2018 September 21*
= Dr. Philip Kinkel — UCSD- San Diego, California
= Criminal Negligence >

UC San Diego Health

Dr. Revere Kinkel:

Dr. Revere Kinkel would be the very last neurologist that | saw in the United States. And the intent to perpetuate medical negligence
was present in the very last appointment as well. The appointment is the typical format of past US neurology appointments, even
when there is clear indication with all the medical evidence to substantiate giving the medications for MS the doctor denies all the
diagnostics and many of the medical statements are not substantiable. This was immediately after two neurologist appointments
abroad that confirmed that | do have a secondary progressive form of MS that requires persistent management and treatment.

Dr. Kinkel’s report is given below, followed by a statement by station negation of his report.
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Multiple Sclerosis Center

First visit: 9/21/2018  Last visit: NA  Current visil: 2/21/2018

Consultation Source: ssif refarrad

Reason for Visit: "o get an awharization fo recelve Tecfidera In the unlied states®

Qi gnosis: Daferred panding further diagnostic evakuation and review of entire

il
records
Narrative History for Current Visit: Narendra Mirmal Jana is 2 33 year old male residing in Massachusstis

wiho redurma Lo San Diego avary two mondbs. He ravels freguently o Europe and Mexico and is also snen by
providars in thoss locations. He was ssen alone today.

The ancountar with this young man was axtremely odd and confusing and would have requinsd & visit in
axcees of 112 hrs to make any headway, if not for the note in ERIC from a recent visit to a UCLA neurologist
(D Willlamson) who he visited on 919118, two days before his visit with me. As descabed Dr Wilkamson's
coneultation nota (much of which | copied below), | foo entared the exam room and found Narendra saated with
iz laptop open to show me MR imagas. He rapidly informed me of his prior diagnosis of M3 by various
naurologists in Europa, Maxico and elsewhara (none in the states) and that the diagnosis was unguastionably
correcl and well docurmented. He woukd not initsally provide any history (mare on this Taber} and would orby.
agres lo provide some of his exlensive eoords hewas evasive when asked why he refused Lo provide all of his
recands and imaging studies: in fact he specifically uplesded only eedain MR images into our PACs system

and refused to upload the rest, concemed that the exira Images would bias my viewpoint.

Ewentually and with much affort he provided some historical evid of albeit nol
consisient with M3. Interasting the account | received was similar fo that provided o Or Wllhamson at LICLA
(hig history is provided balow?, o | have appendad his history a5 wedl,

Marandra infarmed me that his symptoms began in 2002 when he noticed “pale vision” and gradeal
canstriction of tempaoral fields which progressed over several years, He then showed me Humphrey Parmeter
tasts with severaly constrictad fields (tunnel vision). He became argumentative when 1 informed him that the
Humphrey perimetry resuits wera nof consistant with an oplic feuropathy or M5 (mors oonslstenl with
plaucama). From hare the history bacame o and mastly of multi- and

ias with gait p ping al some point in ime, | left the room at this point to review apic
records and found the Ful(cming note by Dr Wiliamson, | was able to confirm much of Dr Wiliamson's history
when | subsaquantly retumad 1o talk with Marendra furiher.

Pririted on 11/5/2018 5:38 AM Page 1

i 200 W, Arhor Dr. JANANARENDRA NIRMAL
UC San DI{‘.gO Health LIC San Diesges Health MRM: 30340724
San Diegs CA 92103 DCE. 102711984, Sew: M
Enc Data: 0821118
Progress Notes (continued)
Progress Notes by Kinkel, Revera Philip, MD at 0821718 1400 Mersion 1 of 1

