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CITY OF AUSTIN V- 02 A0S

APPLICATION TO BOARD OF ADJUSTMENT
GENERAL VARTANCE/PARKING VARIANCE

WARNING: Filing of this appeal stops all affected construction activity.

PLEASE: APPLICATION BMUST BE TYPED WITH ALL REQUESTED
INFORMATION COMPLETED,

STREET ADDRESS: 2415 ¢wail Meadow Drive

LEGAL DESCRIPTTON: Subdivisiun—. e City of Austin Travis Connty,Texas

Loi(s)___ & Block_ Outlot, Division

UWe Mr.and Mrs. Velss _ onbebalf of mysclfiourselves as authorized agent for

affirm that on

- -

hereby apply for a hearing before the Board of Adjustment for consideration tor

(check appropriate items below)
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NOTE: The Board must determine the existence of, sufficiency of and weight of evidenee
supporting the findings described below. Therefore, you must complete each of the applicable
Findings Statements as part of your application. Failure to do so may result in your application
being rejected as incomplete. Plenase attach any additional support documents.
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If you need assistance completing this application (general inquircs only) please contact Susan
Walker, 974-2202; 505 Barton Springs Road, 2 Floor (One Texas Center).

CASE# .
ROW# _

CITY OF AUSTIN
APPLICATION TO BOARD OF ADJUSTMENT
GENERAL V ARIANCEIP ARKING VARIANCE
WARNING: Filing of this appeal stops all affected construction activity.

PLEASE: APPLICATION MUST BE TYPED WITH ALL REQULSTED
INFORMATION COMPLETED,

STREET ADDRESS:

LEGAL DiESCRIPTION: Subdivision- City of Austin Travis County, Texas

Lot(s) 6 Block. I3 Outlot. Division .
ITWe an behalf of myself lours elves as authorized agent [or
affinnthmon

hereby apply for a hearing before the Board of Adjustment for consideration to:

(check appropriate items below)

ERECT ATTACH COMPLETE REMODEL
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ina district,

(zoning district)

NOTE: The Board must determine the existence of, sufficiency of and weight of evidence
suppaorting the findings described below. Therefore, you must complete each of the applienble
Findings Statements as part of your application, Failure to do so may rasult in your application
being rejected as incomplete. Please attach any additional support documents.



VARIANCE FI' INGS: I contend that my catitleme " to the requested variance is
based on the wilowing findings (sce page 5 of application for explanation of
findings):

REASONABLE USE:

1. The zoning regulations applicable to the property do not allow for a reasonable use
because:

Because they need to know the problem that we have inside

our property.

HARDSHIP:

2. (8) The hardship for which the variance is requested is unique 1o the property in that:

Lt is upigue to our property,because it is a medical problem

of allergies.

{(b) The hardship is not general to the area in which the property is located because:

Boaoanse the problem 15 that the owner of the property suffers

of muitiple allergies which includes grass and dirt.

AREA CHARACTER:

3. The variance will not alter the character of the area adjacent to the property, will not
impair the use of adjacent conforming property, and will not impair the purpose of the
regulations of the zoning district in which the property is located becausc;

Becausie the variance is a2 porcion of concrete that we put

imgide our property and does not affect our neighhbors.

~~FPARKING: (Additional criteria for parking variances only.)

Request arking variance requires the Board 1o make additional findings. The

Board may :r;n%aﬁan to a regulation prescribed Section 479 of Chapter 25-6 with

respect to the number of off-stre ing spaces or loading facilities required if it makes

findings of fact that the following additional'tircymstances also apply:

1. Neither present nor anticipated future traffic volit senerated by the use of the site
or the uses of sites in the vicinity reasonable ICQUITe Stric iteral interpretation and
enforcement of the specific regulation because:




4. The variance will run with the use or uses to which it pertains and shall n n with
the site because:

NOTE: The Board cannot grant a variance that would provide the applicant with a speciak

privilege not enjoyed by others similarly situated or potentially similarly situated,

APPLICANT CERTIFICATE - I affirm that my statements contsined in the complete
application are true and correct to the best of my knowledge and belief.

Mail Address_9415 ouail Meadow Drive

City, State & Zip Anstin Texas 7RTIRA

Printad//jl;}-.;ﬁma /%4 = Phone(5121923-854'4ae 5 /7/2010

OWNERS CERTIFICATE - | affirm that my statements contained in the complete application
are true and correct to the best of my knowledge and belief.

. o //’/ u
Signed ,f/.._ﬂ-:ga_.f i “‘:}“ Mait Address_9415 Quail Meadow Drive
s f

City, State & Zip _Austin Texas 78758

Printed /,,//u._,,,-, %/-w Phone (512)923-8544 © 5/7/2010
A
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/4 SUBJECT TRACT ZONING CASE#®: C15-2010-0055
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L . . ZONING BOUNDARY GRID: L31
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This map haz been produced by the Communications Technology Managemont Dopt. on behall of tho
Planning Development Review Depl. for the sale purpose of geographic relerenco. Mo warranty 1% mado by
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THE OTOLOGY GROUP OF TEXAS

WESLEY W, O, KRUEGER, M.1D,, FAC.S, KENDAL L. STEWART, M.TD,
BRian P, FERRY, MLD, Jamas V. Kemrer, IR, M.D,
4310 Medical Drive, Suite 340 6218 Austin Center Blvd.,, Suite 105
Sun Antonio, TX 78229 Austin, Texas 78731
{210} 613-3695 (512) 338-9840
{210) 613-3699 Fux {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Nurnber: 8704,

Date of Visit: 1/2/2002.

Age: 43,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: New patient consultation.

Referring Physician: Santiago A. Zamora, M.D., 104 Robert T. Martinez JR. St., Austin, Texas
78702-4534,

Chief Complaint: Aural fullness. Headache Frontal Vertigo, Dizziness, Tinnitus,
Dysequilibrium, and Imbalance. Post Nasai Drip, nasal congested, itchy, watery eyes, Fatigue,
Headaches, Otalgia. Sore Throat. Cough and seasonal Allergies.

Dizziness History: The patient describes acute vertigo spells lasting less than 20 seconds
with positional changes. The patient prasents with complaints of recurrent, acute spells of
dizziness or vertigo, acute onset of dizziness, intermittant spells of vertigo or dizziness, gradual
progression of increasing instability, with associated hearing loss and with associated tinnitus,
The length of the very first episade of vertigo was days in duration. The problem first began 1.5
years ago. The patient's dizziness is described as intermittant, general disorienlation, a spinning
sensation, a "foggy"headed sensation, falling to the right, general instability, staggering,
lightheadedness, a sensation of weakness"in my legs”, feeling off balance and a sensation of
dizziness "in my head". The patient describes having having an infection immediately prior to
the initial onset of the dizzy symptoms. The episodes are severe and incapacitating and
disabling with the patient being bed ridden for days. The last episode of imbalance/vertigo
occurred a few days ago. The symptoms are made worse by darkness, placing right ear down,
riding in a car, getling out of bed, infections, allergy seasons or allergy attacks, driving at night,
stress, increased activity, bending over, looking up, rapid head movements, complicated or
aclive visual patterns/stimuli, exercise and rolling over in bed. The patient has a past history of
chancre sores, fever blisters and chicken pox. The patient complains of continuous tinnitus,
difficulty hearing in background noise, aural fullness, hearing loss and otalgla associated with
their symptomns. The patient has had 0 falls in the past year. The patient also has a histary of
anxiety. The patient describes no infections as a child, The patient describes being very
balanced between attacks ar spelis. Additional symptom(s} include shorl term memory loss,
difficuity concentrating, an inability to focus on a task, difficulty reading, vomiting, nausea, back
pain, stress, recurrent posterior cervical headaches, hearing loss, increased anxiety, visual
changes, tinnitls and fatigue. The patient has no complaints of head trauma, recent URY,
syncope, olorrhea and fluctuating hearing loss. The patient has never suffered a concussional
head injury. The patient has seen 2 doctars prior to this appointment for this prablem. CT
negative in June 2001.

OronoGY/NEUROTOLOGY + HAR AND RELATED SKULL BASE STRUCTURLES + HFEARING AND BALANCE DNSORDERS




Patient Name: VELEZ, VIRGINTA Fage 2
Chart #; 6704

DORB; 1/31/1958

Date of Visit: 1/2/2002

imbalance History: The patient describes associated hearing loss, vertigo, tnnitus, fullness of
the ears, short term memory loss, difficulty with concentration, anxiety and increase in
clumsiness with the onset of their imbalance.

Hearing History: The hearing loss is best described as a muffled sensation to hearing and and
worse in the left ear. The patient presents today with complaints of chronic, progressive hearing
loss and a recent, acute loss of hearing In the left ear. The patient describes associated tinnitus
which s fluctuating, worse in quiet environments and high frequency.

Allergy History: The patient describes a history of seasonal exacerbation of allergies. The
major symptoms include past nasal drip, sneezing, nasal congestion, nasal drainage, itchy
nose, itchy ears, itchy, watery eyes and frantal sinus pressure. The patient currently complains
of trouble sleeping and fatigue,

Past Surgical History: Tuba! ligation.

Past Medical History: Non-contributory.,

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol, Marital Status: Married.

Family Medical History: Patient's father is deceased. The patient's father has a medical
history of insulin dependent diabetes mellitus and arteroscelortic cardiovascular disease. The
patient's mother has a medical history of oral and diet controlled diabetes. The patient's
sibling(s) have a histary of diabetes mellitus. Patients sister has been diagnosed with MS.

Allergies: No known drug allergies.

Current Medications: Meclizine. Prednisone 10mg one tablet daily. Penicillin VK 500my. BiD.
Cortisporin otic suspension drops BID.

Review of Systems: Active. Generally healthy. Weight loss of 12 #. The patient is a good
historian,

ROS Head and Eyes: Patlent complains of moderately severe dizzines, it has been present for
the last 6 days and Patient's recently developed dizziness. Complains fo watering of the left
eye, itis intermittent and it is moderate. Vision can best be described as diminished and patient
wears corrective lenses. Patient states that she experienced the sensation of a bright fight in her
left eye, lasting approximately seven minutes. Patient also states that she had a severe
headache following visual problems. Headache was located in the frontal and cervical area.
ROS Ears Nose and Throat: Allergic symptoms: headaches, fuliness in throat, nasal
congestion, runny nese, itchy, watery eyes and Sneezing.. TINNITUS: Complains of tinnitus on
the left side and for the last 1.5 year(s).

ROS Respiratory: Denigs any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient denies any present or past gynecological problems.

ROS Musculoskeletal:

Complains of right knee.

ROS Extremities: The patient denies any extremities complaints,

ROS Skin: Denies rashes, pruritis, leslons, or bruising.

ROS Gastrointestinal; Patient denies any nausea, vomiting, abdominal pain, dysphagia or any
alterad bowel movements,

ROS Genitourinary: Denies any genlto-urinary complaints.

Examination; The patient was awake, alert and conversant. No acute distress noticed,




Patient Name: VELEZ, VIRGINTA Page 3
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 1/2/2002

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact: no
nystagmus. Exam Ears: Pinhae are normal. Microscoplc exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septurn, mild, boggy edema of the
turbinates and no evidence of palyps or purulence.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia, The exam
revealed hypertrophied turbinates.

Exam Oropharynx: The palatine tansils are with pustules, cryptic with debris and inflammed
with marked erythema. Pharynx:erythemetous and pharyngitis,

Tests: The discrimination of the Ieft ear of 100 % at 10 dB ahove threshold. The discrimination
of the right ear at 90 dB or greater was 100 %. The diserimination of the left ear at 90 dB or
greater was 80 %. The tympanograms showed a type A patlern in both ears.
Audio/Vestibular Tests: COG testing reveal a right sided, posterior and anterior abnormal
pattern,

Impression / Diagnosis: Endolymphatic Hydrops (386.00) viral based, currently with
acute exacerbation and left.  Endolympahlic hydrops is a condition characlerized by a fluid
{endolymph) imbalance of the inner ear. Symptorns can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo ar Imbalance. Imbalance
(781.2) moderate and severe A sensation of instability which can be constant with
intermittant worsening, Secondary symptoms may include cognitive dysfunction, short term
memory loss, concentration difficulties, inability to "focus”. Fatigue (780.79) . Allergic Rhinitis
(477.80)- Commonly known as "allergies” or "sinus". . Tonsillitis;.

Medication Prescribed: Vaitrex 500 mg po BID. Valium 2 mg #20 Sig: g 6 hours prn severe
dizziness.

Plan: The patient will receive 1ec of Celestone and Zce Depomedral. Continue Valtrex at
current dosage for 12 weeks. Recommend patient receive a testosterone, progesterone, thyroid
estrogen and Somatedin ¢ level within the next few days for possible pituitary dysfunction.
Symptoms suggestive of sluggish hypothailamic/pituitary response or possible herpetic
invaivment of the pituitary axis.

Flan: Recomment subdermal skin testing Lo airborne antigens. Skin testing in Bweeks,

Follow-up Instructions: Follow-up with doctor in 1 week(s). Audiometry, acoustic reflex and
QAE with followup visit. Vestibular AutorotationFest

followup visit. Patlent instructed on possibl )ﬁ*’rﬁlic? ans of treatment and is to phone if
concerned over side effects. Patieptwif: 1 week,

Physician's Signature: .= JzF

II: a5 /

Kendal L. Stewart, M.D, "ijm‘ﬁ“%




THE OTOLOGY GROUP OF TEXAS

WESLEY W. O KRucGnk, M.D., F.A.CS, KENDAL L. STRWART, M.D.
BRIAN P, PERRY, M.D. JAMES V. KEMPER, JR., M1,
4410 Medical Drive, Suite 340 0818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
{210} 615.3695 (5123 338-9840
(210} 615-3699 Fax {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 1/7/2002.

