
NOTE: These spreadsheets are NOT complete and will 
contain duplications. If a tab says “shingles,” that does 
not mean it includes all shingles cases. There have 
been more reports than I can process (currently just 
under 30,000 severe AE reports in VAERS). Also, 
through the process of working on my database, I have 
changed categories of information I felt was more 
important. This is why there are different formats for 
different tabs, as well as duplications (changing from 
one format to another). I have not had the opportunity 
to place more recent cases in their respective tabs (eg. 
Bell’s Palsy, etc.). Please be patient with me as I 
consolidate all spreadsheets and continue entering new 
cases. Thank you, and I hope you find this useful.



Herpes Zoster (shingles)
ID Vax date Age Sex Days from vax to sx Days from sx to death Write-up After dose1 After dose2

904427 12/16/20 34 M 2 Write-up: 12/18/2020 scrotal pain. Evening onset of rash 12/19/2020 Rash lower 
lumbar, left butt cheek, scrotum and penis. Took picture and sent to Consult with 
infectious disease. Doctor deemed rash to be SHINGLES and prescribed Valtrex. By 
evening, rash had progressed all over and pain associated with shingles. 12/20/2020 
Stable but rash is still prominent.

905555 12/16/20 64 M 1 Other Medications: Bystolic 5 mg/day. HTCZ 50 mg/day. Losartan 50mg/day 
Victoza 18mg/day
Current Illness: None
Preexisting Conditions: HTN, type 2 diabetes
Allergies: NKA
Diagnostic Lab Data: None
Write-up: Shingle like symptoms on left side of scalp/ face/ neck/ left arm and left 
torso. Extreme sensitivity to touch/cold/heat on affected side. Left neck muscles sore 
and aching.

905858 12/16/20 60 M 2 Other Medications: Motrin, amlodipine, paroxetine, atorvastatin
Current Illness: none
Preexisting Conditions: HTN, HLP, PTSD
Allergies: bee venom
Diagnostic Lab Data: pending as of 12/21/20
Write-up: Shingles right arm 2 days after COVID 19 vaccination. Evaluated 12/21 
and prescribed topical acyclovir and oral vatrex 1g TID x 7 days. Labs obtained and 
pending (CMP, CMP, ESR, CRP, Zoster IgG,M, viral swab)

907314 12/21/20 39 F 0 Other Medications: omeprazole 20mg PO Day
Current Illness: none
Preexisting Conditions: GERD
Allergies: NKDA
Diagnostic Lab Data: None
Write-up: Shingles, left T4 dermatome. Treated with valacyclovir. Adequate response 
to treatment.

907908 12/22/20 48 F 1 Other Medications: zoloft trazodone Orthotricycline lo melatonin Vitamin D Vitamin 
C
Current Illness: None
Preexisting Conditions: None
Allergies: PCN Sulfa
Diagnostic Lab Data: none
Write-up: Temperature of 100.1 about 5 hours after administration with mild frontal 
headache. Today - about 24 hours after adminstration - herpetic rash developed 
along the left mandibular branch of the trigeminal nerve.

907968 12/16/20 32 F 2 I was itchy only to find out it was Shingles

907973 12/19/20 58 F 1 Other Medications: Synthroid, Vitamin D, Vitamin B12
Current Illness: none
Preexisting Conditions: Hypothyroidism, graves disease
Allergies: Bactrin
Diagnostic Lab Data: none
Write-up: 11am on the 20th I noticed pain on my back torso and it came around to 
the left of my abdomen and was told it was textbook shingles rash and was 
prescribed valacyclovir 1gram 3x daily for one week, the pain is now mild and I can 
treat it with tylenol and I've only had to take it once, the rash is still there but it''s not 
spreading I started the medication at 3pm after seeing the dr

908408 12/17/20 58 F 3 Other Medications: Atenolol 50 mg Lisinopril 20 mg omeprazole 20 g Vitamin D 
2000
Current Illness: none
Preexisting Conditions: HTN, gerd
Allergies: none
Write-up: Shingles outbreak emerged about 72 hours after vaccine. Prescribed 
Acyclovir 800mg on 12/22/2020 Also had a co-worker develop shingles within 24 
hours of the vaccine this week.

909137 12/16/20 39 F 5 Other Medications: Spironolactone 100mg daily
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: Herpes zoster (left hard palate and left scalp V2 distribution) which began 
4 to 5 days status post vaccination. No prior history of shingles.

909300 12/17/20 61 F 5 Other Medications: atorvastin
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: Approximately 5 days later I began having symptoms which then 
developed into a shingles rash on the 7th day after receiving the vaccine.

909543 12/21/20 59 F 2 Other Medications: Levothyroxine, atorvastatin, venlafaxine, Xeljanz XR, 
pantoprazole
Preexisting Conditions: Raynauds, Splenectomy, psoriatic arthritis, ITP
Allergies: Sulfa
Diagnostic Lab Data: Diagnosed at urgent care
Write-up: Shingles, left side leg and foot

909550 12/21/20 39 F 2 Other Medications: levothyroxine, one a day multivitamin
Current Illness: none
Preexisting Conditions: hypothyroid chronic lymphocytic colitis
Allergies: sulfa
Diagnostic Lab Data: none. Diagnosed by dermatologist via virtual consult.
Write-up: shingles, nasociliary branch. started with burning in the inside of my left 
Nare, vesicular rash appeared which spread to the tip of my nose. I immediately (day 
2 of rash) started valtrex 1gm TID. After 48 hours on valtrex no progression of rash. I 
have not had any visual symptoms (herpes opthalmicus) yet and hopefully don''t.

909686 12/21/20 56 F 1 Other Medications: none
Current Illness: none
Allergies: entex-LA
Diagnostic Lab Data: none- diagnosed with shingles 30 years ago -occurs on my 
leg same area every time-occurs every 1-2 years just had shingles 2 months ago, it 
went away then within 36 hours of covid vaccine-the shingles came back in the same 
site --but mild case this time--not as many blisters
Write-up: Shingles lasting about 5 days -mild case

910008 12/18/20 61 F 1 Developed a rash on abdomen that was discovered at approximately 10 pm on 
12/29/20, the day following the vaccination. Personal physician diagnosed it the 
following day as shingles and an anti-viral (valacyclovir) was prescribed. Last dose 
taken on 12/27/20. Rash is clearing.

911156 12/18/20 64 M 0 first dose 18Dec2020 10:00AM for COVID-19 immunization. The patient received the 
vaccine in hospital. PMH: coronary artery disease (CAD), status post stent 
placement right marginal branch in 2015. Allergies: none except seasonal. Prior to 
vaccination, the patient was not diagnosed with COVID-19. Classic herpes zoster 
(shingles) left T5 and T6 dermatomes and noticed rash when he got home from the 
hospital at 20:00 on 18Dec2020, same day of vaccination. The patient started on 
valacyclovir (VALTREX) 1 gm every 8 hours for treatment of events.

911986 12/18/20 28 U 4 Other Medications: spironolactone, cetirizine, probiotic
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: shingles

912979 12/17/20 70 M 9 Other Medications: amlodipine, Crestor, vitamin D
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: none
Write-up: Onset of herpes zoster (shingles) - right anterior thigh

913069 12/18/20 54 M 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: No known drug or food allergies
Diagnostic Lab Data: None
Write-up: Shingles outbreak mostly lesser occipital nerve distribution

913977 12/16/20 39 M 7 First dose 16Dec2020 17:00 on left arm for COVID-19 immunization. PMH: none. 
Other medication: omeprazole. The patient experienced moderate Left upper mid 
back pain started less than 24 hours after injection on 17Dec2020 15:00. 7 days after 
injection (23Dec2020) the patient had fully developed shingles in this area. 
Treatment received included Valacyclovir tid for 7 days.

914104 12/18/20 38 F 1 Other Medications: vyvance, trazidone, zyrtec
Current Illness: No
Preexisting Conditions: celiac disease 
Allergies: latex
Write-up: On 12/19 I woke with swelling to my right arm pit and no other symptoms 
at that time. Swelling moved over the right side of my body and a mild headache. At 
10 pm on 12/19 the swelling was no different with soreness and a mild headache 
which I took two tylenol and slept most of the night. On 12/20 I had the same 
swelling, no pain, no fever, bruising on the right side of my body. I took two advil and 
two tylenol through out the day. The swelling and bruising changed. No fever just a 
mild headache. On 12/21 I woke with not swelling, more bruising, and a mild 
headache. Under my right breast, there was a rash. I applied cream. The bruising 
was still there no swelling. The rash and bruising increased the next day. No fever or 
swelling. I was treated for Shingles at an Urgent Care.

914500 12/18/20 44 F 7 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: None
Write-up: I broke out in shingles one week after receiving the vaccine.

914706 12/23/20 45 F 5 Other Medications: Rosuvastatin, Levocetirizine, Vitamin D2, Ezetimbe, 
Multivitamins, Vitamin C
Current Illness: None
Preexisting Conditions: Hypercholesterolemia
Allergies: Dust, Pollen
Write-up: Bruising at injection site Shingles symptoms started on 12/28/2020, with 
burning pain on L armpit, progressing with each day, no blisters at time of this report; 
will be taking acyclovir as per MD consult on 12/20/2020

914858 12/23/20 35 M 2 Other Medications: Montelukast, Levocetirizine, Symbicort inhaler, Qvar inhaler, 
Ketoconazole ointment, Vitamin B-6, Vitamin D3
Current Illness: No recent illnesses
Preexisting Conditions: Moderate but controlled asthma, year-round allergies, past 
hx of kidney stones
Allergies: Environmental allergies to pollen, grasses, mold, dust mites, but NKDA
Diagnostic Lab Data: Physical exam - Wednesday, Dec. 30
Write-up: A couple/few days post-vaccination, I noticed a minor skin irritation on my 
lower-right back. After a couple days, it developed into a more pronounced rash. 
Then, yesterday (six days post-vaccination), it started itching. The rash was raised 
above nearby skin, and I could feel defined vesicles or papules. Midday today (seven 
days post-vaccination), I was diagnosed with Shingles. I have never had Shingles 
before in my life. At age 5, I had Chickenpox, but I have had no presentation of the 
underlying virus in 30 years. It does seem quite oddly coincidental given the rash 
appearing within perhaps 48hrs after the first injection. I began oral Valacyclovir a 
few hours ago. 

915492 12/30/20 47 M 1 Other Medications: None
Current Illness: None
Preexisting Conditions: Shingles
Allergies: PCN
Write-up: Shingles flare Nerve pain in known area to face/eyebrow/skin around left 
eye

915585 12/22/20 43 F 5 Other Medications: Wellbutrin Cymbalta
Current Illness: None
Preexisting Conditions: Depression
Allergies: None
Write-up: Shingles on right upper back and right chest. Pain and widespread 
shingles rash. Prescribed Valacyclovir and Gabapentin.

915817 12/17/20 55 F 11 Other Medications: Once a day vitamin Align Probiotic
Current Illness: None
Preexisting Conditions: None
Allergies: Sulfa drugs
Diagnostic Lab Data: 12/28, photos of rash sent to Dr., shingles diagnosed, started 
on Valcyclovir on 12/28
Write-up: Shingles rash noted 12 days after receiving vaccine. I have had shingles 
earlier this year so I was familiar and able to contact my care provider.

915879 12/23/20 U U 4 Employee developed shingles rash on left scapula four days after receiving the 
vaccine . Valtrex started. Rash resolved in one day.

916723 12/18/20 39 M 9 Allergies: none
Write-up: Headache and myalgias started day 2 after vaccine, treated with ibuprofen 
and APAP turned into: Migraine headache started 8 days after vaccine, lasted 2 days 
and treated with sumatriptan led into: Shingles on left side of face started after 
migraine

916849 12/23/20 33 F 1 Other Medications: mirena
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: Covid rapid nasal test-12/28 negative
Write-up: I received the vaccine in the left arm on 12/23 with no immediate 
symptoms. On 12/24 I had body aches mostly on my left side. On 12/25, I started 
having a strong headache, focused mostly on the left side. On 12/26 the headache 
continued and I also noticed swollen lymph nodes on both sides of my neck, and 
behind my ears. Also, it felt like someone had broken my nose and when I would try 
to bite down or chew I would have a sharp pain and pressure in my nose and 
sinuses. On 12/27, the headache continued, and I had severe left eye pain, as well 
as pain chewing and the swollen nodes, that became painful to touch. On 12/28, I 
went to my PCP and was tested for covid, which was negative. She diagnosed me 
with a sinus infection and prescribed amoxicillin. On 12/29, I noticed my scalp had 
lumps on it that were painful and I had a very itchy spot on my forehead, which 
became swollen as well to about a quarter size lump. I also had other painful spots 
on my scalp all over and a continued severe headache and left eye pain. More 
painful, swollen lymph nodes have appeared on my face and neck. At urgent care 
today (1/1) I was diagnosed with Shingles. I was told to continue amoxicillin and to 
start taking Valtrex. I am very itchy, mostly on my face, scalp, and left side of my 
body.

916854 12/20/20 61 F 8 Other Medications: none
Current Illness: none
Preexisting Conditions: obesity, high cholesterol
Allergies: none
Diagnostic Lab Data: none
Write-up: 12/28 developed shingles for the first time. Started antivirals 12/31 when 
vesicles appeared and I realized it was shingles.

917253 12/19/20 37 F 14 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: NKDA
Write-up: Patient (physician) reported she developed shingles post-COVID 
vaccination.

917558 12/28/20 29 F 1 Other Medications: Fluvoxamine
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CMP, CBC, CRP, RVP, Lipase, LFTs, CRP, UA, CT with and 
without contrast, UA
Write-up: Developed multi-dermatomal shingles and moderate-severe abdominal . 
Preliminary read of the CT states - "Minimally distended loops of small bowel with 
bowel wall thickening and mucosal hyperenhancement, likely enteritis. Normal large 
bowel."

917715 12/21/20 32 F 4 Other Medications: Sertraline
Allergies: Sulfa
Write-up: Day 4 after receiving vaccine dose developed nerve pain in the groin and 
R glute/thigh, as well as fatigue. Sx worsened on day 5, so I was prescribed Valtrex 
x7d to treat suspected Herpes Zoster, which I previously had in my early 20s.

917751 12/29/20 31 F 1 I developed shingles after vaccine. First day after vaccine developed pain then rash 
2 days later

917911 12/28/20 32 M 3 Other Medications: Effexor, loratidine, finasteride
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: Left T11-12 zoster reactivation

918686 12/18/20 37 M 15 Other Medications: Omeprazole 20 mg daily Trintilix 10 mg daily
Current Illness: None
Preexisting Conditions: Spastic diplegia Gerd MDD
Allergies: None
Write-up: Left T7 herpes zoster

925219 12/30/20 66 F 1 Other Medications: Lysine, levothyroxine, B complex, Emergency C Estraidiol patch
Current Illness: none
Preexisting Conditions: hypothyroid
Allergies: Septra
Diagnostic Lab Data: none
Write-up: Woke up Thursday am with hives on right lower abdomen and leg getting 
progressively worse throughout the day. By that afternoon had back pain in right back 
and continuing hives. Woke up Friday with numbness to right leg, hives, and back 
pain all on right side of body. Had numbness to foot, face but especially thigh, back 
and across upper buttocks. Saturday hives subsiding, numbness receding to face, 
upper thigh and foot only on right side of body. Sunday, back pain some improved, no 
hives or hives minimal, numbness persists upper thigh face and foot on right side of 
body. Monday, Tuesday and Wednesday the same. Woke up Thursday with shingles 
rash to upper thigh back, numbness to foot face and upper thigh persist only on right 
side of body.

933275 12/24/20 47 F 3 lab tech who works in the healthcare industry and manages a medical office received 
first dose of COVID-19 VACCINE to left arm on 24Dec2020 at 7:30. PMH: slight HTN 
from Jul2020 and ongoing. Medications: lisinopril since Jul2020. Developed Bell’s 
palsy, facial dropping which did not last long but she still had the painful shingles on 
27Dec2020, after the first dose. Onset of what the Urgent Care Physician believed 
was Shingles on 27Dec2020. Initially on 27Dec2020 she developed sites of what she 
thought were canker sores or fever blisters in her mouth which had gotten pretty 
large and stopped her from being able to eat on 29Dec2020. Then on 30Dec2020 
she developed sites on her face which have gotten scarily large; and was causing 
some deep nerve pain going to her eye and down her chin; the sites felt like lesions 
on her face with roots. The sites in her mouth are now completely gone; but the sites 
on her face are ongoing. Now it has kind of taken over her face. Urgent Care 
Physician believed the sites to be shingles. She had never Bell’s palsy/facial 
dropping has resolved.

953397 ? ? ? ? 1day after vaccine, developed severe headache & later blister in head officially 
Shingle. Then decreased platelet count fatally to 29(ITP). now hospitalized getting 
treatment.  Platelet: 70 on 01/16/2021, 29 on 01/17/2021 After steroid treatment 
going up to 45 on 01/18/2021

959400 1/6 38 F 0 Other Medications: None
Current Illness: None
Preexisting Conditions: Migraines
Allergies: None
Diagnostic Lab Data: CT Scan 01/08/2021 Blood tests in ER on 01/08/2021 MRI 
01/08/2021
Write-up: 12 hours after vaccination began experiencing fever, chills, body aches, 
slight head ache - lasted around 12 hours. Had slight pain above eye prior to getting 
vaccination. Saw PCP on 01/08/2021 due to eye pain - had CT scan for possible 
aneurysm, found 2 spots on brain, thought patient had shingles. On 01/10/2021 
shingles rash appeared

990087 1/15 45 F 13 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: Received vaccine on 1/15 and developed rash c/w shingles (herpes 
Zoster) on 1/28.

994024 1/27 60 F 2 Other Medications: Effexor 225 mg daily.
Current Illness: None
Preexisting Conditions: Depression. No other medical history
Allergies: Morphine: Hives
Diagnostic Lab Data: Shingles diagnosed clinically by MD
Write-up: 2nd dose received 8am 1/27. Fever, 102.1 and severe headache 1/28, 12 
am. Developed Shingles 1/28, 10 pm. Shingles lesions continue to develop at the 
time of this report, despite starting Valtrex 1/29 am

994082 1/11 56 F 3 Female healthcare professional received second dose of COVID-19 VACCINE 
11Jan2021 at left deltoid. PMH, medications: none. Her health had improved over the 
last six months and her labs had been good. The patient received first dose of 
COVID-19 VACCINE at left deltoid on 23Dec2020. The patient received her second 
dose of vaccine 11Jan2021. 14Jan2021 she was lethargic and noticed a small rash 
on her right side. The following day, it was clear that she had Shingles. Over the 
weekend, the rash was in circles around her body. She had not been sick, she was 
not stressed, the only thing was that four days prior to the rash, she got the last 
COVID shot. She was not immunosuppressed.

995290 12/30/20 32 F 1 other health professional (patient), non-pregnant female patient received the first 
dose of COVID-19 VACCINE, Lot number: El1284) on 30Dec2020 16:30, at left arm, 
PMH: atopic dermatitis (eczema). No known allergies. Medications: melatonin. 
Shingles behind left ear 31dec2020 09:00, the morning after vaccine received. 
Emergency room visit. Covid test Nasal Swab post vaccination: negative on 
08Jan2021. Prescribed oral Antibiotics, oral Antivirals, antibiotic shot. Outcome: 
recovered

995864 1/18 59 F 1 Other Medications: Vitamin C, B-12, Multivitamin, Calcium, Vitamin D supplements. 
Amlodipine, Norvasc, metoprolol, Cellcept, Prednisone, plaquenil, Atacand.
Current Illness: none
Preexisting Conditions: SLE, Fibromyalgia, Osteoporosis, HTN, Srogen Syndrome
Allergies: Dilaudid, Bactrim
Write-up: Developed Shingles

1000217 1/7 94 F 2 Other Medications: ELIQUIS; LASIX [FUROSEMIDE]; VALSARTAN; PRAVASTATIN
Current Illness: 
Preexisting Conditions: Medical History/Concurrent Conditions: Blood disorder; 
Blood pressure abnormal; Cholesterol; Disorders of fluid, electrolyte and acid-base 
balance
Diagnostic Lab Data: 10Jan2021 chest x-ray; CT scan. 09Jan2021 Test Date: labs, 
vitals all came back fine
Write-up: Pharmacist reporting for her mother, who received the first dose of 
COVID-19 VACCINE on 07Jan2021 3:15 PM in right arm. PMH: blood pressure, 
cholesterol, blood thinner and fluid. Past vaccination included varicella zoster vaccine 
live (ZOSTAVAX). Medications: apixaban (ELIQUIS) for blood thinner, furosemide 
(LASIX) for fluid, valsartan for blood pressure, pravastatin for cholesterol. Her mother 
is 94 years old and was in very good shape. However, now she was in the hospital 
completely disoriented. She broke out with shingles two days after getting the 
vaccine on 09Jan2021. The patient complained of pain and burning in the evening 
around 5PM on 08Jan2021 17:00. She later broke out into shingles. Patient went to 
the Emergency Room the first time on 09Jan2021 complaining of pain and burning 
and they could not find anything wrong with her. They checked her vitals and ran 
several tests and it all came back fine. Patient went back to the Emergency Room on 
10Jan2021 and completed another battery of tests, labs, chest x-ray, and CT scan at 
this time they did not diagnose with Shingles. On 11Jan2021, her Primary Doctor did 
not find anything wrong. The rash broke out on her body on Monday 11Jan2021. On 
Tuesday 12Jan2021 they took the patient to urgent care and she was diagnosed with 
Shingles and prescribed Acyclovir. They also thought she had a slight Urinary Tract 
Infection, and she was started on CIPRO. Patient was home for a couple of days, not 
getting any better, and was then starting to lose her mental faculties. They thought 
this was from the urinary tract infection. She was admitted to the hospital on 
16Jan2021 due to being disoriented. She was healthy and then it was like a 
snowball.

1002535 1/28 97 F 1 5 Write-up: On 1/29/21 patient began not feeling well. The doctor gave her fluids and 
tramadol for pain. They noticed increased confusion, but thought that could have 
been due to the tramadol. They also increased her gabapentin as she was 
experiencing nerve pain. Patient also developed a rash and was diagnosed with 
shingles on 2/1/21. Patient died on 2/3/21

1005988 1/14 40 F 0 Non-pregnant Female healthcare professional (HCP) received first single dose of 
COVID-19 VACCINE in right arm on 14Jan2021 16:00 at Hospital. PMH, allergies: 
none. Medications: multivitamin. 14Jan2021 19:00, the patient experienced shingles: 
approximately 3 hours after receiving vaccine, redness and tenderness under 
eyebrow of right eye. Pain behind right eye that did not go away for more than 5 
days. Ophthalmologist diagnosed shingles on 20Jan2021. Treatment: antiviral 
medication and steroid drops.

1010188 1/11 40 M 9 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: I experienced Shingles less than two weeks after the initial vaccine

1011013 2/2 58 F 4 Other Medications: Zinc 50mg, Vitamin C 500m, Vit D 2,000mg, Losartan 50mg, 
Atorvastatin 10mg
Current Illness: None
Preexisting Conditions: Igg Subclass MGUS, HTN
Allergies: Codeine Fluroquinalones Macrolides PCN Cephalosporins
Diagnostic Lab Data: Valcyclovir 1000mg tid x 7 days
Write-up: Developed shingles 6 days post second vaccine

1013270 2/2 77 F 1 Other Medications: aspirin, carvedilol, clopidogrel, iron supplement, fluticasone 
nasal, furosemide, multivitamin, rosuvastatin, valsartan
Preexisting Conditions: right sided weakness, mild mitral and tricuspid insufficiency 
d/t valvular disease, hx of uterine cancer, asthma, history of STEMI, OSA, seasonal 
allergies, PVD, obesity, numbness of arm and legs (self reported on past patient 
questionnaire), HTN, hyperlipidemia, hiatus hernia, diverticulosis, DM type 2, CAD, 
CHF, hx CVA, carotid stenosis, cardiomyopathy of undetermined type, arthritis, 
anemia
Allergies: Morphine (N&V), Fenofibrate, pravastatin (headaches), statins, ace 
inhibitors, furosemide, metformin (no severe allergic reactions to these meds 
reported)
Write-up: Pt developed Shingles after vaccination. Notes from call to PCP day after 
vaccination: "Since yesterday morning after vaccine after she received her covid 
vaccine, she noted that her right ear hurts. She says that the pain does not feel like it 
is in the ear but right around the ear, and the bones around the ear. She says it hurts 
to chew, and the area to the back of her ear has ringing sound. She does not note 
that the ear is red. When she rubs under the ear she says the area is painful. She 
does not note a lump or bump under her ear. She states that the jaw/bone area hurts 
with the vibration of the conversation." Sore throat and headache, only on right side. 
Pain progressed to the point of hospitalization, with vesicles erupting on right side of 
face/ear canal.

1020051 2/6 41 F 0 Other Medications: i got second covid shot on 2/6, exactly 28 days after my first 
shot. by that night, i had a shingles outbreak of the rare Ramsay Hunt variety, though 
i DO believe it had been triggered already by the prior day. (aka 26 or 27 days after 
my
Current Illness: none
Preexisting Conditions: Lyme Disease since July 2005
Allergies: whey, oat, grasses and pollens
Write-up: ramsay hunt syndrome appeared day 27/28 after first vaccine, which was 
also the evening of dose #2

1022062 1/21 70 F 0 Received first dose of COVID-19 VACCINE on 21Jan2021 15:00. PMH: allergies, 
compromised immune status, endocrine abnormalities, genetic / chromosomal 
abnormalities, respiratory illness, diabetes, obesity. The patient had a whole list of 
concomitant product medications (unspecified). The patient came down with shingles 
rash on her back four and a half hours after the vaccine 21Jan2021 (about 19:00 - 
19:30). The rash got worse, so she was hospitalized on 26Jan2021 for shingles and 
related pain that was more than she could handle. COVID test was negative prior to 
admission.

1028831 2/6 32 F 1 Other Medications: Leviteracitam, Amytriptyline, Baclofen, Bumex
Preexisting Conditions: Chronic: epilepsy, POTS, EDS, Fibromyalgia, GERD
Allergies: Marijuana
Diagnostic Lab Data: Hospitalization MRI, CAT scan, EKG, blood work: positive for 
Ramsey Hunt Syndrome, ER Visit to hospitalization
Write-up: Ramsey Hunt Syndrome (2nd Dose)

1033152 1/21 53 F 13 Other Medications: Antihistamine Zyrtec, Singular, cyclosporine, lasix, potassium, 
cetirizine, fluoxetine, fenofibrate...daily regimen for both dose 1 and 2
Current Illness: Chronic autoimmune urticaria with angeoedema
Preexisting Conditions: See above Developed shingles
Allergies: Shellfish, whey, multiple fruits,
Diagnostic Lab Data: CT, UA, Labs at hospital A few days later contacted my 
primary care doctor and received prednisone and valacyclovir
CDC Split Type:
Write-up: Chills, aches, post dose 2 and left sick within 24 hours of receiving the 
injection but was fine approximately 16 hours post injection. On or about 2/03/2021 
felt intense itching deeply in left flank area. On 2/52011 the pain became so intense 
that I missed work and went to the hospital, and had concerns there was a problem 
with my kidneys. On 2/9 itching, urning and pain in left flank area and later developed 
shingles for the first time.

918888, 
918900

12/28/20 30 M 2 Write-up: 6 day history R sided chest rash w/ skin hypersensitivity consistent with 
shingles rash. Received covid vaccine 1.5 days before. Seen by PMD over telehealth 
appt and dx with shingles. Had VZV at 5 yo. No prior vaccine for VZV.

49.16981132075473.62962962962963

(n)=56       39 F (70%)      14 M (25%)      3 U (5%)
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Write-up After dose1 After dose2 HCP patient Category 2

Bell’s palsy

971280 12/15/20 42 F 8 PMH: facial paralysis from 2010, ongoing chronic migraine. No h/o 
COVID-19 infection. 
Allergies: None.
Medications: cetirizine (ZYRTEC); ibuprofen; paracetamol (TYLENOL); 
MULTIVITAMIN.
Non-pregnant female nurse (patient) received the first dose of 
COVID-19 VACCINE on 15Dec2020 15:45 at left arm. She experienced 
left arm pain day of vaccine lasting through the week from 23Dec2020 
06:00. Headache everyday after. On 28Dec2020 she noted numbness/
swelling to left side of face, some numbness and tingling intermittent left 
arm. Left neck stiffness and pain. On 31Dec2020 increased left neck 
pain 10/10 and noted drooping of right side of face at mouth, left ear 
and teeth pain. On 02Jan2021 face swelling including eyes, increase 
ear and teeth pain including left jaw. Headache and neck pain 
continued. On 05Jan2021 Virtual visit with NNP started AbX and 
steroids (possible bells palsy flair up) and dentist visit no issues with 
teeth. On 08Jan2021 neurology visit diagnosed with bells palsy 
reoccurrence related to vaccine. Throughout the week increased 
numbness, tingling, and pain to left arm. With intermittent sciatic type 
pain to left leg. her whole left side had felt different since the vaccine. 
Constant left arm numbness, tingling, and pain since 09Jan2021. 
Minimal relief from headaches pain from 8 to 5. On 13Jan2021 10/10 
left arm pain, sharp, stabbing, weak, painful to move. Treatment 
Steroids, pain meds, and MRI scheduled were received.

Nurse Bell’s palsy

911087 12/16/20 42 M 0 Other Medications: PrEP (Emtricitabine/Tenofivir) Albuterol inhaler 
Fluticasone/Salmeterol inhaler Montelukast Fexofenadine 
Cyclobenzaprine Fluoxetine
Current Illness: none
Preexisting Conditions: Mild persistent asthma Obesity Pre-diabetes 
Back pain Non-alcoholic fatty liver Adjustment disorder/depression
Allergies: Clindamycin - rash
Diagnostic Lab Data: HIV/RPR pending (though he is already 
monitored closely while on PrEP).
Write-up: Vaccinated on 12/16 - Onset of tongue numbness a few 
hours after vaccination, which was gone the next day. seen in ER on 
12/17 had normal head CT, negative work up for stroke. 10 days later 
on 12/26/20 tongue numbness recurred & developed (R) facial droop - 
Seen in clinic on 12/28 - diagnosed with Bells palsy, started on 
Valacyclovir. Patient will hold PrEP x7 days (precautionary), no sexual 
activity during that time.

Bell’s palsy

903318 12/17/20 35 F 0 Other Medications: pre-natal vitamin, vitamin D supplement, Biotin, 
Vitamin C supplement.
Current Illness: none.
Preexisting Conditions: none.
Allergies: ceclor, and sea urchin.
Diagnostic Lab Data: labs, CT, MRI completed. Diagnosis Bell's palsy.
Write-up: 10:00 am received vaccine @ medical center. right side of 
mouth felt strange on the way home. 13:00 Looked in mirror and 
noticed uneven smile, right side of mouth drooping. 15:00 pm @ 
Emergency room. Stroke code called, labs, CT, MRI completed. 
Diagnosis Bell''s palsy. Went home with steroid and anti-viral. 
Symptoms are improving.

Bell’s palsy

908785 12/17/20 36 F 4 Other Medications: Ibuprofen
Preexisting Conditions: Castleman’s Disease, Factor V Leiden
Allergies: Codeine
Write-up: 21December2020 Woke up with onset of left sided facial 
weakness, paralysis, and numbness around 0600. Was evaluated in the 
ER and diagnosed with Bell’s Palsy.

Bell’s palsy

909017, 
913012

12/17/20 43 F 7 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None known
Diagnostic Lab Data: None
Write-up: left-sided facial bell's palsy. facial drooping mostly resolved, 
minimal eye drooping on left side; headache; Tylenol taken for 
headache; headache has resolved; left-sided sensitivity to loud noises; 
hearing sensitivity resolved

Bell’s palsy

965550 12/17/20 61 M 16 PMH: lung neoplasm malignant , adenocarcinoma from an unknown 
date and unknown if ongoing.
Medications: duloxetine (DULOXETINE), levetiracetam 
(LEVETIRACETAM), omeprazole (OMEPRAZOLE), olanzapine 
(OLANZAPINE), hydromorphone (HYDROMORPHONE) , fentanyl 
(FENTANYL PATCH), bisacodyl (BISACODYL).
Patient received COVID-19 VACCINE in the right arm on 17Dec2020 
10:15. The patient experienced Bell's palsy on 02Jan2021 with outcome 
of recovered.

