2018 June 14t
= Dr. Justin Dominick -Sharp Hospital San Diego, California
= Criminal Negligence >
Dr. Justin Dominick - Sharp Hospital:

With the three ER appointments abroad and much more evidence of Multiple Sclerosis | see Dr. Justin Dominick on June 14" 2018 in
Sharp Hospital (the entire hospital is the clearest example of furthering negligence in a clinical setting).

The doctor perpetuates negligence in the clearest way, he denies all medical evidence, lies about MRI series, and tries to downplay
the seriousness of the condition. Considering the doctors personal statements and the history of falsified medical data and

diagnostics in the US, his recommendation of doing further testing if done in the same hospital in the US would have most likely
caused another instance of fraud in a medical setting.

Rees-Stealy M{[_) Rees-Steal
S « Medical Group « Medical G}r;')up

Consultation. NARENDRA NIRMAL

Name: IANA, NARENDRA NTRMAL DOVE: 10271984 Date of Encounter: 061472004

MRN#: 4723442 Gender: M

WNote Ow ey JUSTIN E DOMINICK Dretober 2017 which she ook far @ month or so. Ha cantinues o take ReBT, but states he & paying for £ out of

Speclalty: Nenrcdogy pockat and pressnts foday S0 that he can be prescribed the medication thraugh SRS, He stales that he fedls that

Date of Encounters (6142008 the serial changes on his MRis sre 8 consequence 4f a baraficial affect of the Reb¥. No loss af howel ar bladder
conitrl,

Chief Complaint

Haw:ww oM Aliergies

Ha Known Orug Allergies

History of Presant liiness

Recordad By, GURROLA, DORALICIA; 23173017 10:48:36 Aut
Raguest
FRau
M. Jara is & ‘3-\!:" ald ngﬁl na-m-v man ongnally from Madras; india, wha presents for avaluation. He i here
alome. Ha has praviausly bean sagn in neunsagic evaiuation here on several oocasions by Dr. Paul Rafler, maal

Pl'jslc:sn Dr. N-c'mlas Dembitsky Past Medical History
is Wit As described above in the HPY

Social History
recently In May 2017, | revieac n datad Or, Raffer's reports. He did naot feal that M. Jana had MS. Enarcias rarely (Z78.8)
Mewver 8 smoker
Ha states that his symploma starled inaporaximately 2008-2008 win dffuse pain Invobving his face, palms, hards, Shgle

s, Gnd legs with subsecuent deveiapment of rumbness. He sia seports genecakzed weakness throughout his
erire body with troullle walking. He stales he was having severs headaches, He states he was in "massive Mo tohacrn, sleohed, or recrestionsl drug use. He i wingle. He works a5 an engineer. Ha has o college degres
physical pain” and states 1hat he was frequently bedridden over the course of 1-1/2 years. He notes thal he would He was bam in India.

have episodes of significart blateral visual loss in ha could lose anywhare from 40 ar 50% up bo &0 or 0%

af his vision. Ha states 1hat he had an MR] of the brain and Massachusetls somewhers back in 2008 which
raveaiad an abormalty in e bazal gangha regien akhedgh ne cear disgrasis was mads st that e, Ha notes
that an MR of the br e in 2012 showed some hyoerirsensa T2 signat posterionty, which he sistes he wag
toid by & cactor @t the fime was e cAUS of his wision |0ss. He states (hat he has had "relapses of M3" lating 87
manths, based on the appaatance of serial braln MR, He slates that he has kad apsodes of pseucabumbar affent,

Famnily History
No gertinant family history
N pertirent famity history

Feview of Systems

Per roview of his racoros, at ong poire he spparanty was duagmsed with 2 seizire disorder for which he was. L G ¥. Hamatologind ymphatic. Gasimintesting

treasad with Ditantin and cameeezeping, in fate 2015, ne states thak he underwent reatment with (v Soiu-Medral Genilouriary, Musciiaskeletal, S4in and Endocre review of systams sre normial sxoept as stated in the bistary af
with aignificant in its he and physical pain. In 2018 he underwent FDG PET presant iinass of as harain noted: General: Lack of energy. Neurelogical: As per HP1. ENMT: Difficulty hearing,
=can af the beain In Bangkok, Thailand which repariedly revealed findings supgestive of fraroleiraorsl demenia Tacial pai. Eyes: Shrred vision, less of wisian, eye pain

He states that adout 3 months ago white in Thaland. he undenwenl an addiionsl FDG PET scan of the brain

Followed by a repeat study 3 days after he completad a course of IV Saki-Medrel, which revealed significant Witals

imiprosement in the resulls. He states that he was started on Rebif in 2015 whis In Mesica which groviced him with Vital Signs.