Age: 43

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit,

Chief Complaint: Vertigo and Imbalance.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbatance and = peripheral based
vertiga,.

Dizziness History: Denied any further dizzy spelis.

Imbalance History: Reports imbalance w/ position changes.

Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Nan smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergles.

Current Medications: Prednisone 10mg one tablet daily. Valtrex 500 bid. Valium 2 mg prn.
Fatient has finished her PVK.

ROS Head and Eyes: "Continues w/ a left sided temporal headache and pressure at the left
ear. Reports feeling much improved.

ROS Ears Nose and Throat: States leeling tender at the left tonsillar node but denied sore
throat , fever, or any allergy symptoms.

Examination: The patient was awake, alerl and conversant, No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact: no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Neurologic: Neurological examination reveals that the cranial nerves [l to XIl are WNL.
Cerebellar testing reveals no drift, no dysmetria, no dysdiadochokinesia. Motor system daes
not reveal any focal weakness. Strength is good [n all muscle groups. Gait is narrow based with
good pace. Exam Skin: Nermal turgor and elasticity; no significant skin lesions. Exam
Respiratory: Chest symmetrical, normal, breath sounds equal, bilateral symmetrical, no rales
or rhonchi and no dullness to percussion.

OTOLOGY/NEUROTOLOGY = EAR AND RELATED SHULL BASE STRUCTURES ¢ IIEARMNG AND BALANCE DISORDERS




Patient Name: VELEZ, VIRGINIA Page 2
Chart#: 6704

DODB: 1/31/1958

Daate of Visit: 1/7/2002

Exam Nose: The nasal mucosa showed irrilation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Exam Oropharynx: The palatine tonsils are with pustules on the left side. No visible erythema.
Exam Neck: Movable 2mm x2 mm node that is tender to palpation.

Tests: The discrimination scores are improving and in the left ear. The OAE reveals a
hyperacusic pattern with hydroptic low frequency drop bilaterally. The discrimination of the right
ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater was 96
. The acoustic reflexes were normal in both ears. The otoacoustic emissions revealed
decreased SPL levels in mid frequencies, low frequencies and both ears. OAEs show
slgnigicant Improvement in recovery of response since the last visit.

Impression / Diagnosis: Endolymphatic Hydrops (386.00) viral based, currently with
acute exacerbation and left sided - improving.  Endolympahtic hydrops is a condition
characterized by a fluid (endolymph) imbalance of the inner ear. Symptoms can include
intermittant fullness, intermittant tinnitus, fluctuating hearing and intermittent spells of
dizziness/verligo or imbalance. Labryinthitis- improving . Imbalance (781.2} moderate and
severe A sensalion of instability which can be constant with intermiltant worsening.
Secondary symptoms may include cognilive dysfunction, short term memory loss, concentration
difficulties, inability to "focus”. Fatigue (780.79) . Allergic Rhinitls (477.80)- Commonly
known as "allergles" or "sinus"”. . Tonsillitis-not recovered.

Medication Prescribed: Stop Prednisone and use Valium anly prn "severe" dizzy symptoms.
Continue Valtrex at 500 mg bid.

Medication Prescribed:
Z-Fak #1 as directed for infection.

Plan: Continue Valtrex at current dosage for 12 weeks. Recommend patient receive a
Somatedin ¢ level within the next few days for possible piluitary dysfunction. Symptoms
suggestive of sluggish hypothalamic/pituitary response or possible herpetic involvment of the
pituitary axis. WIll discuss allergy testing at the next visit.,

Follow-up Instructions: Follow-up with doctor in 10 day(s). Audiometry, acoustic reflex and
OAE with followup visit. Vestibular Autorotation Test an return visit. Platform posturography with
followup visit, Palient instructed on possible complications of treatment and is to phone if
cancerned over side effects. Have provided patient w/ an excuse to refrain from wark unlil
1/14/02, She will call if not better,

Physician's/ NP Signature:

/f: ba




THE O10oLOGY GROUP OF TEXAS

WESLEY W, O. KruEGER, M.D,, F.A.CS. KINDAL L. STEWART, M.D.
Brlan P, IERRY, M.DD, JAMES V, KEMPER, IR, M.,
4410 Medienl Drive, Suite 340 GRS Austin Center Blvd,, Suite 105
San Antonio, 1X 782729 Austin, Texas 78731
(210 015-3695 {512) 338-9540
(2107 615-3699 Fax (312)338-0863 Fax

Patient Name: VELEZ, VIRGINIA,
Chart Number: 6704,

Date of Visit: 1/16/2002.

Age: 43,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Patient states that she resumed work on Maonday and became very shakey
and was sent home. Patient continues to have intermittent floating sensation when looking up.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo,.

Dizziness History: The patienl's dizziness is described as general disorientation, a
“foggy"headed sensalion, lightheadedness and a sensation of dizziness "in my head". The
problem first began 3 days ago. The episodes are mild, but annoying.

Imbalance History: The patient describes minimal improvement in balance and a fluctuation of
symptoms.

Hearing History: The hearing loss is best described as a muffled sensation to hearing.
Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleaping. Non smoker. Alcohal: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Valium 2 mg prn.

Review of Systems: Active. Generally healthy. Weight loss of 12 #. The patient Is a good
hislarian.

ROS Head and Eyes: Pressure with pain in the left eye.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient denies any present or past gyrecological problems.
ROS Musculoskeletal: The patient denies any musculoskeletal complaints.

ROS Extremities: The patient denies any extremities complaints.

ROS Gastrointestinal: Patient denies any nausea, vamiting, abdominal pain, dysphagia or any
altered bowel movements.

ROS Genitourinary: Denies any genito-urinary complaints.

OTOLOGY/MNEUROTOLOGY + EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORIIERS




Patient Name: VELEZ, VIRGINIA Paye 2
Chart #: 6704

DOB: 1/31/1958

Date of ¥isit: 1/16/2002

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tendemess. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Micrascopic exam of the ears revealed normai
external canals, normal tympanic membranes and narmal middle ear spaces bilaterally. Exam
Nose: The infranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any leslons. The teeth were in reasonable repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of mation. There was no
lyrmphadenopathy, masses or thyromegaly.

Testis: Air 125 HZ: AS: 20 dB and AD; 20 dB. The patient received no testing today. Air 250
Hz: AS: 20 dB and AD: 20 dB. Air 500 Hz: AD: 15 dB and AS: 10 dB. Air 1000 Hz: AS: 15 dB
and AD: 10 dB. Air 2000 Hz: AS: 15 dB and AD: 10 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB.
Air 8000 Hz: AD: 10 dB and AS: 5 dB. The audiogram revealed Improving pure tone fregencies
in mid tones, the low tones and Left ear., The discrimination in the right ear was 100% at MCL.,
The discrimination of the left ear was 100 % at MCL. The discrimination of the right ear at 90 dB
or greater was 100 %. The discrimination of the left ear at 80 dB or greater was 92 %. The
tympanograms showed a type A pattern in both ears, The otoacoustic emissions revealed
decreased SPL levels in low frequencies and both ears.

AudiofVestibular Tests: The platform posturography shows an abnormal sway pattern in all
conditions with a SOT score of 52, Center of gravity was maoderately scattered. COG testing
reveal a posterior and anterior abnormal pattern.

Impression / Diagnosis: Endeolymphatic Hydrops (386.00) viral based, currently with
acute exacerbation and left .  Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) Imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. Imbalance
(781.2) moderate and severe A sensation of instability which can be canstant with
intermittant worsening. Secondary symptoms may include cognitive dysfunction, short term
memaory loss, concentration difficulties, inability to "focus". Fatigue (780.79) . Allergic Rhinitis
(477.80)- Commonty known as "allergies" or "sinus”. . Tonsillitis- recovered.

Medication Prescribed: Continue same meds as praviously prescribed.

Follow-up Instructions: Follow-up with doctor in 4 week(s). Patient instructed on possible
complications of treatment and is to phone if concerned aver side effects. Patient will be
returning to wark on 1/28/02. ,

Physician's/NP Signature:

Il: ba — st
i d‘_/’f




THE OTOLOGY GROUP OF TEXAS

WESLEY W, (). KRUEGER, M.[2., F.A.C.S. KERDAL L. STEWART, ML.D.
Breawn P, PrrRy, MDD, JAMES V. KEMPER, Jr., M.D.
4410 Medicul Drive, Suite 340 6318 Austin Center Blvd., Suite 103
San Antortin, TX 78229 Austin, Texas 78731
{210) 615.3G95 (512) 338-9840
(210) 615-3699 Fox {512) 33B-0863 lax

Patient Name: VELEZ, VIRGINIA,
Chart Number: 6704,

Date of Visit: 1/17/2002.

Age: 43,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patlent presents for an Established Patient Office Visit.

Plan: Fatient to Receive and otolith repositioning by the physical therapist and followup with
therapist in 3 days.. Dix Hall pike during the office visit taday indicates right sided Canalithiasis.
Treated succesfully w/ an Otolith. Patient escorted home w/ a family rgﬁember.
| 1o Y
:J‘;\ : . P ENey el ‘.—-z;].j”
Physician's/NP Signature: i ..JL;'J‘(’W <, Eiehssa Zamora, NP
As supeivised by Kendal L. Stewart, M.D.

OroLocy/NEURDTOLOGY = EAR AND RELATED SKULL BASE STRUCTURES » TIEARING AND BALANCE DISORDERS



THE OTOLOGY GROUP OF TEXAS

WESLEY W. 0. KRUEGER, M.D., F.A.C.5. KiunbaL L, STEWART, M, D,
BRIANT. PERRY, M. D, JAMES V, KEMPER, JR., M.
4410 Medical Drive, Suite 340 G818 Austin Center Blvd., Suite 105
San Anlonip, TX 78229 Austin, Texas 78731
{210} 615-3095 (512} 338-9540
(210) 615-369Y Fax {312) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 8704.

Date of Vigit: 2/27/2002,

Age: 44.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Continued minimal intermittent episode of dizziness with movement,

History of Present lliness: The patient is currently being treated at The Otology Graup of
Texas for Endolymphatic Mydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertlgo,. Patient feels better but not 100%. Describes an intermittent residual imbalance.
imbalance History: The patient describes significant improvement in balance.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker, Alcohal: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: No current medications.

Review of Systems: Generally healthy. Active. The palient is a good historian. The patient
reports a stable weight pattern.

ROS Head and Eyes: Denies vision changes, light sensitivity, blurred vision, or double vision.
ROS Ear, Nose and Throat: The patient denies any ear, nose or throat symptoms.

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, aftered bowet
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, ete.

ROS Gynecological: Denies any gynecological complaints, such as vaginal bleeding,
discharge, pain, ete.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS 8kin: Denies rashes, pruritis, lesions, bruising.
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Patient Name: VELEZ, VIRGINLA Page 2
Chart#: 6704 '
DOB: 1/31/1958

Date of Visit: 2/27/2002

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EQOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair, The oropharynx was also normal
without any lesions. Exam Skin: Normal turgor and elasticity; no significant skin lesians. Exam
Respiratory: Chest symmetrical, normai, breath sounds equal, bilateral symmetrical, no rales
or rhonchi and no dullness to percussion.

Tests: Air 125 HZ: AS: 15 dB and AD: 15 dB. Air 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 10 dB and AS: 15 dE.
The discrimination of the right ear at 90 dB or greater was 100 %. The discrimination of the left
ear at 90 dB or greater was 100 %. The tympanograms showed a type A pattern in both ears.
The otoacoustic emissions revealed decreased SPL levels in high frequencies and the right ear.
Audio/Vestibular Tests: The platform posturography showed an abnormal vestibular sway
pattern in conditions 5 and 6 with a SOT score of 80. COG testing reveal a right sided and
anterior abnormal pattern. The horizontal VAT exam revealed high abnarmal gains.

Laboratory Tests: Somatomedin C 110. date 01/23/02.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endalympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and interrittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus". #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)-
Commonly knawn as "allergies" or "sinus, if patient's dizziness recurs we will address allergy
testing. #5 Tonsillitis- recovered.

Plan: Instructed patient on the use of the antiviral for any future episodes of dizziness. She
verbalized understanding to use Valtrex prn and to call us if her dizziness does recur. Discussed
the value of growth hormone replacement in the repair of tissues and recommended she pursue
using Recom Maximum Strength Spray at 12 sprays per day for the duration of 3 months. |
have referred her to receive Vestibular Rehabilitation at Elite Physica! Therapy.

Follow-up Instructions: Follow-up with doctor in 2 month(s). Audiometry, acoustic reflex and
QAE with followup visit. Vestibular Autorotation Test on return visit. Platform posturography with
Tollowup visit. Patient instructed on possible complications of treatment and is to phone if
concerned over side effects, ”
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 5704,

Date of Visit: 3/4/2002.

Age: 44,

Attending Physician: Kendat L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Dizziness.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chranic Imbalance and a peripheral based
vertigo. Patient presents w/ a new onset of severe dizziness yesterday after awakening.
Dizziness History: The patient is currently taking no medications for thelr condition. The
patient describes an acute exacerbation of their symptams of vertigo spells severity and
imbalance since they were last seen.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: No current medications.