History provided to Dr Williamson at UCLA (3/18/18} (Copied from his note verbatum)
e was healthy pricr then had gradual onset of 'phyaical pain' cirea 2007-08 a3 he recounts his fingers and toes
wient numb - he reportedly fiest sought attention in 2008, Unforiunately, doesn't have dises with him and
insteads provides documents including scfeenshats of brain MRI study with some mild hypesntensity in both
basal garglia - apparently not much was mada of this ard this dossn'l appear on later studies, There may alsa
be seme mild signs of atrophy on same study, but this ore locks similar to later plotures. He also reports he
had severe headaches at fhe time - persistent and bitateral without remission; comments that the only time this
remitted was with 1V steraids starting 9.2017 and that valpeaic acld or ather things were failed therapias in the
inderim.
Mext i | acuta problems with mability in 2004,08,10 - detalls leg siiffiness and weakness
aplsodss and reparts around the same time he was expariencing trouble with pake vision bilaterally and
interastingly shows what he says is a "phetoshop” piclure to try to demonstrate how parls of his vislon were
blurred bilaterslly [shows a picture of a beach with peripheral areas and part of the eenter whited out' or more
pala than biues sky in other areas,
Has axtensive reconds, which amaunt ta a computer file and some paper coples, that he hae pieced togather
himseif rather than physical or complete reports from other medical facilities; does, however, have soms of the
more complete MR sequences koaded on to his computer - but again, does nod provide us with coples of same
for Ioading inlo our syslem,
Says he next abdained a 10,2012 MR brain because he couldn't see exiremities but could ses central vision
[when looking af other people] - this MR of the brain looks essentially normal but in the ocoipital area there
may be subile hyparintansity, whike the basal gangliz that may have had subtle hyperintensity cn 2008 study
looks normal, Says he had an optic test that confirmed ‘oceluded vislon' but states nothing was dons then.
Says he was in college 3t this ume but had to lay in bad due to headaches; then states pain in his extremitles
or face would ofen be with e finished school, started working as an 1T
engineer, but by 2016 was suffering headaches to the point where he “couldn't think.” Says a number of over
the courder medications didat helo, eventually sought FDG-PET scan aut of cuunlry lhatslales there vias
hypometabolism In pesteriar pars of the brain i witha procass.” he
latar showed a normal study of the same reporfedly from the sama institution in East Asia and makes the
argument that staroid course was the causa of the Improvement.
He is difficult fo comect or redirsct and is allewed to expound on how this changsd over time. The only notes |
received from oulside inslitulion mentlon he was cared for in India arcund this tims but he doean’t mantion thés
ne confirmideny at any point.
He also had a 2016 EEG [in vet another country in ‘Asia] shawing sharp waves in posterior parts of the brain
prompting additional EEG testing that showsd pi right frantal o - he was rapartadly
started on keppra [possibly in sddition to ualpmate]. Complains that at this peint he was experiencing
"pseudobulbar affect” [arguing that this is a clear sign of multiple sclerosis when point that Hs unclear why this
diagnosis had been considered] - saying he was experiancing spelis of crying or laughing for no reason. Says
Er"llepllephc madications didn't help or even worsenad symplums far the 2-3 months withowt benefit in physical
aither - i

that his optic " seemad to gel worse as did lack of sensation in
fimbs.
By 1.2017 he soughl attention in Europe that ied to C and T spine MR1 - -.m.m Iemmedly showad cantral
leslons presumed to explain some of his ing at this paint as he

wlthholds control of the compulerstudy sa | can review but when he is Ioroed 1o allow me fo look al the
pictures | can confirm that thers is lack of lesions nor etropiny that he is arguing and Instead we sae
of the tracls ly and b By in tha ¢ spine on axial images. He says the mports are in
smthsv |language from eastern europe when | asked o raview them then says he dosen't have them with him
when | raquastad to soe them anyways. After much debats, he then allows me to ses the t spine piclures
which similarly shows subtle central intensity - mars apparent than any in the c spina ysl only visibie on sagitial
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Progress Motes {continued)

Progross Notes by Kinkel, Revere Philip, MD at 09/21/18 1400 (continued) Wersion 1ol 1
pictures and not seen on limited axial sheas that de net show any abaormalily ror extend low enough o
examing the suspected finding on t spine study, Despite all the reported findings, he says he had no follow up
out of country at the time and instead came back io the unitad states at this point. The one recard we hava
from another healthcare system |s scanned In as an 8.2047 visit to an ER with neurclogy consult [nonetheless
says he was in a southern California ER prior in 4.2017 for visusl issuss described as loss of vision and sant
homea] - he s eonfronted with the fact that ha has not refaved any Information consistent with diagnosis of MS
nor the reported from cuiside recond treatment by this ime as statad in said recard and than says ha weant to
fijuzna fo see a neurclogist [versus ER] that reportedly confi 1 or had suspicion of MS. Next Icts and
says he went 1o mexico city or that In 2016 it had been suggested he may have an immune condition than but
when asked pointedly says it wasn't until 8:2017 that he staried on any immune tharapy then says he ook
interfaron around this lime due to findings on spine MRI which “helped some of his physical pain and
numbness but didn't do very mush." Oddly the patient uses terms lika give-way waaknass to detail what ather
physicians may have found. Next says because symptoms got warse he went [back?] to mexico city whera
they gave him 5 days of methylprednisone which helped him recover sensation for a couple months at most.
Provides follow up imagirg from 'sharly after that time’ 9.2017 of his brain thal again shows subtle occipital
hyperintensities and the questionable mild atrophy. Would comment thal this is less impressive than mild
atrophy. Again asking for report, he claims he has same from mexico city hospital but doesn't provide. Next
saye circa 10,2047 for recurrence of visual and sansory symploms he rapartadly soughl medical atiention in
Brazil, says he got staroids thers, which again helped. Next he foliowed up in mexico and shows Emited brain
images dated 10.2017 that wara unchanged from 9,2017 study, Confuses dates but sometima batwean 10 and
122017 he started fingolimed - reporis he did wall on this but discontinued by late 2017 due 1o costs.