Improvemant in his gyesight aftar he was on the medicsson for & mons. He states 1hat ba has bean off and on the

medication cver the past several years secardaey b cosl. Whenavar ha is off e medicstion, his nauwciogic
Sympiams get significantly warse including generskzed pain, weskness, rumbness, cootdiration cifculfes,
headache, and wision prodlems. He slates thal at one paint in the past he had an EEG which revealed "some lovel Blocd Fr
of iritation ™ He has saen various doclors in Germany, Mexico, and Brazl aver the years and has haa various

Meshod Manual

MRIs done 21 diffecerd faclilies. He stales thal brain MRIs have shown Ruciuating levels of T2 byperintansities .H gy o4

posteiory as well 25 Dawsan's fingers which hawve significantly dimintshed on senal subsaguent scans after he has sl ]

been on the rabound, He aise siates that he has had MRIS of the cervical spine which show cord signal Weignt 11316

Abnarmaities as weil a5 cervical spinat cord airapny, He also raports having atraphy in his spinel cord in the Kwer BMI Caloulated 177

|usmbar spina 5 tha LE-51 kaved (sithouph | tald him that the apinal cord does nol aclualy exdend that far into the BSA Caicuiated )

lumbasscral apine). He states tha he gats epsodes in which the entire lefl sice of ha body goas numb althagh 3

Ihis i & 101 betber if he is oo the Reback. He states that he was starled on fingelimad while in Mexico back in Pliyeical Exam

'lhll document is pn\\!eq!d nnd confidential em‘i s intended for those inddviduals personally invelved |s ibe care of This & is o i intended for c involved in the cineof

who may b o Al other use or disclosary s strierly probibited unless. individual pl‘lcnu who may be identifinble fromn this informutbon. All sther use or dischosure ks stricily prolibited anless

specificalty and legally suthorized. speeifically and legally antharizet,
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Rees-Stealy
= Medical Group

Patient: JANA NARENDRA NIRMAL
MRN: 4723442

Date of Encounter: 06/14/2018

General: Pleasant, well-groomed man in no acute distress.

Musculoskeletal: Meck was supple.

Cardicvascular: Carafid pulses were 2+ and symmetric, without appreciable bruits. Heart was regular rate and
rhythm.

NEUROLOGIC ASSESSMENT:

Mental Status:

He was awake, alert and oriented to himsalf, the month, day, date. year and place. He gave sufficlent detall in his
history to demonstrate intact higher integrative function, recent and remote memory, attention span, concentration
and fund of knowledge. Speech was spontaneous and fluent, without paraphasic errors.

Cranial Nerves:

Pupils equal, round and reactive to light. Extraocular movemeants intact. Thers was no nystagmus. Na APD. No
INC. Optic disc margins were sharp bilaterally. confrontational visual field testing revealed fluciuating and
Inconsistent results. Visual acuity with correction was 20030 -2 left eve, 20150 right eye. He reported decreased
sensation to light touch and pinprick throughout the left V1, V2, and V3 distributions. He reported feeling vibration
sensation decreased in the left side of his head and face when a tuning fork was applied to the midline forehead,
Facial movement, hearing, palatal elevation were symmetric. Significanily diminished shoulder shrug on the ieft.
Tongue was midline, without atrophy or fasciculations. No dysarthria,

Motar:

Normal tone bilateral upper and lower extremities. He had prenounced pronator drift on the left side with significan:
tremulousness of his laft hand when outstretched in front of him. Strength was 5/5 right-sided shoulder abduction,
sheulder adduction, elbow flexion, elbow extension, wrist flexion, wrist extension. There was significant give way
weakness throughout testing his left arm which fluctuated. He had significant weakness with a give way component
assessing the madian and ulnar infrinsics bilaterally. There was significant giveaway weakness thraughout
assessment of the bilateral lower extremities, left greater than right involving hip flexion, hip extension, hip
abduction, hip abduction, knee flexion and extension although he had 5/5 strength with ankle dorsiflexion and ankie
plantar flexion an the right although with significant give way weakness testing these on the left.