Bell’s palsy

996743 12/17/20 39 F 29 PMH: allergic rhinitis, deviated nasal septum, Factor V Leiden, GERD, 
DVT, HTN, neck pain on left side, and rhomboid muscle strain.
Medications: fluoxetine, acetylsalicylic acid, caffeine, paracetamol 
(EXCEDRIN MIGRAINE), fluticasone nasal spray, hydrochlorothiazide, 
lisinopril, loratadine, meloxicam, omeprazole, oxycodone, and sodium 
chloride nasal spray.
The patient received first dose of COVID-19 VACCINE in the left arm on 
17Dec2020 16:15  She noticed some numbness on the right side of 
face after receiving the first dose of vaccine. She was concerned for 
Bell's Palsy on 15Jan2021 at 09:00 AM. Tx: valganciclovir and 
prednisone.

Bell’s palsy

903638 12/18/20 62 M 1 Other Medications: Truvada 200 mg, Protonix 40 mg, Tylenol 650 mg, 
ASA 81 mg, Lipitor 10 mg, Omnipaque 350mg, Lisinopril 10 mg, Zofran 4 
mg
Current Illness: none
Preexisting Conditions: HTN, hyperlipidemia
Allergies: NKDA
Diagnostic Lab Data: admitted to hospital TIA
Write-up: Presented with left facial numbness and left UE numbness. 
He states that it is worse medially on his arm. Present in upper and lower 
face. He states it started around 730 am this morning. He also notes 
intermittent "foggy" sensation since Monday associated with some 
blurred vision that comes and goes. Denies focal weakness, unsteady 
gait, difficulty with speech and swallow. He denies f/c, cp, sob, rash, 
pruritis, n/v/d, edema. He did receive the Pfizer COVID vaccine 
yesterday

Bell’s palsy

907907 12/18/20 43 F 4 Other Medications: Daily multivitamin
Current Illness: None
Preexisting Conditions: 
Allergies: Chemical sunscreen
Diagnostic Lab Data: CT scan of my head w/o contrast to r/o stroke. 
Results were negative.
Write-up: Right sided jaw pain started 12/22/20 in the AM progressed 
through the evening. When I woke I had numbness and weakness on 
the right side of my tongue which I quickly realized included the lower 
portion of my right face. An ER trip and a CT scan confirmed it was 
Bell’s Palsy. The upper portion of my face has is now included in the 
weakness and paralysis.

Bell’s palsy

908465 12/18/20 39 F 0 Other Medications: None recorded
Preexisting Conditions: GERD, irritable bowel
Allergies: No Known Allergies
Diagnostic Lab Data: MRI - no acute intracranial pathology
Write-up: Slight numbness in L cheek and inner L lip, symptoms 
worsened on the way home, seen in the ED (6:23PM), MRI completed, 
diagnosed with Bell’s Palsy, discharged home (10PM)

Bell’s palsy

910185 12/18/20 44 F 2 Other Medications: None
Current Illness: None
Preexisting Conditions: Diagnosed and treated for Non- Hodgkin''s 
follicular lymphoma (March 2017-present). Treated with rituximab 2017 
& 2018.
Allergies: None
Diagnostic Lab Data: 12/26/2020 - CT Scan & Bloodwork
Write-up: 12/20 - symptoms presented as possible right ear infection. 
12/21 - started Amoxicillin 875MG bid. 12/25 - presented in urgent care, 
for treatment of worsening ear infection. Rx: Prednisone. Did not fill or 
take the prednisone on 12/25 due to Christmas Holiday and no open 
Pharmacies. 12/26 Awoke with Bells Palsy on right side of face. Went to 
ER. Was diagnosed with Bells Palsy and potential ear swimmers ear. 
Placed on and began taking the following medications on 12/26/2020: 
Prednisone 10MG Tablets taking 4 tablets every day for 2 days, 3 
tablets every day for 2 days, 2 tablets every day for 2 days and 1 tablet 
every day for 2 days CIPR/DEXAMETH 0.3-0.0% OTIC SUSP - instill 2 
drops into right ear twice daily for 7 days. AMOX-CLAV 875MG 
VALACYCLOVIR 500NG

Bell’s palsy

910639 12/18/20 28 F 3 PMH: anxiety, depression, diagnosed COVID-19 prior vaccination.
No known allergies.
Medications: fluoxetine (PROZAC). 
Female Health Professional received first dose COVID-19 VACCINE in 
left arm on 18Dec2020 09:30 at hospital. Bell’s palsy/facial paralysis on 
21Dec2020 19:00.

HCP Bell’s palsy

911571 12/18/20 43 F 8 Other Medications: Synthroid Vyvanse Wellbutrin
Current Illness: None
Preexisting Conditions: Hypothyroid- Hashimotos
Allergies: None
Diagnostic Lab Data: None
Write-up: Mild Bell's Palsy affecting right side of face. Mild asymmetry 
noted, mild decreased muscle strength and tone, and slight right eye 
irritation. Symptoms with minimal progression by day 2. Started course 
of Prednisone on day 3 (12/28/20.) Currently symptoms persist but 
early in treatment course.

Bell’s palsy

915079 12/18/20 46 M 7 Other Medications: fluoxetine
Current Illness: None
Preexisting Conditions: asthma, depression
Allergies: hay fever, dogs, cats
Diagnostic Lab Data: Negative COVID test
Write-up: First ear pain then associated facial pain which progressed 
into R sided Bell's Palsy

Bell’s palsy

923324 12/18/20 64 M 1 PMH, medications: none.
Patient received COVID-19 VACCINE in right arm on 18Dec2020 04:00. 
On 19Dec2020, he had headaches and overall was not feeling well. On 
28Dec2020, he experienced bell's palsy on the left side of his face. He 
said it was a little hard to talk as his mouth was not working at the 
moment. He said it was a little hard to drink his coffee. Rx: Prednisone 
and Valaciclovir. He was also told to get some eyedrops as one eye 
does not close very well.

Bell’s palsy

905946 12/19/20 39 F 0 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Dicloxicillin
Write-up: Approximately 30 minutes after vaccination developed 
intense pins and needles sensation to the left side of my face. I then 
developed a heavy, aching, tingling sensation to the left side of my face. 
I returned to the facility and was evaluated post vaccination. Symptoms 
persisted 2 days later so I was evaluated by my PCP today and 
diagnosed with Bells Palsy. I was prescribed high dose steroids today.

Bell’s palsy

910302 12/19/20 33 F 0 Allergies: sulfa.
Medications: cetirizine (ZYRTEC) from 18Dec2020, and multivitamin 
from 18Dec2020.
No history of Covid.
Female nurse received 1st dose of COVID-19 VACCINE in left arm on 
19Dec2020 10:00. About 40 min after the vaccine, the patient 
developed left facial/ left tongue tingling/ numbness. By 20:30 that night 
(19Dec2020), the patient had a left sided facial droop as well. She 
looked in the mirror and noticed her smile was not symmetrical. She 
checked into the ER and was diagnosed with Bell's palsy. Steroids were 
given for treatment. The patient was still experiencing intermittent 
tingling.

Nurse Bell’s palsy

933283, 
935978

12/19/20 62 M 15 PMH, medications, allergies: None.
Post vaccination COVID Nasal Swab (PCR) on 29Dec202: Negative.
Physician (patient) received first dose of COVID-19 VACCINE on left 
arm on 19Dec2020 19:00. Woke up 1/4/21 with right sided facial 
weakness consistent with Bell's Palsy. Started high dose Prednisone 
and Valtex. Received IVIG infusion on 1/6/21 and 1/7/21. Mild 
improvement 1/11/21.

Dr Bell’s palsy

907376 12/20/20 28 F 3 Write-up: I was dx with possible bell palsy mainly affecting my right 
eye. I was prescribed prednisone and famciclovir.

Bell’s palsy

949732 12/20/20 63 F 0 Other Medications: Premarin .3 mg every other day multi vitamin
Current Illness: none
Preexisting Conditions: none
Allergies: Compazine (anxious)
Diagnostic Lab Data: Taken to the ER and was given steriods
Write-up: Bells Palsy 1st injection on 12/20/21 symptoms started 
1/7/21, 2nd dose on 1/10/21 immediate numbness in mouth and 
tightness in throat which triggered bells palsy symptoms immediately

Bell’s palsy

908961 12/21/20 36 M 1 Other Medications: Cymbalta and Lipitor
Current Illness: None
Preexisting Conditions: High Cholesterol
Allergies: None
Diagnostic Lab Data: Was seen in ED and had routine blood work and 
CAT scan
Write-up: Developed Bell's Palsy symptoms on the left side of my face 
almost exactly 24 hours after vaccine administered

Bell’s palsy

913141 12/21/20 49 M 2 Other Medications: none
Current Illness: none
Preexisting Conditions: Diabetes 2, HTN, Gout, Hyperlipidemia
Allergies: lisinopril HCTZ
Write-up: 12/23/2020 developed left ear pain and next day experienced 
drooping of left side of face, difficulty blinking left eye Bell’s Palsy

Bell’s palsy

913845 12/21/20 47 F 2 Allergies: sulfa and NSAIDs (urticaria and hives)
Write-up: On Dec 21 got covid vaccination. 2 days later, left eye was 
bothering her/dry. Then Saturday Dec 26 was eating a bowl of cereal, 
spilling the food, face was drooping. No headache, no fever. Has Bell’s 
Palsy. Rx Prednisone 20 mgs BID x 5 days.

Bell’s palsy

915884 12/21/20 35 M 0 Other Medications: Oral contraceptive once daily.
Current Illness: Urticaria.
Preexisting Conditions: None.
Allergies: Bactrim.
Write-up: Pt presented after receiving vaccine on 12/21/2020 on 
12/31/2020 with Bell's palsy. Right sided facial perceived numbness 
and numbness of right arm distal from site of vaccine. No weakness on 
exam, +weakness perceived by patient. Reported by patient these 
symptoms improved from date of vaccination. Able to fully open and 
close right eye. No facial droop. She states these symptoms occurred 5 
minutes after having vaccine, but initially dismissed as her anxiety 
about getting vaccinated.

Bell’s palsy

924900, 
925746

12/21/20 35 F 0 PMH: intermittent hives.
Medications: cetirizine hydrochloride (ZYRTEC) 5 mg for intermittent 
hives.
Health Professional patient received first dose of COVID-19 VACCINE 
on 21Dec2020. Reaction of Bell’s palsy with mild symptoms 5 minutes 
after receiving Covid vaccine, involving numbness in a small area of her 
tongue. Then "facial numbness, right sided ear discomfort, difficulty 
closing right eye, only right side numbness and weakness of her face.” 
Her right eye became irritated from being a little dry. 31Dec2020 
Treated with 60mg of Prednisone for 5 days. Much improved.

HCP Bell’s palsy

929175 12/21/20 65 M 12 PMH: low HDL.
Medications: pravastatin
ER physician (patient) received COVID-19 VACCINE at right deltoid on 
21Dec2020 19:00. Asymptomatic until 02Jan2021, when he developed 
a bilateral headache and left-sided Bell’s Palsy. 03Jan2021 ER 
performed a head CT, MRA, labs, and a COVID-19 PCR test with a full 
viral count. All tests were negative. For his headache he administered 
himself a sphenopalatine block of Lidocaine 1% in his nose. His doctor 
prescribed a Medrol dose pack and Valtrex for the Bell’s Palsy.

Dr Bell’s palsy

910564 12/22/20 49 M 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Compazine
Write-up: Bell’s Palsy to the left side of my face. Woke up Wednesday 
morning with symptoms.

Bell’s palsy

910992 12/22/20 29 F 1 Other Medications: No
Current Illness: No
Preexisting Conditions: No
Allergies: Sulfa
Diagnostic Lab Data: CT done on 12/28 that showed no abnormalities
Write-up: Dec 23 started having right side facial tingling, slight 
numbness, decreased sensation. Headache, fatigue. This facial 
symptoms came and went away daily in short intervals. On 12/27 I got 
dizzy, weakness, blurred vision, right face numbness, slight lip 
drooping, high blood pressure, trouble swallowing, tongue numbness 
on right side, and right arm tingling. 12/28 got steroid treatment from Dr 
after being diagnosed with Bell’s palsy.

Bell’s palsy

911677, 
911765

12/22/20 46 F 4 Other Medications: Prednisone taper Valtrex
Allergies: NKA
Write-up: received the vaccine on 12/22/2020. Drooping of the Right 
side of her face, started 12/26/20. 12/28/2020 MRI to rule out Stroke 
negative. Diagnosed with Bell's Palsy. RX with a Prednisone taper and 
Valtrex.

Bell’s palsy

909925 12/23/20 59 F 2 Other Medications: Hydrochlorothiazide 25mg
Diagnostic Lab Data: Blood labs - normal, CT Scan -normal
Write-up: 12/25/2020 08:00AM patient awoke with left eye twitching, 
mouth drawn to left side. Neck severely aching from right earlobe to the 
back of neck, severe headache. Unable to close left eye. ER visit 
12/26/2020. Dx: Bell’s palsy. Rx: Valacyclovir hcl 1 gram tablet, 
Butalbital, Acetaminophen, Caffeine Oral tablet 50-325-40mg, solution 
eye drops, Azithromycin cream

Bell’s palsy

920069 12/23/20 37 F 3 Allergies: PNC, percocet
Write-up: Possible Bell's Palsy Rx of Prednisone 60mg Daily x7 days 
Valacyclovir 1000mg TID x7 days

Bell’s palsy

910902 12/23/20 48 F 0 Other Medications: Dexilent 60 mg, Estradiol 1 mg, Multivitamin daily, 
Calcium daily, Vitamin D daily, Probiotic daily
Current Illness: None
Preexisting Conditions: GERD
Allergies: Latex -sensitivity ("red, itchy, swelling on skin"), Levaquin 
(swelling in joints to the point of not being able to walk), Demerol 
(hives), Phenobarbital (Infantile seizures), Biaxin (GI sensitivity), Keflex 
(hives), Dermabond ( Skin reaction)
Diagnostic Lab Data: "Sensation test", blood work - inflammatory 
markers - within normal limits
Write-up: December 23, 2020, at approximately, 1645 patient noted 
right eye numbness that tingled into right cheek. At 1730, looked in the 
mirror and noted no movement in muscles on right side of face. Could 
raise right eyebrow, but right eyebrow and below numbness and no 
movement. At approximately, 1920 went to ER. Dx: Bells Palsy. Tx: oral 
steroids ("three pills), then started a Medrol Dose Pak the next morning. 
As of December 28, 2020, patient reports "Face and eye area feel 
normal. My mouth is not drooping. I have at least 50% of my movement 
back." Patient continues to take Medrol Dose Pak. On day 4 of Medrol 
Dose Pak has 3 more days.

Bell’s palsy

914830 12/23/20 35 M 7 Other Medications: Bupropion XL 300mg daily
Current Illness: None
Preexisting Conditions: None
Allergies: Sulfa
Diagnostic Lab Data: Patient reports all testing and imaging normal.
Write-up: Patient on awakening this AM had a HA (short duration) and 
facial droop. Diagnosed at ED with Bell's Palsy. Rx antivirals and 
steroids.

Bell’s palsy

944277 12/23/20 45 F 2 PMH: mitral valve prolapse from an unknown date.
Allergies: Cephalosporins and nut (peanut derived).
Medications: epinephrine (EPIPEN) 0.3MG/0.3ML, fluticasone 
propionate 50MCG/ACT nasal spray.
Non-pregnant female patient received the first dose of COVID-19 
VACCINE on 23Dec2020 at 14:30 in left arm. 15 minutes later, the 
patient experienced allergic reaction to vaccine, tingling to upper lip and 
face, red rash on bilateral forearms. Reactions resolved with no 
treatment. The patient developed Bell''s Palsy 2-3 days later. Currently 
being treated with high dose steroids and acyclovir.

Bell’s palsy

953092 12/23/20 48 F 0 PHM: GERD.
Allergies: levofloxacin (LEVOFLOXACIN), pethidine hydrochloride 
(DEMEROL), phenobarbital, cefalexin monohydrate (KEFLEX), 
charithromycin (BIAXIN).
Medications: dexlansoprazole (DEXILANT), estradiol, phentermine, 
ergocalciferol (VIT D), calcium.
Nurse (patient) received the first dose of COVID-19 VACCINE on 
23Dec2020 at 04:00 PM at right arm at Public Health Clinic/Veterans 
Administration facility. 45 minutes later, after leaving the clinic, the 
patient felt tingling sensation in right eye and mid cheek area. Within 1.5 
hours, muscles on the right side of her face were noticeably weaker. 
Unable to wink, or scrunch right eye. Tx: prednisone.

Nurse Bell’s palsy

914312 12/26/20 57 F 3 Other Medications: Metformin, Avapro, Lipitor, Singulair
Preexisting Conditions: DM, hyperlipidemia, HTN
Write-up: Bell’s Palsy with right sided facial weakness

Bell’s palsy

916073 12/26/20 37 F 2 Other Medications: Nortriptyline, albuterol
Current Illness: Migraine Headache
Preexisting Conditions: Migraine Headache
Allergies: none
Write-up: Subjective left facial muscle weakness/numbness two days 
after vaccine. Treated with prednisone, valacyclovir for presumed Bell's 
Palsy.

Bell’s palsy

938471 12/26/20 56 F 5 Other Medications: General MVIs. Prolia injection o 12/1/20. Calcium 
with Vitamin D3.
Current Illness: No
Preexisting Conditions: Osteoporosis
Allergies: ASA, crab, fish, dog dander
Diagnostic Lab Data: 1/8/21 CT, bloodwork. MRI pending
Write-up: 12/31/20 noticed a streak from R eyelid straight down to the 
R jaw. Numbness, tingling feeling from R mid cheek moving toward R 
ear. Swelling of the face, paresthesia feeling, abnormal sensations at 
this same area of the face. Initially, I experienced a H/A on the R side 
above my eye which has not been occurring lately. When I initially 
speak, my mouth doesn’t move properly, but once I get my words 
started then my mouth moves properly. My smile is abnormal. At the ER 
on 1/8/21, a CT scan and blood work were obtained. A f/u script for a 
MRI of the brain has been ordered as well. Discharge dx: Bell’s Palsy. 
Tx: tapering dose of Prednisone and Valtrex

Bell’s palsy

940809 12/26/20 61 M 5 PMH: Pre-diabetic.
Medications: exenatide (BYDUREON), amlodipine besilate 
(NORVASC), omeprazole (PROTONIX), hydrochlorothiazide, lisinopril 
and pneumococcal vaccine on 08Dec2020 and tetanus vaccine on 
08Dec2020.
Surgical ICU nurse (patient) received COVID-19 VACCINE in left arm 
on 26Dec2020 08:30. On 31Dec2020 at 07:30, he was brushing teeth 
and noticed the water was going everywhere. Left side of face was 
sagging, noticed some swelling of lower left mandible and thought it 
was from a bug bite. He also had been having tearing of his eyes. 
02Jan2021, he was diagnosed in ER with Bell’s Palsy. Rx: prednisone 
20mg tid x5 days, followed by methylprednisolone (SOLU MEDROL) 
4mg dose pack, started with 6 tablets first day; tetracycline 100mg bid 
x10 days. On 04Jan2021 he was prescribed Glitizide extended release, 
2.5mg one tablet bid with breakfast, due to steroid-induced 
hyperglycemia. He was also prescribed Acyclovir 400mg one tablet 
orally five times per day for 10 days. Patient had an appointment with a 
neurologist on 13Jan2021. Patient was having progressive weakness of 
L side of face. It was really hard for him. He could not work with eyes 
tearing all of the time. When driving, had to focus on the right side 
because his left side will blur. He had to chew only on the right side 
because food will be left behind in between his cheeks and gums. If he 
drank through a straw, he had to cover the left side of his lips so he was 
able to suck out fluids. He thought symptoms were progressively getting 
worse. He cannot raise his left eyebrow. Noticed left side of nose was 
lower than the right. Cannot raise left side of lips.

Bell’s palsy

916341 12/28/20 43 F 0 Other Medications: EMGALITY, BENTYL, IMMODIUM, 
CLONAZEPAM
Current Illness: NONE
Preexisting Conditions: MIGRAINES AND IRRITABLE BOWEL 
SYNDROME
Allergies: MORPHINE
Diagnostic Lab Data: N/A
Write-up: Approximately after 5 minutes of administration of vaccine my 
right upper lip became tingly and numb-like, which stayed constant. On 
12/31/20 I noticed that my right lower inner cheek at the crease line was 
numb and the crease was barely visible and asymmetrical some 
drooping of my top lip. I can still smile at this time with a visible crooked 
smile. Dr. stated I have bells palsy at approximately 30% and was 
prescribed Prednisone RX.

Bell’s palsy

918899 12/28/20 48 M 1 Other Medications: Valsarten and Cardizem
Current Illness: none
Preexisting Conditions: HTN
Allergies: none
Diagnostic Lab Data: Clinical exam only by PMD on 1/1/21
Write-up: I had right sided headache for the first two days, then 
resolved. The right sided headaches recurred along with right tongue 
numbness initially on 12/29/2020. The symptoms worse on 12/31/2020 
and severe on 1/1/2021. I was initially started on Valtrex thinking it 
maybe due to shingles but soon with the right sided facial paralysis, it 
was obvious it was Bell's Palsy and was started on steroids on 1/1/21 
and also received acupuncture treatment on 1/2/21 which significantly 
helped improve the symptoms. I still have some residual weakness of 
the right eye with some tearing and mouth weakness.

Bell’s palsy

944267 12/28/20 F 0 PMH: Crohns, asthma, migraine, GERD. No h/o COVID-19 infection.
Allergies: pyridium.
Medications: mesalazine (PENTASA), famotidine (PEPCID), 
paracetamol (TYLENOL), calcium phosphate, colecalciferol 
(VITAFUSION CALCIUM), MULTIVITAMIN, biotin, colecalciferol 
(VITAMIN D).
Non-pregnant female health professional (patient) received first dose of 
COVID-19 VACCINE in left arm on 28Dec2020 08:30.  At 12:00 (within 
4 hrs) began experiencing L sided facial and L foot numbness/tingling 
and L hand. At 16:00- palpitations, chest tightness. 19:00- chills, 
myalgias, cold sensation of b/l feet. 12/29-+fatigue, SOB, L sided low 
back pain - severe. 12/30-headache, L ear pain, L face pain/continued 
numbness tingling. 12/31-mild facial weakness L forehead, L cheek/
smile asymmetry. Reported to health care provider, began steroids for 
early onset bell's palsy. On 08Jan2021 continue to have paresthesia of 
L face, L hand, L foot, headache, mild L facial weakness/altered 
sensation.

HCP Bell’s palsy

963003 12/28/20 42 F 19 Diagnostic Lab Data: 1/19/2021: MRI brain/face: no interval changes 
since prior
Write-up: Acute Bell''s Palsy right side occurring on 1/16/2021, total 
right side facial palsy involving eyelid, mouth, decreased salivary 
secretion, facial, ear, mastoid pain. Started prednisone 60mg daily and 
Acyclovir 400mg po 5x/day on 1/17/2020 x 1 week course. No 
improvement since onset.

Bell’s palsy

912529 12/29/20 93 F 0 Bell’s palsy Bell’s palsy

913206 12/29/20 49 M 0 Other Medications: Lisinopril, Metformin, Lantus, Pioglitazone, Lantus
Current Illness: None
Preexisting Conditions: DM, HTN, High Cholesterol
Allergies: None
Diagnostic Lab Data: ER visit approximately 8:00pm
Write-up: Bell’s Palsey about 4.5 hours after injection.

Bell’s palsy

914133 12/29/20 31 F 1 Other Medications: None. Medication for migraine headaches last 
taken on year ago this month.
Current Illness: None.
Preexisting Conditions: Migraine Headaches.
Allergies: None known.
Write-up: left-sided facial drooping and numbness to the mouth, stating 
"It feels like when dental anesthesia wears off." Able to drink without 
difficulty. Denies other symptoms, hx of COVID or previous antibodies. 
CT offer and declined. Discharged home with Prednisone and Valtrex

Bell’s palsy

915195 12/29/20 46 F 0 Allergies: Benadryl, codeine, PCN
Write-up: paresthesia R arm/face and R sided facial droop. diagnosed 
in ED with Bells Palsy.

Bell’s palsy

916001 12/29/20 33 F 0 Other Medications: Cymbalta, Clonidine, Trazodone, Pepcid, Zyrtec, 
Symbicort, Meloxicam, Levothyroxine
Current Illness: Migraines, and sinus congestion with vertigo- still 
seeking diagnosis
Preexisting Conditions: Asthma, Postural Orthostatic Tachycardia 
Syndrome, hypermobile Ehlers-Danlos, fibromyalgia, migraines, 
hypothyroidism
Allergies: Sulfa, codeine
Diagnostic Lab Data: 12/31/20 physical exam at PCP office
Write-up: Mild Bell's Palsy, slight weakness and numbness in left side 
of face. Started shortly after leaving the vaccine site, on the way home, 
with a tingling near my left eye. By the next morning the tingling/
numbness had spread to the left side of my face with a weakness in 
facial muscles. Went to my doctor's office on 2nd day after vaccination 
and was diagnosed with mild Bell's Palsy.

Bell’s palsy

919154 12/29/20 38 F 0 Other Medications: Probiotic
Current Illness: N/A
Preexisting Conditions: Crohns Disease
Allergies: Azithromycin (patient has an upset stomach when taking), 
patient also has sensitivity when eating chocolate, pineapple or highly 
processed foods (due to Crohn''s Disease)
Diagnostic Lab Data: CT scan on 1-2-21 -negative for hemorrhage
Write-up: Patients adverse reactions started day of vaccination with 
right arm pain up to right ear as well as complete tongue numbness. On 
1-1-21 patient had increased Bell's Palsy symptoms including: inability 
to raise left eyebrow, inability to close left eye in its entirety, teeth being 
numb on left side, and numbness and tingling in left foot and left hand 
(from palm to fingers). 1-1-21 ER physician prescribed Prednisone, 
Keflex and Valtrex. Patient went to ER again on 1-2-21 with lower 
extremity numbness on left side that is moving proximally toward her 
hip. Patient went home on 1-3-21 with an RX for Prednisone as well as 
Valtrex. Symptoms have improved but have not fully resolved at this 
time.

Bell’s palsy

923341, 
923419

12/29/20 37 F 1 PMH: HTN and depression.
Medications: venlafaxine hydrochloride (EFFEXOR); olmesartan 
medoxomil (BENICAR).
Female patient (nurse) received the first dose of COVID-19 VACCINE 
on 29Dec2020 17:50. Following morning woke up with Bell's Palsy. The 
patient was started on Medrol dose pack, 24 mg on day one and then 
decreases 4 mg a day over the next five days until it's done

Nurse Bell’s palsy

962164 12/29/20 63 F 13 PMH: HTN, thyroid disorder, high cholesterol, fibromyalgia. No h/o 
COVID-19 infection.
Allergies: sulfur drugs and codeine (drug hypersensitivity).
Non-pregnant female HCP (patient) received the 1st dose of COVID-19 
VACCINE at left arm on 29Dec2020 16:30, administered at hospital. 
Bell’s palsy on 11Jan2021. Rx: steroids.

HCP Bell’s palsy

918076 12/30/20 54 M 4 Other Medications: - lipitor - lithium - clozapine - ativan
Current Illness: - COVID-19
Preexisting Conditions: SCHIZOPHRENIA, OVERWEIGHT, 
NICOTINE DEPENDENCE, HYPOTHYROIDISM, HYPERLIPIDEMIA, 
HEMANGIOMA OF INTRA-ABDOMINAL STRUCTURES LIVER 
DISEASE (6/20/2017), ANEMIA
Allergies: nka
Write-up: Resident noted with right sided facial swelling and lip droop. 
diagnosed as bell’s Palsy

Bell’s palsy

972019 12/30/20 34 F 23 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: Penicillin
Diagnostic Lab Data: 1/22/2021: CT, U/A, labs, EMG — normal. ER 
doctor and neurologist diagnosed me with Bells Palsy due to my facial 
paralysis on the right side
Write-up: On Thursday 1/21/2021, around 10am: I felt my left lip and 
mouth had a numbing taste and effect, I was unable to drink out of a cup 
without dribbling, my right eye was constantly watering. Around 4pm: my 
right arm started tingling. Around 9pm: I tasted a Novocain(numbing) like 
taste in my mouth. Around 10:30pm: I drank out of a water cup and 
immediately drooled water onto my shirt and my right arm was starting to 
tingle even more, the right side of my mouth drooped, my right eye was 
drooping and I was unable to smile or close my eye. At 12:30: I went to 
the ER for tingling on my face and right arm, I thought I was having a 
stroke. In between home and traveling to the ER, paralysis started on my 
right side of face

Bell’s palsy

977961 12/30/20 66 M 20 Other Medications: metformin
Current Illness: none reported
Preexisting Conditions: none reported
Allergies: augmentin
Diagnostic Lab Data: all tests at higher level of care facility normal. no 
definitive diagnosis by neurologist. appears to be consistent with bell''s 
palsy.
Write-up: january 19th during lunch, experienced a slurring of speech, 
left eye and left side of mouth droop. unable to hold in fluids. went to 
ED, stated all the tests were normal. air flighted to higher level of care 
facility for neurology. MRI/ CT negative. work up for stroke unfounded. 
1/26 ENT visit- no definitive diagnosis. treatment with levaquin and 
steroids.

Bell’s palsy

936417 12/31/20 35 F 0 PMH: allergy-induced asthma. No h/o COVID-19 diagnosis.
Medications: cetirizine hydrochloride (ZYRTEC) 10mg daily.
Non-pregnant female patient received first dose of COVID-19 VACCINE 
at arm left on 31Dec2020. The same day, the patient experienced Left 
Bell's palsy, numbness and paresthesia of tongue, left side of face, 
inability to raise left eyebrow, pain in left upper arm between elbow and 
shoulder, tachycardia, elevated blood pressure. Tx: Prednisone 20mg 
daily, Valacyclovir 1000mg twice a day.

Bell’s palsy

993678 12/31/20 50 F 5 PMH: depression, anxiety, PTSD, HTN, elevated cholesterol, 
spondylosis with radiculopathy.
Allergies: NSAID''s and augmentin.
Medications: HCTZ, venlafaxine (EFFEXOR), hydroxyzine, 
atorvastatin and CENTRUM SILVER WOMEN 50+.
Non-pregnant female patient received 1st dose of COVID-19 VACCINE 
on 31Dec2020 08:30. On 05Jan2021 at 13:00, patient experienced 
lower left pain under ear, sudden onset, and left sided face droop. 
Patient went to ER and was diagnosed with Bell's Palsy from Covid-19 
injection (1st dose). Rx: prednisone, acyclovir, ointment to protect eye 
and eye patch for covering of left eye. Lab test included Nasal Swab: 
negative on 07Jan2021.

Bell’s palsy

919436 1/1 29 M 3 Current Illness: Strained neck resulting in numbness in extremities. 
This and facial numbness prompted me to see my PCP who urged me 
to go to the ER, where I was admitted to the neuro ICU for a possible 
brain bleed, which was determined to be a cavernoma.
Preexisting Conditions: Depression, anxiety, seasonal allergies
Diagnostic Lab Data: Full bloodwork, CT, MRI; inpatient hospitalization 
1/2/2021-1/3/2021
Write-up: Bell’s palsy, right side of face is numb, with difficulty closing 
eyes, smiling, raising eyebrows, eating, drinking, swallowing.

