Supplemental Content 1: Items from questionnaire included at each evaluation

Psychosocial Outcomes Questionnaire

	I.  Biographical Information

	1. Patient or Control?

1 = Patient      2 = Control                                                                    _____

	2.  Name:_________________  ______________________

                     Last                                   First 

	3. Current Address:



	4.  Phone Number:(H) __ __ __. __ __ __.__ __ __ __

                                (W) __ __ __. __ __ __.__ __ __ __

	5.  Name of Possible Individual to Contact for Further Information (if needed):

	6.  Optimal Time to Contact:

	7.  Date of Birth:                                                      ___ ___ ___ ___ ___ ___ 

	8. Gave verbal consent to participate?

1 = Yes          2 = No                                                                              _____


	II.  Current Status (within the previous month)  

	1.  Marital Status: 

1.  Single                   3.  Separated                  5.  Widowed

2.  Married                4.  Divorced                    6.  Co-habitating       ________                       

Has your marital status changed within the past 5 years?         
1. Yes   2. No                                                                                      ________

• If yes, how?
1.  Single                   3.  Separated                  5.  Widowed

2.  Married                4.  Divorced                    6.  Co-habitating       ________    

	2.  Living Status:
1.  Alone                  3.  Parent(s)             5.  Assisted Living (group home) 

2.  Roommate(s)      4.  Significant Other(s)                                            ______

Has your living situation changed within the past 5 years?               ______

1. Yes   2. No                                                                                    
•     If yes, how?                                                                                       ______

	3.  Assistance required when taking medications? 

1. Yes   2. No                                                                                          _______

Assistance required making appointments?  1. Yes   2. No               _______

Assistance required in showering activities?   1. Yes   2. No             _______

	4.  Current Medications:
a.  Number of AEDs:                                                                                 ______

AED med names:                                        _____________________________

Are you currently taking any medications for mood, anxiety, etc.?   ______

1. Yes   2. No

 b.  Medication Names:                              ______________________________      

                                         

	5.   Classification of postoperative seizure outcome:


How many seizures in the past year:                                                         ______                                                               

Type of seizure(s):

1. simple partial         3. 2nd generalized

2. complex partial      4. status (since surgery)                                          ______

	6.  6.   Seizure Classification (in the previous year): 

1.  Seizure free

2.  Having auras or 1 seizure

3.  2-12 seizures

4.  Greater than 12 seizures                                                                     ______

	7.  Reoperation

Within the past 5 years, have you undergone another surgery for epilepsy?    1. Yes   2. No                                                                 _______

• If yes, when? (year)                                                                             _______

Have you undergone VNS?                                                                  _______

1. Yes   2. No

• If yes, when? (year)                                                                             _______

	8.  Driver’s license?
1. Yes   2. No                                                                                          _______

Are your driving privileges currently suspended?  1. Yes   2. No    _______

Do you want to drive?    1. Yes   2. No                                                 _______

	9.  Within the past 5 years have you lost your drivers license due to seizure activity?

1. Yes   2. No                                                                                         _______

	10.  In the past 5 years has there been any change in your level of education?

1. Yes   2. No                                                                                            _____

· If yes, are you currently considered:

1. Part-time student (less than 12 hours)

2. Full-time student (12 or more hours)                                                   ______

	· If yes, what is your current level of education?
1.  GED

2.  High School diploma

3.  Associates Degree

4.  Trade Certification

5.  College Degree

6.  Graduate Degree

7.  Other______________________                                                         _____



	11.  Are you currently employed? 

1. Yes   2. No                                                                                             ______

If Yes, answer the following:
a.   What is your job title?   _________________

b.  How many hours a week did you work?                                             ______

c.  Are you considered a 1. Part-time or  2. Full-time employee?            ______

d.  Are you earning minimum wage or above?

       1. Below     2.  At    3. Above                                                             ______
e.  How long have you worked in this position (Yrs.)?                            ______

f.  Do you consider yourself overqualified for the job? 1. Yes   2. No    ______

	· If No, answer the following:
a.   When was your last paid employment (date)?                                     ______

b.   What was your job title?   ____________________

c.   How many hours a week did you work?                                              ______

e.   Were you considered (1.) Part-time or (2.) Full-time employee?        ______

f.    Were your earning minimum wage or above?

     1. Below    2. At    3. Above                                                                 ______

g.   How long did you have this position (mos)?                                      ______

h.   Reason for leaving position related to seizure activity?    1. Yes   2. No  _____

i.   Did you consider yourself overqualified for the job?    1. Yes   2. No      _____

What was your longest period of employment (Mo.s)?                              _____

	Has there been a change in your employment status in the past 5 years? 
 1. Yes   2. No                                                                                            ______

	12. Are you currently a homemaker?      1. Yes   2. No                         ______
a.   Are you working at home by choice?  1. Yes   2. No                           ______

b.   How long have you been a homemaker (Mo.s)?                                  ______

c.   Are you currently looking for outside employment?  1. Yes   2. No   ______

d.   How long have you been seeking outside employment (Mo.s)?          ______

	13.  Are you receiving any of the following forms of government assistance?
1. Yes   2. No                                                                                          _______

· If yes, what type:
1.   SSI      2.  SSDI      3.  WW                                                               _______

If yes, how long had you been receiving financial assistance?           _______

	14. Have you utilized any vocational rehabilitation services in the past 5 years? 1. Yes   2. No                                                           ______                   
Did you receive Assessment services?  1. Yes   2. No                     ______

Did you receive Job Placement services?  1. Yes   2. No                ______

Did you receive Vocational Counseling services?  1. Yes   2. No  ______
Did you receive Assessment services?  1. Yes   2. No                           ______

	III. Quality of Life

Quality of life is defined as (a) a general sense of well being related to the level of satisfaction or dissatisfaction in the areas of life that are viewed as important to you, and (b) the degree of satisfaction with your current life circumstances.

	1.   Overall, how would you rate your quality of life (10-0)?  

10 = Best Possible Quality of Life   ---0 = Worst Possible Quality of Life (as bad as or worse than being dead).

0  1   2   3   4   5   6   7   8   9  10                             _______

	2.   How has the QUALITY OF YOUR LIFE been during the past 4 weeks (that is, how have things been going for your)? (Dartmouth Coop Chart: 1-5)

1  = Very well: could hardly be better   ---5 = Very bad: could hardly be worse 

1   2   3   4   5                                             ______

	IV.  Final Open Ended Questions

	1.  What were the deciding factors, which influenced your decision to have surgery?

	2.  If you had to do things over, would you have your surgery again?  Why?  1. Yes   2. No                                                                           ______

	3.  How satisfied are you with the results of your surgery? (1-10)

10 = Very satisfied to 1 = Very unsatisfied                                              ______

	V. Mood

	1.  Are you currently seeing a therapist, counselor, psychologist or psychiatrist? 1. Yes   2. No                                                                    _______
2.  Have you seen anyone regularly for mood, anxiety, etc. in the past year?

1. Yes   2. No                                                                                           _______
3.  Have you been diagnosed with depression, anxiety, etc. in the past year?

1. Yes   2. No                                                                                          _______ 
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