Sensory:

He reported decreased sensation to light touch and pinprick diffusely throughout the left arm and left lag. Vibration
sensation was decreased bilateral upper and lower extremities. He reported feeling decreased vibration sensation
on the left side of his body when the tuning fork was applied ta his sternum, Normal proprioception in his right foot
although impaired in his left foot. No spinal sensory level although he raported not feeling pinprick sensation well
throughout the entire left side of his back. Romberg was negative,

Coordination and Gait:

Finger to nose, finger tapping, and rapid alternating movements were slowed and more effortful on the left. Casual
gait was narrow based and steady although he moved his left leg more slowly than the right. He was able to
tandem walk.

Refiexes:

Trace bilateral bicaps, friceps, brachioradialls; 2+ knee jerk on the right versus 1+ on the left; absent to trace

bilateral ankie jerks. Plantar responses neutral bilaterally.
This d is ileged and confidential, and is i for those individuals personally involved in the care of
individual patients who may be identifiable from this information, All other use or disclosure is strictly probibited unless
specifically and legally authorized.
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Patient: JANA, NARENDRA NIRMAL
MRN: 4723442

Date of Encounter: 06/14/2018

ResultsiData

He brought in his laptop computer which had mulliple MRIs from various dates from around the werld including
Garmany in Mexico. He showed me various different MRIs including the fallowing:

MR cervical spine from January 10, 2017 which did not reveal any clear evidence of cord signal abnormality other
than some possible anifactual changes, He reported significant spinal cord atrophy although 1 did not see any
slgnificant atrophy.

Cervical spine MRIfrom September 2017 per my review did not reveal any evidence of significant card signal
abnarmality,

Brain MRIs from December 5, 2017, September 2017 and June 2018 all done out of the country, per my review,
did not reveal any significant abnormalities, and no evidence of clear demyelination, although he noted that the
scans (specifically the sagittal FLAIR images) showed significant T2 abnarmal hyperintensity in the bilateral
occipital lobes as well as Dawson's fingars.

TSH with Free T4 Reflax 04Apr2017 09:02AM Sl
Test Name Result - Flag  Reference
TSH 1.57 microlUimL 0.35-5.50
The reference range for this TSH assay apalies lo adults anly,
CMP Fasting 04Apr2017 09:00AM 3:%“%‘{:?'
Test Name " Result = Flag Reference
Glucose 94 mgldl 70-100
BUN 17 mgldl 7-22
Creatinine 0.87 mg/dl 0.55-1.30
Sodium 138 mEq/l 135-145
Potassium 4.6 mEqg/l 3.3-5.3
Chioride 100 mEg/l 98-107
Carbon Dioxide 31 mEqgil 21-3
AST 26 Intl_unit/ 10-42
ALT 30 Intl_unit! 12-78
ALP 89 Intl_unit/ 46-116
This document is privileged and confidential, and is § ded for thoss i personally involved in the care of

Individual patients who may be identifiable from this information. All other use or disclosure is strictly prohibited unless
specifically and legally anthorized.
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= Medical Group
Patient: JANA, NARENDRA NIRMaAL

MIRN: 4723442

Date of Encounter: 06.14/201 §

The reference range for thls_alksline phosphatase assay applies to adults only. The

manufacturer has not iap range and expected values in healthy
children may be differant,

Bili Total 0.7 mg/d| ==1.0

Total Protein 6.8 g/dl 6.4-5.2

Albumin 3.7 gidi 3.5-5.0

Calcium B.7 mgldl 8.3-10.1
eGFR-Black =90 mlimin ==60

eGFR-Non Black >80 mlimin >=60

& GFR Reference Ranges

eGFR Values Description
(mLiminf.73m2)