Review of Systems: Generally healthy. Active. The patient is a good historian.
ROS Ears Nose and Throat: As per HPI,

Examination: The patient was awake, alert and conversant, No acute distress noticed,
Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact: no
nystagrmus. Exam Ears: Finnae are normal. Microscaopic exam of the ears revezled normal
external canals, normal tympanic membranes and narmal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The aral cavity was
without any lesions. The teeth were in reasanable repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of mation. There was no
tymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and elasticity; no
significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath sounds equal,
hilateral symmetrical, no rales ar rhonchi and no dullness to percussion.

Tests: The patient received no testing today.
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Patlent Kame: VELEZ, VIRGINIA Page2
Chart#: 6704

DOB: 1/31/1958

Date of Visit; 3/4/2002

Plan: The patient will receive 1cc of Celestone and 2cc Depomedrol. Use Valtrex 500 mg bid x
1-2 weeks prn dizzy spells. Will have the patient call me in 3 days for a repart on her dizziness.

If patient's symptoms continue to recur w/ pasition changes, will have her re-evaluated by the
PT for BPPV.

Follow-up Instructions: Keep appointment as scheduled.
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Patient Name: VELEZ, VIRGINIA.
Chart Numher: 6704,

Date of Visit: 3/12/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Chief Complaint: Aural fullness and Imbatance. Left ear and left facial pain.

History of Present lllness: The patient is currently being treated at The Otalogy Group of
Texas for Endelymphatic Hydraps, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo.

Ear History: The patient describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes no to very little change in their vertigo severity and
vertigo duration since they were last seen.

Imbalance History: The patient describes warsening distractability, trouble sleeping,
worsening of tinnitus, worsening of their imbalance, fatigue and a worsening in the cognitive
ability,

Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.

Past Medical Mistory: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergles: No known drug allergies.
Current Medications: Valtrex 500 bid. Today is last dose on Z-Pak.

Review of Systems: Generally healthy. Inactive, The patient is a good histarian. Feels poorly.
The patient reports a stable weight pattern. The patient complains of feeling tired all the time.
ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoplysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patlent denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, ete.

ROS Gynecological: Denies any gynecological complaints, such as vaginal hleeding,
discharge, pain, elc.
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Patient Name: VELEZ, VIRGINIA Pagye 2
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 3/12/2002

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

ROS Head and Eyes: Pressure with pain in the left eye,

ROS Ears Nose and Throat:  Pain in left ear and left side of face.

Examination: The patient was awake, alert and conversant. No acute distress noticad,

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Narmal vision; EOM intact; no
nystagmus. Exam Nose: The intranasal exam revealed 3 reasonably mid-line septum, mild,
boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynx:
The oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx
was also normal without any lesions. Exam Neck: Supple with full range of motion. There was
no lymphadenopathy, masses or thyromegaly. Rhomberg reveals severe anterior-posterior
swaying and lateral sway with no fall, Dix Halipike manuever revealed rotatary nystagmus and
with right ear down.

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #5#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion.

Tests: Alr 125 HZ: AS: 10 dB and AD: 15 dB. Air 250 Hz: AS: 15 dB and AD: 15 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 10 dB
and AD: 10 dB. Air 4000 Hz: AS: 10 dB and AD: 10 dB. Afr 8000 Hz: AD: 5 dB and A5 15 dB.
There were elevated reflex threshlolds present in bath ears. The discrimination of the right ear
at 80 dB or greater was 100 %. The discrimination of the left ear at 80 dB or greater was 100 %.
The tympanograms showed a type A pattern in both ears,

Audio/Vestibular Tests: The platform poslurography showed an abnormal vestibular sway
pattern in conditions 5 and 6 with a SOT score of 53. COG testing reveal a right sided and
anterior abnormal pattern. The vertical plane VAT revealed high normal gains. The patient
underwent an ImPACT neurocognitive test which revealed a Word Memory Score of 93%, a
Memory Composite Score of 93% and a Totoal Symptom Score of 93. The horizontal VAT exam
revealed low normal gains,

Procedure: The patient had otolith Repositioning procedure done in the office today per
protocol.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left —resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fucluating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secandary symptoms may inciude cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus". #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitls (477.80)-
Commonly known as "allergies" or "sinus, if patient's dizziness recurs we will address allergy
testing. #5 Tonsillitis- recovered.

Medication Prescribed: Continue Valtrex 500 mg bid. Continue HGH supplement.



Patient Name: VELEZ, VIRGINIA Tage 3
Chart#: 6704

DOB: 1/31/1958

Date of Visit: 3/12/2002

Plan: The patient will receive Depo-Medrol 80mg/ce and Celestone Soluspan Bmg./cc LM...
Fatient to vestibular rehabilitation evaluation in 1 weeks. scheduled for PT eval. On 3/14/02,
Plan: Continue current immunotherapy.

Follow-up Instructions: Fallow-up with doctor in 1 day
results. Audiometry, acoustic reflex and O up visit. Patient instructed on possible

E with foll
complications of treatment and is to phefis ‘d:nce ed over side effects.
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 3/18/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient prasents for an Established Patient Office Visit.

Referring Physician: Santiago A. Zamora, M.D., 104 Robert T. Martinez JR. St., Austin, Texas
78702-4534,

Chief Complaint: Aural fullness and Dizzinass. One week follow up after Otalith
Repositioning.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Dizziness History: The patient is currently taking Valtrex 500 BID for their condition, The
patient describes an improvement in their dizzy symptoms since they were last seen. The
patient describes an acute exacerbation of their symptoms of concentration, headaches, short
term memory and fatigue since they were last seen. The patient describes no to very little
change in their imbalance and sleep patterns since they were last seen, Patient states she has
been feeling "shaky".

Processing History: The patient has associated symptoms including difficulty focusing,
inattentiveness, trouble with concentrtion and short memory.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married,

Allergies: No known drug ailergies.

Current Medications: Valtrex 500 bid.

Review of Systems: Generally healthy. Inactive, The patient Is a goad historian. The patient
reports a stable weight pattern, The patient complains of feeling tired all the time. No significant
changes since last Review of Systems.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EQM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscapic exam of the ears revealed normal
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Patient Name: VELEZ, VIRGINIA Pape 2
Chart #: 6704

DOB: 1/31/1958

Datc of Visit; 3/18/2002

external canals, normal tympanic membranes and normal middle ear spaces hilaterally, Exam
Oropharymx: The oral cavity was without any lesions. The teeth were in reasonable repair. The
oropharynx was also normal withaut any lesions. Exam Neck: Supple with full range of motion.
There was no lymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and
elasticity; no significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath
sounds equal, bilateral symmetrical, no rales or rhonchi and no dullness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: The patient received no testing today.

Impression / Diagnosls: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left —-resolved. Endolympahtic hydrops is a condition characterized by a fluid
{(endolyrnph) imbalance of the inner ear. Syrmptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus”, #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allerglc Rhinitis (477.80)-
Commonly known as “allergies” or "sinus, if patient's dizziness recurs we will address allergy
testing. Will address this with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed. Add Zyrtec 10 mg po
qd to her daily medications (10 samples provided) Rx written for #30 R3.

Plan: Patient to continue vestibular rehabilitation visits.
Follow-up Instructions: Follow-up with doctorin 2 week(s). Audiometry, acoustic reflex and

OAE with followup visit. Vestibular Autorotation Test on return visit. Platfarm posturagraphy with
followup visit, Patient instructed on passible complications of treatment and is to phone if

concerned over side effects. /4
Physician's/NP Signature: 7(&"1-,1\_,1,‘»»%{5\’&“0 Belissa Zarmora, FNP
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 4/3/2002,

Age: 44.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Aural fullness and Dizziness.

Dizziness History: The patient is currently taking Valtrex 500 BID for their condition. The
patient describes an improvement in their short term memory, cognitive ability, fatigue and
headaches since they were last seen. The patient describes an acute exacerbation of their
symptoms of headache since they were last seen.

Allergy History: The patient is currently taking Zyrtec for their allergies. The patient currently
complains of recurrent sinus headaches. The patient is currently taking for their sinus and
allergy symptoms.

Processing History: The patient has associatad symptoms including difficulty focusing,
inattentiveness, trouble with concentrtion and short memory. Sleep prablems. Participating w/
Vestibular Rehab. Last Otolith was last week.

Past Surgical History: Tubal ligation.

Past Medical History: Non-cantributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Zyrtec 10 qd . HGH Max 9/day.

Review of Systems: Generally healthy. Active. The patient is a good histerian. The patient
reports a stable weight pattern.

RGOS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal paln, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patlient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

QTOLOGY/NEURDTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BAULANCE DISORDERS



Patient Nome: VELEZ, VIRGINIA Page 2
Chart #; 6704

DOB: 1/31/1958

Date of Visit: 4/3/2002

ROS Head and Eyes: Patient has foliowing symptoms associated with the headache :
Headaches associated with allergy symptoms..
ROS Ears Nose and Throat: As per HPI.

Examination: The patient was awake, alert and conversant. No acute distress noticed,

Exam Facial: Normal facles, no TMJ tenderness, Eye exam: Normal vision; EOM intact: no
nystagmus. Exam Ears: Pinnae are norma). Micrascapic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Oropharynx: The oral cavity was without any lesions. The teeth were in reasonable repair. The
oropharynx was also normal without any lesions. Exam Neck: Supple with full range of motion,
There was no lymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and
elasticity; no significant skin iesions. Exam Respiratory: Chest symmetrical, normal, breath
sounds equal, bilateral symmetrical, no rales or rhonchi and no dullness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: There were elevated reflex threshiolds present in both ears. Audiogram unchanged
since the last visit. The discrimination in the right ear was 100% at MCL. The discrimination of
the left ear was 100 % at MCL. The discrimination of the right ear at 90 dB or greater was 96 %.
The discrimination of the left ear at 90 dB or greater was 100 %. The tympanograms showed a
lype A pattern in both ears. The otocoustic emmissions revealed normal SPL levels bilaterally.
OAEs show signigicant improvement in recovery of response since the last visit.
Audio/Vestibular Tests: COG testing reveal a posterior, anterior and stable abnormal pattern.
The vertical plane VAT revealed phase abnaormality, high normal gains and improving. The
horizontal VAT exam revealed normal gains.

Laboratory Tests: Somatomedin C 110. date 01/23/02,

Impression / Diagnosls: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved, Endolympahtic hydrops is a condition characterized by a fluld
(endolymph) imbalance of the inner ear. Symptomns can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnorrnality requiring Vestibular Therapy. A sensation of instability
which can be canstant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus”. #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)-
Commonly known as “allergies” or "sinus, if patient's dizziness recurs we will address allergy
testing. Will address this with antihistamines at this time.

Fian: Patient to continue vestibular rehabilitation visits. Plan to pursue Vestibular Rehab for the
chronic imbalance x another month. We will keep her out of work x one more month and
reavaluate on May 6 ,2002. Decrease the HGH to 6 sprays/day. Continue the Valtrex at 500
bid. Hold Zyrtec as | believe it is drying the sinuses too much. Use Guaifenesin bid.

Plan: Recomment subdermal skin testing to airborne antigens.

Follow-up Instructions: Patient instructed on possible complications of treatment and is to
phone if concerned over side effects. The patient will continue on the Orange protocol and will

receive Audiometry, acoustic reflex, OAE, CTSI8, VAT and ImPACT on their return visit in 4
waeks,
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 5/6/2002.

Age: 44.

Referring Physician: Santiage A, Zamaora, M.D.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Aural fullness and Dizziness.

History of Present lliness: The patlent is currently being treated at The Otology Group of
Texas for Endolymphatic Hydreps, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient ig stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Dizziness History: The patient is currently taking Vaitrex 500 BiD) for their condition. The
patient describes an improvement in thelr short term memory, cognltive ability, fatigue and
headaches since they were last seen, The patient describes an acute exacerbation of their
symptoms of headache since they were last seen. She reports not being able to sleepin a
recumbent position. She continues to sense a significant vertigo that lasts seconds with a
recumbent position and if she looks down. Her symptoms of positional vertigo are now
occurring daily. She has heen finished with vestibular therapy x 2 weeks, Has not had an
Otolith for several weeks (last performed at Health South by the PT).

Imbalance History: The patient describes worsening distractability, trouble sleeping,
worsening of tinnitus, worsening of their imbalance, fatigue and a worsening in the cognitive
ability.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficuity sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Valirex 500 bid. Zyrtec 10 qd . HGH Max 9/day.Duratuss.

Review of Systems: Generally heaithy. Active. Inactive. The patient is a good historian. The
patient reports a stable weight patiern.

ROS Respiratory: Patient denies any respiratory compiaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

OUOLOGY/NEUROTOLIGY = BEAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORIARS



Patient Name: VELEZ, VIRCINIA Page 2
Chart #: 6704 "
DORB: 1/31/1958

Dute of Visit: 5/6/2002

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, ete.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patient denies any genite-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, ete.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denjes any extremities complaints.

ROS Skin: Denies rashes, pruritis, iesions, bruising.

ROS Ears Nose and Throat: As per HPI.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness, Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal, Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence, Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair. The oropharynx was also narmal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly. Rhomberg reveals minor anterior- posterior
sway. Tandem rhomberg reveals lateral sway with a fall to the left after 2 seconds . Exam Skin:
Normal turgor and elasticity; no significant skin lesions. Exam Respiratory: Chest
symmetrical, normal, breath sounds equal, bilateral symmetrical, no rales or rhonchi and no
dullness to percussion.

Tests: Air 126 HZ: AS: 20 dB and AD: 15 dB. Air 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Alr 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 20 dB and AS: 15 dB.
There were elevated reflex threshlolds present In both ears. The discrimination in the right ear
was 100% at MCL. The discrimination of the left ear was 100 % at MCL. The discrimination of
the right ear at 80 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater
was 96 %. The tympanograms showed a type A pattern in both ears. The otoacoustic emissions
revealed decreased SPL levels in mid frequencies and both ears.

