SYNESTHESIA AND ANOMALOUS EXPERIENCES:
A SURVEY INVESTIGATION
This survey is intended to gather information on possible links between synesthesia and anomalous sensitivities.  If you’re a synesthete, your response will be incredibly valuable.  Even if you’ve never had an anomalous experience in your life, we need to hear from you to get an accurate read on how frequent these sorts of perceptions are amongst individuals with synesthesia.  
Please answer honestly and matter of factly.  Your responses will be combined with those of other anonymous respondents – and kept confidential. 

Please download and send your completed survey version by email or snail mail to the survey’s author, Michael Jawer.  Addresses are mjawer@emotiongateway.com or (via regular mail) 8624 McHenry Street, Vienna VA 22180.  Thank you very much for participating!     

_________________________________________________________________

1)  Your age:
____ (years)

2)  Gender:
Male ____ 
Female ____

3)  Have you been a synesthete all your life?
    Yes ____
  No____
(If yes, skip to Q7.)

4)  If no, what age were you when your synesthesia developed?    
     Age ____    Don’t recall ____
5)  Was there any sort of ‘trigger event’ for your synesthesia at that time?   

     Yes ____    No ____

6) If yes to above, please describe:
    _________________________________________________________________

    _________________________________________________________________

    _________________________________________________________________

    _________________________________________________________________

7)  Are you right-handed?  _____
Left-handed? ____ 
or Ambidextrous? ____  

8)  How would you describe your emotional style (when relating to others)?  Please circle one of the numbers below:

Restrained 







 Emotive

__________________________________________________________________


1

2


3


4

5

9)  What type(s) of synesthesia do you have?  Which “inducers” (far left column) produce which perceptions (top row)?  Check all that apply in the appropriate ‘crossover’ boxes.   
	Inducer 
	Graphemes
	Sounds
	Shapes/Touch
	Smells
	Tastes
	Temper-ature
	Colors
	Music
	Emotions
	Move-ment
	People

	Graphemes
	
	
	
	
	
	
	
	
	
	
	

	Sounds
	
	
	
	
	
	
	
	
	
	
	

	Shapes/Touch
	
	
	
	
	
	
	
	
	
	
	

	Smells
	
	
	
	
	
	
	
	
	
	
	

	Tastes
	
	
	
	
	
	
	
	
	
	
	

	Temperature
	
	
	
	
	
	
	
	
	
	
	

	Colors
	
	
	
	
	
	
	
	
	
	
	

	Music
	
	
	
	
	
	
	
	
	
	
	

	Emotions
	
	
	
	
	
	
	
	
	
	
	

	Movement
	
	
	
	
	
	
	
	
	
	
	

	People
	
	
	
	
	
	
	
	
	
	
	


10)  If you have a type (or types) of synesthesia not listed above – for example, mirror touch –  please write it in below.  Specify what stimulus/inducer produces what perception(s):

Type: __________________  produces __________________

Type: __________________  produces __________________

Type: __________________  produces __________________

Type: __________________  produces __________________

Type: __________________  produces __________________

11) Are you mostly an “associative” synesthete or a “projective” synesthete?  In other words, to what extent do your perceptions tend to be experienced in your mind’s eye (Associative) versus in the space around you (Projective)?  While this may vary for you quite a bit, circle the number that you would say is most appropriate on the continuum below.

 Associative







   Projective
__________________________________________________________________


1

2


3


4

5

12)  Does (or did) a close family member (child, sibling, parent, grandparent, aunt or uncle, first cousin) have any form of synesthesia as well?  


Yes ____
No  ____      Not sure ____  
13)  If yes, who is/was that family member/those family members?

Relation  ________________________
 


Relation ________________________



Relation ________________________


Relation ________________________

Relation ________________________



Relation ________________________
14)  Have you ever been affected by any of the following?  (Check any that apply; if not, leave blank and skip to Q17.)


Asthma
  
____

Depression/mood imbalance
 ____


Allergies

____

Chronic fatigue/exhaustion
 ____



Migraine headaches
____

Fibromyalgia/chronic pain
 ____

Irritable bowel

____

Multiple chemical sensitivity
 ____

Sleep disorder

____

Nightmares or sleep disorder  _____


Eating disorder
____

Hyperactivity/Attention deficit disorder  ___

Hypertension

____

Persistent skin condition/rash  ____


Autism


____

Asperger’s Syndrome

 ____

Other (please describe) ______________________________________________

15)  To your knowledge, has a close family member (child, sibling, parent, grandparent, aunt or uncle, first cousin) lived with at least one of the conditions you checked above?


Yes ____
No  ____  
Not sure ____  


16)  If yes, who is/was that family member(s) and what is/was the condition?