Above 60 MNormal GFR
30-59 Mild to moderate Kidney damage
15-29 Severe kidney damage

Below 15 Kidney failure

eGFR Calculation and Classification Reference: Annals of Internal Medicine
145(4)-247-54, 2006

" DEMBITSKY,
Hab A1C 04Apr2017 08:58AM NICHOLAS
Test Name Result - Flag  Reference
Hab A1C. 5.4 % 4.5-6.2

The above reference range was supplied by the test manufacturer, Certain organizations
recognize HgbAlc results between 5.7% and 6.4% as prediabetes and results over 8.5 % as
diabetes.
Average Bld Glucose 108
This is @ calculated mean glucose value based on the Bernstein Hb-Atc to mean plasma

| glucose conversion table. This is not an actual glucose value.

Assessment
1. Numbness and tingling (R20.0,R20.2)
2 _Weakness generalized (R53.1)
3. Headache (R51)
Plan
Mr. Jana is a 33-year-old right-handed man who with a rmul of P dating back to

This document is privileged and confidential, and s intended for these individuals personally involved in the care of
individual patients who may be identifiable from this information. Al other use or disclosure is strictly prohibited unless
specifically and legally authorized.

Printed: [ 1/07/2018 11:454M Printed from Touchworks Safé
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» Medical Group
Patient: JANA, NARENDRA NIRMAL
MRN: 4723442

Date of Encounter: 06/14/2018

approximately 2006-2008 including headaches, fluctuating vision loss, weakness, trouble walking, numbness,
generalized pain, and as described above which he states is secondary to multiple sclerosis. | toid him that based
on my review of the imaging study results with the brain and cervical spine MRIs that he provided for my review, |
do not see any clear evidences to support a diagnosis of multiple sclerosis, | told him that he has multiple
abnarmalities on his neurologic examination, but there are no findings on his cervical or brain MRIs to clearly
account for these abnarmalities which | do not think have a definitiva clear organic basis. In view of this, | told him
that | do not feal comfartable | ibing him & medication for multiple scl is when | do not think that he has this
diagnosis. Interestingly, he does have diffuse hyporefiexia, the nature of which is not clear, although this would not
typically be expected In a patient with significant multiple sclerosis. Although additional neurologic evaluation of his
symptoms is warranted, including additional |aboratory studies and possible electrodiagnostic testing, at this point,
he is primarily interested in inuing with the Rebif for MS and the abnermalities he reparts in his imaging
studies. As such, | feel that the most prudent course of action at this time would be to have him evaluated by an
MS specialist at UCSD Medical Center, which | discussed with him, and to which he Is amenable. | do think that he
have MRIs of the brain, cervical spine and thoracic spine with and without contrast done here in San Diego either
at UCSD or through SRS, and aiso feel that he should have a lumbar puncture

Owver 50% of the 60 minute encounter was spent dedicated to discussion, counseling, coordination of care, and
review of multiple outside imaging studies.

End of Encounter Meds - Meds and allergi iled, i ing those medications given at di
where licable. The patient's lication list has been updated accordingly.

{Medi Name [Instruction
IRebif 44 MCG/0.5ML Subcutaneous Salution |
|Prefilled Syringe.

Signatures
Electronically signed by : DORALICIA GURROLA, ; Jun 14 2018 2:24PM PST (Co-participant)
Electronically signed by : JUSTIN E DOMINICK, ; Jun 14 2018 5:49FM PST (Author)

This document Is privileged and confidential, and is intended for those individuals personally invelved in the care of
individual patients who may be identifiable from this infermation. All ether use or disclosure is strictly prohibited unless
specifically and legally authorized.
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A statement by statement negation of the medical report is given below:

1

2

06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text

Chief Complaint
Reported history of M5
History of Present Iliness

Requesting Physician: Dr. Nicholas Dembitsky \.

Reguest ing physician is with SRS

Mr. Jana is a 33-year-old right-handed man originally from
Madras, India, who presents for evaluation. He is here

alone. He has previously been seen in neurologic evaluation
here on several occasions by Dr. Paul Raffer, most

recently in May 2017. | reviewed in detail Dr. Raffer's reports.
He did not feel that Mr. Jana had M5.

