where nothing exists. Example: a floor or wall may appear to be made out of faces.
	
  0
	 
    1
	  
    2
	  
   3

	At times, stationary objects appear to sway back and forth or slide across the floor.
	
  0
	 
    1
	  
    2
	  
   3

	Sometimes things seem to change sizes so that objects temporarily seem to be smaller or larger than they actually are and then return to their normal sizes.
	
  0
	 
    1
	  
    2
	  
   3

	I sometimes see visual static or “snow” over light-colored surfaces or when looking up at the sky, like when a TV set is turned on and is broadcasting static.
	
  0
	 
    1
	  
    2
	  
   3

	Sometimes when things move, I see a trail of the image behind the moving object.
	
  0
	 
    1
	  
    2
	  
   3

	I sometimes see bright lights, flashes, or sheets of color that appear and disappear.
	
  0
	 
    1
	  
    2
	  
   3

	TOTAL
	
	
	
	



Source: https://erowid.org/psychoactives/health/hppd/hppd_faq.shtml#symptoms

In the past month, have you had the following thoughts, feelings, or experiences? Check “yes” or “no” for each item.
Do not include experiences that occur only while under the influence of alcohol, drugs or medications that were not prescribed to you.
If you answer “YES” to an item, also indicate how distressing that experience has been for you, using a scale of 0 to 10, where 0 indicates “none” and 10 is “severe.”

	
	YES
	NO
	Distress    level

	Do familiar surroundings sometimes seem strange, confusing, threatening or unreal to you?
	
	
	

	Have you heard unusual sounds like banging, clicking, hissing, clapping or ringing in your ears?
	
	
	

	Do things that you see appear different from the way they usually do?
	
	
	

	Have you had experiences with telepathy, psychic forces, or fortune telling?
	
	
	

	Have you felt that you are not in control of your own ideas or thoughts?
	
	
	

	Do you have difficulty getting your point across, because you ramble or go off the track a lot when you talk?
	
	
	

	Do you have strong feelings or beliefs about being unusually gifted or talented in some way?
	
	
	

	Do you feel that other people are watching you or talking about you?
	
	
	

	Do you sometimes get strange feelings on or just beneath your skin, like bugs crawling?
	
	
	

	Do you sometimes feel suddenly distracted by distant sounds that you are not normally aware of?
	
	
	

	Have you had the sense that some person or force is around you, although you couldn’t see anyone?
	
	
	

	Do you worry at times that something may be wrong with your mind?
	
	
	

	Have you ever felt that you don't exist, the world does not exist, or that you are dead?
	
	
	

	Have you been confused at times whether something you experienced was real or imaginary?
	
	
	

	Do you hold beliefs that other people would find unusual or bizarre?
	
	
	

	Do you feel that parts of your body have changed in some way, or that parts of your body are working differently?
	
	
	

	Are your thoughts sometimes so strong that you can almost hear them?
	
	
	

	Do you find yourself feeling mistrustful or suspicious of other people?
	
	
	

	Have you seen unusual things like flashes, flames, blinding light, or geometric figures?
	
	
	

	Have you seen things that other people can't see or don't seem to see?
	
	
	



Source:  Mental Health America, Copyright 2018
  Brief Dissociative Experiences Scale 
[image: ]


Source: DES-B (Dalenberg C, Carlson E, 2010) modified for DSM-5 by C. Dalenberg and E. Carlson. 





Thank you for providing this detailed information! It will be very helpful in aiding guiding my evaluation and future research concerning HPPD and visual snow.

· Steven Locke M.D.
98 Brooks Road, Longmeadow MA 01106
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Instructions: For each statement below, please check (V') the box that best answers each question to show how much each
thing has happened to you in the past SEVEN (7) DAYS.
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