Audio/Vestibular Tests: The platform posturography showed an abnormal vestibular sway
pattern in conditions 5 and & with a SOT score of 65. COG testing reveal a right sided and
posterior abnormal pattern. The vertical plane VAT revealed Jow normal gains. The patient
underwent an ImPACT neurocognitive test which revealed a Word Memory Score of 89%, a
Mermory Composite Scare of 76% and a Totoal Symptom Score of 37. The horizontal VAT exam
revealed high normal gains.

Lahoratory Tests: Somatomedin € 110. date 01/23/02.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left —resolved. Endolympahtic hydrops is a candition characterized by a fluid
{(endolymph) imbalance of the inner ear. Symptoms can include intermittant fuliness, Intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy and reports symptomatic
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BPPV when in a recumbent position. A sensation of instability which can be constant with
intermittant worsening. Secondary syrmptoms may include cognitive dysfunction, short term
memory loss, concentration difficulties, inability to "focus”. #3Fatigue (780.783), unresolved and
addressed with the replacement of HGH. #4 Allergic Rhinitis {477.80)- Commonly known as
"allergies” or "sinus, if patient's dizziness recurs we will address allergy testing. Will address this
with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed.

Plan: The patient will receive 1cc of Celestone and 2ce Depomedral. Patient to Receive and
otolith repositioning by the physical therapist and follawup with therapist in 3 days. vestibular
rehabilitation evaluation in 1 weeks. Due to patient's persistent PPV we will send her back to
PT for an Otolith and further vestibular rehab. She continues to be out of werk due to her
limitations.

Follow-up Instructions: Patient instructed on passible complications of treatment and is to
phone if concerned over side effects. The patient will continue in the Blue Protocal and will
receive Audiometry, OAE, Acoustic Reflex testing, and posturography on their return visit in 3
weeks,

Physician's/NP Signature: %A’Q{ MW“ Belissa Zamora, FNP

A supervised\by Kendal L. Stewart, M.D.
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THE OTOLOGY GROUP OF TEXAS

WESLEY W. 0. KRUEGER, M.D., F.A.C.8. KENDAL L. STEWART, M.D,
BRrian P, PERRY, M.D. JAMES V, KEMPER, Jr., M.D.
4410 Medical Drive, Suite 340 6518 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Avstin, Texas 78731
(210) 615-3695 {512) 338-9340
(210)615-3699 Fox {512} 338-0863 Fax

Patient Name: VELEZ, VIRGINIA,
Chart Number: §704.

Date of Visit: 5/30/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Estahlished Patient Office Visit.

Chief Complaint: Continued aural fullness and Dizziness. No improvement.

History of Present lllness: The patient Is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symploms. The patient
describes slow, but steady improvement.

Ear History: The patient describes no otalgia. The patient has no otorrhea,

Dizziness History: The patient describes no to very little change in their imbalance, vertigo
severity, tinnitus and fullness since they were last seen,

imbalance History: The patient describes significant impravement in balance. Pt. Has
completed physical therapy, and Is currently on home exercise program. She has had one
episode of vertigo, and was able to resalve this using the techniques she leamed at PT. She
has some anxiety regarding her BPPV, attention deficits and memory deficits, but belleves there
is slow, steady improvernent.

Allergy History: The patient currently complains of lightheaded and ear fuliness.

Past 3urgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohal: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 hid. Zyrtec 10 qd . HGH Max 9/day.Duratuss.

Review of Systems: Generally healthy. Active. The patient is a geod historian. The patient
reports a stabie weight pattern.

ROS Ear, Nose and Throat: The patient denies any ear, nose or throat symptoms.

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, ete.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

OTOLOGY/NEUROCTOLOGY *+ EAR AND RELATED SKULL BASE STRUCTURES » HEARING AND BALANCE DISORDERS



Tatient Name: VELEZ, VIRGINIA TFage 2
Chart #: 6704
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Date of Visit: 5/30/2002

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Gynecological: Denies any gynecological complaints, such as vaginal bleeding,
discharge, pain, etc.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

ROS Head and Eyes: Patient has following symptoms associated with the headache :
Headaches associated with allergy symptoms.. Patient complains of moderately severe dizzines
and overall it is getting better.

ROS Genitourinary: Patient has been treated for a bladder since her last visit. Treated for five
days with an antibiotic.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tendemess. Eye exam: Norrnal vision; EOM intact: no
nystagmus. Exam Oropharynx: The oral cavity was without any lesions. The teeth were in
reasonable repair. The oropharynx was also normal without any lesions. Exam Neck: Supple
with full range of motion. There was no lymphadenopathy, masses or thyromegaly. Rhomberg
reveals severe anterior-posterior swaying.

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #3#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: Air 125 HZ: AS: 20 dB and AD; 15 dB. Air 250 Hz: AS: 25 dB and AD: 15 dB. Air 500
Hz: AD: 15 dB and AS: 20 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 20 dB. Air 4000 Hz: AS: 5 dB and AD: 5 dB. Air 8000 Hz: AD: 10 dB and AS: 15 dB.
There were elevated reflex threshlolds present in both ears. The audiogram revealed worsening
pure tones in the low frequencies and left ear, The discrimination scores are stable and
bilaterally. The discrimination in the right ear was 100% at MCL. The discrimination of the left
ear was 100 % at MCL. The discrimination of the right ear at 90 dB or greater was 100 %. The
discrimination of the left ear at 90 dB or greater was 100 %. The tympanograms showed a type
A pattern In both ears. The otoacoustic emissions revealed decreased SPL levels in high
frequencies, mid frequencies, low frequencies and both ears.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the Inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular home exercise program and this is
Improving. A sensation of instability which can be constant with intermittant worsening.
Secondary symptoms may include cognitive dysfunction, short term memory loss, conecentration
difficulties, inability to "focus”, #3Fatigue (780.79), unresolved and addressed with the
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replacement of HGH, #4 Allergic Rhinltis {477.80)- Commaonly known as "allergies" or "sinus,
Will address this with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed.

Plan: Patient to continue home program.,
Plan: Continue current immunotherapy.

Follow-up Instructions: The patient will continue on the Orange protocol and will receive

Audiometry, acoustic reflex, OAE, CTSIB, VAT ardTmBACT on their return visit in 1 weeks. If
patients testing is improved and anxjety
work.,

Physician's Signature®

/ _. /d— ' § - .
Ji b5 A K Facper NP




THE OTOLOGY GROUP OF TEXAS

WESLEY W, O, ERUEGER, M.D., F.A.C.8. KENDAL L. STEWART, M.D,
BRIAN P. PERRY, M.D. famis V, EEMPCR, Jr, M.D.
4410 Medical Drive, Suite 340 6318 Austin Center Blvd., Suite 103
San Antonia, TX 78229 Austin, Texas 78731
{2107 615-3695 {512) 338-9840
(2107 615-3699 Fax (512) 338-08G3 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 8704,

Date of Visit: 6/6/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Continued aural fullness and Dizziness. No Improvement.

History of Present lllness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydraps, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Ear History: The patient describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes no to very little change in their imbalance, vertigo
severity, tinnitus and fullness since they were last seen.

imbalance History: The patient describes significant improvement in balance. Pt. Has
completed physical therapy, and is currently on home exercise program. She has had one
episode of vertigo, and was able to resalve this using the techniques she learned at PT. She
has some anxiety regarding her BPPV, attention deficits and memory deficits, but believes there
is slow, steady improvement.

Hearing History: The hearing loss is best described as a mufiled sensation to hearing.
Allergy History: The patient has been on their current immunotherapy for 2 months. The
patient is currntly experiencing no adverse reactions to their immunotherapy.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Aleohal: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Valtrex 500 bid. Zyrtec 10 gd . HGH Max 9/day.Duratuss.
Review of Systems:

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncape, etc.

OTOLOGY/NELUROTOLOGY + EAK AND RELATED SKULL BASE STRUCTURES » HEARING AND BALANCE DHSORDERS



I'atient Name: VELEZ, VIRGINIA Popre 2
Chart #: 6704

DORB: 1/31/1958

Date of Visit; 6/6/2002

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
mavements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS3 Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, etc.

ROS Gynecological: Denies any gynecological complaints, such as vaginai bleeding,
discharge, pain, etc.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, brulsing.

ROS Head and Eyes: Patient has following symptoms associated with the headache -
Headaches associated with allergy symptoms.. Patient complains of moderately dizzines and
overall it is getting better.

ROS Ears Nose and Throat: As per HPI,

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Factal: Normal facles, no TMJ tenderness. Eye exam: Normal vision; EOM intact: no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normai
external canals, normal tympanic membranes and normal middie ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of palyps or purulence. Exam Oropharynx: The ora! cavity was
withaut any lesions, The teeth were in reasonable repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly. Rhomberg reveals minor anterior- posterior
sway and stable pattern with no sway. Exam Skin: Normal turgor and elasticity; no
significant skin leslons. Exam Respiratory: Chest symmetrical, normal, breath sounds equal,
bilateral symmetrical, no rales or rhonchi and no dullness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: Air 125 HZ: AS: 20 dB and AD: 15 dB. Alr 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD; 15 dB and AS: 15 dB, Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 20 dB and AS: 15 dB.
There were elevated reflex threshlolds present in hoth ears. The discrimination in the right ear
was 100% at MCL.. The discrimination of the left ear was 100 % at MCL.. The discrimination of
the right ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater
was 96 %. The tympanograms showed a type A pattern in both ears. The otoacoustic emissions
revealed elevated SPLs in high frequencies and both ears,

Audio/Vestibular Tests: COG testing reveal a left sided and anterior abnormal pattern. The
vertical plane VAT revealed high normal gains. The patient underwent an ImPACT
neurocagnitive test which revealed a Word Memary Score of 93%, a Memory Composite Score
of 78% and a Totoal Symptom Score of 46. The horizontal VAT exam revealed low normal
gains. On foam with eyes opened 0.8, eyes closed 1.4, copm.0.8.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left -resolved. Endolympahtic hydrops is a condition characterized by a fluid
{endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
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Imbalance (781.2) improved with Benign Positional Vertigo resolved at this time, treated and
patient continues w/ a residual VOR abnormality requiring Vestibular home exercise prograrm
and this is improving. A sensation of instabllity which can be constant with intermittant
worsening. Secondary symptoms may include cognitive dysfunction, short term memory loss,
Concentration difficulties, inability to "focus”. #3Fatigue (780.79), unresolved and addressed with
the replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as "allergies" or
"sinus,will proceed w/ allergy shots.

Medication Prescribed: Continue same meds as previously prescribed.
Flan: Continue current immunotherapy.

Follow-up Instructions: Patient instructed on possible complications of treatment and is to
phone if concemned over side effects. The patle niwill continue in the Blue Protocol and will
receive Audiometry, OAE, Acoustic Reflax tosf fosturography on their return visit in 8
weeks,

Physician's Signature:;

A f”D
Kendal L. Stewart, M.D./BZ,FNP 2727
T
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THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRLEGER, M.D., F.A.C.5. KeNDAL L. STEWART, M.D.
BRIANI'. PERRY, M.D, JAMES V. KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd,, Suite 105
Sun Antonio, TX 78229 Austin, Texas 78731
(210) 615-3695 (512) 338-9840
(210) 615-3099 Fax {512) 333-0863 Fax

Patient Name: VELEZ, VIRGINIA,
Chart Number: 6704,

Date of Visit: 8/12/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Headache temporal, Frontat and Posterior Cervical Headaches Dizziness.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Ear History: Sometimes the left ear feels full and like liquid may come out.The patient
describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes an improvement in their dizzy symptoms since they
were [ast seen. Spells have lessen in intensity but patient is very cautious not to do things she
knows will make her dizzy.

Allergy History: The patient has been on their current immunotherapy for 4 months. The
patient is currently experiencing no adverse reactions to their immunotherapy. The major

symptoms include premaxillary pressure and frontal sinus pressure. The patient also complains
of a history of nasal polyps.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohaol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Zyrtec 10 qd . HGH Max 9/day.

Review of Systems: Active. The patient is a good historian. The patlent reports a stable
weight pattern. Patient describes malaise (being tired).

ROS Respiratory: Palient denies any respiratory complaints, such as cough, shortnass of
breath, chest pain, wheezing, hemoptysis, ete,

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadadness, syncope, ete.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, ete.

ROS Skin: Denies rashes, pruritis, leslons, brulsing.

OTOLOGY/NEUROTOLOGY = BAR AND RELATED SKULL BASE STRUCTURES + HEARING AND BALANCE DISORIERS
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ROS Head and Eyes: Patient has following symptoms associated with the headache :
Headaches assoclated with allergy symptorms.. Patient complains of moderately dizzines and
averall it is getting better,

ROS Ears Nose and Throat: As per HPI. Passilbe nose polyps.

ROS Gynecological: Has been bloating and same pains in the ovary areas.

ROS Extremities: Sometimes has tingling of the toes.

ROS Gastrointestinal: Sometimes feels nauseas.

Examination: The patient was awake, alert and conversant. No acute distress naticed.
Rhomberg reveals mingr anterior- posterior sway and flickering of the eyes,

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #3#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion,

Exam Nose: The intranasal exam revealed a reasonably mid-line septum, anly mild hyperemia

and no evidence of polyps or purulence. The nasal mucosa was normal with no irritation or
polypoid degeneration noted.