Says 1.2018 he went back fo fijusna for recurrencs of symptoms and they again dosad steroids for a "third
time.” says his ability 1o see the color of skin tones improved again thareafier. albeit brefly. By 3 or 42015 he
went to an ER in Germany whils 'on vacation again’ whete bt was 1old the reascn he comes back o the ER is
bacause he needs consistent outpatient management for his MS and was treated with stercids - he
subsequently saw a physician in Berlin named Dr. Klatkfis who reportedly prescribed interfaron again. Says

ha's basn paying out of pocket for the ication. but s more expensive than steroids or ER visits. Says he
had another visi to east asia where FOG-PET w-as repeated 4. 2018 reporidly they dosed mathylprednisone
and balievad aftsrwards there was an imp 1in brain - Had another brain MR

52018 that he shows brief sagital picture from with possible T2 changes posteriorty again and when | ask
aboul any other spine MRI's says he's had 7 total but dossn't provide any additional images than fhese 1.2017
studies abave aside from briefly shoewing 2 jpey capiure from limited normal appearing sagital studies reported
1o be from B.2017. Does provide papers with heading stating they are from Bumrungrad International hospital
in "sast asia” which state there is slight dalay in average P100 latency of the left eye circa 8.2018.
Finally, Says he was treated with plasma exchange in maxice city last waek for complaint of worsened
symploms abave, and this helped again.
rmteqacted again al end of history to confront report from outsida hospital stating he had been treated with

sde and in tha past, he naither denies nor makes it clear that thesa things did or
didn't happen and bacomes agitated whan | discuss that we would not make nor confirm a dizgnosis of mudtipk:
solerosis with what v have and certainly could not prescribe a medication such as fingofmaod given the
ralayad history and findings helow, including falgned weakness on exam and questionable report of sansory
disturbance an ihe left hemibady splitting the midine and incleding the face and scalp.

Review of Systams: Complete 10 point review of symptoms from the patient self report questionnaire
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Progress Notes (continued)

Progress Notes by Kinkel, Revare Philip, MD at 0%21/18 1400 {continued) Marsion 1.6 1
was reviewed with the patient today. Any pertinent positives are listed above in the narrative history or
problem list.

Mo Known Allergies

Current Qutpatient Prescriptions

Medication Sig

= adapalens (DIFFERIN) 0.1 % Apply 1 Applicalion topically nightly. Use a small
creanm amount a8 directed

+ Dimathyl Fumarate Take 240 mg by mouth 2 times daily,

{TECFIDERA] 240 MG CPDR
+ HYDRCeodene-acetaminophen Take 1 fablet by mouth every 6 howrs as nasded for
{NORCO) 5-325 MG tablet Maoderate Pain {Pain Score 4-8).

Mo current facility-administerad medications for this visit.

Past Medical History:
Dizgnosis Diate
= Multiple sclerosis {CMS-HCC)

Past Surgical History:
rcedurs Laterality Dt
« NOPAST SURGERIES

Family Medical History:

Family History

Problem Ralalion Age of Onset
+ Diahetes Maternal Grandmothar
+ Diabetas hiaternal Grandfather

Examination;

BP 12376 (BP Location: Laft arm, BP Patient Position: Sitting, BP culf size: Regular) | Pulse 95 | Temp 88.2 °F
(36.87C) [Oral) | HL 5' 6" (1.676.m) | Wt 52.2 kg [!ISIb] | 8p02 98% | BN 18,56 hg.'m2

Ganeral: Examination of tha skin, joints and fas ; There wera no cervical,
oeular or cranial bruils.

Cognitive/Behavioral: Examination of cognillon, language and prosody revealed no abnomalities - Bahavioral
and affect was appropriate.