Bell’s palsy

996053 1/1 42 F 25 Other Medications: Water pill
Current Illness: None
Preexisting Conditions: None
Allergies: Pcn
Diagnostic Lab Data: MRI scheduled for tomorrow
Write-up: After first vaccine had LR rash. After second vaccine had 
Bell’s palsy, possible stroke

Bell’s palsy

1007900 1/1 68 M 35 Other Medications: Proscar Symbicort Flonase Singulair Flomax
Current Illness: None
Preexisting Conditions: BPH Seasonal allergies
Allergies: None
Diagnostic Lab Data: Ct brain and MRI
Write-up: Bells palsy

Bell’s palsy

921950 1/3 57 M 11 Other Medications: Allopurinol; amlodipine; hydrochlorothiazide; 
lisinopril; atorvastatin
Preexisting Conditions: HTN. Hypertriglyceridemia; gout
Allergies: None
Write-up: ER visit. Dx Bell’s palsy

Bell’s palsy

958926 1/3 56 F 4 Other Medications: Amlodipine 5 mg daily ASA 324 mg daily 
Atorvastatin 80 mg daily
Current Illness: None
Preexisting Conditions: HTN
Allergies: NKDA
Diagnostic Lab Data: MRI showed enhancement of the right facial 
nerve and an incidental meningioma. She was started on valacyclovir 
and prednisone.
Write-up: Patient developed right facial numbness and facial droop on 
1/7/21. She came to the ED and was admitted. She was afebrile; 
neurologic exam was consistent with a peripheral facial palsy on the 
right.

Bell’s palsy

970398 1/4/21 65 M 17 Other Medications: Heart medications and respiratory inhalers
Preexisting Conditions: Heart and Copd
Write-up: Left side of face paralysis. Unable to close left eye or move 
any muscles on left side of face , and pain behind left ear. Dx: Bells 
Palsy

Bell’s palsy

955869 1/4 63 F 5 PMH: breast cancer from 2017 and ongoing.
Medications: tamoxifen citrate 20 mg tablet by mouth once daily from 
2017 and ongoing for breast cancer (she has to be on it for 5 years).
Patient received the first dose of COVID-19 Vaccine in left side of arm 
on 04Jan2021. On 09Jan2021, she experienced earache, her mouth 
was numb and drawled a little, blurry vision in one eye, on the back of 
the lymph node was real sore, face was kind of puffy. PMD dx: Bell's 
Palsy, and “gave her something to take”

Bell’s palsy

1010706 1/4 76 M 9 PMH: ongoing Cardiac disorder from Jun1990, Type 1 DM from 2000, 
Heart Attack from Jun1990.
Medications: none.
Physician (patient) received the first dose of COVID-19 VACCINE on 
04Jan2021 10:50 on Arm left. He woke up 9 days later on 13Jan2021 
with Bell's Palsy. He said he refuses to take steroids for the Bell's Palsy. 
He said he had an incident in 2019 where he was prescribed steroids 
for an arthritic condition, and he ended up septic. No treatments were 
received.

Dr Bell’s palsy

945336 1/5/21 74 M 0 Other Medications: Vitamin D, Depacote, Fiber, Finasperide, 
Glucosamine Sulfate, Multivitamin, Terazesin., Ibuprofen
Current Illness: Chest pains, COVID 11/6/2020
Preexisting Conditions: BPH, degenerative joint disease, GERD, 
Osteoporosis, Traumatic Brain Injury, Degenerative joint back
Allergies: no
Diagnostic Lab Data: CT: right maxillary sinusitis, ventriculomegaly.
Write-up: Staff reported that he wasn't being himself. He was leaning 
more towards the right. Had symptoms similar to Bell's Palsy, some 
right sided facial droop, right eyelid drooping.

Bell’s palsy

944269 1/5 F 3 PMH, medications, allergies: none. No h/o COVID-19 infection. 
Non-pregnant female patient received first dose of COVID-19 VACCINE 
in left arm on 05Jan2021 15:30. 3 days later: Half face paralysis, Bell's 
palsy. Loss of taste. Cannot close one eye. 

Bell’s palsy

961839 1/5 41 F 6 Non-pregnant female patient stated she got Botox injections in her 
forehead, as well as, a little bit by each eye, a little less than 3 weeks 
prior to receiving the COVID-19 Vaccine. She received 1st dose of 
COVID-19 VACCINE on 05Jan2021 10:15AM at Upper Left Arm. 09Jan 
and 10Jan, right eye began to twitch from time to time. 11Jan, eyes 
appeared swollen. R eye began hurting with a burning sensation. 12Jan 
couldn’t fully close right eye. Started having intermittent R arm tingling. 
Around 10am, I ate cereal and noticed that I was chewing funny. At 1:30 
pm I felt tingling around my right lip and at 4pm I noticed that smile is off 
and that I was not able to smile fully with my right side. I went to the ER 
and doctors ruled out a stroke and diagnosed me with Bell’s Palsy. Rx: 
3 Prednisone 20mg pills, x 7 days, and Valacyclovir 1gm tid x7 days. No 
Covid prior vaccination. Covid test post vaccination (Nasal Swab) was- 
Negative.

Bell’s palsy

994739 1/5 50 F 19 Other Medications: Metoprolol tartrate; Vitamin d3 Vitamin c 
Magnesium Zinc
Current Illness: None
Preexisting Conditions: None
Allergies: Penicillin, sulfa
Write-up: Went to ER with left facial paralysis. Diagnosed with Bell's 
palsy day 19 after initial dose of Pfizer vaccine (1/5/21 vaccine given).

Bell’s palsy

1010715 1/5 49 F 15 Medications, allergies: none
No h/o COVID-19 infection.
HCP (patient) received first dose Covid 19 vaccine on 05Jan2021 19:00 
at Arm Right. The patient experienced Bells Palsy on 20Jan2021 15:00. 
Rx: Steroids and viral antibiotic.

Bell’s palsy

975430 1/6/21 51 M 9 Other Medications: metformin 100 mg, Lipitor
Preexisting Conditions: DM
Diagnostic Lab Data: blood work, CT scan
Write-up: 14Jan: pain around my jaw. 15Jan: watery eyes, drooping of 
R side of face. ER — dx: Bell’s palsy.

Bell’s palsy

996732 1/6/21 25 F 6 HCP (patient) received COVID-19 VACCINE in the right arm on 
06Jan2021 14:30 at first single dose. 6 days later, on 12Jan2021, the 
patient was diagnosed with Bell's palsy. COVID was tested post 
vaccination: Nasal Swab: negative on 13Jan2021. Rx: oral steroids

HCP Bell’s palsy

953081 1/6 24 M 0 PMH, medications, allergies: none. No h/o COVID-19 infection.
Healthcare professional (patient) received First dose of vaccine on 
20Dec2020 in R arm, and second dose received on 06Jan2021 in L 
arm. R facial droop within 48 hrs after taking the 2nd dose of the 
vaccine. Dx: Bell’s palsy. Rx: Valtrex and Prednisone.

HCP Bell’s palsy

938126, 
971540

1/7 32 M 3 Other Medications: omeprazole 
Current Illness: none. Nasal Swab for SARS-CoV-2 test in Dec2020 
and on 10Jan2021, both resulted negative.
Preexisting Conditions: none
Allergies: none
Write-up: Following the first COVID vaccine dose on Dec/18/2020, I 
had headaches days 3-10, that were usually light, unilateral, and 
alternating from side to side. 2 of those days, I took naps to help with 
the headaches. I have never had an issue with headaches before. I did 
not take any medications as treatment for the headaches. Following the 
second COVID vaccine dose on January/7/2021, I felt fatigue and 
generalized muscle aches within 6-12 hours, which lasted for two days. 
January/10/2021, when I woke up I again felt light, unilateral, and 
alternating headaches. I was also unable to move the left side of my 
face. I felt moderate tingling sensations associated with the distribution 
of the paralysis. I could quite noticeably see asymmetry in my face. I 
went to the ED and I was kept in the hospital until the next day for 
observation. After an MRI, neurology diagnosed me with Bells Palsy. I 
have never previously been diagnosed with Bells Palsy, and I have 
never previously had a hospital stay before. The doctors prescribed 
medications which I am currently taking. As of January/12/2021, the 
symptoms have had some improvement, but the symptoms still 
continue.

Bell’s palsy

960922 1/7 93 F 12 Other Medications: ocular vitamins ,bumetanide 0.5mg daily, 
donepezil 10 mg daily, ferrous sulfate 325 mg daily, levetiracetam 500 
mg BID, calcium 600-400,units of D, metoprolol succinate ER 25 mg 
daily, levothyroxine 88 mcg daily, omeprazole 20 mg daily, ato
Current Illness: none
Preexisting Conditions: DM, epilepsy, hx CVA, hypothyroidism, HTN, 
CHF, osteoporosis, macular degeneration left eye, hyperlipidemia, 
aortic stenosis, constipation
Allergies: N/A
Diagnostic Lab Data: MRI, Labs, at hospital no signs of active 
infection or disease.
Write-up: 01/19/2021 — slight right facial droop and slight slurred 
speech, hand grips were equal, pupils equal and reactive, difficulty 
moving her right leg. 911 activated due to possible CVA, admitted to the 
hospital , a MRI was done to rule out a stroke. Readmitted 1/20/21 with 
the diagnosis of probable Bell's Palsy.

Bell’s palsy

994097 1/9 68 F 8 Other Medications: Amlodopine 10 mg - once daily, Metformin 1000 
mg - twice daily
Current Illness: None
Preexisting Conditions: DM, HTN
Allergies: None
Write-up: Bells Palsy on left side of the face

Bell’s palsy

994219, 
1010624

1/9 49 M 8 PMH: type 2 DM, Hep B carrier. No h/o COVID-19 infection.
Medications: metformin, entecavir.
NKDA. 
Healthcare professional (patient) received first dose of COVID-19 
VACCINE on left arm on 09Jan2021, 02:30 PM. 8 days later 
(17Jan2021), the patient experienced left side partial facial paralysis, 
droopy face, difficulty with blinking...went to ER to rule out stroke, MRI 
and CAT scan normal. Dx: Bell's palsy. First time getting peripheral 
nerve palsy. Tx: Prednisone, Valtrex, eye drops...IV steroids. CT and 
MRI: normal.

HCP Bell’s palsy

1001430 1/9 50 M 1 On 09 Jan 2021, the patient received their first Moderna COVID-19 
vaccine in left arm. On 10 Jan 2021, he was sore, felt like had the flu. 
On 13 Jan 2021, he experienced light sensitivity, and tearing of his right 
eye. On 19 Jan 2021, he went to the ER with facial paralysis, 
droopiness on the right side. DX: Bell's palsy (right eye won''t blink on 
its own, lip and speech issues). Tx: Valtrex.

Bell’s palsy

1010682 1/9 23 F 13 PMH: none. No h/o COVID-19 infection.
Medications: oral contraceptive pill.
Non-pregnant female health care professional (patient) received the first 
dose of COVID-19 VACCINE on 19Dec2020 at 04:00 PM at Left arm, 
and second dose on left arm on 09Jan2021 at 04:30 PM. On 
22Jan2021 03:00 PM (Symptom onset was 2 weeks after second 
vaccine) patient initially started to experience left neck pain, and then 
progressed to left facial drooping, loss of taste on anterior part of 
tongue, and decreased tear production in her left eye. Presentation 
consistent with Bell's Palsy. Patient started a course of 
methylprednisolone the day of the report with no improvement yet.

HCP Bell’s palsy

971162 1/11/21 55 F 10 Other Medications: Metformin, Atorvastatin, Losartan, Atenolol/
Chlorthalidone, ASA, Glucosamine Chondroitin,Fish Oil,Pepcid
Current Illness: none
Preexisting Conditions: Essential HTN, DM, Spinal Stenosis, 
Hyperlipidemia,Osteoarthritis,Thoracic & Lumbar Spondylosis
Allergies: none
Diagnostic Lab Data: CT scans, labs
Write-up: Bell's palsy

Bell’s palsy

988676 1/11 39 F 13 Other Medications: Prenatal vitamin 1 daily Ferrous sulfate 325mg 1 
dialy Colace 100mg 1 twice daily
Current Illness: 3rd trimester hemorrhoids used hydrocortisone 
suppository 100mg every 8 hours as needed the week before 
vaccination
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: None
Write-up: G4P1 prior uncomplicated pregnancy 35 +1 weeks pregnant 
EDD 27 Feb. That night I went to drink and liquid came out my mouth 
spontaneously, my left side of face had lost normal wrinkles on 
forehead, eyebrow wouldn't lift, eyelid wouldn't blink, cheek couldn't 
puff, lips didn't smile. Next day (1) slight cheek numbness noted- 
resolved Day3 . Day 2 slight difficulty articulating words. Night 3 
intermittent sharp outer ear and mastoid area pain duration 30min and 
at different times intermittent pulsatile heartbeat and whistling sound 10 
min or less. Day 4 & 6 notable improvements in cheek ability to puff- not 
fully resolved though. Day 5 eyelid movement - not fully resolved 
though. Day 6: less difficulty articulating. Day 1: Spoke to OB office 
nurse- offered steroids which I declined & spoke to PCP recommended 
go to ED, which I declined, I'm a family physician and had otherwise 
normal Cranial nerve testing and no other neurological changes- seems 
fully consistent with Bell's palsy. Day 3 had co-worker physician use 
otoscope - normal exam bilaterally.

Dr Bell’s palsy

1004407 1/11 30 M 7 Medications: terbinafine, cetirizine (ZYRTEC), multivitamin.
No h/o COVID-19 infection.
Health professional (patient) received first dose of COVID-19 VACCINE 
in right arm on 21Dec2020 11:00, and second dose in left arm on 
11Jan2021 11:00 at School or Student Health Clinic. One week after the 
second vaccine, he developed bell's palsy on 18Jan2021 with outcome 
of not recovered. Tx: Prednisone, valacyclovir.

HCP Bell’s palsy

977023 1/12 86 M 11 Write-up: Bell’s palsy on left side (onset 01/24) T/t Valacylovir 1000 mg 
PO TID x 1 week and prednisone 60 mg PO Daily x 1 week.

Bell’s palsy

977233 1/13 61 M 5 Other Medications: none
Preexisting Conditions: multiple sclerosis
Allergies: none
Diagnostic Lab Data: ER visit, stroke protocol
Write-up: Bell's palsy, facial paralysis

Bell’s palsy

996923 1/13 66 M 1 PMH: hyperlipidemia, chronic kidney disease, essential hypertension, 
obesity, hyperuricemia, iron deficiency anemia, type 2 DM and OSA.
NKDA. No h/o COVID prior vaccination.
Medications: amlodipine besylate, glimepiride (AMARYL), 
levothyroxine, metformin, losartan, CENTRUM SILVER, sucralfate, 
glimepiride, furosemide, atorvastatin (LIPITOR), pantoprazole, 
cyclobenzaprine, cholestyramine. Other vaccine in four weeks included 
the first dose of influenza vaccine, intramuscular on the left deltoid, on 
22Dec2020.
Patient received the first dose of COVID-19 VACCINE on 13Jan2021. 
The patient experienced possible Bell's palsy the following day.

Bell’s palsy

999328 1/13 37 M 14 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Cipro
Diagnostic Lab Data: CT, MRI, EMG, Lumbar Puncture, blood work 
(meningitis viruses, syphilllis, Epstein Barr, HIV, CBC, Gram Stain, 
Thyroid, antibodies, immunoglobulin, etc.).
Write-up: Bells Palsy possible Guillans Bare

Bell’s palsy

951165 1/14 48 F 1 Other Medications: Synthroid Vitamin d Lisinopril hctz Lipitor 
Multivitamin
Current Illness: None
Preexisting Conditions: Hypothyroidism
Allergies: Penicillin
Diagnostic Lab Data: Ct scan Labs MRI Physical exams
Write-up: Approximately 28 hours after vaccine, I began to feel tingling 
in my right eye. 12 hours after that, my face started drooping and was 
numb so I went to ER and was diagnosed with Bells Palsy.

Bell’s palsy

996921 1/15/21 35 F 4 No h/o Covid prior vaccination.
NKDA. 
Non-pregnant female physician (patient) received the first dose of 
COVID-19 VACCINE on 24Dec2020 in left arm (no reactions with first 
dose), and second dose on 15Jan2021 08:20 on Arm left. 16Jan2021 
she experienced also tingling sensation in left side of the forehead. 
started to experience pain in the left side of her face, which worsened 
by 18Jan2021. Her pain irradiated to ear and jaw. She experienced 
facial weakness on 19Jan2021 and was diagnosed with Bell's palsy. 
Rx: prednisone 60 mg for 7 days. Physical exams: weakness in the left 
side of forehead.

Dr Bell’s palsy

965303 1/15 70 M 1 Other Medications: AMLODIPINE,LOW DOSE 
ASPRIN,PANTORAZOLE,TAMSULOSINNONE
Current Illness: NONE
Preexisting Conditions: ASPIRATION PNUMONIA 3 TIMES IN 5 
YEARS
Allergies: NONE
Diagnostic Lab Data: 2 MRI,CT, BLOOD TESTS
Write-up: BELLS PALSEY RIGHT SIDE OF FACE DROPPED

Bell’s palsy

965682 1/15 35 F 0 Other Medications: ascorbic acid (vitamin C), enoxaparin 80mg subQ 
daily, levornorgestrel 52mg intrauterine device
Current Illness: none
Preexisting Conditions: antiphospholipid syndrome
Allergies: none
Diagnostic Lab Data: Head CT scan without contrast, CT perfusion, 
and MRI: normal. Patient works in the ICU with sick and COVID positive 
patients.
Write-up: The patient was monitored for 15 minutes post vaccination 
with no issues. However on the drive home, she noticed some 
numbness of her right face as well as drooping on her eyelids. The 
patient came back to the hospital where she received her vaccine. 
Admitting Ddx: Bell's Palsy vs CVA/TIA. Imaging w/u negative. The 
patient was discharged with prednisone 20mg daily for 7 days.

Bell’s palsy

973044 1/15 62 F 10 Other Medications: Metformin 1000 mg BID Glimepiride 2 mg once a 
day Januvia 100 mg once a day Losartan 25 mg once a day Atorvastatin 
20 mg once a day Levocetirizine 5 mg once a day Vitamin D 
Multivitamins Calcium Vitamin C Glucosamine Vitamin B12 Tumeric
Preexisting Conditions: Type II DM, HTN, High cholesterol, Ocular 
allergies, Rosacea, Squamous cell carcinoma (2013)
Allergies: Crestor
Diagnostic Lab Data: MRI without contrast to rule out stroke (1/30/21). 
Patient was prescribe Prednisone 60 mg for one week.
Write-up: 1/24/21: right side of patient’s face was drooping, her right eye 
was swollen and excessively tearing. She noted drooling out of the right 
side of mouth when drinking fluids or eating food. She was unable to 
chew on the right side, had difficulty speaking due to the drooping of the 
right side of her mouth. Symptoms persisted into the next day. PCP 
diagnosed her with Facial Palsy (Bell''s Palsy). Patient's neurological 
assessment was negative for stroke symptoms.

Bell’s palsy

994674 1/15 53 F 2 Medications: lithium, levothyroxine (LEVOTHROID), omeprazole.
Allergies: ziprasidone (GEODON).
Non-pregnant female HCP (patient) received first COVID-19 VACCINE 
dose on 29Dec2020 11:00 AM at Left arm, and second dose at Left arm 
on 15Jan2021 11:00 AM. On 17Jan2021 the patient woke up with left 
side of her face dropping. ER dx: Bell's Palsy. Rx: predizone and 
Acyclovir

HCP Bell’s palsy

996796 1/15 44 M 0 PMH: HTN, Lactose intolerance, and lipids were a bit elevated on 
14Jan2021.
Allergies: Olives.
Medications: lisinopril, colecalciferol (VITAMIN D) weekly, duloxetine, 
and Multivitamins daily.
Patient received the first dose of COVID-19 VACCINE on 15Jan2021 
15:30 in deltoid left. That night around 11:00 PM he started 
experiencing headaches and rash. On 17Jan2021 he experienced the 
Bell’s palsy/Facial Paralysis and went to the ER, and was given a shot 
of steroid, oral Methylprednisonole and oral Famcyclovir. Treatment 
also received for headache and rash.

Bell’s palsy

998386 1/15 39 M 18 Other Medications: Lamaodil
Preexisting Conditions: Non alcoholic Fatty liver disease
Allergies: Tramadol
Write-up: Bell's Palsy

Bell’s palsy

990454 1/16 62 M 0 PMH: HTN, gout, hyperlipidemia. No h/o COVID-19 infection.
Medications: losartan, rosuvastatin calcium (CRESTOR).
NKDA.
Patient received first dose of COVID-19 VACCINE in right arm 
(shoulder) on 16Jan2021 06:30. 10 hours later: HA, fatigue, bell's palsy. 
Rx: prednisone 6 tabs PO (per oral) for 5 days, tapering down 1 tab 
daily. B12 Shot in 19Jan2021. MRI appointment on 20Jan2021.

Bell’s palsy

971665 1/19 64 M 5 Other Medications: Lisinopril 40mg, Amlodipine 5mg, 
Hydroclorothiazide 25mg, Allopurinol 300mg, 81mg Asprin
Current Illness: none
Preexisting Conditions: HTN, obesity (5''8" - 315 lbs.)
Allergies: None.
Diagnostic Lab Data: 1/24/20: CT Scan 1/25/20: MRI, CT Scan No 
sign of stroke. Diagnosis of Bells Palsy.
Write-up: Left side of face paralysis, primarily noted in mouth and left 
eye. Can not blink left eye, continues to tear up. Left side of mouth does 
not move while trying to smile/eat/talk. Emergency Room visited 
1/24/20. MRI, CT Scans run to determine if stroke occurred. Diagnosis 
is Bells Palsy with seven days of steroids prescribed (Prednisone 20mg 
- two tabs once per day).

Bell’s palsy

996948, 
1000212

1/19 38 M 1 PMH: Herpes Zoster (chicken pox and shingles — on the same side of 
his face as the paralysis now), and hypogammaglobulinemia (IgA).
Patient received 1st dose of COVID-19 VACCINE in 19Jan2021 in left 
arm. On 20Jan2021 when patient woke up, right now at 09:21 AM, he 
noticed right side facial pain near the anterior right ear and traveling 
down the facial cranial nerve from that area to his jaw. The patient was 
in a lot of pain  This was typical Bell's Palsy and the usual treatment is 
the same as for herpes zoster: steroids and antivirals. Patient has a 
weak feeling coming from the jaw. Patient had a history of chicken pox 
and chronic herpes zoster but this was the first time he had had Bell's 
Palsy.

Bell’s palsy

1012382 1/20/21 41 M 5 PMH: anxiety, cervical myofascial pain syndrome, GERD. No h/o 
COVID-19 infection.
Allergies: eggs, detergents, salbutamol (ALBUTEROL), 
diphenhydramine (BENADRYL), esomeprazole (NEXIUM), 
prochlorperazine (COMPAZINE).
Patient received COVID-19 VACCINE on 20Jan2021. The patient 
experienced Bell’s palsy, right side of face on 25Jan2021. Tx: 
prednisone and valaciclovir.

Bell’s palsy

990792 1/20 71 M 10 Other Medications: Remicade infusions q. 6 wks. Multi. vits/da 
Methotrexate 12.5mg/ wk Tamsulosin 0.4mg/da Citracal Vit. D 2000mg/
da Omeprazole 20mg /da
Current Illness: None
Preexisting Conditions: Crohn''s disease Psoriasis
Allergies: None
Diagnostic Lab Data: CBC, CMP, CT Scan, and MRI
Write-up: Bell''s palsy -L side of face began 1/30/2021. Gradual onset. 
Began with dysarthria and droop of corner of mouth, then upper brow of 
eye, then weakness in closing L eye. Went to Hospital ER. Diagnosis 
made after exam and tests

Bell’s palsy

1003314 1/20 73 F 14 Other Medications: Allopurinol, Aspirin, Lipitor, Baclofen, Coreg. Plavix, 
Lasix, Neurotin, Synthroid. Protonix, Ranexa, Ultram, Diovan
Preexisting Conditions: Hypothyroid, hypertension, GERD, Diabetes 
Mellitus II, Lipidemia, Arthritis
Allergies: NKDA
Write-up: Pt arrived to ER complaining of RIGHT side facial droop that 
includes the right eye. DX: Bell’s palsy secondary to Covid-19 
vaccination that she received two weeks prior. Pt was evaluated inpatient 
for further neurological problems. 

Bell’s palsy

991336 1/21 73 M 4 Bells Palsy diagnosed 1/26/21 at hospital Bell’s palsy

993127 1/21 41 M 1 Other Medications: None
Current Illness: On and off Fever from Dec 24, 2020 to Jan 8, 2021
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: None, only the virtual consult on Jan 25, 2021 
and on-site consult on Jan 29, 2021
Write-up: Jan 22, 2021 - 7:00pm - My housemates noticed my left 
mouth was barely moving when I speak. I experienced chills and my 
temperature rose to about 100.4 F Jan 24, 2021 - 7:00pm - I personally 
noticed that the left side of my face was paralyzed when I couldn't sip 
from a straw to drink tea Jan 25, 2021 -8:50am - I was diagnosed 
(through virtual consult) with Bell's Palsy by a Doctor and put on 
Prednisone 20 MG - 3 Tablets per day for 7 Days , Valacyclovir HCL 1 
Gram - 3 Tablets per day for 7 days Jan 29, 2021 - 4:20pm - On-site 
checkup with Doctor and tapered my Prednisone for additional of 3 
days - 3 tabs day, 2 tabs day 2 and 1 tab day 3. Valacyclovir HCL 1 
Gram was extended for another 3 more days. Same dosage Feb 1, 
2021 - 9:13pm - There is very little improvement

Bell’s palsy

1004380 1/21 48 F 0 PMH: Hypothyroid (medication not needed at this time). No h/o 
COVID-19 infection.
NKDA.
Medications: cefixime (FLEXERIL) and ibuprofen.
Non-pregnant female hcp (patient) received first dose of COVID-19 
VACCINE on 21Jan2021 10:45 in the left arm. 15 minutes later, the 
patient felt nauseated. Then her left side of face numb, mental fog, left 
tongue felt numb and fat as though she got injected at the dentist. Then 
medicine taste in her mouth and some slurring. Dx: Bell palsy. Rx: 
Methylprednisolone and she feel somewhat better.

HCP Bell’s palsy

1014517 1/22 82 F 3 Other Medications: baby aspirin 81mg daily
Current Illness: no
Preexisting Conditions: Hypertension, hypercholesterolemia, heart 
disease, osteopenia
Allergies: oxycodone, codeine- nausea and vomitting
Diagnostic Lab Data: COVID neg, UA +UTI. Head and neck imaging 
No acute changes
Write-up: 3 d post vaccine hospitalized 1/25-1/28 with orthostatic 
hypotension, vertigo, nausea, fever. 5 d post vaccine developed R face 
Bells Palsey. Med changes- HCTZ stopped Metoprolol decr from 100 to 
50mg qd UTI treated with Ceftin. Sent home on Prednisione, Valtrex, 
Eye drops

Bell’s palsy

995477 1/23 42 F 7 Previous Vaccinations: 12/26 covid, moderna, rashes on both arms, 
vomiting, low grade fever
Allergies: strawberries, morphine, naproxen, shellfish
Write-up: lock jaw, bilateral upper extremity itching, nausea, vomiting, 
possible bell palsy, arm/leg weakness

Bell’s palsy

991900 1/26 46 F 3 Other Medications: Lisinopril/HCTZ
Current Illness: None
Preexisting Conditions: HTN
Allergies: Codeine/ Flexeril
Diagnostic Lab Data: ER visit. Physical exam only done.
Write-up: Diagnosed with Bells Palsey

Bell’s palsy

1007629 1/26 44 M 4 Other Medications: Albuterol Inh 90 mcg
Preexisting Conditions: Asthma
Allergies: PCN
Diagnostic Lab Data: Being treated for Bells Palsy and BP being 
monitored/tx provided as required
Write-up: Patient reported right sided facial drooping on 2/1/2021 
stating that it began three days prior to him reporting it. MD 
documentation: Pt unable to blink right eye, lift right brow and right side 
of mouth is drooping. PERLA. Pt denied right sided weakness/
headache. Pt has demonstrated elevated blood pressures since 
receiving Covid 19 Vaccine not previously demonstrated.

Bell’s palsy

995411 1/27 66 F 2 Other Medications: Lipitor, celexa, fenofibrate, Lasix, gabapentin, 
lantus, Elavil
Preexisting Conditions: HTN, DM type 2, hyperlipidemia, 
hypothyroidism, GERD, anxiety/depression,  obese
Diagnostic Lab Data: Imaging on 2/1/21- CT head, CT angio head and 
neck, MRI head: Negative.
Write-up: Patient developed Bell’s palsy with right side facial droop 
after receiving 2nd shot of her Moderna vaccine. Rx: Prednisone 60 mg 
1 week and Valacyclovir 1000 mg TID for 10 day

Bell’s palsy

999069 1/29 59 F 0 Other Medications: GNC One Daily Multivitamin, GNC Collagen, GNC 
Probiotic, Turmeric Curcumin 500mg, Biotin 5000mg, Apple Cider 
Vinegar Gummies, Nature''s Truth Melatonin 10 mg gummies
Preexisting Conditions: Asthma
Allergies: No
Diagnostic Lab Data: 1/29 CT scan head neck 1/30 MRI of head and 
neck
Write-up: On Friday, 1/29, after receiving the vaccine, I experienced a 
headache, sharp right side pain in my neck, jaw, and ear. On Saturday, 
1/30, I woke up, and the right side of my face was numb, and my right 
eye would not blink. I went to ER. When they took my vitals, I had high 
blood pressure and fever. They did a CT scan of my head and admitted 
me. I was diagnosed with Bell's Palsy. I was discharged on Sunday, 
1/31, with medications: Valacyclovir 1 gram tid and Prednisone 20 mg 
tid.

Bell’s palsy

1026163 2/8 84 F 1 Other Medications: Xarelto, Digoxin, Donepezil, Vitamin D3,Carvedilol, 
Synthroid,
Current Illness: none
Preexisting Conditions: AFib
Allergies: Sulpha meds
Diagnostic Lab Data: CT scan of head, blood work.
Write-up: Received vaccine 7:30 PM Monday, began feeling tinging in 
lower lip Tuesday, did not notice any symptoms Wednesday. Thursday 
11:00 AM noticed drooping left side of face, couldn’t smile on left side, 
eye drooping, difficult to close left eye. Diagnosed at ER with Bell's 
Palsy. Rx: Prednisone and Valacyclovir prescriptions for 7 days

Bell’s palsy

Bell’s palsy

Possible Bell’s palsy

907825 12/15/20 58 F 0 Other Medications: Losartan 50mg Chlorthalidone 25 mg 
Tyleno prn
Current Illness: None
Preexisting Conditions: HTN
Allergies: Fentanyl- resp distress
Write-up: Employee reports right sided eye and facial droop 2 
hours after receiving vaccine but did not report the incident until 
12/23/20. BP-140/89, light headache. Did not seek any 
treatment since , BP 12/23/20 was 90/60. slight facial asymmetry 
still noted, no other associated s/s. Neuro check intact as of this 
date.

Possible Bell’s 
palsy

903916 12/18/20 37 F 0 Write-up: Individual started complaining of an itch in her throat 
and felt some degree of lymph node swelling on the right side. 
Collective symptoms include: anxiety, flushing, short term 
paresthesia, right sided facial swelling, difficulty swallowing, right 
sided facial droop, medicinal taste. some slurring. Individual was 
taken to the ed in house, triaged, treated and released. Reporter 
is not privileged to details of treatment, but aware of release 
within hours of being seen.

Possible Bell’s 
palsy

904012 12/18/20 51 F 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Latex Sensitive
Diagnostic Lab Data: None
Write-up: Around 0300, I was awakened abruptly by a sharp 
pain in my Right TMJ region. This happened 2 times. It felt 
worse than a dentist shot. Around 0430, I went to the restroom 
and notice my right nasolabial fold is less prominent than my left 
nasolabial fold.

Possible Bell’s 
palsy

905777 12/20/20 39 F 0 Other Medications: Vitamin D, C, and zinc
Current Illness: None
Preexisting Conditions: N/A
Allergies: NkA
Diagnostic Lab Data: CBC and CMP normal
Write-up: On 12/20/2020 I received the Pfizer covid vaccine at 
3pm and 10 minutes after vaccine, felt tingling and a heavy 
sensation on my right eye. Was seen in ER at same facility. Per 
MD, no facial asymmetry noted and was sent home. On 
12/21/2020, I woke up with mild right facial numbness and 
sensation of heaviness and very subtle right labial dropping. 
When closing my eyes tight felt the muscles of my right eye 
were mildly weaker but I was able to close my eye. I presented 
to the ER. Blood work normal and per MD, did not feel the need 
for steroids and told to monitor at home. Since then, the 
sensation on my right cheek is slightly better, my eye still 
bothering me slightly and the numbness still present but a bit 
less.