Tests: Air 125 HZ: AS: 25 dB and AD: 15 dB. Air 250 Hz: AS: 25 dB and AD: 20 dB. Air 500
Hz: AD: 15 dB and AS: 25 dB. Air 1000 Hz: AS: 15 dB and AD: 15 dB. Air 2000 Hz; AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 10 dB and AS: 20 dB.
There were elevated reflex threshlolds present in both ears. The discrimination in the right ear
was 100% at MCL. The discrimination of the left ear was 96 % at MCL. The discrimination of the
right ear at 80 dB or greater was 100 %. The discrimination of the |eft ear at 80 dB or greater
was 100 %. The tvmpanograms showed a type A pattern in both ears. The oteacoustic
emissions revealed decreased SPL levels in mid frequencies, low frequencies and hoth ears.
Procedure: Binocular microscopy (CPT 82504). Binocular microscopy was performed to
assess the status of the tympanic membrane and middle ear and to evaluate for the possible
presence or absence of perforation, middle ear disease, or cholestatoma, Findings as noted.

Impression / Diagnosis: #1 Endolymphatic Hydraps (386.00) viral based, currently with acute
exacerbation and left --resolved.  Endolympahtic hydrops is a condition characterized by a fluid
{endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizzinessivertigo or imbalance. #2
Imbalance (781.2) improved with Benign Positional Vertigo resolved at this time, treated and
patient continues w/ & residual VOR abnormality requiring Vestibular home exercise program
and this is impraving. A sensation of instability which can he constant with Intermittant
warsening. Secondary symptoms may include cagnitive dysfunction, short term memary loss,
concentration difficulties, inability to "focus". #3Fatigue (780.79), unresolved and addressed with
the replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as "allergies” or
"sinus,will proceed w/ allergy shots.

Medication Prescribed: Continue same meds as previously prescribed. Gave samples of
nasocort,nasonex.0/C vaitrax 10/1/02.

Plan: The patient's progress was discussed in detail. Plan an Continueing valtrex 6 more
weeks,
Plan: Continue current immunotherapy,
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Follow-up Instructions; Follow-up with doctor in 8 week(s). Patient instructed on possible
complications of treatment and is to phone if concerned-over side effects. The patient will

continue on the Qrange protocol and will receive iometry, acoustic reflex, OAE, CTSIB, VAT
and ImPACT on their return visit jr8 weeks,

= ,.«_///ﬂ/%/ Kendal L. Stewart, M.D.

= Vet

Physician's Signature




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840  Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number; 6704.

Date of Viait: 6/27/2003.

DOB: 1/31/ 1958, Age: 45,

Attending Phygician: Kendall L. Stewart, M.D,
Type of Visit: Nursing Phone Consult: dizziness. Patient reports has had intermittent spells. Paotient stutes has
not be compliant with immunoetherapy.

Plan: The patient will receive 1cc of Celestone and 2ec Depomedrol.
Plan: Continue current immunotherapy. Patient and spouse were shown how to do weekly injections and serum
was released.

Follow-up Instr.gcti&rgs;;ﬂﬂﬁ'&ﬁ_ée_lrrédm:d appointment.

o p S
Kendalt L..-Stewart,{M.D.

u-""

Viertigo  »  Dizzincss e Imbalance Hearing & Processing Disorders »  Norve Sensitivity Syndromes



Netiro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd,, Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704,

Date of Visit: B/16/2005.

DOB: 1/31/1958. Age; 47.

Attending Physician: Kcndal 1. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit,

Chief Complaint; Dizziness,

History of Present Illness: The paticnt is currently being treated for imbalance, dizziness, tinnitus, fatipye,
benign positional vertigo and allergic rhinitis.

Dizziness History: The patient presents with camplaints of acute onset of dizzitiess. The length of the very first
cpisode of vertige has produced continucus persistent vertigo. The problem first began 4 days apo. The patient's
dizziness is described as aural fullness, continuous, nauses, anxicty, general disorientation, a spinning sensation
general instability, staggering and feeling off balance., The cpisodes are severe and incapacitating. The symmptoms
are made worse by movement, moving from a sitting position to standittg position, stress and rolling over in bed.
The last episode of imbalance /vertign oecurred today. Patent reports having gone to the ER on Saturday and had a
sinus CT, which showed a small cyst, blood work that showed elevated su gar and WBC and was given Meclizine
and Diazepam, which cause her to fal] asleep and was directed to see her PCP, Patient has a past history of BPPV
and cotrunents she has intermittent mild episode which she gets undet contro] by doing her MEP. Patient reports
the past month she has been working o lot of overtime and that she had recently lost « new grandbaby.

Ll

Past SBurgical History: Tubal ligation,

Pazt Medieal History: Vertigo.

Past Bocial History: Marital Status: Martied, Non-smoker, The pabient is a non-drinker. Patient was raised in El
Paso, Texas,

Allergies: No known drug allergies.
Current Medications: Centrum gd, Meclizine prn, Diazepam prm.

Review ol Systems: Generally healthy. Active. The paticnt/guardian is a good historian. The patient/guardian
reports a stable weight pattern.

ROS Head and Eyes: Anxiety: worsened, Processing difficulties: worsened. Dizziness: worscned, Imbalance:
worsened.

ROS Ears Nose and Throat: Allergic symptoms: scasonal. Tinnitus: intermittent and worsened. Ear pressure;
worsened. Ear fullness: worsened, The patient/guardian complaing of intermittent otalgia,

ROS Respiratory: Denies any cough, chest pain or shortticss of breath,

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadednesa.

ROS Gynecological: The patient/guardion denies any present or past gynecological problems.

ROS Musculoskeletal: The pulient denies any musculoskeletai complaints,

ROS Extremities; The patient/guardian denies any extremities complaints,

ROS Skin: Denies rashes, pruritis, lesions, or bruising. :

ROS Gastrointestinal: Pabicnt/guardian reports nausea associated with dizziness, Vomiting: with dizziness,
ROS Genitourinary: Denics any genito-urinary complaints. Patient has history of recurting bladder infections.

Examination: A very thorough diagnostic evaluation was carried out to test micdedle TM compliance, acoustic
reflexes, EAC function, extraccular movements, hearing sensitiviry, balance relationship to somatoserisory, visual
and vestibular clues and reflex recovery from balance perturbation. The paticnt was awake and alert. No acute
distress noticed, Exam Facial: Normal facics, no TMJ tenderness. Eye exam: Normal vision; EQOM intact: ng
nystagrrius, Exam Ears: Pinnuc are normal, Exam of the ears revealed normal extermal canals, normal tympanic
membranes and normal middle sur spaces bilaterally, Exam Nose: The inlranasal exam revealed a reasonably mid-
line septum, mild, bogey edema of the turbinates and no evidence of polyps or purilence. Exam Oropharynx: The
oral cavity was without any lesions. The tecth were in reasonable repair, The oropharynx was also normal witheut
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Paticnt Name: VELEZ, YIRGINIA
Page 2

Chart #; 6704

DOB: 1/31/1958

Date of Visit: 8/16/2005

any lesions. Exam Necl: Supple with full range of motion. There was no lymphadenopathy, massaes or
thyromegaly.

Tests: The audiograrm revealed a mild. The discrimination in the fdght ear was 100% at MCL. The discoimination
of the left car was 100 % at MCL. The discrimination of the right car at 80 dB or greater was 100 %. The
discrinination of the left ear at 80 dB or greater was 100 %, There were elevated reflex throsholds present in both
ears. Teating of acoustic reflexes shows inequality. The tympanograms showed o type A pattern in both eatrs. The
atgacoustic emissions revealed decreased SPL levels in high frequencies, mid frequencies, low {requencies and both
oars,

Audic/Vestibular Tests: COG testing reveals a posterior abnorma! pattern. Center of gravity was severely

scattered. CT3IB comprchensive score 1.9, CTEIB testing on foam with eyes closed 4.7. CTSIB teating on foam
with eyes open 1.3,

Impression / Diaghesis: Vertigo (unspecified) (386.10) .

Impression / Diagnosis: BPPV (356.11).

Impression / Diaghosis: Tinnitus - subjective (388.31} .

Impression / Diagnogis: Imbalance (7T51.2) .

Impression / Diagnesis: Labyrinthine hypofunction bilateral (386.54) |

Impression / Diagnosis: General Fatigue (780.79) .

Impression / Diagnosis: Concern reparding Heavy Metal Burdern (Unspecified Metal - 985,91 .

Medication Prescribed: DMPS Rx faxed to pharmacy. DMPS 250myg #1, take pdor to uritalysis, +2 refills,

Valtrex S00mg #60 + 3 refills 1 tab bid (Anti-viral}. Recommend patient discontinued cither Meclizine OR Diazepam
today.

Plan: The diagnostic lindings and treatmert regimen was discussced at length with the patient/ parent. Reasoning
and diagnostics reviewed in detail. Medication's ellicacy, function, salety, cxpectations and possible side effects
cxplained. Risks, complications and benefits of treatment discussed. Discusased provocative heavy metal urinalysis
to determine if heavy metal elevations arc present. Blood work-up to check: somatomedin C, testosternne, iree
testosterone, progesterone, TSH, [ree T4 and estrogen. The pabent received lec of Celestone (Gmg/mL) and 2cc
Depomedrel (B0mg/mL}. Order for Provocative Henvy Metal Urinalysis was faxed to Doctor's Data Ine. Patient had
no family or Iricnds accompanying during the exam and discussion of their problem. Informationa] material was
grven to patient. Recommend patient should be off work from now until 8/29/05 letter was given), Patient
received otolith repaositioning today.

Follow-up Instructions: Patient was instructed to follow up by phone if thers arc any problems, Recommend
patient to keep scheduled appointment. Follow-up with dector in 6 weeck(s), Will call with diagnostic results,
Paticnt is to regeive the-Tollowing digfinostic testing on their return visit: Audiogram, Tympanomelry, Acoustic
Reflex testing, OtoaggUstic Emisstins, Computerized Platlorm Posturography and Vestibular-Ocular Rellexes.
Patient to report- sist she will be worked in early then her 6-week follow up. KS/dn/dn,

Y gt z/ g
Kt:}xy:fhl L. Stewaft, M.I¥.
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Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
(836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512)338-9840  Fax: (512) 338-0863

Patient Nome: VELEZ, VIRGINIA.

Chart Number: G704,

Date of Vizit: 9/14/2005.

DOB: 1/31/1958. Age: 47. Weight: 138.8. Temp: 97.3,

Attending Physician: Kendal L. Stewart, M. D,
Chief Complaint: Positional Dizziness, imbalance and headaches.

Dizziness History: The paticnt has had improvements in processing difficulties, duration of dizmy apeils,
hyperacusis, severity of dizzy spells, hearing and fatigue since they were last scen. Patient has had fluctuation in
motion sickness, work/ school performance, frequency of dizzy apells, neuropathy, memory, nauscs, irritability/
muod swings, emotionality, number of 'had days', dizziness and depression since they were last seen. Palient has
had no change in lullness/ pressure; sleep pattern, imbalance, vertige, tinnitus, irritability/ mood swings,
concentration, stumbling/ staggering and anxiety since they were last seen. Patient has had a warsening in
headaches sinee they were last scen. Patient states dizziness and imbalance worsened today [ollowing testing.
Patient complains of a severe headache this past weckoend (frontal and post-cervical).

Pant Surpgical History: Tubal ligation,

Past Medieal History: Verlipo.

Past Social History: Marital Stats: Married. Non-smoker. The patient is a non-drinker. Patient was raised in El
Paso, Texas.

Oecupational History: Factory worker.

Allarmins: Mo known drag allergies.
Current Medications: Valtrex 5Q00mg bid,

Review of Systems: Generally healthy. Active. The patient/guardian is a good historian. The patent/guardism
reports a stable weight pattern. The patient/goardian complains of fecling tired all the time, Patient/guardian
deseribies gleep patlern as poor und interrupted.

ROS Head and Eyes: Anxiety: flucmating. Processing difficulties: flucmating. Dizziness: worsened today,
[ollowing testing, Imbalanee: worsened today, [ollowing testing,

ROS Ears Nose and Throat: Allergic symploma: nasal congestion for the last 3-4 days. Tinnitua: no change. Ear
prossure: no change., Ear fullness: no change, The patient/puardian complains of intermittent hilateral otalgio,
ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovasculan Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: Minimal cervical pain for the last two weeks,

ROS Extremities: The patient/guardian denies any extremities complaints,

ROS Skin: Denies rashes, pruritis, lesions, or bruising,.

ROS Gastrointestinal: Patient complaing of moderate symptoms of diarrhea for the last twe days.

ROS Geniltourinary: Denies any genito-urinary complaints.

Examination: A very thorough dingnostc evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extrooculnr movements, hearing scnsitivity, balance relationship to somatosensory, visual
and vestibular chies ond reflex recovery from balance perturbadon. The patient was awake and alert. No acute
distress noticed, Baam Facial: Normal facies, no TM.J tenderness. Eye exam: Normal vision; EOM intact; no
tiystagmus. Exam Ears: Pinnoe are normal. Exam of the ears revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally. Exam Orepharynx: The oral cavity was without any lesions.
The teeth were in reasonaoble repair. The oropharyns was also normal without any lesions. Exzm Neck: Supples
with full renge of motion. There was no lymphadenopathy, masses ar thyromegaly, Rhomberg reveals minor
anterior-posterior sway and flickering of the eyes.

Exam Nose: The intranasal exam revealed o reasonably mid-line septum, only mild hyperemia and no evidence of
polypa or purulence. The nasal mucosa was normal with no irritation or polypoid degeneration noted.
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DOB: 1/31/1958

Date of Visit: 9/14/2005

Tests: There is evicdence of recovery of the acoustic reflex. The tympanograms showed a type A pattern in both
cars. The otoacoustic emissions revealed decreased SPL levels in high frequencies, mid frequencies, low
freruencies and both cars.