Cranial Nervas: Near visuzl acuity was J1+ OD and J5 O with glasses for comection. 10 /10 color plates weres
identified 0D and 310 05, Visual fields wers full to confrontation testing. Lids wera normal . Pupils wers
Tmm and reactive with o RAPD . Fundoscopic exam nsvealad definite optlc nerve paliur 05> 0D and large

optic cups. Eyes were orthotropic . Pursuit.and revaaled no abr lifies. Facial
revealed no iti I'estlng of facial 5ensahnn revsalsd no abnormalities, Hearing was

normal AD and normal AS. Bulbar

Prinded an 1162018 838 AM Pagad
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Progress Notes (continued)
Progress Notes by Kinkel, Revere Philip, MD at 09/21/18 1400 {continued Vearsion 1 of 1

Motor: Marked giveaway weakness on the left side with normal tone and no atrophy. Resistive strength in all
limbs

Cerabellar: Very slow FTHN with dysmetria on the left (see gait for description of midline/axial cersballum
dysfunction)

Sensory: Sensation to pp and temperature was NT. Vibration sensation duration (secs) was (RIL); Upper
extremity middle finger NDIND; Lower extremity big toe NT/NT.
Joint position sensation was normal . Stereognosis was nommal

Beflexes: (RiL): Biceps 0V0. BR 2+/2-, Triceps 2-/2-, Patella 2/2, Ankles 0/0. There was no clonus . The right toe
‘was downgoing and the laft toe downgoing on plantar stimulation

Gait Description: Siow hesitant namow basad gait with slight LLE lag and knee hyperextansion

Performance Measures:

8-Hole PEG Test 902112018
RUE 30.21

RUE (Best) 26.03

LUE 46.23

LUE (Best} 436

25 FL Ambulation Time gi21/2018

25 ft Ambulation Time - 1st Trial (Seconds) 10.8

Indef fently or With Assi 7 Independently
25 ft Ambulation Time - 2nd Trial {Seconds) 9.84
Independently or With Assist: 7 Indapendently

Mo flowsheet data found.
Mo flowsheat data found,
Mo flowsheet data found.

Mo flowshest data found.

Review of Imaging Studies:

1. MRI of brain 1218/2008 was reviewed: Nermal

2. MRl of brain 10/27/12 was reviewed: normal except vague T2 hyperintensity posterior PVWM of no
significance

3. MR of the cervical spine 1/10017 was reviewed: no intramadullary abnormalities

4. MRI of thoracic spine off of his computer only {not allowing me to handle the controls) may show a mid

Frinted on 11/6/20158 B:38 AM Page 5§
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Progress Notes (continued)

Progress Notes by Kinkel, Revere Philip, MD at 09/21/18 1400 (continued) Varsion 1 of 1

thoracic T2 hyperintensity on sagittal images but not able to determina if central or how longitudinally extensive

Non Imaging Studies
1. VEP 8/10y18 P100 118 0S and 105 0D
2. Humphrey Perimetry results with severe contricted fislds

Review of Labs:
1. C8F reportedly normal

Assessment:

Wery difficult to assess his young man; He has done some extensive doctor shopping all aver the werld
(Europe, India, Asia, USA, Mexico, South Amarica) and Is convinced of his diagnosis and needs. | am very
concermed that the visual symptoms and visual evaluations are more suggestive of glaucoma or other procass.
Certainly his Humphrey Parimetry resulls are not consistent with an optic neuropathy.

Atthe end of the visit | told him | would be willing to see him again and work with him only if he follows through
on my recommendations listed below,

After d ing the options available and the p tial t fits {pros) and risks (cons), we mutually decided
on the following management plan

Plan/contract:

If you are willing to upload all your films, gst blood drawn today, see opthalmology, and get standard CSF
analysis (which you are going to do oulside this country) we will considar prescribing medications if the
evaluation is consistent with MS or another inflammatory disordar. Othewisa we will not see you again

Total time spant by Dr Kinkel with the patient today was 70 minutes with over 50% of tha time spant an
education and counseling regarding their problem list and the assessment and plan

All Results
Mo results found
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A statement by statement negation of Dr. Kinkel’s report is given below:

1

2

9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

Consultation Source: self referred

Authar Type: Attending Physician

Status: Signed

Reason for Visit: "to get an authorization to receive Tecfidera in
the united states"

Principle Neurological Diagnosis: Deferred pending further
diagnostic evaluation and review of entire records

MNarrative History for Current Visit: Narendra Nirmal lanais a 33
year old male residing in Massachusetts

who returns to San Diego every two months, He travels
frequently to Europe and Mexico and is also seen by

providers in those locations. He was seen alone today.

