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QUESTIONNAIRE

Electro Magnetic Sensitivity (EMS)

To help ASEQ-EHAQ know how many members suffer from electro hypersensitivity, to understand the social and economic effects of this condition and to find out how people cope, you are invited to fill in this questionnaire. 

The information you provide, which will remain anonymous, will assist us in identifying the burdens of this condition and to identify needed support and services for people suffering from this illness. 

Your express permission is required to place your information into a database. There is an identifier number attached to this questionnaire. Only ASEQ-EHAQ will have access to this information and will place this in a secure location not to be entered into or stored on any computer. 

Since many people with this condition cannot use a computer due to the electro magnetic fields, kindly print this questionnaire and hand it over to friends or family who may be affected so that they can fill it out. 

Your signature at the end of this questionnaire will mean that you have given your permission to ASEQ-EHAQ to place the information provided by you into a database.

Please fill out this questionnaire and email it to: office@aseq-ehaq.ca
or

Post your completed copy to: 

ASEQ-EHAQ, 6 Trianon, Dollard-des-Ormeaux, Québec H9A 2H8

QUESTIONNAIRE

SURVEY ON ELECTROMAGNETICSENSITIVITY


ID# _____________

                                                                         Date: _ _ / _ _/ 20_ _

(Please PRINT clearly and CIRCLE the lettered choices)

A. IDENTITY

1. Family name.............................  


Name: ….....................................

2. Gender :  A.  M
    B. 
F


3. Date of birth: …........................................

4. Address:         

 Street: .....................................................................           Apt. #: ….........

City: ….............................................
  Province: ….......................... Postal code:............................

5. Country: …...........................................

6. Country of birth: …........................................................

7. Email: ….........................................@...................................................

8. Profession: …............................................................................

9. Education: A. high school   B. post-secondary   C. college/university   D. post-graduate

10. Status:  
A. spouse 
  B. single   
C. divorced

11. Type of Physician/s: i)…..............................................................................

                                         ii).................................................................................

12. Do you know what caused you to develop EMS?   
                            A. Yes    B. No

13. If yes, what was the cause? 

       A. 
cell phone


          F. GPS

      B. 
television

                      G. personal WiFi

      C. 
neighbour’s WiFi                             H. cordless phone

      D. 
proximity to a high voltage line       I. proximity near a current transformer

      E. 
proximity to a windmill                   J. computer :         Ji. desktop- LED tube screen


  




         Jii. laptop
     Jiii. desktop-flat screen




     K. 

Other

          Please explain: 





         

14. How long have you had EMS? _ _ / _ _ _ _ (MM/YYYY)


A.  1 year                       B.
2 years                 C. 
3 years

D.  4years                      E. 
5 years                  F. 
Other :  …........... years

15. Have you ever smoked?

            A. Yes                         B. 
No

16. Have you ever suffered from:


      A.

 cancer                                                   G. 

chemical sensitivity


      B. 
nervous system disease                         H.

intolerance to gluten


      C. 
lyme disease                                         I. 

intolerance to milk

                  D. 
food allergy


      E. 
skin allergy


      F. 

asthma

17. Does anyone else in your family suffer from EMS?

                   A. Yes                   B. 
No

18. Is she/he living with you?

                   A. Yes                  B.  No

B. GENERAL DATA

19. What were your initial symptoms?  

(circle the applicable letters below)

19-1.     Central nervous system

	A
	fatigue
	B
	confusion
	C
	hyperactivity

	D
	tension
	E
	memory loss
	F
	sleep disturbances

	G
	headaches
	H
	depression
	I
	dizziness

	J
	behavioural difficulties
	K
	learning difficulties
	L
	Other:

	M
	Other:
	
	Other:
	
	Other: 


19-2.     Genitourinary 

	A
	frequency
	B
	incontinence
	C
	Other: 

	D
	Other: 
	E
	Other: 
	F
	Other: 


29-3.    Skin

	A
	flushing
	B
	rashes
	C
	hives

	D
	burning on skin
	E
	cuts on skin
	F
	Tingling on skin

	G
	Other:
	
	Other :
	
	Other: 


19-4.    Musculoskeletal

	A
	muscle spasms
	B
	joint pain
	C
	backaches

	D
	swollen limbs
	E
	Other: 
	
	Other:


19-5.    Respiratory

	A
	frequent colds
	B
	chronic bronchitis
	C
	asthma

	D
	Other:
	
	Other:
	
	Other:


19-6.    Cardiovascular

	A
	rapid heartbeat
	B
	irregular heartbeat
	C
	hypertension

	D
	migraines
	E
	mild heart attack
	F
	Other: 

	
	Other:
	
	Other:
	
	Other:


19-7 Eyes 

	A
	burning eyes
	B
	pain in eyes
	C
	constant tearing

	D
	blurred vision
	E
	dry eyes
	F
	Swelling around eyes

	G
	Other
	
	Other
	
	Other


19-8.   Ear, Nose, Throat

	A
	nasal stuffiness 
	B
	earaches
	C
	watery eyes

	D
	sinus infections
	E
	congestion
	F
	Buzzing in the ears

	G
	Other: 
	