Relation  ________________________
Condition _____________________ 


Relation ________________________
Condition _____________________


Relation ________________________
Condition _____________________


Relation ________________________
Condition _____________________


Relation ________________________
Condition _____________________

Relation ________________________
Condition _____________________

17)  Are you physically or emotionally affected in advance by changing weather, such as approaching thunderstorms?  
Yes _____     No _____  (If no, skip to Q21.)
18)  At about what age did you first start to notice this characteristic? 

        Age ____
     Not sure ____

19)  Have you ever had a déjà vu experience?

Yes _____     No _____  (If no, skip to Q21.)
20)  If yes, how often has this type of experience recurred?

       Rarely ____
Intermittently ____ 
 Frequently ____

21)  Does your presence ever appear to affect electrical or mechanical devices (such as lamps, watches, computer monitors, home appliances, etc.) ?

       Yes _____     No _____  (If no, skip to Q24.)

22)  If yes, please note which device(s) and describe the circumstances below.

      ________________________________________________________________

      ________________________________________________________________


      ________________________________________________________________

      ________________________________________________________________

23)  At about what age did you first start to notice this apparent effect? 

Age ____
     Not sure ____


24)  Do you ever have lucid dreams, i.e., where you realize you are dreaming and can manipulate your dream experience
        

        Yes ____
     No ____   (If no, skip to Q27.)

25)  How frequently do you dream lucidly?

       Rarely ____    
Intermittently ____
Frequently ____ 

26)  At about what age do you recall beginning to have lucid dreams?

Age ____
     Not sure ____


27)  Do you see or otherwise perceive auras around people?
        
        Yes ____
     No ____   (If no, skip to Q29.)

28)  At about what age did you first start to notice this capacity? 

Age ____
     Not sure ____


29)  Do you feel or otherwise sense energy emanating from other people?  
       Yes____        No ____  (If no, skip to Q31.) 
30)  At about what age did you first start to notice this capacity? 

       Age ____
     Not sure ____

31)  Have you ever felt what another person is feeling, at a distance, where there was no clear-cut physical way for you to know what was happening to him or her?

       Yes____        No ____  
       If no, skip to Q37.  If yes, briefly describe the experience:

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

32)  Approximately what age were you when you had this experience?  

        Age ____      Not sure ____

33)  Did that person later corroborate what was happening to him/her at that particular time?

        Yes ____      No ____

34)  Has this experience or something similar to it recurred?

        Yes ____
      No ____  (If no, skip to Q37.)
35)  If yes, how often has this type of experience recurred?

       Once ___        Rarely ____
Intermittently ____
Frequently ____

36)  Briefly describe this other experience or experiences:

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

       ________________________________________________________________

37)  Have you ever sensed an apparition, i.e., seen, heard, smelled or felt something in your presence that you couldn’t verify was physically there?

       Yes ____
     No ____
  Unsure ____

       If no, skip to Q42.  If yes, briefly describe the sensation or phenomenon:
       ________________________________________________________________

       ________________________________________________________________

       ________________________________________________________________

       ________________________________________________________________

       ________________________________________________________________

38)  Approximately what age were you when you had this experience (these experiences)?  

        Age ____      Not sure ____
39)  Has this experience or something similar to it recurred?

        Yes ____
      No ____  (If no, skip to Q42.)
40)  If yes, how often has this type of experience recurred?

       Once ___        Rarely ____
Intermittently ___ 
 Frequently ____

41)  Briefly describe the sensation or phenomenon experienced (if different from your answer to Q37):

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

42)  Is there anything further you would like to add that might be relevant to this survey?  

       __________________________________________________________________

       __________________________________________________________________

       __________________________________________________________________

       _____________________________________________________________

43)  If you are willing, please go to this link and take the 10-minute Boundary Quiz.  This relates to emotional style – it is fun to do and illuminating.  
This is an optional step, but if you go on to take the quiz, please provide your score immediately below before clicking “finish” to complete this survey.  (The linked webpage will automatically tabulate your Boundary score.)


My Boundary Score is ______
Thank you very much for your time and interest in taking this survey.  To reiterate, all information provided will be kept confidential, and will be aggregated with that of other anonymous survey participants.

In future, if you are willing to grant a follow-up interview, please give your permission by filling in the portion below.  We will hold your name and address in confidence, and contact you only if we wish to speak with you personally.  If you would rather not, simply leave this area blank.

Name  ____________________________________________________________

Email address ________________________   Phone number ________________
I give my permission for Michael Jawer, the author of this survey, and/or his associates, to contact me in relation to this survey for the purpose of scheduling a follow-up interview.  I understand all information provided, whether in writing or in person, will remain strictly confidential.

Signature _________________________________________
Date ___________     