The encounter with this young man was extreme ly odd and
confusing and would have reguired a visit in

excess of 1 1/2 hrs to make any headway, if not for the note in
EPIC from a recent vis it to a UCLA neurologist

{Dr Williamson) who he visited on 9/15/18, two days before his
wisit with me. As described Dr Willlamson's

consultation note (much of which | coplad below), | too
entered the exam room and found Narendra seated with

his laptop open to show me MR images.

Statement by Statement Negation

it was referred by Dr. Nicholas Dembitsky from Sharp hospital

9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

He rapidly informed me of his prior diagnosis of MS by va rious
neurclogists in Europe Mexico and elsewhere (none in the
states) and that the diagnosis was unquestionably

correct and well documented . He would not initially provide
any history (more on this later} and would only

agree to provide some of his extensive records; he was evasive
when asked why he refused to provide all of his

records and imaging studies; in fact he specifically uploaded
only certain MR images into our PACs system

and refused to upload the rest, concerned that the extra
images would bias my viewpoint.

Eventually and with much effort he provided some historical
evidence of sy albe it not necessary

Consi with M5, ing the account | received was
similar to that provided to Dr Williamson at UCLA

{his history is provided below), so | have appended his history
as well.

Marendra informed me that his symptoms began in 2009 when
he noticed “pale vision" and gradual

constriction of temporal fields which progressed over several
years, He then showed me Humphrey Perimeter

tests with severely constricted fields {tunnel vision).

I did provide all the records to Or. Kindle but due to how
medical records are stored in the US (after you introduce the
medical records into any system its hard to remove the records
form the system) | didn’t upload all the records immediately.
Some were uploaded after the appei for his reference.
The records included in the system and the ER presentation are
more than enough to determine that | do have M5 and that
that medication would have to be prescribed.,

Eg. MRIs showing lesions, brain atrophy, and neurodegeration
of the cervical spinal column down to the lumbar aleng with
optic neuropathy tests (VEP and optometry test) would be
more than enough to correlate the constellation of symptoms
that support M5,

3

4

8.21.2018-Dr. FPhilip Revere Kinkle Summary Original Text

He became argumentative when linformed him that the
Humphrey perimetry results were not consistent with an optic
neuropathy or MS (more consistent with

glaucoma) . From here the history became disjoint ed and
consisted mostly of multi-focal numbness and

paresthesias with gait problems developing at some paint in
time. | left the room at this point to review epic

records and found the following note by Dr Williamson. | was
able to confirm much of Dr Williamson's history

when | subsegquently returned to talk with Narendra further.
History provided to Dr Williamson at UCLA (9/19/18) (Copled
from his note verbatum)

he was healthy prior then had gradual onset of "physical pain’
circa 2007-08 as he recounts his fingers and toes

went numb - he reportedly first sought attention in 2008,
Unfortunately, doesn't have discs with him and

insteads provides documents including screenshots of brain
MRI study with some mild hyperintensity in both

basal ganglia - apparently not much was made of this and this
doesn't appear on later studies. There may also

be some mild signs of atrophy on same study, but this one
looks similar to later pictures,

Staterment by Statement Negation

The Humphry tests shows constricted visual fields but the VEP
and analysis of the optic disk are more for the diagnosis and
treatment of M5, The doctor comments on both during the
appeintment,

I gave the full MRI of the brain from 2008, the brain from 2012,
the cervical spine and the lumbar spine.

9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

He also reports he

had severe headaches at the time - persistent and bilateral
without remission ; comments that the only time this
remitted was with IV steroids starting 5.2017 and that valproic
acid or other things were failed therapies in the

interim.

MNext reportedly experienced acute problems with mobility in
2008,09, 10 - details leg stiffness and weakness

episodes and reports around the same time he was
experiencing trouble with pale vision bilaterally and
interestingly shows what he says is a "photoshop” picture to try
to demonstrate how parts of his vision were

blurred bilaterally [shows a picture of a beach with peripheral
areas and part of the center 'whited out’ or more

pale than blue sky in other areas,

Has extensive records, which amount to a computer file and
some paper copies, that he has pieced together

himself rather than physical or complete reports from other
medical facilities; does, however, have some of the

maore complete MRI sequences loaded on ta his computer - but
again, does not provide us with copies of same

for loading into our system,

Statement by Statement Negation

The headaches are derived from T1 lesions in the cervical
spinal column, which had by that time caused atrophy of the
cervical spine.

| stated that the peripheral vision was restricted, identical to
the Humphrey test. Not the central vision.