Possible Bell’s 
palsy

905797 12/21/20 28 F 0 Other Medications: Multivitamin, cymbalta
Current Illness: None
Preexisting Conditions: Depression and anxiety
Allergies: penicillin
Write-up: Sudden consent of right sided facial numbness 
paralysis

Possible Bell’s 
palsy

906246 12/21/20 32 F 0 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Shellfish allergy
Diagnostic Lab Data: None
Write-up: Hour after vaccination: muscle and joint pain bilateral 
arms (still ongoing next morning but feels better after ibuprofen), 
right side face felt weird (numb/weakness) spouse said it looked 
a little swollen (face felt better next morning after benadryl)

Possible Bell’s 
palsy

914139 12/23/20 46 F 0 Facial numbness radiating down left side of neck to left arm, 
elbow and chest. Went to ED, admitted for observation 
overnight.

Possible Bell’s 
palsy

909273 12/24/20 28 F 0 Other Medications: Magnesium every evening
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: MRI: WNL.
Write-up: Right side of face felt hot and slightly numb. 
Continued to persist for several hours. Appeared slightly puffy on 
right side. Muscles on right side of face felt stiff when moving 
them. Symptoms seemed to resolve but the next morning but 
returned around 1pm on 12/25. Additionally I noticed slight 
drooping in my face on the right side of my face.

Possible Bell’s 
palsy

911898 12/27/20 37 M 1 Other Medications: none
Current Illness: none
Preexisting Conditions: asthma, DM type 2, HTN, psoriasis
Allergies: cat dander
Diagnostic Lab Data: Head CT; negative
Write-up: After injection, within 1 hour, started having left arm 
muscle tightening, up to left shoulder. Following morning: facial 
numbness/decreased sensation; mild facial droop. Onset 9am 
on 12/28/2020. Went to ED for evaluation. Sensation started to 
resolve, continues to be slightly diminished on left side of face. 
Droop has since resolved.

Possible Bell’s 
palsy

911940 12/29/20 24 F 0 Other Medications: Breo, Albuterol, BIrth Control, Zurtec
Preexisting Conditions: Asthma
Allergies: Penicillin, Singular
Write-up: Became hot, flushed and felt dizzy,. Had slight 
weakness in rt face

Possible Bell’s 
palsy

913697 12/29/20 60 F 0 Other Medications: Effexor, Omeprazole, Naproxen, Ranitidine 
D 24 hr, Daily Multi Vitamin, stool softner, muscle relaxer.
Current Illness: none
Preexisting Conditions: Arthritis
Allergies: Dust, Cats, Dogs
Write-up: I was given vaccine on 12/29/20 at 11:45 am and at 
7:00 pm my right side of face/jaw was swollen. When I woke up 
on 12/30/20 at 6:00 am, the swelling was worse and traveled to 
right side of chin & lip. My mouth was a little droopy and felt like I 
was drooling.

Possible Bell’s 
palsy

918233 12/30/20 52 F 1 Other Medications: Ropinirole 1 po BID prn, Botox for 
hyperhidrosis (see below)
Current Illness: no
Preexisting Conditions: RLS Frey Syndrome
Allergies: NKDA
Diagnostic Lab Data: 12/31/2020 - head CT and CXR neg
Write-up: received vaccine 30 Dec 2020. Noticed slight left 
sided facial droop and left lower lip numbness on 31 Dec 2020, 
which has become more pronounced over the past 2 days. 
Denies any extremity weakness, numbness, HA or dizziness. No 
pain to face or ear. Speech clear. No recent illness or history of 
Bell''s palsy. NKDA or any prior adverse reactions to 
immunizations.

Possible Bell’s 
palsy

923418 12/30/20 63 F 0 PMH: GBS in 1970''s with Swine Flu Vaccine. No h/o Covid-19 
infection. Medications: clonidine, hydralazine, spironolactone, 
pantoprazole. Non-pregnant female nurse (patient) received first 
dose of COVID-19 VACCINE on 30Dec2020 at 03:45 AM in R 
arm at a workplace clinic. The patient reported "Within 30 
minutes of vaccine, I had pins & needle feeling at injection site. 
Then ears itching followed by right face numbness from eyebrow 
to below chin with right mouth drop." The patient did not receive 
any treatment for the events. The clinical outcome of the events 
pins & needle feeling at injection site, ears itching followed by 
right face numbness from eyebrow to below chin with right 
mouth drop, was not recovered. 

Nurse Possible Bell’s 
palsy

953592 1/8 36 F 1 PMH, medications: none. Patient received COVID-19 Vaccine on 
08Jan2021. The patient experienced facial paralysis on the left 
side of her face upon waking the following morning.

Possible Bell’s 
palsy

1001912 1/20 34 F 0 Other Medications: Prozac 20mg
Current Illness: depression, epilepsy, asthma, gastritis, anxiety, 
hypoglycemia
Preexisting Conditions: depression, epilepsy, asthma, gastritis, 
anxiety, hypoglycemia
Write-up: After the fever of 40C, chills, tiredness, nausea, 
headache. Started to feel pain on the left side of my face. Next 
day the pain has spread to my neck and ear. On day number 
three they felt numb, day number four lots of pain on my jaw. 
Day number 5 I couldn't even swallow and had difficulty 
breathing. When I looked in the mirror the left side of my face 
was very swollen like a ball and my face looked like it was 
paralyzed. I went to the ER where I was seen, but it remains the 
same days afterwards. My cheek doesn't look the same, looks 
bigger and the eye is droopy, my neck and ear hurts, it is difficult 
to swallow. My left arm is numb and swollen.

Possible Bell’s 
palsy

Ramsay Hunt Syndrome

933275 12/24/20 47 F 3 PMH: slight HTN from Jul2020 Medications: lisinopril from 
Jul2020. Patient received the first dose of COVID-19 to left arm 
on 24Dec2020 at 7:30 am. The patient developed Bell’s palsy, 
facial dropping which did not last long but she still had the 
painful shingles on 27Dec2020. Initially she developed what she 
thought were canker sores or fever blisters in her mouth which 
had gotten pretty large and stopped her from being able to eat 
on 29Dec2020. Then on 30Dec2020 she developed sites on her 
face which have gotten scarily large; and was causing some 
deep nerve pain going to her eye and down her chin; the sites 
felt like lesions on her face with roots. The sites in her mouth 
were now completely gone; but the sites on her face are 
ongoing. Now it has kind of taken over her face. MD dx: 
shingles. She had never had fever blisters or shingles before 
this event. She was still kind of reeling.

Ramsay Hunt 
Syndrome

1020051 2/6 41 F 0 Current Illness: none
Preexisting Conditions: Lyme Disease since July 2005
Allergies: whey, oat, grasses and pollens
Write-up: i got second covid shot on 2/6, exactly 28 days after 
my first shot. by that night, i had a shingles outbreak of the 
Ramsay Hunt variety, though i DO believe it had been triggered 
already by the prior day. (aka 26 or 27 days after my first dose)

Ramsay Hunt 
Syndrome

1028831 2/6 32 F 1 Other Medications: Leviteracitam, Amytriptyline, Baclofen, 
Bumex
Preexisting Conditions: Chronic: epilepsy, POTS, EDS, 
Fibromyalgia, GERD
Allergies: Marijuana
Diagnostic Lab Data: Hospitalization MRI, CAT scan, EKG, 
blood work: positive for Ramsey Hunt Syndrome, ER Visit to 
hospitalization
CDC Split Type:
Write-up: Ramsey Hunt Syndrome (2nd Dose)

Ramsay Hunt 
Syndrome

Ramsay Hunt 
Syndrome

48.416 4.91338582677165n=127      F (82) = 65%         M (45) = 35% 25 12 Ramsay Hunt 
Syndrome
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Category 2

Myopericarditis 

1000418 12/15/20 47 M 20 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Acetaminophen Aspirin Dextromethorphan Shellfish
Diagnostic Lab Data: TEE: Normal 2DEcho: Normal CXR: Left pleural effusion
Write-up: Pleuritic chest pain. Admitted due to acute pericariditis. Course 
complicated with new onset atrial fibrillation.

Myopericarditis 

912891 12/19/20 40 M 3 Other Medications: Multivitamin Ambien as needed
Current Illness: None
Preexisting Conditions: History of kidney stones, low back pain, and Dupytren's 
Contracture.
Allergies: None
Write-up: COVID-19 vaccine on 12/19/2020 and felt great the next few days with 
zero symptoms. 3-4 days later I felt some chest discomfort especially when taking a 
deep breath in. This occurred on both the front side and back side of chest. This 
continued for the next 5-7 days. Kept experiencing pain with deep breaths and my 
exercise tolerance was diminished. When I would hike up a small incline I felt I was 
not getting enough air and was a bit winded. Televisit 12/28/2020 after 5-7 days of 
symptoms. My pain felt like pleuritic chest pain. He told me the most likely diagnosis 
is a mild case of pericarditis and prescribed me ibuprofen 400 mg by mouth 3 times 
daily for a few days. After ~36 hours of ibuprofen I''m feeling 80-90% better but still 
have some discomfort with deep breaths or exertion. Was told to come in for an EKG 
if my symptoms persisted beyond the next few days. Since I'm improving I'm not 
planning on any additional testing  

Myopericarditis 

952497 12/19/20 40 M 10 Other Medications: Nexium 20mg po daily Duloxetine 60mg po daily Ibuprofen as 
needed Vitamin D
Preexisting Conditions: depression, GERD
Allergies: NKDA
Diagnostic Lab Data: Echo with severe diffuse LV hypokinesis 1/12 Hepatitis panel 
negative, EBV/CMV IgG positive/IgM negative, 1/12 COVID antibody: negative 1/9 
RVP negative 1/8 COVID PCR negative RADIOLOGY: MRI cardiac 1/11: 1. There is 
linear mid myocardial late gadolinium enhancement in the inferoseptal wall of the left 
ventricle in a nonischemic pattern. This may represent sequela of myocarditis. 
Findings do not appear to be acute. 2. The left ventricle is dilated with global 
hypokinesis and significantly reduced LV systolic function. The calculated left 
ventricular ejection fraction is 25%. There is also diastolic dysfunction. 3. The right 
systolic function is also reduced with ejection fraction of 30%. 4. There is a 
moderate-sized pericardial effusion without evidence of pericarditis or constrictive 
physiology. CT chest 1/8: 1. No evidence of pulmonary embolism. 2. Mild 
cardiomegaly with small/moderate-sized pericardial effusion that appears mildly 
increased in size from the earlier abdominal CT. There are findings of mild pulmonary 
edema which are greatest in the lung bases and are new from the earlier abdominal 
CT. 3. Small/moderate right and small left pleural effusions which have mildly 
increased in size from the earlier abdominal CT. 4. Nonspecific mediastinal and right 
hilar lymphadenopathy CT A/P 1/8: 1. No evidence of acute abdominal/pelvic 
abnormality. 2. Small/moderate-sized pericardial effusion. 3. Small right and trace left 
pleural effusions
Write-up: presented 1/8 with constipation, abdominal discomfort and worsening 
dyspnea. Symptoms began around 12/29. COVID vaccine 12/19. Previously quite 
active, marathon runner, gained some weight over last couple years but was still in 
good enough shape to complete 10K in New Orleans in early February. In late 
February, had a flu-like illness, as did one of his friends from church. 2020 was hard 
on him - weight gain, decreased activity, stress, overall deconditioning. No issues 
apart from sore arm after COVID vaccine 12/19 but then starting getting abdominal 
fullness/discomfort around 12/29, which steadily worsened, also develop worsening 
dyspnea on slight exertion. No known sick contacts.. Work-up notable for pericardial 
effusion, pleural effusions. Echo with severe diffuse LV hypokinesis, concern raised 
for myocarditis. COVID PCR negative, serology negative. RVP negative. Concern 
raised that COVID vaccine may have played a role in myocarditis. He was found to 
have Acute heart failure with reduced EF NYHA FC II, non-ischemic cardiomyopathy. 
Myocarditis appears subacute per MRI hypertension obesity small pericardial 
effusion- asysmptomatic no pericarditis suspected obstructive sleep apnea. Started 
on the following medications. Continue Carvedilol 12.5mg BID, Farxiga 5mg daily, 
Digoxin 0.125mg daily, Entresto 97-103mg BID, and Spironolactone 25mg daily. Per 
MD note. While it remains uncertain, team is doubtful COVID vaccine played a role in 
his cardiac issues. Given the MRI findings are not acute, more likely that the cardiac 
insult occurred weeks to months ago - potentially in the setting of the February 2020 
illness. Perhaps his "deconditioning" in 2020 was related to worsening cardiac 
function. Nevertheless, will hold on 2nd COVID vaccine dose given absence of a 
clear explanation for his myocarditis.

Myopericarditis 

923354 12/23/20 M 1 Patient received COVID-19 VACCINE on 23Dec2020. Acute pericarditis: 24Dec2020. Myopericarditis 

934944 12/23/20 50 M 4 The patient experienced acute pericarditis on 27dec2020 with outcome of recovered. Myopericarditis 

919087 12/27/20 50 M 4 Other Medications: Aspirin daily
Current Illness: No illness one month prior to or at time of vaccination
Preexisting Conditions: None
Allergies: NKDA
Diagnostic Lab Data: 12/29 ANA negative. CRP 7.2 mg/dL. ESR 8 mm/hr. 12/28 
Troponin T 67 ng/L. Hep C Ab = Non reactive. D-dimer 319 ng/mL.
Write-up: Acute Pericarditis. Patient was admitted from 12/27-12/28/2020 at hospital 
by cardiology team who strongly felt the acute pericarditis was due to the Pfizer 
Vaccine (Dr. was senior cardiologist).

Myopericarditis 

919334 12/28/20 30 M 4 Other Medications: Truvada, Lexapro, Wellbutrin
Preexisting Conditions: prior COVID-19 infection in March 2020
Allergies: Cefprozil
Diagnostic Lab Data: 1/1/2021 EKG Echo (no effusion, normal cardiac wall motion) 
Troponin (wnl) CBC (wnl) BMP (wnl)
Write-up: Acute pericarditis

Myopericarditis 

971536 12/28/20 31 F 7 Non-pregnant female patient received the 1st dose of covid vaccine at left arm on 
28Dec2020 13:00 administered at Nursing Home/Senior Living Facility. PMH: 
recurrent idiopathic pericarditis, HTN, pre-eclampsia, Covid-19. Allergies: none. The 
patient developed onset of pericarditis 7 days after the vaccine on 04Jan2021. 
Patient received Colchicine and Ibuprofen as treatment.

Myopericarditis 

980243 12/30/20 39 F 14 Other Medications: Levothyroxine
Current Illness: Viral illness dec 15 , 2020
Preexisting Conditions: Hypothyroidism
Allergies: Garbanzo beans, Nsaids
Write-up: Acute pericarditis, left pleural effusion.severe typical pericarditis and 
pleuritic Chest pain started 1/13 , got worse , went to Er on 1/15/2021 , was admitted 
to cardiology service and discharged 1/17/2021 and now on colchicine since 
admission.

Myopericarditis 

1003486 12/30/20 27 F 28 She presented to the hospital with acute typical angina approximately 72 hours after 
receiving her 2nd vaccine dose. The morning following her vaccine she developed 
fever, chills, generalized malaise, myalgias, and fatigue lasting about 48 hours. The 
following morning, she was awoken from sleep by a crushing substernal chest pain 
with associated typical anginal symptoms. Her initial troponin-I was elevated at 7.47 
ng/mL and peaked at 19.19 ng/mL. An ECG demonstrated minimal ST elevations 
followed by an echocardiogram demonstrated preserved systolic function and an 
ejection fraction of 60-65%. Due to her elevation in cardiac enzymes and persistent 
angina, coronary angiography was performed revealing no obstructive coronary 
artery disease. She was diagnosed with suspected myocarditis and treated 
successfully with anti-inflammatory medication. In follow-up, she had an 
uncomplicated treatment course with complete resolution of anginal systems and 
improvement in troponin and inflammatory markers.

Myopericarditis 

1033091 1/4/21 58 F 18 Other Medications: Zinc, vit D3, vit C
Current Illness: None, was exposed to Covid 19 just prior to getting the vaccination
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Ct with PE protocol, EKG, labs, echo documented moderate 
to severe pericardial effusion no tamponade, documented pleural effusions with 
pneumonitis documented d dimer in the thousands and elevated CRP above 100, 
abnormal liver function tests and cbc.
Write-up: approximately 2.5 wks after vaccination, development of severe increasing 
back pain and chest pain and shortness of breath Dx acute moderately severe 
pericarditis with pericardial effusion, pneumonitis with bilateral small pleural 
effusions, hepatitis with elevated alk phos and LFT, bone marrow reaction with 
elevated WBC, new anemia and elevated platelets, markedly elevated d dimer and 
CRP with normal troponin and negative imaging for PE.

Myopericarditis 

935452 1/6/21 44 F 0 Other Medications: Multivitamin daily
Current Illness: no
Preexisting Conditions: no
Allergies: NKDA
Diagnostic Lab Data: Troponin 0.08 and then 2.3 and up to 4 Platelets 85 and then 
61.
Write-up: 1/6/21 8pm started with Nasuea, vomiting, diarrhea and fever. 1/7/21 
started having intermittent chest pain in the morning. Then in the evening it became 
constant. Went to ER that evening due to chest pain. EKG showed t wave 
abnormality. 1st Trop was negative went from 0.08 to 2.3 Had 2 Echo's done and 
they were normal. Platelets were 85. Was discharged without chest pain. Troponin 
on discharge was 0.67 and platelets 61. Was admitted due to Chest pain and 
troponin. Attending provider diagnosed as myocarditis and thrombocytopenia R/T 
vaccine.

Myopericarditis 

937932 1/7 28 M 1 Preexisting Conditions: No known chronic conditions
Allergies: Spring seasonal allergies
Write-up: Patient presented with myalgias, fevers, and chest pain on 1/10/21 and 
was found to have diffuse ST elevation and elevation troponin. He was evaluated by 
cardiology and diagnosed with acute myopericarditis. Tx: NSAIDs and colchicine. He 
improved with this treatment and was discharged on 1/12/21 with ibuprofen and 
colchicine

Myopericarditis 

1000146 1/7 68 M 12 physician (patient) received the first dose of COVID-19 VACCINE on 07Jan2021.  On 
19Jan2021, the patient developed pericarditis. The physician considered it was 
possible complication from his first dose of the COVID-19 vaccine. 

Md Myopericarditis 

965715 1/8/21 57 F 0 Other Medications: None
Current Illness: None
Preexisting Conditions: Breast Cancer 2010
Allergies: None
Diagnostic Lab Data: Blood work, EKG, Echocardiogram, MRI, cardiac 
catheterization
Write-up: viral cardiomyopathy, myopericarditis, weakness, chest pains

Myopericarditis 

983362 1/8/21 25 F 5 Other Medications: Tylenol
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Troponin: 3.7 CKMB:$g27 EKG findings with ST segment 
depression in III, aVF, V4, V5
Write-up: 7 Days after receiving the vaccine, patient developed generalized myalgia, 
fever, shortness of breath, and chest pain. Patient admitted to our hospital on 21JAN 
and diagnosed with myocarditis. Difficult to elucidate whether the myocarditis was 
secondary to Moderna vaccination or other viral etiologies.

Myopericarditis 

945133 1/12/21 59 F 0 Other Medications: Thyroid compound T4 108 mcg T3 10 mcg ASA 162 mg sly D3 
20 mcg Calcium 600 mg Amoxicillin 875 mg twice a day (one dose taken)
Current Illness: Ear infection diagnosed 1/12/21
Allergies: Chloraprep rash
Diagnostic Lab Data: Angiogram normal, echo showed new left ventricular 
hypertrophy and decreased function. Cardiologist unclear if it was myocarditis or 
coronary spasm, waiting to have mri outpatient to determine myocarditis
Write-up: Developed chest pressure 8.5 hours after vaccine, unrelieved after 3 
hours, went to ED, elevated troponin, EKG changes. Admitted to hospital low grade 
fever next day

Myopericarditis 

970198 1/12 21 M 1 Other Medications: Vyvanse, propranolol, Wellbutrin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CXR and CT on 01/15/2021
Write-up: First day I was lightheaded, dizzy, sore all over, weak and had the chills. 
The second day i had severe chest pain and trouble breathing, I went to the ER and 
was admitted. After an EKG it was found that I had Myocarditis. Tx: ibuprofen and 2 
other meds for the inflammation around my heart.

Myopericarditis 

961879 1/13/21 81 M 0 Preexisting Conditions: Diabetes, high blood pressure, dementia, congestive heart 
failure, blot clotting history, childhood asthma, tumor on one adrenal gland
Allergies: Cipro, Flomax
Write-up: My 81-year-old father, and my brother received the first dose of the Pfizer 
covid vaccine at the Hospital on Wednesday January 13, 2021. Within a couple of 
minutes of them returning home, my father collapsed. As it turns out, he'd had a 
silent heart attack. But when Dr. performed a cardiac catheterization, he only found a 
little plaque. Medical personnel are not too sure what caused the heart attack. My 
dad was very dehydrated when he was admitted, and he has underlying health 
conditions. I believe Dr said my father's INR on admission was 1.2. My father is on 
blood thinners. 

Myopericarditis 

1031582 1/13/21 35 F 12 Other Medications: Humira albuterol diclofenac gel fluticasone inhaler (flovent) 
Probiotic Multivitamin Sumatriptan Medrol dose pak (finished on 1/17/21) Weaned off 
Lexapro ~ 1 month prior
Preexisting Conditions: Psoriatic Arthritis and Cervical DJD
Allergies: hydromorphone - hives
Write-up: 35 yo woman with new onset pericarditis. Possibly related to the covid 
vaccine - had second dose 1/13/21. No known covid exposure recently. Covid test on 
1/24/21 (date of admission) = not detected. Or more likely presentation could be 
related to Humira (started December 2020 for psoriatic arthritis and had 3 doses 
total). There have been case reports of pericarditis with Humira. Also, pt was on a 
medrol dose pack for radicular symptoms after injuring her neck, she finished the 
dose pack on 1/17/21. Since stopping solumedrol she has had increasing hip pain 
and also has costochondral pain. Per H&P, It is possible that weaning off of 
solumedrol dose pack caused a flare up in her psoriatic arthritis leading to increase 
hip pain, costochondritis and pleuritis and/or pericarditis. Pt was admitted for further 
treatment and monitoring.

Myopericarditis 

967286 1/13 44 M 3 Preexisting Conditions: dysplipdemia, pre-diabetes, obesity, OSA, s/p COVID 
infection 8/2/20
Diagnostic Lab Data: Elevated troponin levels and EKG with diffuse slightly 
upsloping ST elevations and mild PR depressions in precoridal leads and slight PR 
elevation in Avr. Elevated ESR/CRP.
Write-up: s/p vaccination with 2nd Covid Vaccine dose, developed low grade viral 
type illness with fevers up to 102 with myalgias, fatigue. Began to recover, then 
awoke in the morning of 1/16/20 with crushing, substernal chest pain. Admitted to 
hospital - diagnosed with myopericarditis. Discharged the next day.

Myopericarditis 

1022039 1/14/21 32 M 2 nurse (patient) received the second dose of COVID-19 VACCINE on the left arm on 
14Jan2021 15:30. PMH: high cholesterol. Received influenza vaccine on 
10Dec2020; and received the first dose of COVID-19 VACCINE on 24Dec2020 
15:30. On 16Jan2021 15:30, the patient experienced chest discomfort, initially 
thought it was heart burn lasted over 15 hours and went to ER. The patient had 
elevated troponins, and was diagnosed with Pericarditis after admit and negative 
ECHO, and CTA. Tx: IV Toradol.

Myopericarditis 

986127 1/14 35 F 1 PMH: exercise-induced asthma. Physician (patient) received the second dose of 
COVID-19 VACCINE on 14Jan2021. The first dose caused low grade fever and 
myalgia. On 15Jan2021: Dyspnea on excursion. Chest tightness; I started having 
fever 101.5 degree Fahrenheit; Wheezing. On 16Jan2021: rash from low platelets on 
both arms. Troponin elevated. I might have myocarditis as a result of the vaccine; 
irregular rhythm; low grade fever and myalgia; I had similar low grade fever and 
myalgia with my first dose; rash; lymphadenopathy; swelling at injection site; 
wheezing.

Md Myopericarditis 

994756, 
1010639

1/15 75 F 0 Preexisting Conditions: None. No h/o covid infection 
Allergies: None
Write-up: My mom who is 75 had an adverse reaction on from the COVID vaccine 
she took on Jan 15, 2021. She woke up the next morning at 4 AM with a severe 
headache. She took Aleve and went back to bed. She woke up at 8:30 AM with a 
very severe HA and very severe CP. ER dx: Pericarditis. The medical professionals 
were sure this was a result of the COVID vaccine. They continued to treat her for a 
few days and sent her home with Colchicine and prednisone, to help. She continues 
to have muscle pain, weakness and shortness of breath when she walks.

Myopericarditis 

998774 1/15 68 M 9 Other Medications: Tylenol 650 mg q 6 hours as needed Aspirin 81 mg daily 
Clonazepam 1 mg as needed Colchicine 0.6 mg daily Famotidine 20 mg daily as 
needed Metoprolol tartrate 100 mg every 12 hours Omeprazole 20 mg daily as 
needed
Current Illness: None
Preexisting Conditions: Hypertension GERD Anxiety Recurrent syncopal episodes 
in the past New onset atrial fibrillation at time of adverse event
Allergies: No known drug allergies
Diagnostic Lab Data: Cardiac Echocardiogram (1/25/21) Pericardiocentesis 
(1/25/21) Complete blood count with differential (1/24/21) Complete metabolic panel 
(1/24/21) Troponin x 2 (1/24/21) B-Type Natriuretic Peptide (1/24/21) Covid Swab 
(1/24/21) Urinalysis (1/24/21) C reactive protein (1/24/21) Pericardial fluid analysis 
(1/25/21) Thyroid stimulating hormone (1/25/21) Electrocardiogram (1/24/21) Chest 
X ray (1/24/21)
Write-up: Pericarditis with pericardial effusion. Treatment: Pericardiocentesis, 
Colchicine, Aspirin, Ibuprofen, Omeprazole Symptoms began (syncopal episode, 
retrosternal chest heaviness and aching worse with inspiration, fever, chills, 
lymphadenopathy for a for 9 days following vaccination) Outcome: Patient 
discharged home after 3 day hospitalization. Currently feeling better at 1 week follow 
up.

Myopericarditis 

1017724 1/15 75 F 1 Other Medications: cholecalciferol, diclofenac gel, MVI, omeprazole, rosuvastatin, 
Tylenol PRN
Current Illness: 
Preexisting Conditions: Osteoarthritis, gastric sleeve 2011, GERD, HLD
Allergies: None
Diagnostic Lab Data: CT aorta with smal pericardial effusion TTE with small 
pericardial effusion, normal EF 68% ESR 48, CRP21,3, BNP 216
Write-up: Acute pericarditis complicated by atrial flutter

Myopericarditis 

952782, 
963213

1/18/21 30 M 3 Other Medications: Daily Multivitamin
Current Illness: No
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 1/21/2021: Troponin 4.8 at 10:00. EKG showed inferior and 
lateral ST elevation
Write-up: Patient had 4 hours of chest pain 3 days after vaccine. EKG showed 
STEMI. Troponin elevated at 4.8. Patient sent for cardiac catheterization and results 
pending. At this time suspect myocarditis, but STEMI not yet excluded

Myopericarditis 

990198 1/19 32 M 5 Other Medications: Nexplanon, prenatal vitamin, Lunesta PRN
Current Illness: None
Preexisting Conditions: None
Allergies: NKA
Diagnostic Lab Data: EKG- 14Jan- 1st degree AV block with RBBB EKG- 19Jan- 
1st degree AV block- LIPID Panel, BMP 27Jan- Echocardiogram- Mild Pericarditis- 
ESR, C-reactive, CBC
Write-up: During cardiovascular exercise experienced SOB, Dyspnea, Chest pain, 
during and for 1-2hrs post cardio exercise. this continued for 2-3 days. with fatigue, 
sob. EKG showed 1st degree AV block w RBBB. Pt. was then referred to cardiology 
where she was seen and diagnosed on 27Jan with pericarditis. Pt has since started 
NSAID therapy with mild symptoms persisting.

Myopericarditis 

991213 1/19 32 M 4 Other Medications: Prozac Adderall (I have since discontinued)
Current Illness: none
Preexisting Conditions: None
Allergies: NKDA
Diagnostic Lab Data: EKG (STEMI) next 3 EKGs NORMAL Troponin- Saturday 
0.63, then 1.84 then 1.87 finally 3.3 next day. WBC count normal none out of range 
CBC normal. CK elevated ALT elevated, AST slight elevation.
Write-up: Heart swelling (pericarditis) , abnormal EKG showing STEMI initially on 
Saturday approximately 3 days after 2nd vaccine dose administration.

Myopericarditis 

1017662 1/19 35 M 3 idiopathic pericarditis Myopericarditis 

968687 1/20 23 M 1 Other Medications: Aripiprazole Buspirone Quetiapine Sertraline
Current Illness: No
Preexisting Conditions: No
Allergies: Lorazepam (hives and hallucinations)
Diagnostic Lab Data: elevated troponin (peaked at 4.0 ng/mL). ECG showed diffuse 
PR segment depressions and ST segment elevations consistent with pericarditis. 
Transthoracic echocardiogram was normal.
Write-up: Acute myopericarditis Chest pain developed 24 hours after vaccine 
administration. Presented to emergency department 48 hours after vaccine 
administration. Symptoms resolved after an additional 24 hours (72 hrs after vaccine) 
with administration of ibuprofen three times daily.

Myopericarditis 

998532 1/21 40 F 1 Other Medications: OTC collagen supplement Ibuprofen prn
Current Illness: none
Preexisting Conditions: migraines secondary to a TBI in 2016
Allergies: NKDA
Diagnostic Lab Data: High sensitivity troponin: 493.5 -- $g 662.0 -- $g 602.3 on 
24Jan Coxsackie B serology panel negative on 25Jan EBV IgM, Parvovirus IgM and 
CMV IgM Negative RPR nonreactive on 25Jan HIV negative on 26Jan ANA negative 
on 26Jan No peripheral eosinophilia Coronary angiogram with no obstructive disease 
on 24Jan SARS-CoV-2 PCR negative on 24 and 25Jan Cardiac MRI on 26Jan 1. 
Cardiac MR findings highly suggestive of myocarditis (i.e infectious or perhaps post-
vaccine) as evidenced by confluent sub-epicardial hyperenhancement on myocardial 
delayed enhancement (MDE) imaging in the inferoseptal, inferior, inferolateral, 
anterolateral and anterior segments of the basal to mid left ventricle.
Write-up: Admitted to the hospital on 24Jan with chest pain, elevated troponin, and 
EKG changes in the setting of a couple days of chills, sweats and malaise after 
receiving the covid vaccine. Initially there was concern for acute MI and he was 
taken for a coronary angiogram. The angiogram was clean and showed no 
obstructive disease. Cardiac MRI showed findings consistent with myocarditis. He 
was treated with supportive care and eventually was discharged. He was worked up 
for other causes of myocarditis with none to be found.

Myopericarditis 

1000874 1/21 84 F 3 Other Medications: Metoprolol, Lisinopril, Plavix, Pepcid, baby aspirin, daily vitamin, 
vitamin D
Current Illness: No
Preexisting Conditions: MI and stent in Sept 2020. Prior to that, no health issues.
Allergies: No
Write-up: Pericarditis Tamponade. She went to the hospital with chest discomfort on 
the 25th and by the evening of the 26th had pericarditis to a degree that required a 
Pericardial Window emergency procedure. Prior to the vaccine, she was doing great 
with no issues. She was put on a ventilator and came through the procedure on the 
27th. She was moved to rehab on February 1st.