He states that his symptoms started in approximately 2006-
2008 with diffuse pain involving his face, palms, hands,

arms, and legs with subsequent development of numbness, He
also reports generalized weakness throughout his

entire body with trouble walking. He states he was having
severe headaches. He states he was in "massive

physical pain" and states that he was frequently bedridden
over the course of 1-1/2 years.

Statement by Statement Negation

It is soon determined to be secondary progressive MS, or
neurological damage from withholding treatment for M5,

The massive physical pain is derived form lesions along the
spinal column.

06.14.2018-5harp-Dr. Justin Dominick Summary Original Text

He notes that he would

have episodes of significant bilateral visual loss in which he
could lose anywhere from 40 or 50% up to 80 or 0%

of his vision. He states that he had an MRI of the brain and
Massachusetts somewhere back in 2008 which

revealed an abnormality in the basal ganglia region although
no clear diagnos is was made at that time.

He notes that an MRI of the brain done in 2012 showed some
hyperintense T2 signal posterior Iy, which he states he was
told by a doctor at the time was the cause of his vision loss, He
states that he has had "relapses of M5" lasting 6-7

months, based on the appearance of serial brain MRIs, He
states that he has had episodes of pseudobu Ibar affect.

Per review of his records, at one point he apparently was
diagnosed with a seizure disorder for which he was

treated with Dilantin and carbamazepine. In late 2015, he
states that he underwent treatment with IV Solu-Medrol

with significant improvement in his headaches and generalized
physical pain. In 2016 he underwent FOG PET

scan of the brain in Bangkok, Thailand which reportedly
revealed findings suggestive of frontotemporal dementia.

Statement by Statement Negation

ER correlates with visual loss and is recorded.

T1 intensity in 2008 is large, 4 square centimeters in size.

Its not technically a “relapse” it's a persistent clinical effect

from a lack of medications. It was eventually made prog
due to a lack of appropriate medications.

Dementia is secondary to MS.

3

4

06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text

He states that about 3 months ago while in Thailand , he
underwent an additional FOG PET scan of the brain
followed by a repeat study 2 days after he completed a course
of IV Solu-Medrol , which revealed significant
improvement in the results. He states that he was started an
Rebif in 2015 while in Mexico which provided him with
improvement in his eyesight after he was on the medication for
a month. He states that he has been off and on the
medication aver the past several years secondary to cost,
Whenever he is off the medication, his neurologic
symptoms get significantly worse includ ing generalized pain,

b coordi difficulties,
headache, and vision problems. He states that at one point in
the past he had an EEG which revealed "some level
of irritation.” He has seen various doctors in Germany, Mexico ,
and Brazil over the years and has had various
MRIs done at different facilities.
He states that brain MRls have shown fluctuating levels of T2
hyperintensities
posteriorly as well as Dawson's fingers which have significantly
dimin ished on serial subsequent scans after he has
been on the rebound .

Statement by Statement Negation

The solumedrol (methylprednisolone) improves the dementia
secondary to MS but doesn't make it go away.

Indicating optic neuropathy due to MS.

Tl intensities diminish but intensities aver T2 intensities over
the posterior brain, corpus collosum, and mild signs of Dawson
fingers never diminish.

06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text 5

He also states that he has had MRIs of the cervical spine which
show cord signal
abnormalities as well as cervica | spinal cord atrophy.

He also reports having atrophy in his spinal cord in the lower
lumbar spine at the L5-51 level (although | told him that the
spinal cord does not actually extend that far into the
lumbosacral spine). He states that he gets episodes in which
the entire left side of his body goes numb although

this is a lot better if he is on the Reback.

He states that he was started on fingolimod while in Mexico
back in October 2017 which she took for a month or so. He
continues to take Rebif, but states he is paying for it out of
pocket and presents today so that he can be prescribed the
medication through SRS, He states that he feels that

the serial changes on his MRIs are a cansequence of a
beneficial effect of the Rebif. No loss of bowel or bladder
contral.

The atrophy is eventually determined to be secondary
progressive MS.

The spinal cord (effecting movement) doesn't extend that far

but the disease effects the entire spinal column.