There are copies of it in the system, brain cervical and lumbar.
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5.21.2018-Dr. Philip Revere Kinkle Summary Original Text Si

Says he next obtained a 10.2012 MR brain because he couldn't
see axtremities but could see central vision

[when looking at other people] - this MRI of the brain looks
essentially normal but in the occipital area there

may be subtle hyperintensity, while the basal ganglia that may
have had subtle hyperintensity on 2008 study

looks normal. Says he had an optic test that confirmed
'occluded vision' but states nothing was done then.

Says he was in college at this time, but had to lay in bed due to
headaches; then states pain in his extremities

or face would often be associated with headaches. Nonetheless
, he finishad schoal, started working as an IT

engineer , but by 2016 was suffering headaches to the point
where he "couldn't think." Says a number of over

the counter medications didn't help, eventually sought FOG-
PET scan out of country that states there was

hypometabolism in posterior parts of the brain consistent with
a "neurodegenerative process.” interestingly he

later showed a normal study of the same reportedly from the
same institution in East Asia and makes the

argument that steraid course was the cause of the
improvement.

Methylprednisolone for steroids show an improvement in the
FOG pet but they don't make the FOG pets normal. Its simply a
positive response from a medication that indicate the
underlying disease process.

9.21.2018-Dr, Philip Revere Kinkle Summary Original Text

He is difficult to correct or redirect and is allowed to expound
on how this changed over time. The only notes |

received from outside institution mention he was cared for in
India around this time but he doesn't mention this

nor confirm/deny at any point,

He alse had a 2016 EEG [in yet another country in 'Asia’]
showing sharp waves in posterior parts of the brain
prompting additional EEG testing that showed predominantly
right frontal discharges - he was reportedly

started on keppra [possibly in addition to valproate] .
Complains that at this point he was experiencing
“pseudobulbar affect” (arguing that this is a clear sign of
multiple sclerosis when point that its unclear why this
diagnosis had been considered] - saying he was experiencing
spells of crying or laughing for no reason. Says

antiepileptic medications didn't help or even worsened
symptoms for the 2-3 months without benefit in physical
symptoms either - complaining that his optic "neuropathy”
seemed to get worse as did lack of sensation in

limbs.

Statement by Statement Negation

These are reiterations from Dr. Williams.

Its consistent with the focal points of seizures in epilepsy.

People with M5 usually have pseudobulbar effects when
antiepileptics are given due to withdrawal effects. Which is why
they arent typically prescribed antiepileptics.

i
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5.21.2018-Dr. Philip Revere Kinkle Summary Original Text

By 1.2017 he sought attention in Europe thatled toCand T
spine MRI - which reportedly showed central

lesions presumed to explain some of his symptoms. Encounter
becomes quite frustrating at this point as he

withholds control of the computer/study so | can review but
when he is forced to allow me to look at the

pictures | can confirm that there is lack of lesions nor atrophy
that he is arguing and instead we see

prominence of the tracts symmetrically and bilaterally in the c
spine on axial images. He says the reports are in

another language from eastern europe when | asked to review
them then says he doesn't have them with him

when | requested to see them anyways, After much debate, he
then allows me to see the t spine pictures

which similarly shows subtle central intensity - more apparent
than any in the c spine yet only visible on sagittal

pictures and not seen on limited axial slices that do not show
any abnormality nor extend low enough to

examine the suspected finding on t spine study. Despite all the
reported findings , he says he had no follow up

out of country at the time and instead came back to the united
states at this point.

Staternent by Staternent Negation

He is reiterating Dr. William's report.

9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

The one record we have

from another healthcare system is scanned in as an 8.2017 wvisit
to an ER with neurclogy consult [nonetheless

says he was in a southern California ER prior in 4.2017 for visual
issues described as loss of vision and sent

home] - he is confronted with the fact that he has not relayed
any information consistent with diagnosis of M5

nar the reported from outside record treatment by this time as
stated in said record and then says he went to

tijuana to see a neurologist [versus ER)] that reportedly
confirmed or had suspicion of MS. Next contradicts and

says he went to mexico city or that in 2016 it had been
suggested he may have an immune condition then but

when asked pointedly says it wasn't until 9.2017 that he started
on any immune therapy then says he took

interferon around this time due to findings on spine MRI which
"helped some of his physical pain and

numbness but didn't do very much." Oddly the patient uses
terms like give-way weakness to detail what other

physicians may have found.