Myopericarditis 

1011883 1/21 34 M 4 Other Medications: Cannabidiol
Current Illness: None.
Preexisting Conditions: Previous myopericarditis 5 years prior, pericarditis 7 years 
prior.
Allergies: None.
Diagnostic Lab Data: Blood work, cardiac echo, chest x ray.
Write-up: I had a fever, headache for two days following the vaccine. Two days after I 
had chest pain and elevated troponin. Dx: myopericarditis.

Myopericarditis 

977242 1/22 36 M 4 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Patient's EKG showed diffuse ST elevations, c/w diagnosis 
Troponin elevated and peaked at 3.4 Cardiac MRI pending
Write-up: Patient developed myopericarditis requiring hospitalization four days after 
receiving second dose of moderna vaccine. He developed left arm pain and 
numbness as well as substernal chest pressure. He was admitted.

Myopericarditis 

977531 1/22 25 M 2 Diagnostic Lab Data: 1-27-2021: CBC: unremarkable, nml lymphocyte count BMP: 
unremarkable Trop #1: 11.57 Trop #2: 11.2 Trop #3: 7.2 Trop #4: 6.5 EKG #1: diffuse 
STE in II, III, aVF, V4-6. Sub-mm STD in V1-3, consistent with pericarditis, no 
STEMI. EKG #2: diffuse STE in II, III, aVF, V4-6, no STD or other reciprocal 
changes. EKG #3: mildly improved STE II, III, aVF, V4-V6, and no reciprocal change, 
consistent with pericarditis, no STEMI EKG #4: Unchanged from #3 CXR: 
unremarkable Bedside ECHO: trace pericardial effusion, no wall motion 
abnormalities, nml EF COVID PCR: neg RVP + COVID: neg AM CBC: unremarkable 
AM BMP: K 3.5, otherwise unremarkable. Rpt Bedside ECHO: trace pericardial 
effusion (improved from yesterday), nml EF, no wall motion abnormalities.
Write-up: 25yo M with no sig PMHx or FMHx for ACS presents with 4 days of viral 
symptoms: f/s/c/myalgia/fatigue/HA that progressed to include CP for last 3 days. 
Classic positional CP, dull pressure, worse lying flat, better leaning forward, feels 
every heart contraction. Work up consistent with Acute Pericarditis and treated 
outpatient with Ibuprofen and Colchicine. symptoms worsened and he was evaluated 
and admitted overnight hospital for observation due to elevated troponin and STE on 
EKG. Pt stable and discharged next day.

Myopericarditis 

1027010 1/22 45 M 8 Other Medications: Zinc, Vitamin C, and Vitamin D3
Current Illness: COVID-19, 12/30/21
Preexisting Conditions: None
Allergies: No known allergies
Diagnostic Lab Data: 1/31/21 - Flu Ag negative 2/2/21: - Mycoplasma IgM negative 
- EBV Ab panel consistent with prior infection 2/4/21: - Blood cultures negative - CRP 
$g 320 mg/dL - D-dimer 3.53 - Troponin 7.05 - BNP 3, 583 2/5/21: - SARS CoV2 Ab: 
positive - Transthoracic Echo: Interpretation Summary o The left ventricular systolic 
function is decreased (35 - 40%). o There is mild concentric left ventricular 
hypertrophy present. o Left ventricular global hypokinesis. o Indeterminate left 
ventricular diastolic function. o The right ventricular systolic function is normal. o The 
left atrium is mildly dilated. o The right atrium is mildly dilated. o Mild mitral valve 
regurgitation. o Mild tricuspid valve regurgitation. o Procedure performed with the 
patient in a supine position. 2/5/21 CTA Chest: IMPRESSION: 1. No evidence of 
acute pulmonary embolus through the segmental level. 2. Multifocal nodular airspace 
disease of the right upper lobe and right middle lobe is suspicious for pneumonitis. 
More masslike appears of consolidation in the lower lobes left greater than right may 
also be secondary to pneumonitis although other etiologies possible including 
aspiration. Radiographic follow-up to resolution recommended. 3. Small pleural 
effusions. 4. Nonspecific mediastinal edema. This may be result of vascular 
congestion but inflammatory change (i.e. mediastinitis) is not excluded on the basis 
of imaging appearance and clinical correlation is recommended. 5. Nonspecific 
solitary pericardial adenopathy visualized. This is of uncertain etiology or 
significance. 2/6/21 ANA, CMV PCR, Adenovirus PCR, Echovirus AB panel, 
Parvovirus PCR, HHV6 PCR negative; Coxsackie Ab panel weakly positive for 
multiple strains 2/6/21 Left heart cath: Conclusion 1-PRESENTATION WITH 
CARDIOGENIC SHOCK 2-PAP 59/29, PW 30, LVEDP 25-28 3-NORMAL 
CORONARY ARTERIOGRAM 4-SUCCESSFUL PLACEMENT OF IABP 2/11/21 
Cardiac MRI: o Normal left ventricular chamber size and systolic function, LV EF 
67%. Focal point of subepicardial delayed enhancement in the basal inferolateral 
segment. Differential diagnosis inlcudes subacute myocarditis or sarcoidosis. o 
Normal right ventricular chamber size and systolic function. o No significant valvular 
abnormality. o No evidence of hypertrophic cardiomyopathy or prior myocardial 
infarction. o Small circumferential pericardial effusion.
Write-up: vaccine: 1/22/21. On 1/31/21 he presented to urgent care with fever and 
morbiliform rash. He tested negative for the flu and was given empiric oseltamivir. He 
had persistent fever and was given doxycycline and ceftriaxone by urgent care on 
2/2. On 2/4 at urgent care he was hypotensive and sent to ER. He had findings of 
cardiogenic shock and intra-aortic balloon pump was placed. He was treated for 
acute heart failure with improvement in symptoms. He was also treated for 
pneumonia with piperacillin/tazobactam as well as amoxicillin / clavulanic acid. He 
was discharged with resolved fever, resolved rash, and improvement in EF based on 
cardiac MRI. Workup for other viral causes of myocarditis was negative.

Myopericarditis 

1022440 1/23/21 69 M 1 1/8Other Medications: None
Current Illness: None
Preexisting Conditions: HTN, hyperlipidemia, pericarditis (diagnosed in 2014)
Allergies: None
Diagnostic Lab Data: None reported
Write-up: The decedent experienced severe chest pain and dyspnea approximately 
nine days following the first series of the vaccine. He reported to family members that 
he was having a "severe reaction" to the vaccine and believed it was acute 
pericarditis due to the same symptoms he experienced prior. He reported that on 
2/1/21 around 0300 hours, the symptoms were the most severe and he was going to 
seek medical attention, but did not. He waited till the convenience store opened and 
purchased OTC Tylenol for relief of symptoms. He continued to have dyspnea and 
chest pain up until 2/9/21, when he called 911 complaining of chest pain and was 
found to have a STEMI; subsequently died at Hospital in the ER.

Myopericarditis 

985024 1/23 31 M 2 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: EKG = Normal. Troponin = Elevated, but falling over the 
course of several hours. Echocardiogram = Heart structures and function normal. 
Cardiologist dx myopericarditis.
Write-up: 13 hours after injection: Typical chills, body aches, cold sweats lasting 24 
hours. Relief with Acetaminophen and Ibuprofen. On 1/25/21 around 4:00 PM: 
Following intercourse, SOB and mild CP. Unable to go for walk with son and wife due 
to fatigue and mild CP. Discomfort ameliorated with rest. On 1/26/21 06:00: SOB and 
CP in shower with minimal effort. Pulse around 140 BPM. Admitted to hospital.

Myopericarditis 

983111 1/25 36 F 3 Other Medications: Rifampin 600 mg daily; Zoloft 100 mg daily
Current Illness: None
Preexisting Conditions: ADHD, anxiety
Allergies: Buproprion, Codeine, Morphine
Diagnostic Lab Data: EKG 1/28/2021- sinus rhythm with TWI in leads V1-V4 
troponin: 0.08, 0.07, 0.06 CRP: 7.6
Write-up: Pericarditis :severe, pleuritic chest pain, with subtle T-wave inversions, 
mildly elevated troponin, elevated CRP and ESR-- developed symptoms approx 
50-54 hours after immunization. Also had 36 total hours of severe arthralgias, 
myalgias, fatigue, fevers and chills.

Myopericarditis 

1005180 1/25 33 F 4 Preexisting Conditions: Anxiety
Allergies: Latex
Diagnostic Lab Data: Cardiac catheterization, heart ultrasound, chest x ray, EKG, 
Cat Scan with IV, bloodwork
Write-up: Diagnosed with myocarditis 4 days after injection. Hospitalized for 1 day.

Myopericarditis 

989822 1/26 52 M 3 Other Medications: Lisinopril, atorvastatin, ezetimibe,
Current Illness: None
Preexisting Conditions: none
Allergies: No
Diagnostic Lab Data: hs-cTnI peaked at 6700 CRP 19, ESR 25, normal cath, ECG 
Markedly abnormal cardiac MRI with clear evidence myocarditis Negative COVID 
PCR x 2
Write-up: The patient had a very severe side effect profile from the second dose of 
vaccine: "worst I''ve ever felt" with myalgia, headache, fever and fatigue. This 
subsided and then on day 3 he developed severe substernal chest pain and came to 
ER where his hs-cTnI was $g 2000 ng/L and peaked at 6700 ng/L. His ECG, echo 
and cardiac cath were normal but MRI showed evidence of myocarditis with mild left 
ventricular dysfunction. He is doing well clinically and we are managing expectantly. 
This appears to be immune mediated myocarditis from the Moderna vaccine

Myopericarditis 

992123 1/26 20 M 4 Other Medications: Dupixent, Albuterol, Zyrtec, Montelukast, Symbicort
Current Illness: None
Preexisting Conditions: Asthma Food allergy
Allergies: Egg, Peanut, Treenut
Diagnostic Lab Data: EKG: 1/30/2021 EKG: shows NSR with ST-T elevation in 
inferior and lateral leads.
Write-up: Acute myocarditis with chest pain and elevated troponin with EKG ST 
segment changes, muscle aches

Myopericarditis 

992836 1/27 26 M 3 Other Medications: Aderell Truvada
Current Illness: None
Preexisting Conditions: Taking PreP ADHD
Allergies: Augmentin Cat Dander
Diagnostic Lab Data: Echo showed normal EF, but thickened pericardium with 
small effusion Cardiac cath normal HIV 4th gen negative (PCR pending) Acute 
hepatis B and C Ab negative (PCR pending) Respiratory virus panel including 
COVId-19 negative All other tests for acute pericarditis pending (coxsackie, echo 
entero serologies, parvo PCR RPR GC/ Chlamydia)
Write-up: Presented about 60 hours after 2nd moderna vaccine with crushing chest 
pain and was found to have acute pericarditis and a troponin of 10.

Myopericarditis 

998291 1/28 24 F 2 Other Medications: Copper IUD
Current Illness: None
Preexisting Conditions: Asthma. PCOS
Allergies: None
Diagnostic Lab Data: Pericarditis
Write-up: Pericarditis. Burning and stabbing pain in chest, pain shot down into left 
arm. Lasted days.

Myopericarditis 

993137 1/29 21 M 3 Allergies: NKDA
Diagnostic Lab Data: Initial EKG not c/w STEMI, but there are STE in II and aVF w/ 
no reciprocal changes. TWI in aVR, V1, and V2. Normal intervals. Repeat EKG 10 
minutes later w/o changes. CBC, CMP, lipase NAD. Trop ~6. CXR NAD. Bedside 
echo NAD. EKG not c/w STEMI and pt is currently CP free, pt has no RF for ACS--I 
doubt ACS/AMI. No tearing CP, neuro sx, or other historical/exam features to 
suggest aortic dissection. PERC neg, low concern for PE. Pt's high trop and EKG 
findings could represent myocarditis.
Write-up: mid epigastric chest burning x1 hour after breakfast, 21 yo M w/ no known 
chronic medical conditions, presents w/ 2 hours MEG/central chest burning. Initial a/
w mild SOB and LH; by time of my eval, LH/SOB had resolved and CP was 4/10. Pts 
sx completely resolved w/ GI cocktail. No exertional sx. No recent infectious sx. VS 
w/o acute abn. Well-appearing, NAD. Normal CV exam; no edema. LCTAB. PT 
transferred for troponemia.

Myopericarditis 

992506 1/30 22 M 0 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: pt developed fever 102, chills and body aches evening of vaccine. Mon 
am (2/1/2021) awoke with chest pain. Came to ED for evaluation, diffuse ST 
elevation in all leads, troponin elevated 4.1, 2nd trop 33. echocardiogram with EF 
50% pt currently being worked up for pericarditis, ACS with plans for heart cath in am

Myopericarditis 

1012387, 
1012987

2/1 M 4 Other Medications: Prilosec
Preexisting Conditions: Reflux
Allergies: None
Diagnostic Lab Data: EKG, 05-Feb-2021, Pericarditis; Inflammatory markers CRP 
and SED RATE elevated.
Write-up: Severe CP with radiation to left chest and jaw 5 days after moderna covid 
vaccine. No MI but diagnosed with pericarditis.

Myopericarditis 

1008473 2/2 37 M 0 Other Medications: NONE
Current Illness: NONE
Preexisting Conditions: NONE
Allergies: NONE
Diagnostic Lab Data: 2-6-21 EKG Blood work (troponin) Echo.
Write-up: Tuesday afternoon began with HA. Chills in the late evening. Body aches 
by Wednesday morning with continued HA. Neck stiffness and soreness Thursday 
evening. Severe CP early Saturday morning (3am). EKG showed irregularity and high 
level of troponin. They did angiogram, and diagnosed me with pericarditis. The on call 
physician believes this was most likely caused by the second dose of the vaccine.

Myopericarditis 

1009827 2/4 28 M 2 Other Medications: Concerta , abilify, clonidine
Current Illness: Nasal congestion/ cough three to four weeks prior
Preexisting Conditions: Adhd; mood swings; sleep apnea
Allergies: None
Diagnostic Lab Data: Heart cath, labs. Echo, mri X-ray ekg
Write-up: Chest pain- pericarditis. Elevated troponin. Heart cath. No previous heart 
hx. Ekg abnormal. Echo, mri.

Myopericarditis 

Takotsubo cardiomyopathy 

918783 12/21/20 29 M 0 PMH: none. Flu vaccine in Oct2020. Occupational Therapist (patient) received covid 
vaccine (deltoid left) on 21Dec2020 at 05:30 (first dose) before his shift at work. 20 
minutes later, he was having severe stroke like symptoms: severe L sided weakness, 
loss of balance, extreme numbness and tingling in his L hand and foot, issues finding 
his words, couldn't speak, oral motor impairment where his mouth was weak and not 
coordinated. He was given tPA for suspected CVA. He started going in to Ventricular 
Tachycardia. Echo showed EF of 25%. The patient said the shock of this event has 
weakened his heart. He is a healthy 29 year old man, with no preexisting conditions, 
and he works out, and he has no heart conditions. He stated his heart is so weak, 
that he cannot work right now, but the structure of his heart has not had any damage. 
It was suggested that due to the shock of the event, he might have Takotsubo 
Cardiomyopathy, but should be reversible. He stated now he has to wear an external 
defibrillator. The patient stated that all these happened about 20 minutes after he 
received the vaccine, and he was admitted to the hospital from 21Dec2020 to 
25Dec2020. His neurological symptoms have resolved except that he has a stutter 
that he did not have before and his mouth is fatigued easily, so he has to slow down 
when he is eating. Rx: Metoprolol 25mg one tablet once daily by mouth and Lisinopril 
5mg one tablet once daily by mouth.

Takotsubo 
cardiomyopathy 

916497 12/27/20 65 F 1 Other Medications: Vitamin D3, omega-3, Vitamin A/C, psyllium
Current Illness: none
Preexisting Conditions: History of Renal Cell Carcinoma s/p nephrectomy, 
Hyperlipidemia, osteopenia, sinus bradycardia, cervical radiculopathy
Allergies: None
Diagnostic Lab Data: TTE 12/30: EF 35%. Regional variation with normal 
contraction at the base and hypokinesis of the mid and distal segments with perhaps 
some sparing of the apex. Pattern is consistent with Takotsubo cardiomyopathy. 
Cardiac Catheterization 12/30: Mild Coronary Disease in LAD. Otherwise minimal 
CAD. Mildly elevated left sided filling pressure. ESR: 24 CRP <5 WBC 6.46, H/H 
13.7/39.7
Write-up: Myalgia, chills, nausea on the day after vaccination. on 2nd day (12/29) 
patient had chest pressure which made her present to Hospital ED. Troponin 
elevation to 1.14. Cardiac Catheterization was negative. TTE: hypokinesis of the mid 
and distal segment with some sparing of apex proving Takotsubo (stress induced) 
cardiomyopathy. Patient did not have any underlying emotional or physical stress 
going on in her life or family. Negative extensive w/u for infectious and inflammatory 
secondary causes of cardiomyopathy. As a diagnosis of exclusion, her presentation 
seems to be COVID-19 vaccine induced Takotsubo Cardiomyopathy

Takotsubo 
cardiomyopathy 

951799 12/29/20 56 F 3 Other Medications: atorvastatin (LIPITOR) 10 MG tablet glipiZIDE (GLUCOTROL 
XL) 10 MG 24 hr tablet losartan (COZAAR) 25 MG tablet metformin 
(GLUCOPHAGE) 1000 mg tablet pantoprazole (PROTONIX) 40 mg tablets
Current Illness: 
Preexisting Conditions: DM, Hyperlipidemia, HTN, OSA
Allergies: Phenergan Dm
Diagnostic Lab Data: Lumbar puncture 1/15/21 CT Angio Chest: 1/13/2021 CT 
Angio Head and Neck: 1/15/21 Chest X-ray: 1/15/21 Echocardiogram: 1/13/21 and 
1/16/21 ECG: 1/13/21 and 1/16/21 Cardiac catheterization:1/16/21 Blood gases, 
CBC, CMP, troponin
Write-up: 1st COVID-19 vaccination: 12/29/2020. Positive COVID-19 test: 1/4/21. N/
V, back pain, and sharp CP. 1/13, the patient presented to the ED again with SOB 
and sharp, stabbing left-sided CP radiating to her back and right side. Initial w/u ruled 
out cardiac etiologies. CTA chest demonstrated COVID-19 pneumonia. The patient 
complained of bilateral LE weakness which had been progressing since her 
COVID-19 vaccination. During her hospitalization her bilateral LE weakness 
accelerated. 1/13, she could ambulate without problems. 1/14 she required 
maximum assistance. W/u for GBS secondary to recent COVID-19 infection. 1/15 
she became obtunded and unable to protect airway. She was emergently intubated 
for acute hypercapnic respiratory failure secondary to GBS. Neurology started GBS 
treatment with IVIG. Patient also developed NSTEMI and Takotsubo cardiomyopathy. 

Takotsubo 
cardiomyopathy 

949611 1/6 49 F 7 Other Medications: Ethinol Estradiol Levothyroxine
Current Illness: none
Preexisting Conditions: none
Allergies: Percocet allergy: hives
Diagnostic Lab Data: 1/14: Troponin elevated, Abnormal EKG, Echo. Dx: Takotsubo 
Cardiomyopathy (stress induced cardiomyopathy). Normal coronary angiogram
Write-up: first COVID-19 vaccine dose given 12/17/20. 6 days after 2nd vaccination, 
I had acute onset of CP and SOB. In ER, a chest CT Angio to rule out PE was 
negative. EKG showed mild ST changes. Troponin I level was elevated at 0.08 
(normal 0.04). Troponin levels 90 minutes apart showed a rising troponin at 0.18 and 
0.38. Echo showed regional wall motion abnormalities consistent with Takotsubo 
cardiomyopathy and EF of 45%. Coronary angiogram was normal. LV was consistent 
with Takotsubo cardiomyopathy and my LVEDP was elevated. Tx: beta blocker

Takotsubo 
cardiomyopathy 

1021027 1/25 84 F 4 Other Medications: atorvastatin 10 mg po qday baclofen 10 mg po tid estradiol 0.1 
mg/g vaginal cream qhs ferrous sulfate 45 mg po MWF folic acid 1 mg oral po qd 
furosemide 20 mg po qd gabapentin 300 mg po tid levothyroxine 75 mcg po qd 
losartan 25
Current Illness: UTI
Preexisting Conditions: Crohn’s disease, PMR, T2DM, HTN, HLD, hypothyroidism, 
recurrent UTIs, tinnitus, vertigo
Allergies: Penicillin (hives all over body), Codeine (jittery), Gentamicin (Rash & 
itching), Erythromycin (Itchiness, rheumatoid arthritis symptoms), Sulfa drug (Itch), 
Vancomycin (Rash)
Diagnostic Lab Data: 1/30/21 troponin 1 1.750 ng/mL, BMP 1005.6 pg/ml
Write-up: Patient was brought in by ambulance on 01/28/2021 with fever, chills, 
myalgias, shakiness, and severe hypotension. Patient was treated for severe sepsis 
and acute kidney injury. Patient was given fluid resuscitation, but unresponsive to 
treatment; NE+ vasopressin, hydrocortisone IV, along with empiric antibiotic regimen 
were initiated. Patient later on developed pulmonary edema, NSTEMI with no chest 
pain and new onset of cardiomyopathy with EF 40-45% and clean coronary arteries 
shown on cardiac catheterization. Physician suspected cytokine release syndrome 
related to the COVID vaccine and CHF. Naranjo scale score of 2 indicates possible 
ADR. MD indicated vaccine reaction unlikely.

Takotsubo 
cardiomyopathy 

Takotsubo 
cardiomyopathy 
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941522 12/1/20 50 F Bilateral Pe 34 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Elevated d-dimer done. XR, CT: bilateral PE. Rx: Eliquis.
Write-up: I was SOB and went to ER on 1/5/2021. Dx: bilateral PE. I was Covid negative and had 
no other symptoms.

946900 12/18/20 43 F Massive DVT enlargement and 
complete thrombosis of 
the left common, internal 
and external iliac veins. 
thrombus in the 
visualized left femoral 
vein. 

16 Other Medications: Amoxicillin-Pot Clavulanate 875-125 mg 1 tablet Oral Every 12 hours 
scheduled Ergocalciferol 50,000 Units Oral Weekly
Current Illness: increasing sinus pressure postnasal drainage sore throat 99 temp congestion
Preexisting Conditions: Class II obesity Dysmetabolic syndrome X Facial rhytids 
Allergies: nka
Diagnostic Lab Data: 1/4/21 CT ABDOMEN AND PELVIS WITH IV CONTRAST VESSELS: There 
is enlargement and complete thrombosis of the left common, internal and external iliac veins, with 
adjacent fat stranding noted. There is thrombus in the visualized left femoral vein. No thrombus 
appreciated in the right-sided iliac veins or inferior vena cava. Normal abdominal aorta. 
IMPRESSION: Extensive occlusive thrombus in the left common, internal and external iliac veins. 
VAS lower limb venous duplex study, complete bilateral RIGHT LOWER LIMB: No gross evidence 
of acute or chronic DVT. No evidence of superficial thrombophlebitis noted. Doppler evaluation 
shows a normal response to augmentation maneuvers. Popliteal, posterior tibial and anterior tibial 
arterial Doppler waveforms are triphasic. LEFT LOWER LIMB: Slow flow versus acute DVT is 
noted in the common femoral vein, saphenofemoral junction, and proximal femoral vein. No 
evidence of superficial thrombophlebitis noted. Doppler evaluation shows a normal response to 
augmentation maneuvers. Popliteal, posterior tibial and anterior tibial arterial Doppler waveforms 
are triphasic/biphasic. 1/5/21 LEFT LOWER EXTREMITY AND PELVIC VENOGRAM. 
MECHANICAL THROMBECTOMY, ANGIOPLASTY, AND STENT IMPRESSION: Impression: 
Successful mechanical thrombectomy of the iliofemoral thrombus demonstrating a May Thurner 
syndrome treated with a 16 mm stent and angioplasty
Write-up: originally presented to the hospital on 1/3/2021 due to Left LE pain and swelling. Patient 
found to have extensive DVT of left LE and started on heparin drip. IR took patient for 
thrombectomy and left iliac stent placement on 01/05/2021. Patient was transitioned from heparin 
drip to Eliquis upon discharge.

957555 12/18/20 38 M Pe, DVT segmental right upper 
lobe pulmonary artery. 
DVT in soleus

7 Other Medications: Vitamin D, Zinc, Descovy
Current Illness: N/A
Preexisting Conditions: N/A
Allergies: PCN
Diagnostic Lab Data: D-Dimer biomarker (+) , Ultrasound of the Rt LE ( - ) , CTA showed a PE 
(segmental right upper lobe pulmonary artery consistent with PE
Write-up: I am a registered nurse at hospital. On 12/25, seven days after receiving the shot, I 
started to get right LE pain. ER: 1/1/21 imaging demonstrated PE. Rx: Xarelto on discharge. 
1/5/2021: Due to persistent pain, ultrasound of the leg was performed, which showed a clot hidden 
by my soleus. The plan is to continue on the Xarelto for 6 months.

951560 12/19/20 33 M Bilateral PE Multiple bilateral 
segmental and 
subsegmental PE with 
the largest clot burden in 
RLL with associated 
pulmonary infarction.

15 Other Medications: Ibuprofen, Tylenol
Current Illness: None
Preexisting Conditions: Migraine, Hyperlipidemia
Allergies: Sulfa Drugs, Chloroquine
Diagnostic Lab Data: 1/6/2021 D-Dimer- Elevated. CTA- Multiple bilateral segmental and 
subsegmental PE with the largest clot burden in RLL with associated pulmonary infarction. Factor 
V mutation- negative. Protein C and S antigen and activity- Normal. Glycoprotein B2 antibody- 
negative. Cardiolipin antibody- negative. Lupus antibody- positive. Hexagonal phase confirm - 
positive. PTT-LA- elevated. DRVVT screen- normal.
Write-up: Severe Right sided CP, right sided muscle spasms and difficulty breathing two weeks 
after vaccine. Dx: bilateral PE. No personal or family history of clots in arteries or deep veins or any 
risk factors in patient. Received heparin drip, pain medications, muscle relaxants inpatient. Pain 
progressively improved over days. Was discharged after 6 days on admission. Was discharged on 
oral anticoagulant Rivaroxaban (xarelto)

975383 12/20/20 79 F Pe Small acute embolus 
within LLL pulmonary 
artery branch.

36 Other Medications: Aspirin, lisinopril, fludrocortisone, loperamide, prednisone, simvastatin
Preexisting Conditions: COPD, Hyperlipidemia
Allergies: Seasonal allergies (pollen), motrin, sulfa, plaquenil
Diagnostic Lab Data: CTA Chest 01/26/21 2:02 am: 1. Small acute embolus within LLL pulmonary 
artery branch. No saddle embolus or right heart strain. 2. Mild multifocal pneumonia compatible 
with known Covid infection. This is most prominent in the lung apices. There are also changes in 
the lung apices suggesting prior granulomatous disease. 3. No pulmonary artery embolus or aortic 
dissection. CXR 01/25/21 19:01: -Cardiac size is normal. The lungs are normally inflated and clear. 
There is no appreciable pleural effusion or pneumothorax. ECG 01/25/21 18:47: - SINUS RHYTHM 
- INTRAVENTRICULAR CONDUCTION DELAY. Labs  01/25/21 18:53: All WNL except: D-Dimer= 
631, troponin= 0.037, RDW= 17.7, Neutr%= 76.7, Lymph%=15.5, K+= 4.7, Glucose= 119, SrCr= 
1.42
Write-up: Acute onset of SOB presented to ED. Dx: PE. Tested positive for SARS-Co-V-2 on 
01/25/21 using NAT.

1004700 12/20/20 66 M Pe dvt occlusive femoral vein 
thrombosis. Clinical pe

15 Other Medications: Iron 325 mg once daily
Current Illness: None
Preexisting Conditions: Remote history colon cancer in 2011, treated with surgery and 
chemotherapy, in remission; remote hx dvt and PE 2013 possibly provoked by long car ride and 
b-12 deficiency; iron deficiency anemia to 10.2 gm 10/2020 with no identifiable blood loss, likely 
malabsorbtion relatgtd to terminal ileum resection
Allergies: None
Diagnostic Lab Data: CXR negative. EKG: NSST changes. WBC: minimally elevated. Blood 
cultures: negative. Iron deficiency anemia noted in October (which was originally thought to be 
source of dsypnea) had resolved at time of first ER eval 1/31/21. 4 negative COVID tests, two rapid 
antigen, two pcr. LE Doppler; PE dx clinical based on dyspnea, hypoxia; CTA deferred as not 
affecting management. Dx of thrombophlebitis is firm; association with covid vaccine is speculative. 
Initial onset of dyspnea was within 10 days of first COVID vaccine, definite phlebitis and hypoxia 
with 10 days of second covid vaccine.
Write-up: DVT and probable PE based on hypoxia. Patient is physician who cares for patients in 
NH and ALF where there is documented COVID. First dose COVID vaccine 12/20/20, second dose 
1/10/20. Some SOB developed about 1/10, not severe. 1/30 Leg pain, fever to 101.6 abrupt onset 
extreme fatigue. ER eval 1/31 negative eval including neg rapid and PCR COVID tests. Persistent 
sx led to repeat ER eval including LE dopper confirming occlusive femoral vein thrombosis; no 
hypoxia at rest but desat to 85% on exertion (climbing one flight of steps). Started anticoagulants 
2/4/21 on home treatment; not working since 1/30/21

Md

975020 12/24/20 73 F Pe dvt Dvt, PEs with saddle 
embolisms as well

4 Other Medications: Losartan, Vitamin D.
Current Illness: lumpectomy on 11/17/20 that showed precancerous pathology report.
Preexisting Conditions: HTN, family history of Alpha1 anti-tripsin deficiency. She has single allele 
form. Over time she gets short of breath, can go 2 flights of steps but not 3. Can play tennis but not 
doubles.
Allergies: None.
Diagnostic Lab Data: 1/8/21 venous doppler U/S: DVT. Chest CT: PEs, saddle embolisms as well. 
Rapid COVID test: negative. COVID antibodies: negative. Rx: Eliquis.
Write-up: Had normal side effects the day after, 12/25/20 slight fever, lethargy. 12/27 felt fine. 
12/28, woke up not able to breathe, oxygen saturation 83%, could not walk across the room without 
gasping for air, which lasted for about 2 days. Could not reach her PCP due to holidays, was 
convinced she had COVID. Drive-thru facility COVID test 12/28: negative on 12/29/20. Repeat test 
12/30/20: negative. 12/30 started feeling better, 02 SAT's were about 90. Stayed that way until 
1/8/21, had FU from lumpectomy with surgeon, when she got up her left ankle/foot were very 
swollen and red looking. Dx: DVT in her left leg. CT scan: bilateral PE. Put on heparin IV. 1/26/21 
her 02 SAT''s are in the 99%, leg is still swollen, and is able to breath better. On Eliquis. Got 2nd 
dose on 1/21/21 and had only the classic side-effects for about 30 hours but was then fine. Had 
fever, chills, nausea, sore arm, cough, but then was fine.

943868 12/28/20 66 M Pe 7 Other Medications: zyrTEC 10 mg 1 tab daily; BuPROPion XL 300 mg 1 tab daily; Furosemide 40 
mg 1 tab daily; Mirapex 1 mg 3 tabs at bedtime; Lipitor 40 mg 1 tab at bed time; Seroquel 100 mg 
tab 2 tabs at bedtime; Pyridoxine Hal 50 mg 2 tabs twice daily
Current Illness: None
Preexisting Conditions: Type 2 DM, HTN
Allergies: N/A
Diagnostic Lab Data: CT and XR
Write-up: Developed PE in right lung one week after vaccination. Sharp pain on right side when 
breathing. Tx: IV Apixaban while inpatient for 2 days, oral Apixaban 5 mg, 2 tabs twice daily 
1/5/21-1/11/21, then one 5 mg tab twice a day. Pain has subsided as of 1/14/21.