The cost of Rebif is over 2k USD in the US per manth,
The T1 changes gre due to medications. T2 changes remain.
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06.14.2018-5harp-Dr. Justin Deminick Summary Original Text

Allergies
No Known Drug Allergies
Recorded By: GURROLA, DORALICIA; 3/31/201710:49:36 AM
Past Medical History
~hs described above in the HPI
“Sacial History
Exercises rarely (278.9)
Never a smoker
Single
No tobacco, alcohol, or recreational drug use. He is single. He
works as an engineer, He has a college degree.
He was born in India.
Family History
No pertinent family history
No pertinent family history
Review of Systems
Mlergy/immunology, Psychiatric, Cardiovascular , Respiratory ,
Hematologic/Lym phat ic, Gastroin testinai,
i keletal, 5kin and Endocrine review of
systems are normal except as stated in the history of
present iliness or as herein noted: General : Lack of energy.
Neurological: As per HPI

nary, Muscul

06.14.2018-5harp-Dr. Justin Dominick Summary Criginal Text

ENMT: Difficulty hearing,

facial pain. Eyes: Blurred vision, loss of vision, eye pain.
Vitals

Vita lslans

Recorded: 14Jun2018

02:23PM

Blood Pressure 110 / 70, RUE, Sitting
Blood Pressure

Manual

Method

Heart Rate 104

Weight 113 Ib

BMI Calculated 17.7

BSA Calculated 1.59

General : Pleasant , well-groomed man in no acute distress,
Musculoskeletal: Neck was supple.

Cardiovascular: Caratid pulses were 2+ and symmetric , without
appreciable bruits. Heart was regular rate and

rhythm.

Statement by Statement Negation

7

8

06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text

MEUROLOGIC ASSESSMENT :

Menta | Status:

He was awake , alert and oriented to himself, the month, day,
date, year and place. He gave sufficient detail in his

history to demonstrate intact higher integrative function ,
recent and remote memory, attention span, concentration
and fund of knowledge. Speech was spontaneous and fluent,
without paraphasic errors.

Cranial Nerves:

Pupils equal, round and reactive to light. Extraocular
movements intact. There was no nystagmus. No APO. No

INQ. Optic disc margins were sharp bilaterally, confrontationa |
visual field testing revealed fluctuating and

inconsistent results. Visual acuity with correction was 20430 -2
left eye, 20/50 right eye, He reported decreased

sensation to light touch and pinprick throughout the left V1,
W2, and V3 distribut ions . He reported feeling vibration
sensation decreased in the left side of his head and face when
a tuning fork was applied to the midline forehead.

Facial movement, hearing, palatal elevation were symmetric .
Significantly diminished shoulder shrug on the left.

Tongue was midline, without atrophy or fasciculations. No
dysarthria .

Statement by Statement Megation

06.14.2018-Sharp-Cr. Justin Dominick Summary Original Text

Motor:

MNormal tone hilateral upper and lower extremities. He had
pronounced pronator drift on the laft side with significant
tremulousness of his left hand when outstretched in front of
him. Strength was 5/5 right-sided shoulder abduction ,
shoulder adduction , elbow flexion, elbow extension, wrist
flexion , wrist extension, There was significant give way
weakness throughout testing his left arm which fluctuated . He
had significant weakness with a give way component

assessi ng the median and ulnar Intrinsics bilaterally. There was
significant giveaway weakness throughout

assessment of the bilateral lower extremities, left greater than
right involving hip flexion, hip extension , hip

abduction, hip abduction, knee flexion and extension although
he had 5/5 strength with ankle dorsiflexion and ankle plantar
flexion on the right although with significant give way
weakness testing these on the left,

Sensory

He reported decreased sensation to light touch and pinprick
diffusely throughout the left arm and left leg. Vibration
sensation was decreased bilateral upper and lower extremities.