Audio/Vestibular Tests: COG testing reveals a anterior and improving abnormal pattern. CTSIB comprehensive
score 0.8, CT3I8 testing on foam with eves closed 1.5. CTESIB testing an foam with eyes open 0.7. The vertical
plane VAT revenled fatigne-ability and high normal gains. The horizontal VAT exam revegled fatigue-ability and
high normal gains,

Impression / Diagnosia: Vertigo (unspecified) (386.10).

Impression [ Diagnosis: Imbalance (781.2).

Imprezsion / Diagnosis: Labyrinthine hypofunction bilateral (386.54).
Impression / Dingnosis: General Fatigue (780.79).

Impression / Diagnosis: Tinnitusz - subjective (358.31).

Impression / Diagnosis: Sleep Disorder (780.50).

Medicntion Preseribed: Valtrex 500mg bid for an additional six weeles and then prn as directed and samples of
Lunesta Zmg, one at HS prn sleep.

Plan: The patient received 1/2cc Celestone {dmg/ml} and 1 1/2ce Depo-Medrol (80mp/ml). Patient had no fumily
or friends accompanying during the exam and discusasion of their problem. The patient's progress was diseussed in
detail. Improved diagnostics, audiometric and vestibular, Patient encouraged procecd with Post-DMPS provocative
urine #s recommended. Regommend that patient not remirn to worlk until October third.

Follow-up Imtructx ns: Patiepf was instructed to follow up by phone if there are any problems. Patient
pl October with Audio, QOAE, Platform, Tymp/reflexes and VAT, KS/cam.

Kcnﬁleﬂ.. SL::)w'an MDD




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves R, Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fux: (512) 338-0863

Patient Name: VELEZ, VIRGINIA,

Chart Number: 6704,

Date of Visit: 10/31/2005,

DOB: 1/31/1958. Apge: 47. Weight: 138 4,

Attendiap Physician: Kendal L, Stewart, M.I.
Type of Visit: This patient presents for an Estoblished Patient Olfice Visit.

Chicf Complaint: Positional dizziness with associated imbalance, headaches and otalgia.

History of Present Ilness: The paticnt is currently being treated for imbalance, dizziness, tinnitus, fatigue,
benign pasitional vertigo and allergic rhinitis,

Dizziness History: The patient has had improvements in sleep pattern, anxiety, depression, dizziness, hearing,
severily of dizzy spells, emotionality, allergies, memory, processing difficulties, neuropathy, hyperacusis, [requency
af dizzy spells, duration of dizzy spells, work/ school performance, stumbling/ staggering, irritahility/ mood swings
and concentration since they were last scen. Patient has had {luetuation in light-headedness, visual difficulties,
moton sickness, tinnitus, nausea, imbalance, number of 'bad days', headaches, fullness/ pressure, fatigue and
dizziness sinee they were last seen. The patient's dizziness is described as intermittent, general instability and
lightheadednesa, The episodes arc mild, but annoying. The last cpisode of imbalance/vertigo occurred 2 wecks
apo. The patient is currently taking Valirex 500 BID for their condition. Patient repotts having been awolken with a
maoderate vertige attack on 10/21 that lingered for about 48 hours before resolving. Patient reports she has
returned to work and that she typically works Monday - Thursday about 10-14 hours a day. Patient reports
interrmittent lelt car pain, fullness/ pressure, fluid and cye pressure that is associated with her dizziness, Potient
reports she has not yet completed the heavy metal urinalysis.

Past Surgical History: Tubal ligation.
Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker, The patient is a non-drinker. Patient was raised in El
Puso, Texas.

Allergies: No known drup allergies.

Current Medications: Valtrex 500mg bid, Centrum qd.

Review of Systems: Generally healthy. Active. The padent/guardian is a good historian. The patient/guardian
reports @ stable weight pattern.

ROS Head and Eyes: Anxiety: improved. Fatipue: Fluctuating, Sleep pattern: stabilized. Dirziness: intermittent
and positional. lmbalance: fluctuating, Headaches: luctuating,

ROS Ears Nose and Throat: Patient reports intermittent left ear pain, fullness/pressure, fluid and eye pressure
that is assoclated with her dizziness.

ROS Respiratory: Denies any cough, chest pain or shortness of hregth,

ROS Cardiovascular: Denies any chiest pain, paipilalion or lightheadedness.

ROS Gynecologieal: The patient/guardian denies any present or past pynecological problerms.

ROS Musculoskeletal: The patient/guardian denies any musculoskeletal complaints.

ROS Extremities: Patient reports having a burning sensation in her left leg after she pets off worle.

ROS Skin: Denies rashes, pruritis, lesions, or bruising,

ROS Gastrointestinali Patient/guardian denies any natisea, vomiting, abdominal pain, dysphagia or any altered
bowel movements.

ROS Genltourinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnestic evaluation was carried out to test middle TM complianee, acoustie
rellexes, EAC function, extraocular mavements, hearing sensitivity, balanee relationship to somatosensory, visual
and vestibular clues and reflex recovery from balanee perturbation. The patient was awalte and alert. No acute
distress noticed. Exam Faefal: Normal facies, no TMJ tendemess. Eye exam: Normal vision; EOM intact; no
tystagmus. Exam Ears: Pinnac are normal. Exam of the ears revealed narmal external eanals, normal tympuattie
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membranes and normal middle ear spaces bilateratly. Exam Noge: The intranasal cxam revealed o reasonably mid-
line septum, mild, boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynz: The
oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx was also normal without

any lesions. Exam Neel: Supple with [ull range of motion. There was no lymphadenopathy, masses ot
thyromegaly.

Tests: Audiogram unchanged since the last visit. The diserimination in the right car was 100% al MCL. The
diserimination of the left ear was 100 % at MCL. The discrimination of the right ear at 80 JB or greater was 100 94,
The discrimination of the left ear at B0 dB or greater was 100 %. There were elevated reflex thresholds present in
hoth ears. Testing of acoustic reflexes shows inequality. There is evidence of recovery of the acoustic reflex. The
tympanograms showed a type A pattern in both enrs, OAEs show significant improvement in recruitment
phenomenon since the last visit, QOAE reveals a U shape pattern in both sars.

Audio/Vestibular Tests: COQG testing reveals a right sided, centered and improving abnormal pattern. Center of
gravity was mildly scattered. CTSIB comprehensive score 0.7, CTSIR testing on {oam with eyes closed 1.6. CTEIB
testing on foam with eves open 0.7, The verticol plane VAT revealed inconsistency, The hornzontal VAT exam
revealed high normal gains,

Impression / Diagnosis: Vertigo (unspecified) (386.10) . Resolved. v
Impression / Diasgnosis: Imbalance (781.2) . -
Impression / Diagnosis: Labyrinthine hypofunction bilateral (386.54) -
Impression [ Diagnosis: General Fatigue (780.79)

Impression / Diagnosis: Tinnitus - subjective (388.31) .

Impression / Diagnosis: Bleop Disorder (730.50) .

Medication Prescribed: Acetnzolomide 250mpg #G0 +3 refills 1 tab QD-BID prn headache/ [udlness. Recommend
Valtrex 250mg qhs and then d/c 12/15/08 and usc on prn basis,

Plan: Discuased the use of antiviral {PRN bhasis) during acute infections, environmental allergy exacerbations,
acute injury ar surgical intervention, or in gny case of inflammatory processes. Reviewed laboratory results in
detail. The patient's progress was discussed in detnil. Informational material was given to patient. Patlent had no
[amily or [riends secompanying during the exarmn and discussion of their problem. Patient released to full duty.

thstructed to follow up by phone if there are any problems. Recommend
KS/dn/fdn,



Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, MDD,
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (5121 338-9840 Fax: {512) 338-0863

Patlent Name; VELEZ, VIRGINIA,
Chart Number: 6704,

Date of Visit: 1/3/2006.

DOB: 1/31/1958. Age: 47.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patent presents for an Established Patient Office Visit,

Chief Complaint: Positional dizziness with associated imbalanee, headaches and otalgia.

History of Present Illness: The patient is currently being treated for imbalance, dizziness, sleep disorder, tinnitus,
[atigue, benign positional vertigo and allergic chinitis,

Dizziness History: The paticnt deserilies an acute vertigo spell, which does not subside for several minutes with
positional changes. The patisnt has had improvements in processing dillicultdes, hyperacusis, neuropathy,
memory, light-headedness, hearing and fatiguc sinee they were last seen. Patient has had Auctuation in severity of
dizzy spells, motion sickness, duration of dizzy spefls, sleep pottern, nouseca, imbalance, emotionality and dizziness
since they were last seen.  Patient has had no change in headaches, tinnitus, visual difficulties, concentration,
anxiety and work/ school performance since they were last seent. Patient has had o worsening in stumbling/
staggering, [requency of dizzy spells, vertigo, imbalanee, number of 'bad days' and allergics sinee they were lust
seen. The episoces are of variable intensity. The Last episode of imbalance /vertigo occurred today. The palient
describes being off balance and "foggy-headed” sensation between attacks or spells. The patient is currently taking
Valtrex pro for their condition. Patisnt reports having noticed about one weck prior to an attack she will have
fullitess/ preasure/pain in her left ear and eye. Patient reports having discontinued Valtrex on 12/15/05 as
directed and with in 10 days having a severs vertigo attack. Patlent report the maost recent attack oceurred while in
Mexico on 12/24. Patient reports having been seen by a physician there and was given some kind of injection in
the morning, noon and night, which did help her symptoms. Patient reports having also gone to her GP on 12/27
and received prescriptions [or Valtrex and Meclizine, which she did not fill. Paticnt reports she resumed Valtrex
after returning to the states on 12/27 with some relief to her symptoms. Patient has not heen to worls singe 12/26
due to this most recent attack.

Past Surgical History: Tubal ligation.
Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker, The patient is a non-drinker, Patient was raised in El
Paso, Texas.

Allergies: No known drug allergies.
Current Medieations: Valtrex 500mg bid pro, Centrum gd.

Review of Systems: Generally healthy, Inactive. Paticnt/guardian describes malaise (being tired).

ROS Head and Eyes: Anxicty: fluctuating. Fatigue: Fluctuating. Sleep pattern: worsened. Processing dilliculties:
fluctuating. Dizziness: variable intensity and worsened. Imbalance: worsened.

ROS Ears Nose and Throat: Allergic symptoms: circles under eyes, headaches, runny nose, itchy, walery eyes,
watery eyes, stuffy nose, post nasal drainage, sneczing and seasenal. Ear pressure: [uctuating. Ear fullness:
fluctuating, The patient/guardian complains of luctaating otalgia,

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: The patient/guardian denies any musculoskeletal complaints,

ROS Extremitics: ‘The paticnt/guardian denies any extremities comprlaints,

ROS Skin: Denies rashes, prurilis, lesions, or bruising.

ROS Gastrointestinal: Patient/guordion reports nausea associated with dizziness,

ROS Genitourinary: Denies any genito-urinary complaints,
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Examination: A very thorough disgnostic evaluation was carried out to test middle T™M compliunce, acoustic
reflexes, EAC function, extraocular movements, hearing sensitivity, balanee relationshi [ to somalosensory, visual
and vestibular clues and rellex recovery {rom balance perturbation. The patient was awake and alert, No acute
distress noticed.  Exam, Faclal: Normal facies, no TMJ tendemness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae arc normal. Exam of the cars revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally. Exam Nose: The intranasal exam revealed o reasonably mid-
line septum, mild, boggy edema of the turbinates and no evidence of polyps or purulence. Exam Cropharynx: The
oral cavity was without any lesions. The teeth were in reasenable repair. The sropharynx was also normal without
any lesions. Exam Necl: Supple with full range ol motion. There was no lymphadenopathy, masses or
thyromegaly.

Tests: The audiogram revealed a mild and high frequency hearing loss, The discrimination in the right car was
100% at MCL. The discrimination of the lelt ear wos 100 % at MCL. The discrimination of the right ear at 80 dB or
preater was 100 %, The discrimination of the lelt car at 80 dB or grealer was 100 %. The acoustic reflaxes were
absent in the left ear. There were clevated reflex thresholds present in the right car. Testing of acoustic reflexes
shows incquality. The tympunogroms showed a type A pattern in both ears. The atoacoustic emissions revealed
decreased SPL levels in high {requencies, mid frequencies, low frequencies and both ecars,

Audio/Vestibular Tests: COG testing reveals a left sided and posterior abnormal pattern. Center of pravity was
mildly scattered. CTSIB comprehensive seore 1.0. CTSIB testing on foam with eyes closed 2.0, CTS|B teating on
foam with eyes open 0.8. The vertical plane VAT revealed high normal gains., The horizontal VAT exam revealed
inconsisteney and fatigue-ability.

Procedure; The paticnt had Otelith Repositioning procedure of the left ear done in the office today per protecal,

Impresslon / Diagnosis; BPPV (386.11) .

Impression [ Diaghosis: Vertigo (unspecified) (386.10) .
Impression / Diagnosis: Dizziness [780.4) .

Impression / Diagnosis: Imbalance (731.2) .
Impression / Diagnosis: General Fatigue (730.79) .
Impression / Diagnosis: Otalgin,

Impression / Dingaesis: Allergic Rhinitls (477.8) .

Medication Prescribed: Patient received samples of Lunesta 3mg and Allegra. Patient to continue the medications
previously prescribed by other physicians. Recommend Valtrex 250my bid untl next appointment.