954442 12/28/20 47 F Pe 2 Other Medications: Trintellix, Protonix, Singulair, Zyxal, Pulmicort, Trazodone, Melatonin
Current Illness: None
Preexisting Conditions: Protein C deficiency (no previous h/o clots), chronic cough, hyperactive 
airway disease, GERD, depression/anxiety
Allergies: PCN - rash
Diagnostic Lab Data: 12/30/2020 - Elevated Ddimer $g2000, troponins x 2 normal limits, COVID 
negative. CTA of chest: RLL PE.
Write-up: Developed chest tightness around right side of chest into back and SOB 50.5 hours after 
vaccination. Found to have RLL PE. Tx: Xarelto

965634 12/28/20 87 F Pe RLL PE 2 Other Medications: Hctz 25mg Po Daily Vitamin D3 1000IU PO Daily Potassium Chloride ER 20 
meq PO daily Metoprolol Succinate ER 25 mg PO daily Acetaminophen 650 mg PO Q6 hrs PRN 
pain Aspirin 81 mg PO Daily Symbicort 80-4.5mcg/act 1 puff BID Rosuvastatin Calciu
Current Illness: NA
Preexisting Conditions: HTN, COPD, Hyperlipidemia, dementia
Allergies: NKA
Diagnostic Lab Data: CTA: bilateral PE. Elevated lactic acid levels and a rising troponin level 
(0.36 @ 0215; 0.45 @ 0800).
CDC Split Type:
Write-up: 1840 NSG staff notified that resident had fallen and was unable to get up. Resident was 
lying on her right side outside of her room. Resident was severely diaphoretic and unable to state 
what had occurred. Resident had a blue tinge to her lips, wheezing bilaterally, equal strength 
bilaterally and very weak. BP 143/74, HR 66, 02 80%, temperature unable to read temporally due 
to diaphoresis. respirations equal and labored at 22 breaths per minute.

946978 12/29/20 49 M Bilateral PE, 
bilateral DVT

multiple bilateral PE, leg 
US revealed bilateral 
emboli

5 Other Medications: lexothyroxine, vitamin D, montelukast, manesium citrate
Current Illness: Sinus infection at the beginning of December treated with augmentin
Preexisting Conditions: hypothyroidism, allergic rhinitis
Allergies: NKDA
Diagnostic Lab Data: PCR covid test 1/4/21: negative. CXR 1/6/21: negative. 1/10/21: d-dimer 
levels were very high, chest CT showed multiple bilateral PE, leg US revealed bilateral emboli
Write-up: 1/3: Onset of SOB and cough that progressively got worse. Clinical dx of pneumonia 
without fever was made, patient started azithromycin on 1/5 and albuterol treatments every 4-6 hrs. 
Initially he improved, but then worsened. CXR 1/6: negative for pneumonia, PCR covid test: 
negative. albuterol treatment did not bring much relief. 1/10: respiratory distress. another covid test 
was negative. chest CT: multiple bilateral PE. LE US: DVTs in both legs. He had an emergency 
catheter-delivered thrombolysis. discharged 1/12 on oral anticoagulants. He is gradually improving, 
but very weak. He tires easily and gets a drop in oxygen to 90- 93%, as well as an increase in the 
heart rate to 120 when walking less than half a mile. He runs out of breath with exertion.

1024662 12/29/20 57 M Dvt, pe Dvt, R moderate PE 11 Other Medications: Fenofibrate 134mg, monteluast 10mg, Metoprolol ER 100mg, Vitamin D 
50,000u, ASA 80mg, Norvasc 5mg, zetia10mg, magnesium supplement, cetrizine 10mg, vitamin c 
supplement, zinc supplement, krill oil supplement, folic acid 800mg supplement.
Current Illness: None
Preexisting Conditions: Controlled HTN, hyperlipademia
Allergies: None
Diagnostic Lab Data: 9Jan MRI: right moderate PE. D dimer = 10.
Write-up: 8Jan, I started having a cramping feeling in my right calf. The next morning the cramp 
was worse. My calf of my right leg was twice the size as my left. I had four spots of bruising from 
ankle to knee. MRI: DVT and a PE in my right lung. I was hospitalized for two days on blood 
thinners. I had no SOB or heart problems. I was d/c on blood thinners which I have to take for the 
next six months.

937579 12/30/20 64 M Bilateral pe, plt 
63

0 Other Medications: Zyprexa 15 mg tablet once daily. Levothyroxine 100 mcg tablet once daily. 
Metformin ER 500 mg tablet 2 tablets by mouth bid. Divalproex DR 240 mg Give 3 tablets by 
mouth once daily. Metoprolol tartrate 50 mg po bid
Current Illness: COVID 19 (tested positive on 11/27/2020). Appeared to have recovered, but had 
some weight loss as well as persistent weakness, activity intolerance.
Preexisting Conditions: Schizophrenia Dementia without behavioral disturbance. Personal 
history of covid-19 (Tested positive on 11/27/2020). Type 2 DM. Morbid Obesity. Essential HTN. 
BPH with LUTS. Allergic rhinitis. Hypothyroidism. Seborrheic dermatitis. Fatty liver disease. 
Pancytopenia. Glaucoma. History of nicotine dependence, cigarettes
Allergies: Ciclopirox- erythema and pruritus. Naltrexone- dizziness. Topiramate- mood changes
Diagnostic Lab Data: 12/31/2020: WBC 4.8 K/uL; RBC 4.23 M/Ul; Hgb 12.9 g/dL; Hct 38.6%; 
Platelets 63 k/uL; Blood culture: No growth; Urine culture: Moderate mixed flora; Lipase 55 U/L; 
Procalcitonin 2.38 ng/mL; BNP 90; Lactic acid 7.2 mmo/L; CRP 110.5 mg/L; Potassium 3.4 mmol/
L; INR 2.4 ; CTA Chest: PE left and right; Moderate pachy peripheral ground glass right infiltrates 
Heavy triple vessel coronary calcification with heavy left main coronary calcification. Mild 
inflammatory stranding around the normal appearing pancreatic head suggesting pancreatitis. 
Moderate thickening of the wall of distal esophagus associate with small hiatal hernia: EKG 
12/31/2020: Sinus tachycardia; EKG 1/2/2021: Atrial fibrillation with rapid RVR; 1/3/2021 CT 
abdomen with contrast: liver cirrhosis with portal venous hypertension, multiple splenic 
granulomata, recanalization of the umbilical vein. Third spacing with body wall edema and mild 
pericholecystic ascites. The mild stranding in the upper abdominal fat could represent mild 
pericholecystic ascites. Mostly liquid stool throughout colon without findings of intestinal 
obstruction.
Write-up: On 12/31/2020, at approximately 00:15, pt developed a fever of 102.9 F and 
tachycardia with rate of 120. He was treated with acetaminophen. Later in the morning, he 
complained of nausea, generalized muscle aches, intermittent increase in confusion. At 14:00, he 
had a fall out of bed and at that time noted to be SOB, tachypneic. Admitted with acute respiratory 
distress, suspected sepsis with lactic acid 7.4 and Bilateral PE. Started on heparin and broad 
spectrum antibiotics. Transitioned to ELIQUIS on 1/3/2021. Infectious etiology of sepsis was 
unclear. He continued broad spectrum antibiotics with clinical improvement. Abdominal CT due to 
intermittent nausea, vomiting, abdominal pain, loose stools. His heart rhythm flipped to Atrial 
Fibrillation with RVR on 1/2 and his rate improved with titration of metoprolol. Treated with 
prednisone for suspected underlying undiagnosed COPD. PEs presumed provoked by recent 
COVID 19 infection.

953452 12/30/20 82 F Pe. Death (0d) 1 Preexisting Conditions: DM, HTN
Write-up: Death. PE 31Dec2020; Patient received Covid vaccine 30Dec2020. At the time of 
vaccination there was no evidence of decompensation of the underlying disease.

959401 12/30/20 36 M 9 pe 2 Other Medications: Multivitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: EKG and Echo Covid tests negative on 1/13/2021 and repeat 1/14/2021 
CT Chest - positive for multiple PE. CXR US Doppler lower/upper limbs
Write-up: episodes of dyspnea and non productive cough starting 1/1/2021. On 1/13/2021 I 
experienced severe dyspnea and had loss of consciousness for 5 seconds and was found down. I 
was diagnosed with multiple PE (about 9), treated with direct TPA via catheterization, transitioned 
to oral anticoagulation and discharged home on 1/15/2021.

1032658 12/30/20 47 M Pe, dvt Dvt and large pe 39 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 15Feb: D dimer, CT scan, Leg US
Write-up: Had daily headaches after first dose of vaccine for 3 weeks. Then had leg pain after 
nearly a month of the vaccine. Developed SOB and was diagnosed with DVT and large PE.

959549 1/2 59 F Pe dvt nstemi  acute deep, occlusive 
venous thrombosis left 
femoral vein and saddle 
embolus of pulmonary 
artery

11 Other Medications: Eliques; Cholecaleiferol; Ascorbic Acid; Calcium-Carbonate-Vitamin D; 
Coenzyme Q10; Ferrous Sulfate; Lisinopril; Magnesium Oxide; OxyCodone-Acetaminophen; 
Pantoprazole EC; Simvastatin; Vilazodone
Current Illness: Hip surgery 10/20
Preexisting Conditions: HTN; GERD; Back problems with LLE numbness
Allergies: None
Diagnostic Lab Data: EKG Lab tests X-ray
Write-up: 1/4/21- tenderness on the back of LLE with redness . 1/8/21: SOB. 1/13/21: admitted to 
the hospital [ICU] with NSTEMI, acute deep, occlusive venous thrombosis left femoral vein and 
saddle embolus of pulmonary artery. Tx: Eliqus.

952872 1/4 80 M Dvt, bilateral 
pe

Large bilateral pulmonary 
artery emboli in the right 
and left main pulmonary 
artery extending into the 
right and left main 
pulmonary artery 
branches bilaterally. 
Findings are associated 
with right-sided heart 
strain. Acute occlusive 
vein thrombosis of the 
entire course of the 
gastrocnemius vein and 
soleal vein. 
Incompressible entire 
course of the 
gastrocnemius vein and 
soleal vein. 

7 Other Medications: aspirin 81mg daily Vitamin B-1 100mg daily Escitalopram 20mg daily 
gabapentin 100mg daily Levetiracetam 1000mg BID and 500mg qhs Pantoprazole 20mg daily 
Phenytoin 250mg qhs rosuvastatin 20mg daily Tamsulosin 0.4mg daily MVI daily Vitamin
Current Illness: pneumonia treated with vantin (1/10)
Preexisting Conditions: HTN, epilepsy, CKD, cerebral AVM s/p repair, CAD, CVA (left sided 
hemiplegia), ischemic heart disease s/p CABG
Allergies: nsaids -contribute to seizures
Diagnostic Lab Data: Xray Chest Single View: 1/11/2021 IMPRESSION: Cardiomegaly with 
borderline pulmonary vascularity. Persistent LLL consolidation associated with a small left-sided 
pleural effusion. Minimal right basilar subsegmental atelectasis is present. Ct Chest (pe Protocol): 
1/11/2021 IMPRESSION: 1. Large bilateral pulmonary artery emboli in the right and left main 
pulmonary artery extending into the right and left main pulmonary artery branches bilaterally. 
Findings are associated with right-sided heart strain. 2. Patchy alveolar airspace disease within 
the lungs highly suspicious for COVID pneumonia. 3. Reflux of contrast into the inferior vena cava 
as well as the hepatic veins which can be seen in the setting of right-sided cardiac insufficiency. 
Echo 1/12/21 Conclusions: 1. Normal LV ejection fraction of 66 %. 2. Septal motion is right 
ventricular volume overload. 3. Borderline concentric left ventricular hypertrophy. 4. The left 
ventricular cavity size is decreased. 5. Mild aortic insufficiency. 6. Moderate calcification in the 
aorta. 7. Severely enlarged right ventricle. 8. Severely reduced RV systolic function. 9. The right 
atrial area is mildly dilated. 10. Mild tricuspid valve regurgitation. 11. Left atrial pressure is normal. 
12. The left atrial volume index is normal at 18 ml/m?. 13. Moderate PHTN with PA systolic 
pressure estimated at 49 mmHg. 14. Compare to prior study, RV is larger, RV systolic function is 
worse, LV is smaller. LE doppler 1/12/21: RLE: Acute occlusive vein thrombosis of the entire 
course of the gastrocnemius vein and soleal vein. Incompressible entire course of the 
gastrocnemius vein and soleal vein. Fully compressible entire course of the femoral vein, common 
femoral vein, deep femoral vein, popliteal vein, posterior tibial vein, peroneal vein, 
saphenofemoral junction, saphenopopliteal junction, great saphenous vein and small saphenous 
vein. LLE: The left common femoral, femoral, profunda femoris, popliteal and calf veins were 
examined. The veins are easily compressible and appear normal. There is normal spontaneous 
and phasic flow. The left great saphenous and small saphenous veins also appear normal. 
IMPRESSION: 1. Right: Acute occlusive vein thrombosis of the entire gastrocnemius vein and 
soleal vein. 2. No acute DVT or superficial vein thrombosis seen in the left leg.
Write-up: 80YO male who htn, cva, epilepsy, ckd, cerebral avm s/p repair, cad s/p cab, cva (left 
sided hemiplegia) , hx of prostate cancer recent admission for pna on abx presents to ED on 1/11 
with dizziness, hypoxia. CT with Bilateral PE "Large bilateral pulmonary artery emboli in the right 
and left main pulmonary artery extending into the right and left main pulmonary artery branches 
bilaterally. Findings are associated with right-sided heart strain." "Patchy alveolar airspace disease 
within the lungs highly suspicious for COVID pneumonia" Covid negative. Patients wife recovered 
from Covid-19 infection within last month. Patent thus far has tested negative. Doppler LE 
revealed Acute occlusive vein thrombosis of the entire course of the gastrocnemius vein and 
soleal vein. Patient received covid vaccine on 1/4/21. Patient has several risk factors for clot - age, 
previous CVA, hx of prostate cancer. Also had positive covid exposure though tested negative

969093 1/5 80 F Cva, dvt, 
endocarditis, 
emboli to liver, 
spleen. Kidney. 
Thrombocytop
enia 

3 Current Illness: DVT R LE, stent x 2 L groin, Pneumonia
Preexisting Conditions: HTN, PVD, COPD, FMS
Allergies: Lisinopril, erythromycin
Diagnostic Lab Data: 1/16/21- ct scan positive 1/18/21- mri confirmed extent of stroke 1/19/21- 
TEE confirmed endocarditis 1/21/21- mri confirms another stroke 1/23/21- ct scan shows emboli to 
liver, spleen, kidneys
Write-up: Pt received vaccine and within 72 hrs developed a stroke. Low platelet count. 
Endocarditis. Emboli to liver, spleen, kidney.

995346 1/5 61 M Dvt, bilateral 
pe

DVT left calf and PE both 
lungs. 

22 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: CT die marker
Diagnostic Lab Data: QV, CT chest, CT with die marker, EKG, ultrasound both legs, cardiac 
echo, cardiac enzymes, numerous other blood work
Write-up: Tightness in chest several times about 1 week and 2 weeks after 1st round. Difficulty 
sleeping on left side 20 and 21 days following 1st round. Severe pain with inhaling AM of 22 day. 
Diagnosed at ER Hospital, with DVT left calf and PE both lungs. On Heparin IV for 4 days 
inpatient. Now on Eloquis 10mg BID for a week, 5mg BID thereafter.

1015638 1/5 64 F Dvt pe 21 1/5/21: approximately 3 weeks prior to the onset of the events, the patient received first dose of 
COVID-19 vaccine. 1/26/21: hospitalized for DVT and PE.

938576, 
944289

1/6 22 F Dvt, bilateral 
pe 

3 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: All seafood
Diagnostic Lab Data: CT, MRI, blood tests
Write-up: Back pain, bilateral PE and DVT. PMH: none — healthy. No h/o covid infection. 
Allergies: all fish. Medications: none. 1/9/21 COVID nasal swab: negative  Non-pregnant female 
nurse (patient) received 1st dose of COVID-19 VACCINE in left arm on 12/16/20 13:45. 12/20/20: 
left sided lower back pain. 2nd dose received 1/6/21 13:45. 1/9/21 11:00 her legs became blue 
and swollen. Dx: bilateral DVT and PE. Tx: heparin drip and xarelto at home. Recovered with 
lasting effects

Nurse

952677 1/7 60 M Dvt 4 Other Medications: Valsartan 160mg daily Alfuzosin 10mg daily Aspirin 81mg daily
Current Illness: None
Preexisting Conditions: HTN, BPH, DVT on June 6, 2016
Allergies: None
Diagnostic Lab Data: US 1/14/2021
Write-up: DVT in right leg 4 days after injection, severe pain in thigh/calf, difficulty walking. Placed 
on Xarelto 15mg 2X daily for 21 days and then 20mg daily for 9 days.

955565 1/7 19 F Multiple dvt Acute provoked left 
external illiac, femoral, 
popliteal, and peroneal 
DVT.

7 Other Medications: Benztropine Mesylate 1 mg po BID, clozapine 50 mg po daily at 0700 and 
1600, 100 mg daily at 8 p.m. (200 mg total daily), Junel 1-20, one tablet po once daily, Ativan 0.5 
mg po TID
Current Illness: Bipolar disorder with most recent episode depression, Anxiety disorder, ADHD, 
Oppositional Defiant disorder, Autism Spectrum Disorder, Fetal Alcohol Syndrome, Intermittent 
Explosive Disorder, Pseudo-seizures, insomnia, Alopecia Areata, allergic rhinitis, constipation, left 
eye strabismus. She has not been acutely ill prior to vaccination.
Preexisting Conditions: See above, history also of right radial neck fracture in 2019 with ORIF 
repair. Living at Center for behavioral management and stabilization
Allergies: Ideopathic reaction to clonidine and benadryl - Awake for days after use Risperdal 
causes Aggression No true allergies
Diagnostic Lab Data: venogram, CT of Abd. and Pelvis Left Hip and Pelvis, EKG, Labs - 
including coagulation studies. Stint insertion into Left Iliac vein
Write-up: One week after the shot (1-14-2021): side pain, constipation, left leg redness and 
abdominal fullness. The next day when she got up, her leg appeared better, and she had passed a 
small BM, but by lunch she had developed significant pain and edema in her left leg, and the color 
of her leg was reddened again. ER dx: Acute provoked left external illiac, femoral, popliteal, and 
peroneal DVT. Elevated Factor II levels, Elevated APC resistant, May-Thurner Syndrome, history 
of developmental disabilities, fecal impaction and urinary retention - suspected related to her fecal 
impaction. Started on a heparin drip, and mechanical thrombectomy was needed for both legs due 
to multiple clots. She was started on Eliquis and Plavix,

1011807 1/8/21 93 M Pe, asp pneu 3 Write-up: general malaise , Fatigue, poor interest in activities, hypoactivity, PE. Narrative: marked 
deterioration, hypoactivity and slow mentation s/p COVID vaccine second dose 1/8/21. Cough 
also reported x 1 week. 1/20/21: admitted with PE, aspiration pneumonia and UTI

954804 1/8 48 F Pe, multiple dvt 2 Other Medications: Mvi and vitamin C
Current Illness: None
Preexisting Conditions: None
Allergies: Acetaminophen
Diagnostic Lab Data: Blood work, chest x-ray, leg ultrasound and CT scan
Write-up: Started with severe chills, body aches and feverish. Slight leg pain which worsened with 
time, swelling on the right leg calf, warm to touch and difficulty breathing. Hospitalized 1/16/21 
with multiple DVT in my right leg and PE.

1015672 1/8 65 F Pe dvt 5 Medications: amlodipine, metformin and propranolol. Patient received first dose of COVID-19 
VACCINE 12/18/20 and experienced severe headache and diarrhea. She received second dose 
on 1/8/21. 1/13/21 the patient reported that: "my body collapsed” and “I have behind my knee like 
a deep wide black spot and it is hard, my body did not have anything like that". Dx: PE and DVT. 
Tx: ELIQUIS.

956642 1/9 44 F Dvt 2 dvt lle 5 Other Medications: birth contol (over 10years same one ) trazadone, wellbutrin celexa
Current Illness: none
Preexisting Conditions: none
Allergies: penicillins
Diagnostic Lab Data: ultrasound 1/14/21. DVT - left calf - 2 clots
Write-up: on Eliquis now

968364 1/11 61 M Pe RLL embolus and 
possible infarction 

8 Other Medications: Omeprazole
Current Illness: none
Preexisting Conditions: GERD
Allergies: augmentin
Diagnostic Lab Data: elevated D-dimer (2.8), CT with contrast positive for RLL embolus and 
possible infarction - 1/20/21
Write-up: PE developed 8 days after second injection. No previous history of vascular events. No 
known risk factors.

979630 1/11 46 F Pe 4 Other Medications: atenelol 25 mg, topiramate, singulair 10mg
Current Illness: n/a
Preexisting Conditions: svt, sleep apnea, asthma
Allergies: eletriptan, cantaloupe, cats
Diagnostic Lab Data: doppler, ct,vq scan, blood tests
Write-up: PE

988061 1/11 82 M Pe, ards 0 Other Medications: Moduretic, ASA 81mg, glipizide, losartan, metformin, potassium chloride, 
potassium citrate
Current Illness: None
Preexisting Conditions: CKD stage 2, DM2, essential hypertension, hyperlipidemia, obesity (BMI 
27.3)
Allergies: None
Diagnostic Lab Data: Labs- elevated d diner, troponin, procalcitonin, lactic acidosis, c reactive 
protein, white blood cells. chest X-rays- ground glass, pulmonary edema and congestion. ct scan- 
positive for PE and ground glass
Write-up: Chills, fever, fatigue from day of onset. In ICU for ARDS

1015660 1/11 49 M Dvt 8 Other Medications: LEVOTHYROXINE; ATORVASTATIN
Allergies: none Preexisting Conditions: High cholesterol; Hypothyroidism. No h/o covid infection 
Diagnostic Lab Data: 1/19/21: DVT.
Write-up: received 1st dose of COVID-19 VACCINE on 12/23/20 15:30 in left arm, and 2nd dose 
1/11/21 on left arm. 1 week after receiving the 2nd dose, patient woke up with a swollen left calf. 
Ultrasound the same day (19Jan2021) showed DVT. Tx: ELIQUIS

Hcp

1008450 1/12/21 41 M Dvt DVT in left leg from groin 
to ankle

0 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CT pelvis/back 01/29/21, ultrasound left leg 01/29/21, CBC, cmp on 
1/29/21 and 1/30/21. Pt/inr on 1/29 and 1/30.
Write-up: DVT in left leg from groin to ankle. Diagnosed on 01/29/2021. Pain, swelling, and 
difficulty walking lead to emergency room visit, admission to hospital for 2 days.

995017 1/12 45 M Pe  2 PEs, one in the upper 
lobe of my right lung and 
one in the middle lobe of 
my right lung

16 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 1/28/2021---CT Scan of chest and D-Dimer test
Write-up: 1/28/2021 at 0545 hours as I was on my way into work when I had severe right side CP, 
so much so that I had to pull over. Ambulance arrived on scene and transported me to the 
hospital. Elevated D-dimer. CT: 2 PEs, one in the upper lobe of my right lung and one in the 
middle lobe of my right lung. Due to me being what the doctors said was a healthy 45 year old 
with no underlying conditions or signs of DVT, they deemed me low risk. I was d/c on blood 
thinner.

1008359 1/12 44 M Bilateral pe  Thrombus is present in 
the proximal RUL 
pulmonary artery 
extending into the 
segmental branches 
anteriorly and posteriorly. 
Opacification of the more 
distal branches is not 
optimal but there do 
appear to be small filling 
defects in segmental and 
subsegmental branches 
in the left upper lobe and 
possibly the right lower 
lobe. The RV/LV is 
greater than 1 consistent 
with right heart strain

20 Other Medications: Flonase nasal spray
Current Illness: none
Preexisting Conditions: Protein C deficiency
Allergies: sulfa antibiotics cashews and pistachio food intolerance
Diagnostic Lab Data: D-dimer was elevated on 2/1/21 (2.11) Contrast enhanced CT pulmonary 
angiogram protocol with coronal and sagittal reformations: FINDINGS: Thrombus is present in the 
proximal right upper lobe pulmonary artery extending into the segmental branches anteriorly and 
posteriorly. Opacification of the more distal branches is not optimal but there do appear to be small 
filling defects in segmental and subsegmental branches in the left upper lobe and possibly the 
right lower lobe. The RV/LV is greater than 1 consistent with right heart strain. There is no pleural 
effusion or pericardial effusion. The lungs are free of infiltrate.
Write-up: I developed acute right posterior pleuritic chest pain and SOB. Dx: multiple PE. I was 
started on Eliquis initially, but then had worsening symptoms on 2/4/21 and switched to Lovenox 
injections. Symptoms have been slowly improving since then.

988076 1/13 59 M Pe dvt  large PE and multiple 
RLE DVT.

3 Other Medications: 20 mg Omeprazole 1x day, 20 mg Lisinopril 1 x day, 5 mg Amlodo; 
Amlodopine 1 x day, 12.5 mg Carvedilol 2 tabs 2 x day, .4mg Tamsulosin 1 x day, Advair diskus 
500/50 (1) puff twice a day. CPAP machine at night set to 6.
Current Illness: None
Preexisting Conditions: Acid Reflux, sleep apnea, hypertension
Allergies: None
Diagnostic Lab Data: labs 1/23-27/21. RLE US  for DVT 1/23/21. CTA Chest 1/23/21 Xray chest 
portable 1/23/21 Echocardiagram 1/27/21 TEE
Write-up: On day 04 After receiving the 2nd Covid vaccine, I experienced a deep pain in my 
upper inner right thigh and right calf muscle (1/16/21 06:00). I used a deep heating rub and heat 
on both areas of my right leg to treat the soreness. The following day, I had SOB walking up and 
down stairs or any form of extended walking activity or physical movements or exercise. 1/19, I 
went to an Urgent Care Facility. Covid 19 Rapid test and PCR swab were negative. 1/19-22 my 
O2 ranged from 90-93. 1/22 it dropped down to 60-65. ER ordered a CXR, chest CT, echo, and a 
RLE US, which revealed a large PE and multiple RLE DVT. Surgery was performed to remove the 
PE and I was put on a Heparin Drip. TEE was unremarkable. I was prescribed Eloquis. I have no 
family or personal history of Blood Clots. I do perform administrative duties as part of my job, 
which requires sitting and working on a computer. However, I have an active lifestyle. I have not 
recently had any extended trips nor flown within the past year.

1026132 1/14 35 M Bilateral pe 17 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Chest CT with contrast
Write-up: Bilateral unprovoked PE. Started anticoagulation therapy

992061 1/15/21 49 F Bilateral pe bilateral PE involving the 
upper and lower lobe 
regions bilaterally 
including segmental 
branches without 
evidence of right heart 
strain

7 Other Medications: Alprazolam, Symbicort, Nuvaring, Ventolin, Zolpidem
Current Illness: No acute illnesses
Preexisting Conditions: Depression, anxiety, RLS, Persistent SOB post-COVID-19 - diagnosed 
9/30/2020
Allergies: None
Diagnostic Lab Data: 1/29/2021 - D-Dimer 2.39 mcg/mL FEU; Lactic acid 2.5 mmol/L; CT: 
bilateral acute PE is identified without evidence of right heart strain. 1/31/2021 - CoV2 IGG = 
positive 2/1/2021 - venous dopplers (results pending)
Write-up: Patient began having increasing SOB about a week after receiving first dose of 
COVID-19 vaccine. Patient reported to ED on 1/29/2021 due to tachycardia and O2 sats <90% 
and was found to have bilateral PE involving the upper and lower lobe regions bilaterally including 
segmental branches without evidence of right heart strain.

992985 1/15/21 66 F Pe, multiple dvt 2 Other Medications: simvastatin 20 mg PO daily Metoprolol Succinate 100 mg PO daily Centrum 
Silver- one tablet daily aspirin 81 mg PO daily Magnesium oxide 400 mg po bid
Current Illness: none
Preexisting Conditions: HTN, Hyperlipidemia- LDL- 97, HDL-52, Triglycerides 143- Well 
managed
Allergies: No allergies of any kind
Diagnostic Lab Data: genetic testing- all tests negative
Write-up: Sunday: tightness in chest. Monday: SOB with walking. Tuesday: extreme SOB. 
Wednesday: continued worsening SOB. Thursday: D-dimer -4.53- sent to hospital CT scan 
showed multiple PE without cor pulmonale. US- multiple DVTs, hospitalized 01/21-23/ heparin 
drip, transitioned to apixiban

971609 1/15 71 M Sepsis, 
gangrenous 
cholecystitis, 
bilateral pe

Bilateral upper lobe 
segmental/subsegmental 
PE. No evidence of 
pulmonary infarct or right 
heart strain

7 Other Medications: 1) ACETAMINOPHEN TAB 650MG PO Q6H PRN Mild pain 1-3 or temp $g 
100.4F 2) BISACODYL SUPP,RTL 10MG RTL DAILY PRN hold for $g1 BM daily 3) BISACODYL 
TAB,EC 10MG PO DAILY PRN FOR CONSTIPATION, second line 4
Current Illness: Cholecystitis
Preexisting Conditions: Gout, low back pain, knee pain, constipation
Allergies: NKDA
Write-up: 71 yo M admitted for sepsis from perforated gangrenous cholecystitis c/b E coli 
bacteremia, s/p lap chole 1/14 then found to have post-op collections now s/p drain placement of 
medial collection and aspiration of lateral collection. CT evaluation for PE on 1/22/21 discovered, 
"Bilateral upper lobe segmental/subsegmental PE. No evidence of pulmonary infarct or right heart 
strain."

974753 1/16/21 68 F Pe dvt 1 Other Medications: Methotrexate DIOVAN HCT Protonix Folic Acid Multivitamin Vit D, Vit C 
XANAX
Current Illness: none
Preexisting Conditions: LUPUS HTN
Allergies: Adhesive Tape NKDA
Write-up: Experienced SOB upon minimal exertion 24 hours after the vaccine. 72 hours after 
vaccine received, admitted with PE and DVT. Remains SOB and is on 4L of oxygen. Receiving 
anti-coagulants.

977933 1/16 56 F Pe segmental and 
subsegmental PE 

2 Other Medications: Just discontinues beyaz(ocps) prescribed by gynecology
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: 1/22: elevated D-dimer and positive CT pulmonary angiogram.
Write-up: segmental and subsegmental PE without other preceding evidence for DVT, no history 
of inherited thrombophilia or previous PE, no underlying cancer, surgery, or stasis. The only other 
complicating factor would be that she has been taking estrogen therapy prescribed by gynecology 
which she discontinued the day prior to her vaccine.

956597 1/18 90 F Pe 1 Other Medications: Not known
PMH: COVID in 2020
Preexisting Conditions: none
Allergies: NKDA
Write-up: PE, fever, nausea, vomiting

966606 1/18 27 F Pe 0 Write-up: HR 150 and above, SOB. Admitted with PE.

971796 1/18 50 M Bilateral pe 0 Other Medications: Denies
Current Illness: COVID 19 positive on 01/04/2021
Preexisting Conditions: None Reported
Allergies: No Known Allergies
Diagnostic Lab Data: CT PE protocol, blood work, CXR
Write-up: The patient became SOB and decreased oxygen saturation at home around 2000 on 
01/18/2021. He reported to the ED on 01/19/2021 at approximately 0500. The patient was found 
to have bilateral PE.

992603 1/18 88 M Bilateral pe, 
dvt

large bilateral PEs. 
Found to have dvt RLE

9 Other Medications: zyrtec, lyrica,flomax, B12
Current Illness: none
Preexisting Conditions: dementia, BPH, OA, a fib
Allergies: none
Diagnostic Lab Data: CTA and venous dopplers
Write-up: vaccine on 1/18. No fever or change in functional status. Patient appeared in usual 
state of health. No prior h/o DVT. Was found in bathroom after presumed fall on 1/27. When 
attempted to lift patient become hypotensive (40-60 systolic). hypoxic (PO would not read). ED-
required 15 L nonrebreather to get PO into 90s. Dx: large bilateral PEs. Found to have dvt RLE. 
Patient was hospitalized 4 days. His covid test was negative. D/c on Eliquis.