Statement by Statement Negation

Left side weakness is correlated with the spinal cord MRI,

The "giveway” statement is a statement of “pretense”, or he is.
pretending. This is eventually shown to be secandary
progressive MS that effected his spinal column to the point of a
lack of movement, The secondary progressive MS is entirely
due to a lack of appropriate medications given when needed.
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06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text

~Hereported feeling decreased vibration sensation
on the left side of his body when the tuning fork was applied to
his sternum . Normal proprioception in his right foot
although impaired in his left foot, No spinal sensory level
“although he reported not feeling pinprick sensation well
 throughout the entire left side of his back. Romberg was
negative,

Coordination and Gait:

Finger to nose, finger tapping, and rapid alternating
movements were slowed and more effortful on the left. Casual
gait was narrow based and steady although he maoved his left
leg mare slowly than the right. He was able to

tandem walk.

Reflexes:

Trace bilateral biceps, triceps, brachioradialis; 2+ knee jerk on
the right versus 1 + on the left; absent to trace

bilateral ankle jerks. Plantar responses neutral bilaterally.

by S 1t Negati

The condition was progressing rapidly at that point.

06.14.2018-Sharp-Dr. Justin Dominick Summary Original Text

Results/Data

Rees-Stealy

* Medical Group

He brought in his laptop computer which had multiple MRIs
from various dates from around the world including

Germany in Mexico. He showed me various different MRIs
including the following:

MR cervical spine from January 10, 2017 which did not reveal
any clear evidence of cord signal abnormality other

than some possible artifactual changes. He reported significant
spinal cord atrophy although | did not see any

significant atrophy .

Cervical spine MR from September 2017 per my review did not
reveal any evidence of significant cord signal

abnormality.

Brain MRls from December 5, 2017, September 2017 and June
2018 all done out of the country, per my review,

did not reveal any significant abnormal ities, and no evidence
of clear demyelination, although he noted that the

scans (specifically the sagittal FLAIR images) showed significant
T2 abnarma | hyperintensity in the bilateral

occipital lobes as well as Dawson's fingers .

Statement by Statement Negation

The MRI shows a gross medical finding of neurodegeration
along the spinal column (cervieal) and thoracie.

The MRIs were introduced to the Sharp system but the doctor
or nurse seems to have deleted it from the system.

The MRIs shows T2 lesions along the posterior brain, corpus
collasum, and mild features of Dawsons fingeres {which is
unigue to M5 and indicative of M5)

11

12

0E.14.2018-5harp-Dr. Justin Dominick Summary Original Text

Assessment

1. Numbness and tingling (R20.0,R20.2)
2. Weakness generalized (R53.1)

3. Headache (R51)

Plan

Ir. Jana is a 33-year-old right-handed man who presents with a
multitude of symptoms dating back to approximately 2006-
2008 including headaches, fluctuating vision loss, weakness,
trouble walking, numbness,

generalized pain, and as described above which he states is
secondary to multiple sclerosis, | told him that based

on my review of the imaging study results with the brain and
cervical spine MRIs that he provided for my review, |

do not see any clear evidence to suppert a diagnosis of
multiple sclerosis.

| told him that he has multiple

abnarmalities on his neurclogic examination , but there are no
findings an his cervical or brain MRIs to clearly

account for these abnormalities which | do not th ink have a
definitive clear organic basis,

by Neg

Its all typical of MS.

The evidence couldn't be any clearer.

06.14.2018-Sharp-Dr. Justin Dominick Summary Criginal Text

In view of this, | told him

that | do not feel comfortable prescribing him a medication for
multiple sclerasis when | do not think that he has this
diagnosis. Interesting ly, he does have diffuse hyporeflexia , the
nature of which is not dlear, although this would not

typically be expected in a patient with significant multiple
sclerosis .

Although additional neurologic evaluation of his

symptoms is warranted, including additiona | laboratory studies
and possible electrodiagnostic testing, at this point,

he is primarily interested in continuing with the Rebif for M5
and the abnormalities he reports in his imaging

studies. As such, | feel that the most prudent course of action
at this time would be to have him evaluated by an

MS specialist at UCSD Medical Center, which | discussed with
him, and to which he is amenable. | do think that he

have MRIs of the brain, cervical spine and thoracic spine with
and without contrast done here in San Diego either

at LUCSD or through SRS, and also feel that he should have a
lumbar puncture.

Over 50% of the 60 minute encounter was spent dedicated to
discussion, counseling , coordination of care, and

review of multiole outside imaging studies.
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