Adverse effect screening for HD-tDCS*
1. How much you perceive the stimulation to affect your behavior?

   1 (not at all)  2  3  4  5  6  7 (extremely)

2. Do you think electrical stimulation is acceptable for you?
   1 (can’t bear)  2  3  4  5  6  7 (totally acceptable)

3. Did you experience any of the following symptoms or side effects? 
(1) Headache
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(2) Neck pain
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(3) Scalp pain
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(4) Scalp burns
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(5) Tingling
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(6) Skin redness
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(7) Sleepiness
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(8) Trouble concentrating
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(9) Acute mood change
Do you think this is related to HD-tDCS ?  1 (none)  2  3  4  5 (extreme)

(10) Other (Please Specify):
* Participants were asked to fill out the questionnaire after the stimulation for screening the adverse effect.
