
Keruguelen's Disease Survey

Name _______ Date_________

Please tick the boxes if the following applies to you
You never dream in colour
You cannot imagine faces
You often wake up with the sensation that you are falling
You cannot taste mint
You are prone to motion sickness
You can recall songs from memory after 1 listen
You prefer cold drinks over hot ones.

Blood type____ Postcode________ DOB___________

Patient's signature__________

*This is not a real medical survey but merely an example