Plan: The patient received 1/2cc Celestone (Emg/ml} and 1 1/2cc Depo-Medrol {80mg/ml). The patient's progress
was discussed in detail. Patient had Daughter accompany him/her during the exam and discussion of their
problem. Recommend patient remain out of werk from 12/26/05 - 1/16/06 (note given). Short Term Disahility
[orm were completed and laxed to the patient workplace.

Follow-up InstructionsisPatic instructed to follow up by phane if there arc any problems. Follow-up with
doctor in 6-8 weel(s) jeht is to¥coeive the following diagnostic testing on their returmn visit; Audiogram,
Tympanome st eating, Otoacoustic Emissions, Computerized Platform Posturagraphy, Vestibular-
Cecular Re @ Heuro-cognitive Testing, K$/dn/dn.
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Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6336 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.

Chart Number: 6704,

Date of Visit: 1/25/2006.

DORB: 1/31/1958. Age: 47. Weight: 144, Pulse: 76 Respirations: 24, BP: 13/70. Temp; 98.1.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents lor an Established Patient Office Visit.

Chief Complaint: Positionul dizziness with agsociated imbalance, headaches and otalgia.

History of Prescnt Hlness: The palient is currently being treated for imbalances, dizzineysy, sleep disorder,
tinnitus, lutigue, benign positional vertigo and allergic rhinitis and BPPV,

Dizziness History: The patient has had improvernents in duration of dizzy spells, neuropathy, and scverity of dizzy
spells, fatigue and anxiety since they were last seen. Patient has had fluctuation in motion sickness, hyperacusis,
nauses, irritability/ mood swings, hearing and heodaches since they were last seen, Patient has had no change in
fullness/ pressure, light-headedness, number of ‘bad days', frequency of dizzy spells, sleep pattern, imbalance,
dizziness, vertigo, tinnitus, visual difficulties, processing difficulties, concentration, stumbling/ staggering, allergies
and work/ school performance since they were last seen. Patient has had a worsening in memory since they wers
last seen. Paticnt complains of continued positional vertigo /dizziness. Patient states she is unable to talee
Acctazolamide due to a tingling sensation in her face. '

Past Surgleal History; Tubal ligation,.

Past Medieal History: Vertigo.

Past Social History: Marital Status: Married, Non-smoker. The patient is a2 non-drinker. Patient was raised in E]
Paso, Texus.

Occupational History: Faclory worker,

Allergies: No known drug allergies.
Current Medications; Valtrex 250mg bid, Allegra prn and Luniesta 3mg prn.

Review of Systems: Generally healthy. Active. The patient/ guardian is a good histordan. The patient/guardian
reports a stahle weight pattern. The patient/puardian complains of feeling tired all the time. Patient/guardian
describes sleep pattern as improved and interrupted.

ROS Head and Eyes: Anxicety: impraved. Fatigue: improved, Sleep pattern: interrupted and improver with
Lunesta. Processing difficulties: no change. Dizziness: improving, Imbalance: no change.

ROB Ears Nose and Throat: Allergic symptoms: seasonal with no apparent symptoms. Ear pressure: fluctuating.
Ear fullness: fluctuating. The patient/guardian complains of fhactuating otalgia.

ROS Regpiratory: Denies any cough, chest pain or shortness of breath,

ROS Cardiovaseular: Denies any chest puin, palpitation or lighthcadedness.

ROS Gynecological: The paticnt/guardian denies any present or past gynecological problems.

ROS Muscuioskeletal: The putient/guardian denies any musculoslkeletal complaints.

ROE Extremities: Puticnt complains of intermittent pain in her left outer calf gince October 2005,

ROS Skin: Denies rashes, pruritis, lesions, or bruising,

ROS Gastrointestinal: Patient/guardian reports nauses associated with dizziness and intermittent camplaints of
constipation/diarrhea for approximately one manth,

ROS Genitourinary: Denics any genito-urinary complaints,

Examination: A very thorough dingnostic eveluation was carried out to test middle TM compliance, acoustic
refiexes, EAC [unction, extraccular movements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues ond reflex recovery [rom balance perturbation. The patient was awake and alert. No acule
diatress noticed. Exam Faeial: Normal facics, no TMJ tenderness. Exam Bars: Pinnae are normal. Exam of the
cars revealed normal external canals, normal tympanic membranes and normal middle ear spaces bilaterally.
Exam Nose: The intranasal exam rcvealed a reasonably mmid-line septum, mild, boggy cdema of the turbinates and
o evidence of polyps or purtilence. Exam Oropharyast The oral cavity was without any lesions. The teeth were in
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Patient Name; VELEZ VIRGINIA
Page 2

Chart #; 6704

DOB: 1/31/1958

Date of Visit: 1/25/2006

reasonable repair. The oropharynx was also normal without any lesions. Exam Neck: Supple with full range of
motien. There was no lymphadenopathy, masses or thyromegaly.

Tests: Testing of acoustic rellexes shows inequality. There is evidence of recovery of the acoustic reflex. The
tympanograms showed a type A pattern in both ears. The otogcoustic emissions revenled decreased SPL levels in
high frequencies, mid frequencies, low frequencies and both ears,

Audio/Vestibular Tests: COG tesling reveals u Minimal abnormal COG alignment, posterior and improving
abnormal pattern. CTSIB comprehensive score 0.7. CTSIB testing an foam with eyes closed 1.2, CTSIB testing on
foam with eyes open 0.8,

Pracedure: Left Dix Hallpike: Latent; Pousitive. Rotary: Pasitive, Nystagmus non-Fatigueable. Right Dix Hallpike:
Neputive,

Impression / Dingnosis: BPPV (386.11),

Impression / Diagnesis: Vertigo (unspecified) (386.10).

Impression / Diagnosis: Dizziness {780.4).

Impression / Dingnosis: Imbalance (781.2).

Linpression / Diagnosls: General Fatigue {780.79).

Impression / Diagnosis: Otalgia,

Impression / Dlagnosis: Allergic Rhinitis (477.8)

Medication Preseribed: Acetazolamide 250mg, 1/4-1/2 tablet prn as directed and continue current
medications.,

Plan: The patient's progress was discussed in detail. Patent had Daughter gecompany him/her during the exam
and discussion af their problem and patient to receive g Hall Fike today. Fatient instructed not to return to work for
fwo more weeks due to intractable vertiga,

Follow-up Instructions: Pati,eﬁL was instructed to follow up by phone if there arc any problems, Recommenc
patient to set a f u jﬁéﬂﬂdcd. K& /cam.
7




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 3389840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704,
Date of Visit: 3/14/2006,

DOB: 1/31/1958. Age: 48. Weight; 140. BP: 108/7064 Respirationa: 16, Temp: 98,5,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit,

Chief Complaint: Positional dizziness with associated imbalange, headaches and atalpia.

History of Present Iliness: The patient is currently being treated for imbalatice, dizziness, sleep disorder, tinnitus,
fatigue, benign positional vertigo and allergic rhinitis and BPPV.

Dirziness History: The patierit has had improvements in processing difficulties, irritability/ mood swings, number
of 'bad days’, work/ school performance, duration of dizzy spells, sleep pattern, memory, concentration,
cmotonality, [atigic and anxiety since they were last scen. Patient has had fluctuation in severity of dizzy spells,
visual difficulties, vertigo, stumbling/ staggering, frequency of dizzy spells, hyperacusis, tinmitus, imbalance,
hearing, headaches, dizziness, depression and allergies sinec they were last seen. Patient has had no change in
fullness/ pressure and light-headedness since they were last seen.  Patient continues to complain of intermittent
mild posilional dizziness without vertigs.

Past Surgical History: Tubal ligation.

Past Medical History: Vertigo.

Past Social History: Marital Status: Married, Non-smoker. The patient is o non-drinker. Patient was raised i El
Paso, Texas.

Cccupational History: Factory worker.

Allergies: No known drug allergies.
Current Medications: Valtrex 250my bid, Acetnzolamide prn, Allegra prn and Lunesta Img prn.

Review of Systems: Generally healthy, Active. The patient/guardian is a good historian. The patient/guardian
reparts a stable weight pattern. Paticnt/guardian describes sleep pattern as improved,

ROS Head and Eyes: Anxicty: improved. Faltigue: improved. Sleep pattern: improved with Lunesta. Processing
difficulties: improved Dizziness: Quctuating, Imbatance: flucruating.

ROS Ears Nose and Throat: Aliergic symptoms: seasonal with no apparent symptoms, Ear pressure: fluctuating,.
Ear fullness: fluctuating. The patient/guardian complains of [luctuating left otalgia.

RO8 Respiratory; Denies any cough, chest pain or shortness of breath.

ROS Cardiovaseular; Denies any chest poin, palpitation or ightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems,

ROS Musculoskeletal: The patient/guardian denies any musculoskelctal complaints,

ROS Extremities: The paticnt/guardian denies atiy cxtromities complaints.

R3S Skin: Denies rashes, pruritis, lesions, or bruising.

ROS Gastrointestinal: Patient/guardian denics any nausea, vomiting, abdominal pain, dysphagin or any ultered
bowel movements,

ROS Genitoorinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnestic evaluation was carried out to test middle TM commplianee, aooustic
reflexes, EAC [unction, extroeeular movements, hearing sensitivity, balanee relationship to somatosensory, visual
and vestibular elues and reflex recovery from balunee perturbation. The paticnt was awake and alert. No acute
distress noticed. Exam Facial: Normal {acies, ne TMJ tenderness, Eye exam: Normal vision:; EOM intact; no
nystagmus. Exam Ears: Pinnoe are normal. Exam of the ears revealed normal cxternal canals, normal tympanic
membranes and normal middle ear spaces bilaterally, Exam Nose: The intranasal exam revealed a rensonably mid-
line septum, mild, boggy edema of the turbinates and ne evidenee of polyps or purulence. Exam Oropharynx: The
oral cavity was without any lesions. The teeth were in reasoriable repair. The oropharviix was also normal without
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Patient Name: VELEZ, VIRGINIA
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Chart #: 6704

DOB: 1/31/1958

Date of Yisit; 3/14/2006

any lesions. Exam Neck: Supple with full range of motion, There was no lymphadenaopathy, masscs or
thyromegnly.

Tests; Testing of acoustic reflexes shows inequality. The tympanograms showed a type A pattern in both ears,
The otoacoustic emissions revenled decreased SPL levels in mid frequencies, low frequencies and both ears.
Audio/Vestibular Tests: The COG was normal and centered. CTSIB comprehensive score 0.5, CTS!IB testing on
foam with eyes closed 0.9, CTSIB testing on foam with eyes open 0.6. The vertical plane VAT revealed
inconsistency, fatie-ahility and high normal gains, The horizontal VAT exam revealed low normal gains.

Impression / Diagnosis: BPPV (386.11) resolved.

Impression / Dingnosis: Vertigo (unspecified) (386.10) resolved.
Impression / Diagnosis; Dizziness {780.4) improved.
Impression / Diagnosis: Imbalance {781.2) improved.
Impression / Diagnosls: Geaeral Fatigue (780,79) Limproved.
Impression / Diagnosis: Otalgia, improved.

Impression / Diagnoesis: Allergic Rhinitis (477.8).

Medication Prescribed: Fexofenadine HCL 180mg, #30, one daily lor allergies, plus four refills and Valtrex 250mg
at H3.

Plan; The paticnt's progress was discissed in detall, Patient had no family or friends accormpuny him/her during

the exam and discussion of [ problem:. Labs: to be done in six to eight weeks, Comprehenasive Metabolic Panel,
Free T4, TEH and Free T2 '

Follow-up Iz

as instructed to follow up by phone il there are any problems. Recommend
patient tpSos

Will call with diagnostic results, K&/cam.

ot A s

Ntry{al L. Stewgft, M1,
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Domwinion Family Healthcare
G301 W, Parmar, Suite 102

Austing TH FA729-63012

Fhone: (512) B34-G590

Faw; (513] D34-06938

Virginiz Velez I0: 1140 DB (1/21/1958 {52 yoars)

Dato of Encounter: 010512000 02:4% R

|
Hi iy Halthcure

History of Present liness Cominian Horse (HGSZ003 02:52 FIE

Paliest's words; Cold axs, nasal drainage, cough x soversl weeks alf & on,
The: patient is & 50 yany old fenale wha prasents with @ comptaint of somman celd, The onset ot tha commen cold his beon acute and has been ocoiing jn &
peraistent pattern for 3 weeks. Tha coursi has been canstant. Tha comimen eold I doscribed g maderale,

Additienal somplaint

Coueh is deseribed as the foltawing :
Therorsel of the cough han been stute and has boon oaeureing (6 & persistent patiom for 4 weeks, The course Bins been cotstant, Tha cough I sharacterized as
praductiva of mueold sputsm. The amaunt of sputum produced is seanty, The symptams have boan assaciated with fcial piffiness, fever, headache, hoRmseness. night
sweats, runny nose amd sors hrgat,

History Tiaminlon Hurae HRSE08 0249 P4
Alleroy
o lsown Dnwg Allermies
Past Medlcal

Ma chrankg medical conditicns
Tuka! Lissation
Social
flo DG Use
tHon DrinkerHo Aloohal 1)ge
Man SmokerMe Tobaceo tse
Caffring use - oooasiona!
Medisations
Hexium (400G Capsule OR 1 cann) Qral dally, Talen startiag 0528/2008) Crebered - Hy Entry,
CodiCLEAR DH (2.5-300MG/5ML Syrup 1 (ane) Cral every [our hours, as soadod for coual, Taken starting (RN 212G08Y Ordered - Hx Exniry,
Ermtex PSE {120-100M13 Capsule BR 12H4R § {one) Oral tva Smes daity, 05 needed for conaeation, Taken starting 022120083 Ordered - Ha Enlry.
Farmily
Heirl Dizeass « Mothor, Fallwr
Cerebrovaseular Accident - Mothar
Diabetess Melitus - Mother, Fathor, Patens Grandmathar, Patemal Grandiather

Review of Systems Vhnbirty L Warliald 14D 67 15,7008 0304 FA
Ganorah Present- Chilts and Faver (low grade off snd on).