Statement by Statement Negation

Optic neuropathy, neurodegeration of the cervical spinal
column, and occasional immobility that responds to
methylprednisolone are ¢ with MS,

Dr. Williams stated that “give away" means pretending. But its
apparent and clear from MRIs that | wouldn't have the
capability to move considering the lesions over the MRIs.
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9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

Next says because symptoms got worse he went [back?] to
mexico city where

they gave him 5 days of methylprednisone which helped him
recover sensation for a couple months at most.

Provides follow up imaging from 'shortly after that time' 9.2017
of his brain that again shows subtle occipital

hyperintensities and the questionable mild atrophy. Would
comment that this is less impressive than mild

atrophy. Again asking for report, he claims he has same from
mexico city hospital but doesn't provide. Next

says circa 10.2017 for recurrence of visual and sensory
symptoms he reportedly sought medical attention in

Brazil , says he got steroids there . which again helped. Next he
followed up in mexico and shows limited brain

images dated 10.2017 that ,were unchanged from 9.2017 study.
Confuses dates but sometime between 10 and

12.2017 he started fingolimod - reports he did well on this but
discontinued by late 2017 due to costs,

Says 1.2018 he went back to tijuana for recurrence of
symptoms and they again dosed steroids for a "third

time." says his ability to see the color of skin tones improved
again thereafter, albeit briefly,

Statement by Statement Negation

1.5 to 2 months.

The brain MRI shows T2 intensities along the posterior brain,
corpus collosum, and mild features of Dawson fingers, Which is
typical for patients with MS.

The cost of the medications is the objective reason for the
appointment, at a cost of 2.5 k USD per manth it could only be
covered under insurance.

That improvement indicated optic neuropathy.

9.21.2018-Dr. Philip Revere Kinkle Summary Original Text

By 3 or 42018 he

went to an ER in Germany while "on vacation again’ where he
was told the reason he comes back to the ER is
because he needs o outpatient

M5 and was treated with steroids - he
subsequently saw a physician in Berlin named Or. Klatkfe who
reportedly prescribed interferon again. Says

he's been paying out of pocket for the medication, but its more
expensive than steroids or ER visits, Says he

had another visit to east asia where FOG-PET was repeated
4.2018 - repartedly they dosed methylprednisone

and believed afterwards there was an improvement in brain
metabolism thereafter, Had another brain MRI

5,2018 that he shows brief sagital picture from with pessible T2
changes posteriorly again and when | ask

about any other spine MRI's says he's had 7 total but doesn't
provide any additional images than those 1.2017

studies above aside from briefly showing a jpeg capture from
limited normal appearing sagital studies reported

to be from 8.2017. Does provide papers with heading stating
they are from Bumrungrad International hospital

n "east asia” which state there is slight delay in average P100
latency of the left eve circa 8.2018.

far his

Statement by Statement Megation

Most of the MRIs are repetitions that show similar features and
progressive atrophy of the spinal column,

I shaw the full MRI series.

The visual evoked potential test is typical of optic neuropathy.
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9.21.2018-Dr. Philip Revere Kinkle Summary Criginal Text

Finally, Says he was treated with plasma exchange in mexico
city last week for complaint of worsened

symptoms abave, and this helped again.

I interjected again at end of history to confront report from
outside hospital stating he had been treated with
cyclophosphamide and methotrexate in the past, he neither
denbes nor makes it clear that these things did or

didn't happen and becomes agitated when | discuss that we
would not make nor confirm a diagnosis of multiple

sclerosis with what we have and certzinly could not prescribe a
medication such as fingolimod given the

relayed history and findings below, including feigned weak ness
on exam and questionable report of sensory

disturbance on the left hemibody splitting the midline and
including the face and scalp.

Examination:

BP 123/76 (BP Location: Left arm, BP Patient Position: Sitting,
BP cuff size: Regular) | Pulse 95 | Terp 98.2 *F

(36.8 *C) (Oral) I Ht 5' 6" (1.676 m) | Wt 52.2 kg (115 Ib} | 5pO2
98% | BMI 18,56 kg/m2

Plasmapheresis is typically effective immediately due to
exchanging out the entire white blood system.

They were medication trials but the mainstay drug was
interferon [Rebif). Cyclaphosphamide isn’t used in medicine to
treat M5,

The “feigned weakness” is shown to be progressive MS, causing
neurodegeration of both the cervical spine and worsening of
optic neurcpathy.

9.21.2018-Dr. Philip Revere Kinkle Summary Criginal Text

General: Examination of the skin, joints and extremities
revealed no abnormalities ; There were no cervical,
ocular or cranial bruits,

Cognitive/Behavioral: Examination of cognition, language and
prosody revealed no abnormalities . Behavioral
and affect was appropriate.