	Other:
	
	Other: 


19-9. Gastro-intestinal

	A
	stomach ache
	B
	nausea
	C
	vomiting

	D
	indigestion
	E
	diarrhea
	F
	flatulence

	G
	liver problems
	H
	Other: 
	
	Other: 


20. Where did your initial symptoms occur?


   A. 
home
                                                         B.   workplace






               C. 
Other

21. Where were you living when you developed this condition?   

                  A.   
town
 







                  B.   
apartment






     
     C. 
House

     D. 
Countryside

22. Where did you work?


     A.

town

     B. 
countryside

23. Do you have intolerance to light?




A. 
Yes




   

         

B. 
No




                 

24. What kind of light intolerance?











A. 
 solar    




   C. 
neon lights

B. 
     light bulbs   



    D. 
light boards








    E. Other: 

25. Have you consulted a physician for these symptoms?

               A. 
Yes

               B. 
No

C. PRESENT SITUATION

26. What are your main symptoms now? 

(circle the applicable letters below)

26-1.     Central nervous system

	A
	fatigue
	B
	confusion
	C
	hyperactivity

	D
	tension
	E
	memory loss
	F
	sleep disturbances

	G
	headaches
	H
	depression
	I
	dizziness

	J
	behavioural difficulties
	K
	learning difficulties
	L
	Other:

	M
	
	N
	
	O
	


26-2.     Genitourinary 

	A
	frequency
	B
	incontinence
	C
	other: 

	D
	
	E
	
	F
	


26-3.    Skin

	A
	flushing
	B
	rashes
	C
	hives

	D
	burning on skin
	E
	cuts on skin
	F
	Tingling on skin

	G
	other: 
	H
	other:
	I
	other: 


26-4.    Musculoskeletal

	A
	muscle spasms
	B
	joint pain
	C
	backaches

	D
	swollen limbs
	E
	Other:
	F
	Other: 


26-5.    Respiratory

	A
	frequent colds
	B
	chronic bronchitis
	C
	asthma

	D
	other
	
	other
	
	other


26-6.    Cardiovascular

	A
	rapid heartbeat
	B
	irregular heartbeat
	C
	hypertension

	D
	migraines
	E
	mild heart attack
	F
	Other: 


26-7 Eyes 

	A
	burning eyes
	B
	pain in eyes
	C
	constant tearing

	D
	blurred vision
	E
	dry eyes
	F
	Swelling around eyes

	G
	Other
	H
	Other
	I
	Other


26-8.   Ear, Nose, Throat

	A
	nasal stuffiness 
	B
	earaches
	C
	watery eyes

	D
	sinus infections
	E
	congestion
	F
	Buzzing in the ears

	G
	Other:
	H
	Other: 
	I
	Other: 


26-9. Gastro-intestinal

	A
	stomach ache
	B
	nausea
	C
	vomiting

	D
	indigestion
	E
	diarrhea
	F
	flatulence

	G
	liver problems
	H
	Other: 
	I
	Other: 


27. Your symptoms are now triggered by exposure to:

       A. 
cell phone


          F. GPS

      B. 
television

                     G. personal WiFi

      C. 
neighbour’s WiFi                             H. DECT phone

      D. 
proximity near voltage line              I. proximity near a current transformer

      E. 
proximity to a windmill                   J. computer :         Ji. desktop- LED tube screen


  





 Jii. laptop
        Jiii. desktop-flat screen




     K. 

Other, 

          Please explain: 





         

27. How far from your home is the nearest cell tower?


    A. 
less than 30 ft




D. 
less than 650 ft

    B. 
less than 150 ft


         
            E. 
more than 650 ft
   
   C. 
less than 300 ft


                        F.
 don't know

28. How far from your workplace is the nearest cell tower?


    A. 
less than 30 ft




 D. 
less than 650 ft

    B. less than 150 ft




 E.  
more than 650 ft
    
    C. less than 300 ft



             F.  
don't know

29. How far do you react to a cell tower?

 
    A. less than 30 ft




 D. 
less than 650 pc


    B. less than 150 pc


             E. 
more than 650 pc

                C. less than 300 pc


             F. 
don't know

30. Are your symptoms triggered when people are:

                                                           using a cell phone near you?                 A. Yes                      B. No





    using a computer near you?           C. Yes                       D. No  

31. Are your symptoms triggered in:


            A. subway




i)  Yes
                  ii)  No
















B. train




 i) Yes                   ii)  No




C. supermarket


   
 i)  Yes
       ii)  No


            D. home, during the day                              i) Yes                   ii)  No


            E. home, during the night                            i)  Yes                  ii)  No



F. your workplace                                         i)  Yes                  ii)  No



G. street                                                         i)  Yes                   ii)  No


            H. other:          i)                                                    

                                                ii)
32. Do your symptoms decrease when you move away from the exposure?