HEENT: Prasent- Sinug Paln and Sore Thraat,
Respiratary: Pracont- Courh and Sputum Progduction {veffow),

Vital Sighs

Date: Q1/05/2008 025 P Helght: Nate: -
Temperature: G F Waigit: 141 1

Pulge - Waist:

Respirations: - s R

Fask Flow: BSA: -

Blood Pressure: 12272

Roading Type: Manual

”Tl.lesdmy..hﬁ.a.r.t‘:.i.l 2, 2010 Paga 1/2



Physlcal Exam Iimbezrly L Weriield, MO, G1LAOS/008 0306 FM

tenaral

Poatal Status - Alcrt. General Appearance - Well grocined. Nat in acute distress. Orientatlon - Orlented %48, Build & Muteitlon - Well nesurdshed and Wel

devetoped. Pasturs - Mommal pastura. Hydration - Vel hydratod, Velee - Marmat.
fntogumertary

General Charactaristics: Overal; examination of the patienl's skin 1eveals - ne rashes and no suspicious fesions.

Head - nonmocephatic, atraumatiz with no lesions or palpable masses.

Face

Global Assessment - atraumatic,

Heck

Glabal Asgeqtiment - supple. nen-tender, 10 palpable mass an fhe fighl arxd no palpable mass
Trachea - midline.

Thyraid
Gland Characteristica - namal slze and conutstency.
Eye

Eyeball - Bllateral - Exlraccrular mavements intact. Selora/Canunctiva - Bilatorat - Mo Dilsch
riaclion Lo tinht normal, Bqual. Regular and Round.

External Auditory Canal - Bilatoral - no drainage ohoerved and oo tendemens noted.
Qtascapls Exam, Tympanic Membrane - Bitaterat - no effeslon, no inflammation ohserved,
Nose and Sinuses

Masal Mueess - Bilaterat - boggy and congestad.

Fauth and Throat

0 e bl

argle or Cenjunctival injoclion. Pupil - Biateral - Direct

Drat Cavity/Oroptarynx: Orapharyny - mild pharyngeal erythema noted. no edoma of pastarior pharyngeat walls abserved.

Tonsils: Dischargo - Bilstoral - no dischargn noted,

Chest and Lung Exam
Auscultattan:
Broath sounds; - Mormal.

Cardlovascular

Augeuitation: Riythm - Roguir,

Murituirs & Gthor Hears Sounds: Auscultation of the heart revaals - Mo Murmurs,
Lymphitis

Giotteral Lymphatics

Deacription - Homal |

Assossments & Plans kamtintty | Warfick, MDY, 08 AR50 0000 P

ACUTE BROECHITIS (465 03

findications

Guatfengsin-Codeine 100-10MG/AML. 1-2 Teaspoonis) evary four hours, 2 needed fx cougsy, § ounces, 0REAH09, Ha Refil. Activa,

Zithromax Z-Pak 780MG, 1 (ane} Tabiat as dirscted, 1 z-pak, 5 davs staning GH052009. Mo Rafl, Orderod

Adedlitlonal inatructions
FOLLOW UP IF HO IMPROVEMENT R IF SYMRTOMS WORSEH

Tha encountor wag complated by Kimbarly L Warfiold 340,

. ‘\‘.i,ﬁ;m.c.,y.:“r\,m,-ch ; '_'_IU‘|'|3‘ s e

o DB DUSIG (89 y wam)
Page 212



Physical Exam trimtanrly L Wartheld, MDD, (1177000 05:10 F

Geteral

fontal Status - Alerl, Generat Appaaranco - Coaperative and Well groomed. Mat in scuta distrass, Odentation - Orientod Y4, Bylld & Mukrition - Wall
naurished and Woll dovelaped, Pagture - Mormal postura, Hydratlan - Well hydrated, Vaige - Hermal.

Intogumapntary

General Charactertstics: Overall examination af the patiant's skin sioals - no rashes, Temperztura - ponnal warmth is noled.

Hend and Nock

Global Assensment - atraumatic.

Heck

Global Assessment - supple. non-lender, ne palpable masy on the fight and ne palpablc mans an the lefl,

Trachea - midlipn.

Eyn

SicleralConjunciiva - Bitateral - Mo Discharge, Pupil - Bilateral - Mormal, Dirogt reactian 1o light normal, Equal, Reggutsr and Round,
ENMT

Eura

Pinnz - Bilatorat - ne edema and nae lecalized tendemess observed, Extornal Auditory Canal - Bitateral - nio drainsge ohserved and no tondarsess noted,
Qtoseopic Exam: Tympanic Mombrana - Right - na inflammation abserved.

MNosa and Blnuses

Extornal tnspection of the Mose - symmatric, no deformities obsurved and na swelling presant Nasal Mugosa - Bitateral - koggy, congested and pallor
pregent.

Meuth and Thront

Orat Cavily/Qropharynz: Hard Palate - no asyminetry observed and no ergthoma notod, Soft Palate - no asymmetry noted and na erythama noled,
Tangue - nu allor neted and not ulcerated. Orat Mueass - 1o cyanusls observed and na discolaration noted. Oeapharyns - there s no swolling of the
pharsigeal musasa.

Tansila: Charactarietics - Bilateral - not congested, no crythoma nolid and no hyperrophy,

Hypopharyny - narmal.

Chast attd Lung Exam

Chesl and lung exam reveals - quict, avan and easy respiralory effort with no use of accessary muscles, Mo adventitious breath sounds and on auscultalian,
narmal bresth sounds, ao adveslitions saunds and normal vooal resonzncs.

Cardiovasoular

Cardigvascutar examinallon yevests - nonnal heart saunds, rogular rate and rirhm with na murmurs.

Lymphale

Head & Meck

Ganorzl Haad & Seck Lyinghatics:

Bitatoral: Degcription - Mormal. Tendomass - Mon Tender,

Assessments & Plans Kimbarly 1. Warkiald, R0, (0 H D509 05002 PR

ALLERGIC REIMITIS Qi TO POLLEN (77 .0)

Fiedications

MAiegra-0 12 Hour 80-1200G, 1 fune Tablet £R 12HR two timos daily, a5 nesded far congastion, #50, 0171272008, Me Rafil, Active,
Procedures

THERPROPHDIAG IhJ, SCAM (90772) (1 Units)

IMJECTICN, METHYLEREGHISOLONE ACETATE, B0 MG {Snocial Coverage Instiuctions Apply. See MER: 20:00) (40403 (1 Linits)
Additlanat Instructions

FOLLOW UP IF RO IMPROVERIENT OF IF SYMPTOMS WORSEN

Addenda; (0122005 051444 PM: Kimberly L Warftold, 810 missed much of work last wesk duc ta balng sfck, She can go bucl 1o work en Wotnesday

The encaunter wias complatad by Kimberly L Warfiefd MD.

I - 20 .| N DOB:, 01311058 (52 y pirs)
Tuesday, March 2, 2010 Page 22




Dominion Family Healthcare
5301,W' II"J]:I[F[W}L.H ?“gﬂgﬂ
Alstng TX P87 2496802

Liominion ‘f’ Fomidyp Fegdtleanrs Bhona: {512) B34-0500
Fax {512) 834.9998
Virginia Volez 10: 1145 DOB: 0173111958 {52 years)

Date of Encountor; (/122008 04:52 FM

History of Present liiness Ichmbety 1, Worfsts, MO 011212070 0505 04

The pationt fs & 50 year ofd female whe presents with a complaint of @ unny noso. The anset of e rusny nese has boos asute and has besn aczurring in a perslstant
patiern for 2 days. The course kas been constant. The ruany ncsn is deseiibed s severe. Runmy noso nates: iats of runsy nose and SRRz aver e weekend. Litln
tuilness in throat,

History Romiian Hurce 01122008 144 Frd
Altergy
Hi Known Crun Allergles
Past Medical

Mo chranle madical condilions:
Tubal Lination
Seclat
blo Drug Uso
Mo DrinlearMo Alcshol Use
Mon Smalertlo Tohacoo Use
Caffedna use - oocasianal
Meddications
Guaifepesin-Ceadeine (100-10MG/OML Liauid 1-2 Oral every four hours, as nooded for cough, Taken starting 3HAG5/2000) Active,
Hlewium (GOMG Capsuls DR 1 {ons) Qral dally, Taken starting 05/28/2008) Actve,
CodiCLEAR DM (3, 6-300MG/AML Syrup 1 fono Qrzl every four hours, as needed far cough, Taken starting 027 2/2008) Actlve,
Ente PSE (120-460MG Canstde ER $2HR 1 jone) Oral two times dally, a8 nestied for congestion, Taken starlina 024 2208) Active.
Family
Haar Disasse - Mothar, Fathar
Cerchrovpsoular Acehdent - Bolher
Dlabeders Mellitug - Mothar, Fathor, Paternal Grandmother, Paternat Grandfathr

Review of systems Rimberty L Warfiald, WD 0171 20003 G504 B
Geperal: Fresznt Chills (ithe). Mot Praseni- Fever.

HEENT: Frosant- Eye Faln {buming), Hasal Cangestian, Rhihitis, Sore Threat and Voiee Changes,
Resplratory: Fresent Gough.

Vital Signs

Data: 272008 04:52 FM Helght: Mate: -
Temperature: GR.3MF Waight; 138 b

Pulsa: - Walst:

Reapirations: - BRI -

Poak Flaw; BEA;

Bload Prassurs: 118482

Fuading Type: fannal

Tuesday, March 2, 2010 Page 1/2



Patient:  VIRGINIA VELEZ
36196 - 1/31/1958

9415 QUAIL MEADOW DR Belda Zamora MD
Austin, TX 78758 2100 E. 6th Street
Austin, Texas 78702
36196 {512) 474-7824
Visit Date/Time: 412812009 B:53:37 AM
Chief Complaint: ltehy nase-watery eyes and faver-allorgles?
Allergies: NKDA

Past Medical History:
Childhood Hinesse:
Past Su rgica, fﬁsmry: tah and ovarlan surgery 2003

Social History: occupation: defl
- no tobacco

and no mah
married

Family History:
Problem List:

Current Medications:

Spnopsis/HPI: Fatient is here for sneezing, allergies and sore throat. She has been with symptoms one day. She notes sinus pain
) as well,

Skin: burns ta left 1¢g and has ece low back pain, she has varices ag well
Review Of Systems: Non-Contributory except far that n the HFl

Physical Exam:
BP: 92 1 60 P: R: T: 29 WT:143 1§ [H

GEN; Wail-nourished individual In no acute distress,

SKIN: varices to legs

HEENT. Nu lesions to eyes, ears , nose ar thraat, slnus pain upen palpation
NECK; Noadenopathy.

CV: RRR, no murmurs.

LUNGS!  Chzar to auscultation, no rhonehi, no wheszing,

ABDOMEN: Soft, nontender, nondistended.

NEURES: N [l- X1 Intact.

MUSCULOSKELETAL: Mo abnormalities.

Diagnoses:

4549 Varicose Veln of Leg

4739 Sinusltis

ATT.S Alleryle Rhinitin

720.5 Leg Paln

Procedures:

JOGe6 Rocephin 500 mg

depomedral 40mg 1M

Flan:

Sinusitis - 4739
— Armoxll S00 mg Slg: 1 Capsule gBh (Every 8 Hours) far 7 days.. NO REFILLS,
Allergic Rhinitls - 477.9
— Allegra 60 mg Slg: 1 Taklets BID (Twlee Per Day) Dlsp. # 80. NQ REFILLS.
— Fluhase 50 mog/spray Sig: 1 Nasal spray each nostril once a day [isp. # 1, NQ REFILLS.

Patient Discussion;  due for mmg, colon screen and pap

Muonday, March 01, 2010 Created willinicaldMentor Pape 1 af 2



Puatient:  VIRGINIA VELEZ
36196 - 1/31/1958
9415 QUAIL MEADOW DR Belda Zamora MD
Austin, TX 78758 2100 E. 6th Street

Austin, Texas 78702

36196 (512) 474-7824

may use aspercreme o legs for burning feeling

Belda Zamora MD

Muonday, March 01, 2010 Created wllinicalMentor Page 2 of 2
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‘ Horario Clinica Fatima: Lunes - Viernes da 15:00 g 21 :00
: L URGENCIAS:CEL. 5254320' . :

[ cumica FATIaR o .. . CONSULTORIO PARTICULAR' |
| AV EL GRANJERQ # 70221 - o , JLOTEPEG #7629
FRACC. OASIS a - o - ESO.CoN GROCELA
TEL 6201488 oo e UTTNE AEROPUERTO
‘ o S : TEL.637-1284
. 'CEL. (656) 625-4820
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© SURTASU REGETAER:
- FARMACIA FATIMA
. TEL 620-1504 N S |
AV. EL GRANJERO # 7022.2 - o
S1ES MEDICAMENTO GONTROLADD | MESSCUENTO PERMANENTEEN .|
DEBE ESTAR SELLADA - - MEDICAMENTOS DEL 10 % AL 20 5, |
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