1004777 1/18 53 M Pe dvt 1 Other Medications: One a day men?s 50 plus multivitamin, Ashwaganda, saw palmetto, milk 
thistle, grape seed extract, garlic extract, gingko biloba, melatonin.
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CT scan of lungs and brain, elevated d-dimer level
Write-up: Headache the morning after receiving vaccine, fluid in left lung, R PE and DVT

1022516 1/18 46 M Pe Pe anterior basal 
segment of the right 
lower lobe, right heart 
strain. 

19 Other Medications: pantoprazole sodium, atorvastatin calcium, fish oil, krill oil, vitamin d, vitamin 
b-12, fluticisone proprionate
Current Illness: none
Preexisting Conditions: elevated cholesterol, seasonal allergies
Allergies: none
Diagnostic Lab Data: 2/7/2021- admitted to ER with wheezing, coughing and severe SOB, 
SARS-CoV2 PCR negative, portable CXR: lungs clear and no acute cardio-pulmonary disease. 
Chest CT: PE in the anterior basal segment of the right lower lobe, right heart strain. blood tests 
were mostly in range results.
Write-up: experienced significant SOB, heavy wheezing, and coughing on the weekend of 
2/6/2021. Slight wheezing had been ongoing for months (difficulty breathing in January of 2020 
when diagnosed with influenza A and intermittent slight wheezing continued throughout the year). 
Symptoms became worse throughout the weekend. I did continue my normal routine (taking trash 
to the dump, helped move a heavy tank out of a walkout basement, and moving twelve 40 pound 
bags of wood pellets from store into truck then from truck into my home on day of hospitalization) 
Hospitalized on 2/7/2021

974464 1/19 35 F Bilateral pe bilateral PE with 
moderately extensive clot 
burden

3 Other Medications: cholecalciferol, fluticasone, levonorgestrel, levothyroxine, rivaroxaban, 
sertraline
Current Illness: none
Preexisting Conditions: hypothyroidism, depression
Allergies: Amoxicillin, Clavulanic acid, nickel
Write-up: 35-year-old female came in with SOB and pleuritic CP who was found to have bilateral 
PE with moderately extensive clot burden. BNP and troponins were normal and no signs of right 
ventricular dysfunction on CT scan. Sx improved on heparin drip. Ultrasound Doppler of bilateral 
lower extremities were negative. This was an unprovoked PE. Patient was switched to and 
discharged with Xarelto. After vaccine: patient reported difficulty breathing and fast heartrate

981787 1/19 61 M Pe Left upper and lower lobe 
subsegmental PE. 
Normal RV/LV ratio with 
flattening of the 
interventricular septum 
may indicate mild right 
heart strain. 

9 Other Medications: Simvastatin, lisinopril
Current Illness: None
Preexisting Conditions: Hypertension, hyperlipidemia
Allergies: none
Diagnostic Lab Data: Elevated d-dimer. Negative rapid COVID test. CT Impression: Left upper 
and lower lobe subsegmental PE. Normal RV/LV ratio with flattening of the interventricular septum 
may indicate mild right heart strain. Groundglass opacity in the left lower lobe and lingula may be 
secondary to atelectasis. Pulmonary ischemia/infarction could also be considered. Small left 
pleural effusion.
Write-up: PE that presented with chest pain and inability to take a deep breath, admitted and 
started on Heparin drip. Patient transitioned to Apixiban.

992810 1/19 68 F Pe dvt 3 Current Illness: None
Preexisting Conditions: Chronic kidneys, asthma, HTN, hypothyroidism
Diagnostic Lab Data: CAT scan identified the PE and imaging the dvt
Write-up: PE and DVT diagnosed within a week of the first shot. No history of clots.

1000885 1/19 65 M Dvt, bilateral 
pe 

 DVT (R.leg) & PE (lungs 
bilaterally

7 Other Medications: POTASSIUM CHLORIDE; HYDROCODONE-ACETAMINOPHEN; 
LISINOPRIL; NORCO; VICODIN; MAGNESIUM; IBUPROFEN; JARDIANCE; BASAGLAR 
KWIKPEN; METHOCARBAMOL; OMEPRAZOLE; METFORMIN; LOVASTATIN; FUROSEMIDE; 
AMLODIPINE; ALLOPURINOL
Current Illness: Posterior lumbar interbody fusion @L3-4(N/A spine lumbar) 1-7-21
Preexisting Conditions: LUMBAR SPINAL STENOSIS; BACK PAIN; CARPAL TUNNEL 
SYNDROME; DM TYPE II; ERECTILE DYSFUNCTION; GERD; FAMILY HISTORY OF CAD; 
HYPERLIPIDEMIA; HTN; OBESITY; OSA
Allergies: Metoprolol/Potassium Chloride Crys ER
Write-up: 1-7-21 - Posterior lumbar interbody fusion @ L3-4 (N/A spine lumbar). 1-19-21 - 1st 
dose Covid-19 vaccine given. 1-26-21 - Swelling of (R) calf (H/O peripheral edema) 1-29-21 - 
1-31-21 - Hospitalized with DVT (R.leg) & PE (lungs bilaterally)

974998 1/20 79 F Dvt DVT in Left distal 
superficial femoral and 
popliteal veins.

2 Other Medications: levothyroxine 88mcg daily, benzonatate 100mg PO QID PRN, 
betamethasone valerate 1% cream topical Daily PRN, ducosate sodium 100mg BID, ketotifen 
0.025% opthl soln 1 drop both eyes BID PRN, multivitamin 1 tab PO Daily, pantoprazole sodium 
40
Current Illness: Diagnosed with COVID 12/16/2020, hospitalized 12/16-31/20. Patient then went 
to Bismarck, ND for GI bleed.
Preexisting Conditions: HTN, urinary incontinence, osteoarthritis, hypothyroidism, BMI +30
Allergies: levofloxacin, adhesive, iodine/iodide containing products, penicillins
Diagnostic Lab Data: hematology, chemistry, coagulation, chest xray
Write-up: c/o leg pain. US: DVT in Left distal superficial femoral and popliteal veins. patient was 
hospitalized for treatment as patient had recent diagnosis of GI bleed and would need close 
monitoring of blood thinning medications. Of note- patient is 1 of 3 hospitalized with cardiac/blood 
issues currently in this facility who received a vaccine from this pharmacy in the last month and all 
three patients have the same COVID vaccine lot number.

975821 1/21 66 F Pe 2 Diagnostic Lab Data: CTA with PE 1/23/2021 Elevated PTT 1/23/2021

1020333 1/22/21 91 F Dvt 9 Other Medications: Cymbalta (30 mg every other day for past pinched nerve pain - weaning off )
Current Illness: N/A
Preexisting Conditions: arthritis
Allergies: penicillin
Diagnostic Lab Data: - FIBRIN D-DIMER, PLASMA,QN - Based on +d-dimer test, ordered right 
LE venous US.
Write-up: Had swelling in leg for a couple of days prior to the early morning of 1/31 where the 
knee and entire lower leg was swollen and painful and made it very painful to walk. Vascular US: 
right non occlusive (mid) Femoral vein DVT.

1020708 1/22/21 25 F Pe 0 Preexisting Conditions: Mast Cell Activation Disorder POTS
Write-up: rapid onset of dyspnea, light headedness and tachycardia. ED treated with an 
antihistamine and IV fluids. Symptoms resolved. 6 days after the vaccine, was having SOB and 
left arm pain (not the arm where injection was received) and was diagnosed with a PE

978912 1/22 67 M Bilateral pe large filling defect/emboli 
in the distal right 
pulmonary artery with 
large emboli extending 
into the second and third 
order arteries to the right 
lower lobe. In addition 
there are prominent 
emboli extending into the 
second and third order 
arteries of the right upper 
lobe. There is prominent 
embolus in the distal left 
main pulmonary artery 
with extension into the 
second and third order 
arteries of the left upper 
lobe and the left lower 
lobe.

3 Other Medications: For Hypertension losartan potassium 100 MG Tablet (Cozaar) 1 po qd for 
blood pressure Chlorthalidone 25 MG Tablet 1 po q AM for blood pressure
Preexisting Conditions: Hypertension, metabolic syndrome
Allergies: Codeine (Feels goofy), Lisinopril (Cough)
Diagnostic Lab Data: Echo: RV strain. Pulmonary CTA: Pulmonary Arteries: Diagnostic quality: 
Adequate through the segmental arteries. There are large filling defect/emboli in the distal right 
pulmonary artery with large emboli extending into the second and third order arteries to the right 
lower lobe. In addition there are prominent emboli extending into the second and third order 
arteries of the right upper lobe. There is prominent embolus in the distal left main pulmonary artery 
with extension into the second and third order arteries of the left upper lobe and the left lower 
lobe.
Write-up: Large, bilateral, unprovoked PE 3 days after first dose vaccine in a patient with no risk 
factors for DVT or PE and no history of any sort of pro-thrombotic disorder. He is in the hospital 
and work up is in progress, and so we might find another reason for his PE, but as of now we 
have no other explanation.

986749 1/22 71 M Cva, pe 4 Other Medications: avorstatin, nexium, vitamin
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: cta, mri x 2, echo, lung ct, venogram, covid testing, bloodwork
Write-up: 5:30 am I found husband by bed, babbling, Called 911, Had Lt Hemi Stroke. Aphasic, Rt 
side limp, given TPA. Sent to ICU. Recovered within 2hrs, speech, movement of extremities. lt 
hemi clot found on ct angiogram & mri. 2nd mri found clot busted with residual. echo inconclusive. 
02 sats low, venogram done 3days later show lt dvt, lung ct wnl.

1026980 1/22 80 M Bilateral Pe 
and clotted off 
SMA. Death 
(3d)

1/2 Other Medications: METFORMIN, PIOGLITAZONE, NORTRIPTYLINE, TERAZOSIN, 
RISPERDONE, VIT D 3, DEPO-TESTOSTERONE, LOSARTAN, FLUTICASONE, NTG SL, 
CRESTOR, PROSCAR, ZOLOFT, MONTELUKAST, HYDROXYZINE, CARAFATE, 
OMEPRAZOLE, REGLAN, CENTRUM SILVER.
Current Illness: NONE
Preexisting Conditions: DM, MOOD DISORDER, ELEV CHOL, CAD, HTN, BPH, DIABETIC 
NEUROPATHY, ENVIROMENTAL ALLERGIES, LOW VIT D, HYPOGONADISM, GERD
Allergies: NKDA
Diagnostic Lab Data: CT CHEST, CT ABDOMEN PELVIS, (01/23/2021) AUTOPSY 02/03/21
Write-up: Day after covid vaccine (01/23/2021)—ER: c/o nausea. CT ABD PELVIS: clotted off 
SMA. CT CHEST: BILATERAL PE. THE PATIENT WAS SCHEDULED FOR EMERGENT 
VASCULAR SURGERY WHICH WAS CANCELLED AS THE PATIENT DIED QUICKLY 

1028101 1/22 70 M Pe, possible 
dvt, mi. Death 
(1d)

1/0 Other Medications: Allopurinol 400mg Daily
Current Illness: Hyperuricemia Renal stone
Preexisting Conditions: Hyperuricemia Renal Stones
Allergies: Shellfish
Diagnostic Lab Data: ABG: Met acidosis hypoxia. EKG: Inf ischemia. BMP, Troponin: Normal 
Covi 19:Neg
Write-up: L LE pain. The morning after vaccination subsequently he drove approximately 150 
miles. On his way back stopped at his brothers place for lunch. He then collapsed coning down 
the steps, EMS started CPR. took him to ER Resuscitated briefly but went into CardioPulm Arrest 
again and PEA Resucitaion for aprox 1 hour but was unsuccessful. Noted to have LLE more 
swollen than Right by 3 to 4 CM. presumed to have died from massive PE and inferior wall MI

981912 1/23 67 F Pe. Death (4d) large saddle PE 0 Other Medications: albuterol, fluticasone nasal spray, hydrochlorothiazide, losartan
Preexisting Conditions: HTN
Allergies: none
Diagnostic Lab Data: 1/27 CTA chest: PE. basic labs, alteplase 100 mg, amiodarone 150 mg 
followed by infusion, was intubated with rocuronium, and placed on a norepinephrine drip.
Write-up: ED c/o CP, pale, cool diaphoretic, and hypotensive. The patient was discovered to have 
a large saddle PE, went into cardiac arrest and expired. Of note, the patient received her second 
COVID vaccine on 1/23, which would place her first one approximately 12/25 if she received them 
at the appropriate interval. Per the daughter, the patient started feeling ill on 1/21, improved on 
1/25, and then acutely worsened on 1/27, resulting in the ED visit.

1030447 1/25 46 F Bilateral pe 10 Other Medications: Lisinopril, Lipitor, Fish Oil, D3, Black Cohosh, Melatonin
Current Illness: none
Preexisting Conditions: hypertension, hyperlipidemia
Allergies: NKA
Write-up: 02/04/21-groin pain/burning, buttocks and thighs muscle tightness, unable to sit for 
extended period of time due to groin discomfort 02/05/21-continued groin pain, new bilateral arm/
bicept muscle pain with right side worse than left 02/06/21- headache, loss of appetite, chills, 
shoulder/neck/jaw/hips joint pain 02/07/21-back and ribs pain with sitting or lying- unable to sleep 
due to extreme pain, unable to transition from lying to sitting to standing due to pain, fever 101.8, 
worsening of all symptoms. Employee Health contacted, instructed to obtain Covid test, results 
negative. 02/08/21-First day missed work. Continued worsening of pain, groin and hip pain 
radiating down the back of both legs to back of both knees 02/09/21- Excruciating pain, difficulty 
with ambulating. ED dx: bilateral PE

1034259 1/25 93 M Bilateral pe, 
dvt

extensive bilateral PE 
and right leg DVT 

15 Other Medications: Flomax, pepdic, iron, Tylenol, zocor, vit D, citracal
Current Illness: Diagnosed with COVID-19 on 1/11/2021
Preexisting Conditions: prostate cancer, hyperlipidemia, GERD
Allergies: penicillin, tetanus toxoid
Diagnostic Lab Data: CT scan and duplex ultrasound showed PEs and DVTs
Write-up: hospitalized with extensive bilateral PE and right leg DVT after 1st vaccine dose. 
Required high-flow nasal canula for oxygen support.

992338 1/26/21 31 M Pe PE, with pulmonary 
infarct

3 Other Medications: none
Current Illness: Covid-19
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: Chest CT 
Write-up: PE, with pulmonary infarct

1017454 1/26/21 73 F 2 PE 2 Other Medications: Esomeprazole Singulair Vitamin D Zinc Vitamin B12
Diagnostic Lab Data: Covid - 19 test (1/31 and 2/1) Echocardiogram (2/1) Chest x-ray (1/31) CT 
scan of chest 1/31)6 Factor Five Leiden test Heparin Drip
Write-up: Two days after receiving the vaccine, on Jan 28th, I noticed pain in my right lower back 
area. It went away. Next morning, I woke up to stabbing pains in my right chest which continued to 
following night (1/30). Morning of 1/31, I was very SOB, went to ED: dx two PEs. Doctors were 
convinced I had Covid 19. However, 3 tests came up negative. I was put on a Heparin drip and 
then eventually on Eliquis. I have always been healthy up to this point and never had any clotting 
issues. I now am on Eliquis for at least six months (have to have a follow-on echocardiogram due 
to issues on right side of my heart.). I am convinced the vaccine triggered the clots.

1012962 1/26 43 M Dvt 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: On 2/3 I had an ultra sound which discovered the blood clot. On 2/4 I ended 
up in emergency room due to pain on left side, EKG, X-ray and CT
Write-up: On Wednesday 1/27 the day after my second dose I felt a minor pinch/discomfort on my 
lower leg. Day by day the discomfort and pain got worse. Exactly one week after my second dose I 
was not able to sleep due to the pain. 2/3: US showed DVT. Tx: Eliquis. My doctor told me that this 
was caused by the second dose of the moderne vaccine that I took on 1/26.

987016 1/27 30 U Dvt Extensive left lower 
extremity/iliac DVT 

1 Diagnostic Lab Data: US LLE. Surgical thrombectomy
Write-up: Extensive left lower extremity/iliac DVT requiring surgical intervention. No history of 
thromboses. No family history of thromboses.

988684 1/27 82 M Pe dvt Acute appearing 
occlusive thrombus 
within the right femoral 
vein. Acute PE in the 
right lower lobe lobar 
branch extending to 
segmental and 
subsegmental branches 
in the posterior basilar 
right lower lobe. 
Additional tiny segmental 
LLL posterior filling 
defect. 

0 Other Medications: betaxolol (Betoptic S) 0.25 % ophthalmic suspension 1 Drop every day. 
donepezil (Aricept) 10 mg pi qhs. escitalopram (Lexapro) 10 mg po daily
Preexisting Conditions: Alzheimer's, depression, elevated intra-ocular pressure
Allergies: None
Diagnostic Lab Data: Doppler bilateral LE 1/29/21 - Acute appearing occlusive thrombus within 
the right femoral vein. Cta Chest With Contrast 1/28/21 - 1. Acute PE in the right lower lobe lobar 
branch extending to segmental and subsegmental branches in the posterior basilar right lower 
lobe. Additional tiny segmental LLL posterior filling defect. No CT evidence for right heart strain. 2. 
Known right proximal humerus fracture with hemarthrosis and blood extending to the muscles of 
the right proximal arm, right anterior and right lateral chest wall. Echocardiogram Complete W/WO 
Contrast 1/28/21 Normal LV and RV size and systolic fxn, LVEF 65%. Impaired diastolic 
relaxation. Mild LAE. Mild TR. Inadequate tricuspid regurgitation to estimate RVSP. No pericardial 
effusion. Carotid Doppler 1/28/21 IMPRESSION: Mild carotid plaque LEFT greater than RIGHT. 
Otherwise negative exam without hemodynamically significant stenosis. ECG Sinus rhythm 
1/27/21 Mild leukocytosis 1/27/21 to WBC 12 resolved through admission
Write-up: Patient had fall x 2 with or without sycnope (conflicting documentation) with humeral 
fracture after receiving the vaccine. Workup demonstrated PE and DVT (appears PE was not 
submassive/massive, unlikely it directly precipitated fall/ syncope)

1011384 1/27 37 F Pe 5 Diagnostic Lab Data: CT scan, D-Dimer elevated. Negative COVID test
Write-up: PE, hospitalized from 2/2/2021-2/3/2021. Received anti-coagulants and will remain on 
anti-coagulants for at least 3 months.

1013048 1/27 54 F Pe 12 Allergies: NKDA
Write-up: PE 2/9/21

1015212 1/30 27 F Dvt DVT of Right Axillary and 
Subclavian vein

3 Other Medications: Hormonal Intrauterine device
Write-up: DVT of Right Axillary and Subclavian vein. Treated with IV Heparin Drip.

1020280 1/30 32 M Bilateral pe Bilateral lower lobe PE. 5 Other Medications: FUROSEMIDE 20MG daily. LIDOCAINE 5% PATCH  LISINOPR
Current Illness: 12/22/20 was in Emergency room for a viral URI with a negative COVID test.
Preexisting Conditions: 1)Nephrotic syndrome - 2)Proteinuria - 3) Pre DM 4) Obesity
Allergies: No known drug allergies
Diagnostic Lab Data: 2/4/21 CTA of the chest: Bilateral lower lobe PE. Mild ascites. 
Cholelithiasis. LE doppler, left leg: Examination difficult to perform, no definite thrombosis. 
Suspect that the findings are due to lymphedema. Perhaps compression hose fitting would be 
appropriate. _PT: 10.6   _INR:  0.93.  PTT: 34.8.  WBC- 5.80.  RBC- 5.97 H.   H/H- 15/ 49.  MCV- 
82.7  MCH- 26.3 L. MCHC- 31.8 L. PLT- 239. MPV- 8.9 L. NEUT 70.8 %. LYMPH 20.1 %. 
MONO% 5.0 %. EO 3.3 %.  BASO 0.5 %  NRBC 0.0 GRAN 0.3 %.  RDW- 15.8 H %. NEUT 4.07  
LYMPH 1.16 L.  MONO 0.29 L.  EO 0.19.  BASO 0.03.  IG 0.02. NRBC 0.  CALCULATED 
OSMOLALITY 297 H.  T BILI- 0.7. GLUCOSE-RANDOM- 93.  BUN- 6.0.  CREATININE 0.6.  
SODIUM- 141.  POTASSIUM- 4.1.  CHLORIDE- 107.5 H.  CO2- 24.0.   ANION GAP- 10.00.  
CALCIUM- 8.2 L.   T PROTEIN- 5.6 L.  ALBUMIN- 2.6.   ALK PHOS- 122.0.   AST- 21.0.  ALT- 
22.0.  NASOPHARYNGEAL CAVITY.  _FLU A  NEGATIVE  _FLU B NEGATIVE  _RSV NEGATIVE  
_SARS  NEGATIVE   SARS-CoV-2 nucleic acids POSITIVE (detected). PRESUMPTIVE 
POSITIVE- For samples presumptove positive results.  Sarbecovirus currently unknown to infect 
humans, NEGATIVE
Write-up: Pt is a 33 y/o male who presents to the ED with c/o of left le swelling progressing over 
the last 4 days. Pt has no other c/o. Denies fever, cough, cp, abd pain, n/v/d. Pt has had his first 
COVID vaccine 1/30. Patient was noted to be tachycardic to the 120''s in the ER, after 1L of 
normal saline still tachycardic to the 110's. LE US was negative for DVT, however CTA of the chest 
was positive for PE.  Patient was given lovenox and flown to another hospital.

1024665 1/30 55 M Bilateral pe, 
dvt

Bilateral PE segmental 
and sub segmental with 
corresponding basal 
infarcts and 
consolidation.  Thrombus 
Left Femoral Vein

2 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: D Dimer +/- 4800 CT Ang. 2/5/2021 Bilateral PE segmental and sub 
segmental with corresponding basal infarcts and consolidation U/S Legs 2/9/2021 Thrombus Left 
Femoral Vein
Write-up: Developed severe pleuritic chest pain x 5 days, went to ER on 2/5/2021, D Dimer over 
4000, CT chest showed bilateral segmental and sub segmental PE. Initial LE US was negative for 
DVT, follow-up U/S on 2/9/2021 was positive for large Femoral vein DVT. All family history, medical 
history and other risk factors for coagulation disorder was negative. Tx: Enoxaparin

1029180 1/30 76 F Bilateral pe Bilateral lung PE.  Acute 
cor pulmonary

9 Other Medications: Synthroid,Prozac, vit b 12, vit D, Tylenol,
Preexisting Conditions: Diabetes, hypothyroid, urinary incontinence, post cancer treatment
Allergies: Ethanol, losinopril, premarin
Diagnostic Lab Data: Hospitalization, oxygen, heparin, cat scans, Doppler studies, 2DEcho
Write-up: Bilateral lung PE.  Acute cor pulmonary

1006474 2/1 65 F Pe 1 Other Medications: Metformin, Gabapentin, Januvia, Telmisartan/HCTZ, Eliquis, Glucotrol
Current Illness: None
Preexisting Conditions: Type 2 DM, HTN, Past Smoker (quit 2018)
Allergies: Mycin medications (Rash)
Diagnostic Lab Data: 2/1/21: CXR, CT, Labs
Write-up: Within 12 hrs of vaccine: weakness, chills, SOB, with sx worsening as time went on. Pt 
remained afebrile. ED dx: PE

1008492 2/1 26 F Pe 1 Write-up:  first dose 1/5/2021.  second dose 02/01/2021. 2/2: SOB and tachycardia. Dx: PE. She 
is a paramedic in our EMS system. It is not known to me whether she had other risk factors for 
PE.

1019577 2/2 82 M Pe Small pe 6 Other Medications: escitalopram, fludrocortisone, gabapentin, Klor-con, mestinon, northera, 
pravastatin, valacyclovir, velcade, zofran, centrum silver, vitamin B12, metamucil, caltrate plus D
Current Illness: no acute illness; undergoing treatment for multiple myeloma
Preexisting Conditions: multiple myeloma, afib, CKD, sleep apnea, autonomic dysfunction / 
hypotension, urinary retention (requiring straight cath multiple times daily), hyperlipidemia
Allergies: none
Diagnostic Lab Data: CTA chest - showing small PE 2/9/21 UA - multiple white blood cells and 
bacteria (culture pending) 2/9/21 CBC with WBC count slightly elevated at 11.3 - 2/9/21 COVID 
PCR test negative - 2/9/21 Other labs and EKG unremarkable / stable
Write-up: Pt awoke on 2/8 feeling tired and weak. On 2/9 patient developed fever to 102 and 
shortness of breath and vomiting. Was seen in ER and admitted for presumed UTI as well as 
small PE.

1015814 2/4 54 F Bilateral pe 1 Other Medications: Aubagio, Vitamin C, Baclofen, Acetaminophen, Vitamin D3, Nystatin, 
Protonix, Polyethelene Glycol, Methenamine, Losartan Potassium, D-Mannose, Modafinil, 
Hydrocholorthiazide, Meloxicam, Furosemide, Calcium Carbonate, Melatonin, Duloxetine HC
Current Illness: 
Preexisting Conditions: MS, Neuromuscular dysfunction of bladder, HTN, depressive disorder
Allergies: Lisinopril, Penicillins, Sulfa
Write-up: Resident developed low grade fever next day and it continued through Monday morning 
with some mottling starting to appear. Sent to ER on Monday. Dx: pneumonia and bilateral PE

1026921 2/4 78 F Bilateral pe 6 Other Medications: Famotidine 20mg PO BID; Hydrocodone/APAP 5-325mg Q6H PRN Pain
Preexisting Conditions: 1. H/o breast cancer. 2. H/i lung cancer. 3. COPD. 4. OA. 5. CAD
Allergies: Aspirin, Cephalexin, Sulfa Drugs
Diagnostic Lab Data: BMP, H&H, ECG, CXR, CT Angiography, COVID-19 PCR, Fecal Occult 
Blood - 02/11/2021
Write-up: history of lung cancer with remote partial pneumonectomy, some element of COPD and 
chronic respiratory failure on home oxygen therapy. presents with worsening SOB, which started 
rather abruptly the day prior to presentation. mildly tachypneic, slightly tachycardic, in mild 
respiratory distress, pallor. Her O2 had been titrated to 4 L/m nasal cannula in order to sustain 
SaO2 values in the 90% or above range. No hematemesis, melena, hematochezia, abdominal 
pain, fever, cough or known exposure to COVID. first COVID vaccination just over one 1 week 
ago. A hypochromic microcytic anemia, progressive. hemoglobin of 7.4 g/dL. EGD and 
colonoscopy within the past year without findings of acute pathology or bleeding. CTA of chest: 
bilateral PE. She denies lower extremity swelling, pain or tenderness. received 2 units of packed 
RBC in a palliative fashion for her presenting hemoglobin of 7.4 g/dL. Posttransfusion hemoglobin 
was 10.1 g/dL. low molecular weight heparin for full anticoagulation.  Etiology of the patient''s 
thromboembolism uncertain. She had no clinical findings of unilateral or bilateral lower extremity 
swelling or tenderness. Patient noted to be a survivor of both breast and lung cancers but without 
known evidence of active persistent malignancy. Of interest, she had received a COVID-19 
vaccine just over one week prior to presentation. I contacted pharmacy in this regard and 
encouraged him to report possible adverse event via VAERS. I recommended a course of 
rivaroxaban and provided a prescription with a VTE dosing schedule.

1028765 2/6 48 M Bilateral pe Bilateral PE with right 
heart strain and 
pulmonary infarct

2 Other Medications: ibuprofen
Current Illness: None
Preexisting Conditions: None
Allergies: Ampicillin
Diagnostic Lab Data: CTA chest
Write-up: 2/13/21 dx: Bilateral PE with right heart strain and pulmonary infarct. COVID negative. 
Symptoms started 2 days after the vaccine progressively worsened. no h/o coagulopathy or risk 
factors

1032165 2/6 36 F Pe PE, pulmonary infarction, 
and pleural effusion

3 Other Medications: Escitalopram, Prenate Mini, Loratadine, Vitamin D3, Fluticasone nasal spray
Current Illness: None
Preexisting Conditions: Allergic rhinitis, Asthma, Depression, Anxiety, Lactation, Anti-thrombin III 
Deficiency
Allergies: Penicillin
Diagnostic Lab Data: CT chest. Bilateral LE US. ECHO. Holter monitor. Labs. COVID negative
Write-up: 2/6 — 2nd vaccine. 2/7-2/8 body aches, chills, and 99.4F temp. 2/9 those symptoms 
subsided, but I started to get right-sided flank pain with pain on inhalation. I took acetaminophen 
and ibuprofen around the clock, used a heating pad on 2/9 and 2/10, but pain progressed.  2/10 
the pain was so severe, I went to urgent care. They said it was gastritis and released me. I went 
back 2 hours later and saw a different doctor. He diagnosed me with PE, pulmonary infarction, and 
pleural effusion. admitted inpatient. Tx: Eliquis. I was discharged the evening of 2/12.  2/13, I woke 
up with 100.6 F Temp and 85% O2 at. I went to urgent care again, they thought I had pneumonia 
and referred me to the hospital. I was admitted to a different hospital on 2/12 and continue to 
antibiotics and a heparin drip

1028827 2/9 23 M Pe  RLL subsegmental PE 
w/early distal 
downstream pulmonary 
infarct

4 Other Medications: Gabapentin 300mg qhs
Current Illness: recovering from back surgery performed 8 weeks ago
Preexisting Conditions: spondylolisthesis psoriasis
Allergies: none
Diagnostic Lab Data: D-dimer: 1128 CT: RLL subsegmental PE w/early distal downstream 
pulmonary infarct. A superimposed infectious process is difficult to exclude in the appropriate 
clinical setting
Write-up: PE

1033966 2/9 91 M Pe 1 Other Medications: Metformin, Levothyroxine, Aspirin 81mg, Sertraline, atrovastat
Current Illness: UTI
Preexisting Conditions: type 2 diabetes, hx stroke, hx covid (Nov. 2020)
Allergies: NKA
Write-up: post vaccine fever, hypoxia, pulmonary embolisms

1032994 2/10 74 M Pe 0 Other Medications: Losartan, Multiple Vitamin, Calcium, Vitamin C, B-12, Super B, CoQ10, 
Vitamin D, Glucosamine/Condroiten.
Current Illness: None
Preexisting Conditions: None
Allergies: Penicillin
Diagnostic Lab Data: D-Dimer. CXR with out contrast. CXR with contrast 2/12/2021
Write-up: 1st vaccine at 10:00 2/10/21.  6:00 pm same day — severe pain in my side, SOB, and 
could not lie down to go to sleep. next morning CXR indicated PE. Tx: Eliquis. Doctor suggested I 
report Pulmonary Embolism occurring same day as my first vaccine shot.

1033560 2/10 80 M Bilateral pe 4 Other Medications: co enzyme q 10 coscopt Diflucan xalatan omega oil simvastatin vitamin c 
vitamin d
Current Illness: none
Preexisting Conditions: BPH
Allergies: none
Diagnostic Lab Data: ct pulmonary angiogram
Write-up: bilateral unprovoked PE

925640 12/20 60 M Dvt 7 Other Medications: PRILOSEC [OMEPRAZOLE]; VIT D. NKDA. 
Preexisting Conditions:  GERD
CDC Split Type: USPFIZER INC2021000374
Write-up: Physician (patient) received first dose of COVID-19 VACCINE on 12/20/20 08:00 on right 
arm. DVT left calf on 27Dec2020 09:00.  Tx: Xarelto. Sender''s Comments: The information 
currently provided is too limited to make a meaningful medical assessment hence, the events are 
conservatively assessed as related to the suspect drug BNT162B2 until further information 
becomes available.

Md

925644 12/23 85 F Dvt 3 Current Illness: A-Fib (2017). HTN (2017). Type 2 DM (2019)
Diagnostic Lab Data: 12/26/20 COVID PCR swab: Positive. 12/30/20 LLE US :Confirmed DVT
HCP received 1st dose of COVID-19 VACCINE  on 23Dec2020.  She was asymptomatic until she 
started complaining of leg pain.  Tx: ELIQUIS.