               A.    Yes                    B.    No

33. Are you able to work?  




  A. Yes   
               B. No  (Please go to question 43)

34. If Yes, please indicate your workplace:

	A
	office
	B
	school
	C
	factory

	D
	home
	E
	hospital
	F
	other: 


35. Has your employer made any effort to accommodate your condition?   

A. Yes   

B. No

36.   If Yes, what accommodations have been made?

	A
	separate office
	B
	no carpeting
	C
	ventilation 

	D
	appropriate distance from the office machines
	E
	other: 
	
	other:


37. If No to question 36, on a scale of 1 to 10, how hard is it for you to work? (1 being extremely difficult and 10 being very easy)

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


38. Do the other employees understand your illness?   

A. 
Yes   
B. 
No

39. Has there been any harassment due to your requirements? (Harassment would mean deliberately not providing accommodation despite knowing that this will make you ill.)  

A.     Yes   
B. 
No

40.  
If your answer to question number 36 was No, since which year have you been disabled/unable to work? _____________

        
41. Did you receive CSST/Disability when you were disabled?   

A.     Yes   
B. 
No



42. If your answer is No, were you refused CSST/Disability?

A.     Yes   
B. 
No

43. 
If Yes, what was the reason for refusal? i)__________________________________________________________________________________ii)________________________________________________________________________________


iii)_________________________________________________________________________________


iv)_________________________________________________________________________________


v)__________________________________________________________________________________

44.
Are you presently disabled? 

A.     Yes   
B. 
No

45. Do you get ill when you leave your home?

A.     Yes   
B. 
No

E. SAFETY PROTECTIONS

46. What do you do to avoid the symptoms? Did you get rid of your:
















A. cell phone 


       
i)  Yes
                  ii)  No




B. WiFi


                       i)  Yes
                  ii)  No


           C. cordless phone                                        i)  Yes
     
       ii)  No


            D. television                                                 i)  Yes
     
       ii)  No 

 E. Electrical appliances                             i)  Yes
      ii)  No 

     computers



E. do you have a Faraday cage?                i)  Yes
     
       ii)  No















            F.  have you bought protective clothing?           i)  Yes
                     ii)  No



            G.  have you moved to another home?     i)  Yes
                  ii)  No


            H.  do you live in white zone?                    i)  Yes
                  ii)  No


            I. have you moved your workplace?              i)  Yes
       
       ii)  No

47. Have you received any appropriate treatment?

              A.       Yes                    B.       No

48. What kind of treatment?

    A. homeopathy       B. phytotherapy       C. allopathy        D. other

49. Is/are the treatment/s effective?

             A.    totally                 B.    partially              C.    no     

50. Have you measured the electromagnetic fields in your home?

              A.       Yes                    B.       No

51. Have you measured the electromagnetic fields in your workplace?

              A.       Yes                    B.       No

F. EVERYDAY LIFE

52. What are the socio professional consequences of your electro sensitivity in your everyday life?


                    A. you had/have problems with your marriage

                      B. your family does not understand your electro sensitivity or does not help you

                      C. you have problems with personal relationships and have lost friends

                      D. you had/have problems in your job

                      E. you are now jobless

                      F. you are now homeless

                      G. you are a victim of medical rejection

53. Is there any place you are able to visit without having a reaction?

	A
	house of friend or relative suffering from EMF
	B
	house of friend or relative not suffering from EMF
	C
	public buildings

	D
	restaurant
	E
	movies
	F
	hair dresser

	G
	theatre
	H
	school/university
	I
	library

	J
	stores
	K
	Inside a car
	L
	Hospital / clinic

	M
	other
	N
	other
	O
	other


54. What are the most difficult consequences for you?

A. break up of marriage

B. break up of family

C. lack of support from family and friends

D. inadequate work conditions

E. loss of job

F. waste of years of study / degree

G. waste of years of job experience

H. homelessness

I. isolation

J. exclusion from society

K. lack of support services

L. physician’s negative reaction

M. lack of support from medical world

N. your chronic health condition due to constant exposures

O. the resulting:

                                                i)   financial problems

                                                ii)  hardship to live from day to day

                                                iii) poverty

P. other        _________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, the undersigned, give permission for the information collected by ASEQ-EHAQ on the questionnaire attached to be entered into a database.   I understand that no identifying information (name, address or contact information) will be entered into the database.

______________________________

Signature 

______________________________

Date

Association pour la santé environnementale du Québec /  Environmental Health Association of Quebec 

(ASEQ-EHAQ)

6 Trianon, Dollard-des-Ormeaux, Québec H9A 2H8

Tel: (514) 683-5701   Fax: (514) 683-2468

bureau@aseq-ehaq.ca         office@aseq-ehaq.ca
www.aseq-ehaq.ca
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