Supplementary
Table 1 Somatic Symptom Questionnaire
	Number: ____--___--___      
Please indicate whether you experienced any of the following emotions during the experiment you just conducted. Use a scale of 1 to 3 to rate your level of certainty. A score of 1 means you did not experience the emotion, a score of 2 means you are uncertain if you did, and a score of 3 means you did. Please place the score in parentheses after each emotion.

	Pricking sensation      （    ）
	Itchy               （    ）

	Burning sensation      （    ）
	Skin turns red        （    ）

	Headache             （    ）
	Fatigue             （    ）

	Shoulder pain         （    ）
	Mental confusion     （    ）

	Nausea              （    ）
	Sweet taste          （    ）

	Metallic taste         （    ）
	Flashing lights       （    ）

	Mood change         （    ）                      If yes, what kind of mood?  ____________



Table 2 Somatic Symptom Scores under different stimulation conditions
	
	tDCS (Mean ± SD)
	Sham (Mean ± SD)

	Symptom
	Congruent
	Incongruent
	Congruent
	Incongruent

	Burning sensation
	2.40±0.76
	2.56±0.71
	2.40±0.82
	2.24±0.88

	Burning sensation
	1.56±0.77
	1.48±0.71
	1.68±0.85
	1.80±0.76

	Headache
	1.28±0.61
	1.40±0.65
	1.36±0.57
	0.64±0.13

	Shoulder pain
	1.04±0.20
	1.12±0.33
	1.08±0.28
	1.04±0.20

	Nausea
	1.04±0.20
	1.04±0.20
	1.08±0.40
	1.12±0.44

	Metallic taste
	1.12±0.44
	1.04±0.20
	1.04±0.20
	1.08±0.28

	Itchy 
	1.56±0.82
	1.64±0.91
	1.36±0.70
	1.32±0.67

	Skin turns red  
	1.04±0.20
	1.08±0.28
	1.12±0.33
	1.20±0.41

	Fatigue
	1.72±0.84
	1.80±0.87
	2.04±0.89
	1.92±0.91

	Mental confusion 
	1.44±0.71
	1.56±0.71
	1.84±0.90
	1.64±0.86

	Sweet taste
	1.00±0.00
	1.00±0.00
	1.00±0.00
	1.00±0.00

	Flashing lights
	1.04±0.20
	1.08±0.28
	1.00±0.00
	1.00±0.00

	Mood change
	1.28±0.61
	1.12±0.52
	1.16±0.37
	1.32±0.14
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