Hcp

979773 12/30 75 F Pe. Death (17d) 17/0 Other Medications: none as far as i know
Current Illness: none per care giver
Preexisting Conditions: none that was reported
Allergies: none reported
Diagnostic Lab Data: none that i know of
Write-up: died on 01/16/2021 from a PE that was 18 days after vaccine
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After 
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903344, 
906125

12/16/20 50 M 1 Other Medications: Zyrtec, Mg supplement (300mg), omeprazole
Current Illness: none
Preexisting Conditions: none
Allergies: bee stings
Diagnostic Lab Data: Audiology test on 12/17 confirmed hearing loss.
Write-up: severe, acute hearing loss and tinnitus in R ear.

Sudden sensorineural 
hearing loss, tinnitus 

918785 12/16/20 42 F 6 PMH: antiphospholipid antibody. non-pregnant female patient(physician) received 
covid vaccine on 12/16/20. 12/22/20: left sided hearing loss. outcome: not 
recovered.

Hearing loss Md

919138 12/16/20 64 M 18 Other Medications: loratadine 10 mg daily; valacyclovir 500 mg daily; tacrolimus 
0.1% gel topically 1-2 times a day to affected areas
Current Illness: none
Preexisting Conditions: allergic rhinitis; vitiligo; history of prostate cancer
Allergies: none
Diagnostic Lab Data: Physical exam: normal.
Write-up: Sudden profound sensorineural hearing loss-left ear

Sudden sensorineural 
hearing loss 

938087 12/16/20 34 F 1 HCP received first dose of COVID-19 VACCINE 16Dec2020 in the left arm. 
PMH:,seasonal allergy. Medications: fluticasone. The day after vaccination she 
noticed soreness of the left arm. Then two days later she noticed hearing loss 
secondary to a feeling of fullness in her ear; it felt like fluid in her right ear which has 
improved and she states it was not serious after the first dose. Patient received the 
second dose of vaccine on 04Jan2021 in the left arm. That night she experienced 
myalgia, fever, chills, back pain, and started with a constant ringing in her right ear 
and the hearing loss that worsened from before. All of these effects have resolved 
except the hearing loss and ringing in her ear. Hearing test showed moderate 
hearing loss and speech clarity of 96% in her left ear compared to 52% in the right 
ear. They don''t know if it is permanent. She was currently being treated with 80mg 
of Prednisone daily by mouth and getting Dexamethasone injections to her middle 
eardrum. 17Dec2020 COVID 19 PCR was negative. not recovered from deafness.

Deafness, tinnitus Md

904331, 
904522

12/18/20 45 M 1 Other Medications: insulin, glipizide, metformin
Preexisting Conditions: diabetes
Allergies: clarithromycin, latex
Write-up: Less than 24 hours after Covid vaccine: woke up with severe tinnitus and 
moderate hearing loss in R ear, which progressed the next day. Dx: acute 
sensorineural hearing loss. Tx: prednisone 60mg a day x10days. If it persists long-
term it would result in disability.

Sudden sensorineural 
hearing loss, tinnitus 

919053 12/18/20 58 M 1 Diagnostic Lab Data: AUDIOLOGY EXAM X2 HEARING DEFICIT UNCHANGED 
SECOND TEST; NOT WORSE NOR BETTER 1/6/2021 INJECTION OF INNER 
EAR OF STEROIDS.
Write-up: 12/18 VACCINATION 12/19 WOKE UP, RINGING IN BOTH EARS. 
CALLED PCP, CONSULTED ENT ABNORMALITY - L INNER EAR; HIGH DOSE 
STEROIDS, 10 DAYS, 60 MG/DAY. WEEK 2; TINNITUS GOT WORSE. 1/6/2021 
INJECTION OF STEROIDS.

Tinnitus

962222 12/18/20 39 F 19 PMH: ongoing anaemia. Medications: none. Nurse Anesthetist (patient) received the 
first dose of COVID-19 VACCINE on 18Dec2020 in the left deltoid. 06Jan2021 her 
hearing in her left ear went lost and muffled. Patient had no problems with her ears 
before hand. 07Jan2021: audiogram showed 20% hearing loss. COVID test  
Jan2021 was negative. Tx: high dose oral steroids and steroid shots in the ear. not 
recovered.

Hearing loss Nurse anesthetist 

905499, 
910578

12/19/20 53 F 1 Other Medications: Atorvestain 20mg daily Lexapro 5mg daily Flovent inhaler 
1-2puffs daily Multi vitamin D3 vitamins Fish oil supplements Elderberry B complex
Current Illness: none
Preexisting Conditions: Asthma Mitral valve prolapse
Allergies: Sulfa Tree nuts
Write-up: Non-pregnant female patient (nurse) received COVID-19 VACCINE in the 
left arm on 19Dec2020 at 08:00.  30hrs. post vaccine: hearing loss in right ear. I 
could hear very little and it became worse within the next few hours. 12hrs later, my 
hearing came back but I then had ringing in my right ear. This progressively 
lessened, and about 24 hrs after the initial hearing loss started, all the symptoms 
dissapated.

Hearing loss, Tinnitus. 
Recovered. 

Nurse

916200, 
918793

12/21/20 69 M 5 Other Medications: flecainide, irbesartan, atorvastatin, metopropol, Vitamin D, 
finasteride, eliquis
Current Illness: none
Preexisting Conditions: atrial fibrillation (2009), HTN, hyperlipidemia
Allergies: metronidazole iv preparation (nausea), warfarin (cold intolerance); 
benazepril (cough). No true drug or environmental allergies.
Write-up: Day 4 after vaccine, sudden onset of bilateral fullness in ears, tinnitus, 
hearing loss, hyperacusis without vertigo. Dx: sudden onset acoustic neuritis without 
labyrinthitis, Tx: dexamethasone 8 mg daily x3 days. Sx essentially resolved.

Sensorineural hearing 
loss, resolved

Md

915074 12/23/20 32 F 1 Other Medications: Zoloft 50mg/day
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 12/30: Hearing loss Right with restricted hearing Left. 
Sensory or sensory/neural. Abnormal middle ear study. Patient has been healthy 
and free from illness x 1 year. The fact that it came after the vaccine has a VERY 
strong correlation and concern
Write-up: 24 hours post vaccine: 12/25: I woke up with ringing in my ears, my ears 
feeling plugged, loss of hearing, echoing sounds. 12/26: ringing went away. Every 
other symptom remained.

Sensorineural hearing 
loss 

925636 12/23/20 37 F 1 allergies: penicillin. PMH: none. medications: none. No h/o COVID-19 infection  
Non-pregnant female physician (patient) received her first dose of COVID-19 
VACCINE on 22Dec2020 on her left arm. Moderate to severe headache 24-48 
hours post injection. Complete sensorineural hearing loss in left ear 1 week after 
injection on 23Dec2020. Tx: prednisone.  not recovered.

Sudden sensorineural 
hearing loss 

Md

918794 12/25/20 50 F 0  patient received first dose of COVID-19 VACCINE on 25Dec2020 09:30 on left arm. 
PMH, medications: none. Within an hour of when she got home, she lost hearing in 
one ear and also had some numbness on the same side of her face,

Deafness 

974847,  
1000161

12/25/20 63 M 2 Other Medications: CoQ10, B12, fish oil
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: MRI- normal. CBC, CMP, TFT, and auto-immune labs all 
within normal limits.
Write-up: left sudden sensorineural hearing loss (60%) , ear numbness. symptoms 
began 48 hours after vaccination (1st dose). Tx. 3 days later: high dose prednisone 
and trans-tympanic dexamethasone shots. The patient partially recovered (90% 
hearing) after 3 weeks of treatment.

Sudden sensorineural 
hearing loss 

931567 12/28/20 25 F 9 Other Medications: loloestrin
Current Illness: none
Preexisting Conditions: none
Allergies: no known allergies
Diagnostic Lab Data: MRI IACs pending
Write-up: sudden sensorineural hearing loss in the right ear, currently being treated 
with steroid medication

Sudden sensorineural 
hearing loss 

966399 12/28/20 49 M 1 Other Medications: lisinopril 40mg, vitamin d3, cetirizine 10mg
Current Illness: none
Preexisting Conditions: hypertension, mild tinnitus
Allergies: none
Write-up: severe tinnitus and loss of hearing at some tones. persistent since day 
after vaccination

Tinnitus, hearing loss

915639 12/29/20 64 F 1 Other Medications: Humira Synthroid
Current Illness: None
Preexisting Conditions: Autoimmune inner ear disease Hypothyroidism
Allergies: Clindamycin
Diagnostic Lab Data: 
CDC Split Type:
Write-up: I felt very fatigued on 12/30/2020, and noticed my hearing was decreased 
by evening. I woke up on 12/31/2020, with total loss of hearing in my left ear and 
decreased hearing in my right ear.

Hearing loss

923394 12/29/20 79 M 8 Other Medications: Lisinopril/Clonidine/Hydodiuril/Eliquis/Nexium/Lipitor/Fenofib 
ASA low dose/ Centrum Silver Vitamins/Vitamin D/ Vitamin C
Current Illness: None
Preexisting Conditions: Hypertension/ Eczema mild 
Allergies: NONE
Diagnostic Lab Data: 01/07/2021 ENT evaluation confirms neurosensory 
deafness. Remainder of ENT exam normal
Write-up: Sudden onset of tinnitus followed by complete hearing loss in Right ear 
upon awaking from sleep (7 hours)

Sensorineural hearing 
loss, tinnitus 

938310, 
938332

12/31/20 37 F 10 Other Medications: Levothyroxine
Allergies: Latex
Diagnostic Lab Data: Hearing test showed significant loss of hearing in right ear
Write-up: Sudden hearing loss right ear accompanied by tinnitus

Sudden sensorineural 
hearing loss, tinnitus 

1028352 1/1/21 45 F 30 Other Medications: Zinc, women’s multi, fish oil, Letrozole
Current Illness: None
Preexisting Conditions: Breast cancer May 2020- no chemo
Allergies: None
Diagnostic Lab Data: Profound deafness on audiogram. MRI, labs WNL. Covid 
negative. Ordered high dose steroids, no improvement.
Write-up: Only had sore arm with each dose but 3 weeks later lost my hearing 
overnight in my left ear. Profound deafness on audiogram.

Hearing loss 

959115 1/2 34 F 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Multiple Audiograms
Write-up: Tinnitus started in right ear within hour after receiving first vaccination but 
resolved within a couple of days. Within 24 hours of receiving second vaccination 
had muffled hearing, Jan 3, 2021. Symptoms were ignored thinking they would 
resolve. symptoms persisted. Pt demonstrated severe right sided low frequency 
hearing loss with poor word recognition score. Patient was started on high dose 
steroids with partial recovery of symptoms.

Tinnitus, hearing loss 

1026117 1/2 75 F 11 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Audiometer 02/8/21
Write-up: Sudden Loss of hearing right ear

Hearing loss 

940811 1/4/21 36 F 0 patient received first dose of COVID-19 VACCINE  in the left arm on 1/4/21. PMH: 
GERD.  Medications: none. The patient previously received the flu shot. The 
following day: hearing loss, ringing and pulsating in her ears, HA, chills. Treatment 
was none. If anything, it had worsened.

Hearing loss, tinnitus 

931286 1/4 57 F 2 Other Medications: Topiramate, Nortriptline, ibuprofen, Excedrin migraine, 
Zolmitriptan, Estrace cream
Current Illness: none
Preexisting Conditions: History of Graves disease, history of episodic vertigo with 
hearing loss thought to be due to inflammatory hair cell disease
Allergies: Sulfa, SSRI
Diagnostic Lab Data: brain MRI negative including auditory canals, blood work and 
EKG negative, audiogram showing profound hearing loss more at high frequencies 
and loss of discrimination in R ear.
CDC Split Type:
Write-up: I am a physician and I got dose 2 at 1:30pm on Jan 4. Next afternoon, 
Jan 5, I got severe myalgias, fever up to 100, severe fatigue, went home after work 
and slept til the next morning, went to work, took ibuprofen, and the myalgias 
improved and felt better. But around 3 pm, Jan 6, I got mild vertigo. By about 7pm 
Jan 6, I noticed my L ear didn''t hear well. I changed the battery in my hearing aide 
and cleaned it but It made no difference. I woke up on Jan 7 with severe vertigo and 
hearing loss. I did Epley''s maneuvers with no effect. I have had similar episodes. I 
went to work, but gave up when I could not hear patients talking to me. I went to the 
Emergency Dept and got admitted. I was too unsteady on my feet. Audiogram 
showed profound hearing loss both ears and almost complete loss of discrmination 
in R ear. I was put on high dose steroids. Also having tinnitus (mostly whooshing 
sound of my own pulse). MRI negative. Blood work negative. Some mild 
improvement now, after 1 dose steroids.

Sensorineural hearing 
loss, vertigo, tinnitus 

Md

938089 1/4 34 F 1 PMH: seasonal allergies. Medications: fluticasone (FLONASE).  physician (patient) 
received the 1st dose of COVID-19 VACCINE 12/16/20. 12/17/20 covid pcr test: 
negative. Slight hearing loss 12/18/20. 2nd dose covid vaccine on 1/4/21 in the left 
arm. That night, she experienced myalgia, fever, chills, back pain. 1/5/21: constant 
ringing in her right ear and hearing loss that worsened from before. The hearing test 
showed moderate hearing loss and speech clarity of 96% in her left ear compared 
to 52% in the right ear. currently being treated with 80mg of Prednisone daily by 
mouth and getting dexamethasone injections to her middle eardrum. All the events 
were considered related to the vaccine per reporter.

Deafness, tinnitus Md

996733 1/5/21 46 F 0 PMH: autoimmune antibodies to thyroid (2009)  but normal thyroid numbers. 
Medications: Vitamin C and Vitamin D.  Pneumovax 30 days before COVID vaccine 
(06Dec2020).  Allergies: food and environmental allergies. Physician (patient) 
received the first dose of COVID-19 VACCINE into right arm on 05Jan2021. That 
evening, she developed bilateral tinnitus, which she has never had. It has persisted 
since then. Hearing test 1/12/21: bilateral sensorineural hearing loss, worse on one 
side.  It was mild so far in the high frequency ranges. Tx: 14 day course of high 
dose oral steroids with steroid injections into the ear,

Sudden sensorineural 
hearing loss, tinnitus 

Md

940794 1/5 51 F 1 PMH: No h/i covid infection. Medications: famotidine, ibuprofen, iron and 
multivitamins. Allergies: penicillin. Non-pregnant female nurse (patient) received 
COVID-19 VACCINE first dose on 16Dec2020. 24 hours later: tinnitus, constant 
ringing in ears. Lasted 2-3 days. Second dose received 05Jan202.  Following day, 
Ringing in ears started again and is louder this time, and persists. 

Tinnitus Nurse

952469 1/6/21 57 F 0 Other Medications: Estradiol, Levsin, Omeprazole, Zoloft, Topical Retin-A, Ventolin 
PRN
Current Illness: COVID IN March 2020, resolved and had a second flare a week 
after symptoms improved.
Preexisting Conditions: IBS, GERD, Depression, Asthma well controlled, 
menopause
Allergies: PCN-anaphylaxis sulfa-rash
Diagnostic Lab Data: labs-cbc, cmp, tsh, epstein barr titer, B12, folate, sed rate 
ENT referral
Write-up: Severe fatigue, Headache frontal and temporal, dizziness/vertigo, 
tinnitus,

Tinnitus, vertigo 

959620 1/6/21 79 F 1 Other Medications: Atorvastatin 40MG PO DAILY, calcium 1200 MG PO BID, 
Vitamin D3 400 UNITS PO HS, Metoprolol SUCCINATE 37.5MG ORAL BID
Current Illness: none
Preexisting Conditions: overactive bladder, anemia in the past, fibroid cystic 
disease
Allergies: tamsulosin - unknown, ciprofloxacin PO and fluoroquinolones - throat 
closure, povidone - iodine -
Diagnostic Lab Data: CT, MRI, TTE, EKG, X-ray, labs were normal and ruled out 
acute stroke
Write-up: 11 hours after COVID vaccine: stroke-like sx legs/arm weakness, couldn't 
speak, SOB, and throat swelling. Hospital ruled out acute stroke but could not 
entirely exclude a cerebellar stroke due to her dizziness with vertigo and 
nystagmus. Hospitalized 2.5 days. W/u for stroke was negative. Sx have resolved.

Vertigo, dizziness, 
nystagmus 

984774 1/6/21 37 F 7 Other Medications: Tri-Lo-Sprintec Tretinoin cream
Current Illness: None
Preexisting Conditions: Atopic dermatitis. H/o allergic rhinitis
Allergies: None
Diagnostic Lab Data: 1/27/21: hearing test confirmed mild R sided sensorineural 
hearing loss. Currently on prednisone and omeprazole
Write-up: Sudden-onset R sided sensorineural hearing loss

Sudden sensorineural 
hearing loss 

985967 1/6/21 63 M 7 Other Medications: SYNTHROID; FLOMAX [TAMSULOSIN HYDROCHLORIDE]; 
FINASTERIDE
Allergies: none
Preexisting Conditions: BPH; Hypothyroidism. No h/o covid infection
Write-up: Physician (patient) received his first dose of COVID-19 VACCINE on the 
left arm on 12/16/20 and second dose on 1/6/21. 1/13/21: tinnitus and loss of 
hearing on left side, 7 days. Tx: Prednisone taper

Tinnitus, hearing loss Md

944275 1/6 72 M 0 PMH: DM, HTN. Medications: alprazolam, metformin, sitagliptin, atorvastatin  
Patient received covid vaccine on 06Jan2021 in right arm. 5 hours later: complete 
hearing loss at the right ear. Never resolved. 

Hearing loss 

942093 1/7/21 52 F 1 Other Medications: Junel, pantoprazole, vitamin B-12, vitamin D, loratadine, 
fluoxetine
Current Illness: none
Preexisting Conditions: acid reflux, allergies
Allergies: Clindamycin, nickel, latex (sensitivity to latex on face only)
Diagnostic Lab Data: audiology test
Write-up: HA, sore arm, fatigue. On Friday, my right ear starting to feel 
uncomfortable. On Saturday, I had some hearing loss, constant buzzing and ear 
fullness. It has persisted. Rx: prednisone

Tinnitus 

954466 1/8/21 34 F 1 Other Medications: Multivitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 17-18th: MRI brain, CTA head and neck, CT brain; labs 
including cbc, bmp, pregnancy, troponin; EKG
Write-up: 9th: cold (?fever?), restless, body aches (especially headache, neck pain, 
bilateral knee pain), nausea, vomiting. 10th: profound fatigue, hives, intermittent 
vertigo. 11-17th: vertigo, mild headache and neck pain, nausea, vomiting. 18th-
current: vertigo, nausea, vomiting *Hospitalized from 17-18th, diagnosed with 
vestibular neuritis secondary to the vaccine

Vestibular neuritis 

959293 1/8/21 68 F 0 Other Medications: Eplerenone, Metoprolol, Digestive Advantage Lactose 
Defense, D3,B12, Biotin, Potassium
Current Illness: None
Preexisting Conditions: Microscopic colitis, Vestibular Disorder, Lupus, 
Fibromyalgia, V Tach, Hiatal Hernia
Allergies: Severe allergy to milk and all dairy, oysters, Lobster, Shrimp, Caffeine, 
MSG Environmental- Severe to lavender family. Eucalyptus, spearmint and fresh cut 
evergreen trees Medication- Influenza shot, Compazine, Lidocaine, Doxycycline, 
Metronidazole, Flagyl, Amoxicillin, Ceftin, Macrobid, Ciprofloxacin, Augmentin, 
Bactrim, Amoxil, Zithromax, Biaxin, azithromycin, Ceclor, Tramadol
Diagnostic Lab Data: Hearing test, Steroid injection in eardrum 1/11 and 1/20
Write-up: Sudden Sensorineural Hearing Loss in left ear. Symptoms began evening 
of vaccination. Sounded like muffled sound, like water running, ringing. Next day 
(1/9) my left ear felt like it had to pop and I felt my hearing was impaired. By 1/10, I 
could barely hear out of my left ear. 1/11: hearing test. Dx: SSHL. Tx:,series of 
steroid injections directly into my eardrum. I have had 2 injections and hearing test 
since then. The doctors feel this was a side effect of the COVID vaccine due to my 
compromised immune system — not an allergic reaction, but a side effect. I had the 
same condition about 15 years ago from a virus.

Sudden sensorineural 
hearing loss 

994770 1/8/21 65 M 2 Other Medications: Aspirin 1/4 of 325mg Clopidogrel 75mg Loratadine 10mg 
Atorvastatin 20mg Pantoprazole 40mg Tamsulosin HBL 0.4mg
Allergies: None
Write-up: Two days after getting shot started getting ringing in both ears. Has 
gotten louder high pitched buzzing sound in both ears and still have it. My PCP 
thinks it was caused by the vaccine.

Tinnitus 

972972 1/9/21 43 F 0 Other Medications: Multivitamin
Current Illness: none
Preexisting Conditions: none
Allergies: none
Write-up: Worsened tinnitus. I had tinnitus that had largely resolved and since the 
vaccine, it's been extremely loud - louder than ever before. I don't have any other 
lifestyle issues that would've aggravated the tinnitus.

Tinnitus 

942879 1/11/21 53 M 1 Other Medications: LIPITOR, CYMBALTA, 81 MG ASA
Current Illness: N/A
Preexisting Conditions: PTSD, SCIATICA
Allergies: PEANUTS, OXYCODONE, PCN, PRAZOSIN, AMIDE CLASS 
ANESTHETICS
Diagnostic Lab Data: Troponin I mildly elevated (0.059 ng/ml. CXR, 
Echocardiogram, CT and MRI of head and neck NL.
Write-up: 2nd vaccination on 1/21. Next morning: some muscle and joint 
symptoms. That afternoon (1/22) sudden onset loss of bladder control for first time 
in his life, followed a few hours later by blurry vision, vertigo, motion sickness, 
emesis and cold sweats that drenched his clothes. Taken to ER by paramedics, and 
admitted for further observation and evaluation for underlying neurologic vs. 
cardiogenic problems. Given positional treatments by PT for possible otoliths. Feels 
much improved on afternoon of 13 JAN 21, but symptoms not fully resolved. Will 
likely be discharged from hospital on 14 JAN 21 if problems continue to resolve.

Vertigo 

951604 1/11/21 63 F 0 Other Medications: Zoloft, multi vitamin, D-3 , Omega 3
Current Illness: NONE
Preexisting Conditions: None
Allergies: penicillin, sulfur, contrast dye, latex
Diagnostic Lab Data: 1/11 vaccine. 1/12 hospitalized -tests - MRI, EKG, labs. 
Magnesium was low but next day back to normal after IV of Magnesium. All tests 
were "normal" My blood pressure was still high, so started a Lisinopril Jan 12th.
Write-up: 2.5 hours after vaccine: dizzy and vomiting. I was so dizzy I couldn't open 
my eyes without getting sick. I was so sick and couldn't open my eyes without 
having to vomit. Room spun in circles. At ER, they did MRI, EKG, blood work. My 
blood pressure was very high. I had low Magnesium due to vomiting so much. Tx: 
Valium, anti-vert medication and fluids. Outpatient PT for Vertigo. 1/27: I am still 
dizzy, but feeling better.

Vertigo 

952301 1/11/21 19 M 4 Other Medications: Vitamin C
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CT 1/15 normal. Jan 18- to see ENT specialist.
Write-up: 1/11-vaccination. 1/14: tinnitus and muffled hearing that went away. 1/15: 
complete sudden hearing loss on left ear. Tinnitus and muffled hearing has not gone 
away.

Tinnitus, hearing loss

981653 1/11/21 41 M 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: amoxicillin
Diagnostic Lab Data: 1/14  fluid behind left ear drum and put me on antibiotics and 
steroids. issue persists today 2 weeks later
Write-up: received dose 1 at 8:40am and woke up the next morning at 7am with 
hearing loss in left ear and constant ringing in the left ear. have never had this issue 
before.

Tinnitus, hearing loss

990494 1/11/21 77 F 0 PMH: none. Medications: none. Flu shot in Oct2020. Patient received first dose of 
COVID-19 VACCINE on 1/11/21 in left arm. 1/12: hissing and constant humming in 
her right ear. 1/13: humming persisted. 1/14: woke up with complete deafness in 
right ear.  Hearing test that day dx sudden hearing loss in her right ear. Tx: 
prednisone 40 mg daily, and will be on the prednisone until 1/26. Can’t sleep due to 
the humming.

Sudden sensorineural 
hearing loss 

1009817 1/11/21 F 3 Other Medications: Anastrozole 1 mg tab, aspirin 81 mg, Ducosate Sodium 100 
mg #4, Effexor XR 10mg, Famotidine 40 mg, Hydrochlorothiazide 25 mg, Losartan 
potassium 50 mg #2, Naratriptan HCL 2.5 mg as needed, Prolia injections 
q6months, Raberprazole sod 20 mg
Current Illness: None
Preexisting Conditions: migraine headaches gerd
Allergies: None
Diagnostic Lab Data: Brain MRI
Write-up: Three days after Covid vaccine, I lost all hearing in my left ear. I was 
diagnosed with "sudden sensory nerve severe hearing loss" by an ENT

Sudden sensorineural 
hearing loss 

986085 1/11 58 M 6 PMH: hyperlipidemia. No h/o covid infection. allergies: none. Medications: 
rosuvastatin (CRESTOR). Patient received the second dose of COVID-19 VACCINE 
in left arm on 1/11. 1/17: acute unilateral sensorineural hearing loss. Tx: prednisone. 
Not recovered.

Sudden sensorineural 
hearing loss 

Md

1006788 1/15/21 49 F 5 Other Medications: Magnesium 250mg and Multivitamin
Current Illness: None
Preexisting Conditions: Hemangioma, Liver
Allergies: Unknown
Diagnostic Lab Data: Hearing Test 2/2/21: some hearing loss bilaterally.
Write-up: 1/20: Constant and prolonged ringing in the ear/tinnitus starting about 5 
days after the vaccine. I have never experienced this before, I’ve never had hearing 
loss, and it has continued. 

Tinnitus, hearing loss 

993824, 
1000046

1/18 86 M 1 PMH: hearing problem, CAD and glaucoma. Allergies: none. Medications: 
tamsulosin, levothyroxine, omeprazole, aspirin and astorta. The day after his first 
vaccine, he took a nap, and when he woke up, he could not hear anything. The 
patient now only has 10% hearing.

Deafness 

1009029 1/19 71 M 3 Other Medications: Anti rejection medications for kidney transplant
Current Illness: Kidney transplant
Preexisting Conditions: Kidney transplant Heart by pass
Allergies: Penicillin
Diagnostic Lab Data: Audiology test confirmed partial loss of hearing in left ear.
Write-up: First reaction total loss of hearing in right ear. Returned after 6 hours. 
Next day partial loss of hearing in left ear. Did not return to normal hearing.

Hearing loss 

1032054 1/20/21 88 M 4 Diagnostic Lab Data: Hearing Test: Profound loss of hearing in right ear
Write-up: hearing loss R ear. Tx: oral prednisone. No noticeable improvement.

Hearing loss 

1016599 1/21 77 M 2 2 days after vaccine: hearing loss in left ear. Tinny sound in left ear.

1022023 1/21 58 F 5 PMH: osteoarthritis and exercise-induced asthma. No h/o covid infection. 
Medications: celecoxib, TYLENOL, and Vitamin D. Allergies: metronidazole. Non-
pregnant female physician (patient) received the first dose of COVID-19 VACCINE 
at the left arm on 12/30/20 in left arm. 2nd dose received 1/21/21. 1-2 days later, 
bilateral increased auditory fullness and tinnitus. 5 days after vaccine (1/26): sudden 
onset of right sensory neural hearing loss. Tx: intratympanic steroid injection

Sudden sensorineural 
hearing loss 

Md

992377 1/22 70 M 1 Other Medications: Pseudoephedrine, atorvastatin, joint supplement (chondroitin/
glucosamine)
Current Illness: Very slight vertigo on 2 short occasions a few days prior to 
vaccination. pseudoephendirine at night a couple of time to clear what I thought was 
sinus congestion. I had a knee inflammation due to osteoarthritis on 1 Jan and had 
taken a 5-d course of Prednisone beginning 1 Jan. Inflammation subsided and no 
further prednisone was taken between 6 and 22 Jan.
Preexisting Conditions: none
Allergies: None
Diagnostic Lab Data: labs, CT, MRI — WNL
Write-up: Vaccine 1/22. Woke up 2-3 h after going to bed with extreme vertigo, 
dizziness, imbalance, complete hearing loss in left ear, tinnitus in left ear and 
nausea. Audiology test. Tx: Prednisone. No appreciable improvement. Still have no 
hearing in left ear and tinnitus, imbalance and trouble focusing and walking. 

Vertigo, tinnitus, hearing 
loss 

1012376 1/22 68 F 0 PMH: COVID 11/5/20 but was mild and she was not hospitalized. Medications: high 
blood pressure medication. 1st Covid-19 Vaccine 1/22/21. 7 hours later, the patient 
can feel her ear "closing up" and by Saturday-Sunday had lost hearing on the right 
ear - the same side of her arm she received the vaccine. The patient stated it was 
better on 25Jan2021 but still not 100 percent. Disequilibrium. Partial hearing loss. 
Tx: Prednisone x 5 days. She was able to get partial hearing back after taking 
Prednisone. She had numbness in parts of the ear.

Hearing loss 

998242 1/23 61 F 1 Other Medications: Vitamins D, C, Zinc, Tumeric Valsartan (blood pressure)
Current Illness: none
Preexisting Conditions: High blood pressure
Allergies: augmentin
Diagnostic Lab Data: Hearing/audilogical test - 1/25/21 Blood tests - 1/26/21 MRI 
w/contrast brain and ear - 1/27/21
Write-up: Sudden total hearing loss, left ear; numbness in face and outer ear.

Hearing loss 

995953 1/30 40 M 2 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: Acute left sensorineural hearing loss with tinnitus. Significant hearing 
impairment noted on audiometric evaluation. Symptoms began a day after receiving 
the second dose of the moderna vacccine.

Sudden sensorineural 
hearing loss 

1002900 2/1 61 F 1 Other Medications: None
Preexisting Conditions: IBS, Migraines, High Blood Pressure, Low Blood 
Pressure, Walking Issues
Allergies: Codeine, Epinephrine, Milk
Diagnostic Lab Data: Labs, echo, CXR, IV for Zofran
Write-up: On third day awoke with debilitating dizziness, nausea and headache. 
Dizziness continued on the fourth morning but subsided after 25mg of Meclizine. HA 
continues. Other side effects: Complete loss of appetite Blurred vision in right eye

Vertigo 

1022812 2/2 65 F 0 Other Medications: metformin, lipitor, Vit D, Calcium, B vit
Current Illness: none
Allergies: Bee Stings
Diagnostic Lab Data: Audiology exam - complete L hearing loss. MRI - WNL
Write-up: 30 minutes after vaccine I lost complete hearing in my left ear. Tx: high 
dose steroids x 14 days. MRI head 2/8 with no significant findings. My hearing has 
begun to improve but at this point is not back to normal

1027816 2/6 51 F 1 Other Medications: Metoprolol, levothyroxine, osteo bi-flex, vitamin D, 
acetaminophen, lotradine
Current Illness: None
Preexisting Conditions: HTN, tachycardia, hypothyroidism, left nephrectomy in 
2002 (current kidney function is normal)
Allergies: Demerol, paper tape, liquid adhesives, vicryl
Diagnostic Lab Data: ED 2/8-Labs, CT head without contrast. ENT 2/11-hearing 
tests X2
Write-up: 2nd COVID vaccine 2/6/21. Vasovagal syncope 2/7/21. Severe vertigo 
2/7-2/9.  Also fever, N/V, diarrhea and weakness. Unable to eat/drink. ED 2/8 CT 
head neg. 2/10: Profound hearing loss. 2/12 audiology testing: near 100% hearing 
loss in R ear. Tx: steroid injection behind R eardrum and PO steroid taper

Hearing loss, vertigo 