Cranial Nerves: Near visual acuity was | 1 + 0D and J5 OS with
glasses for correction. 10 /10 color plates were
identified 0D and 3/10 05, Visual fields were full to
confrontation testing. Lids were normal , Pupils were
Tmm and reactive with no RAPD . Fundoscopic exam revealed
definite optic nerve pallor 05> 0D and large
optic cups. Eyes were orthotropic . Pursuit and saccadic eye
maovermnents revealed no abnormal ities . Facial

| . Testing of facial
sensation revealed no abnormalities. Hearing was
normal AD and normal AS. Bulbar examination revealed no
abnormalities .

i no abnor

Statement by Statement Megation
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9.21.2018-Dv. Philip Revere Kinkle Summary Original Text

Motor: Marked giveaway weakness on the left side with normal
tone and no atrophy. Resistive strengthin all
Limbs

Cerebellar: Very slow FTN with dysmetria on the left (see gait
for description of midline/axial cerebellum
dysfunction)

Sensory: Sensation to pp and temperature was NT. Vibration
sensation duration (secs) was (R L): Upper
extremity middle finger ND/ND; Lower extremity big toe NT/NT,

Joint position sensation was normal , Stereagnosis was narmal
Reflexes : (R/L): Biceps 00, BR 2-/2-, Triceps 2-/2-, Patella 2/2,
Ankle 0/0. There was no clonus . The right toe

was downgoing and the left toe downgaing on plantar
stimulation

Gait Description: Slow hesitant narraw based gait with slight
LLE lag and knee hyperextension

Statement by Statement Megation

The “giveaway weakness” is determined to be caused by spinal
atrophy,
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Review of Imaging Studies:

1. MRI of brain 12/18/2008 was reviewed: Normal

2. MRI of brain 10/27/12 was reviewed: normal except vague
T2 hyperintensity posterior PVYWM of no

significance

3. MR of the cervical spine 1/10/17 was reviewed : no
Intramedullary abnormalities

4. MRI of thoracic spine off of his computer anly [not allowing
me to handle the controls] may show a mid thoracic T2
hyperintensity on sagittal images but not able to determine if
central or how longitudinally extensive

Non Imaging Studies

1. VEP 8/10/18 P100 118 05 and 105 OD

2. Humphrey Perimetry results with severe contricted fields
Review of Labs:

1. CSF reportedly normal

Assessment:

Very difficult to assess this young man; He has done some
extensive doctor shopping all over the world

(Europe, India, Asia, USA, Mexico, South America) and is
convinced of his diagnosis and needs.

by egati

The 2008 MRI shows a very large lesion approximately 4 square
centimeters big.

The cervical spine shows a gross pathology.

A optie test is included with the Humphrey test. He mentions it
in the appointment

C5F is never mentioned,
The condition worsens and is determined to be accurate and

secondary progressive M5 is determined to be caused by a lack
of appropriate medications.
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lam very

concerned that the visual symptoms and visual evaluations are
more suggestive of glaucoma or other process,

Certainly his Humphrey Perimetry results are not consistent
with an optic neuropathy,

Az the end of the visit | told him | would be willing to see him
again and work with him only if he follows through

on my recommendations listed below,

After discussing the eptions available and the potential benefits
(pros} and risks {cons), we mutually decided

on the follow ing management plan

Plan/contract:

If you are willing 10 upload all your films , get blood drawn
today , see opthalmalogy, and get standard CSF

analysis {which you are going to do outside this country] we will
consider prescribing medications if the

evaluation is consistent with M5 or another inflammatory
disorder. Otherwise we will not see you again

Tatal time spent by Dr Kinke | with the patient today was 70
minutes with over 50% of the time spent on

education and counsel ing regarding their problem list and the
assessment and plan .

Statement by Statement Negation

Glaucama doesn’t present at age 33 and optic neuropathy
typically occurs with reduced visual fields.

The essential MRIs were already added,

The statement by statement negation goes into detail as to how Dr. Kinkel’s appointment is an exemplification of trying to
circumvent medical diagnostics to try and avoid giving the medications. The difficult part is that even with a sever course of clinical
events the medical statements in the US have largely remained unchanged from 2015, in Dr. Sloan’s appointment (its almost
complete medical ignorance since). Since then there was gross and easy to demonstrate clinical fraud.

This type of medical negligence when the patient has clear MS with all the evidence to show the condition is non trivial and the

clinical fraud makes it criminal.




