
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.
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1357471 3/3 60 M 0 Loc mva

1357426 4/7 49 M 27 Cva

1357369 3/11 39 M 4 0 PE, death

1357367 3/4 74 M 14 Ramsay Hunt Syndrome, HSV, 
dysphagia (w feeding tube), aphasia, 
facial hemiparesis 

1357365 5/7 37 F 3 Bilat PE

1357363 2/18 91 M 3 Cva

1357362 5/20 45 M 0 0 Healthy. Died within 12 hours Died within 12 hrs

1357358 39 F 21 Pancytopenia 

1357357 3/27 57 F 34 Cva

1357356 4/17 45 F 7 ICH

1357355 54 F 120 Covid breakthrough 

1357350 4/29 36 F 1 Dvt, pe 

1357339 4/27 41 M 1 Appendicitis 

1357338 3/28 96 F 15 16 Leukemia (dx 2018) blast crisis

1357336 3/18 68 M 2 Status epilepticus (no h/o sz)

1357335 2/26 38 F 5 Sickle crisis (3.2)

1357330 2/8 25 F 5 Tinnitus 

1357297 3/17 48 F 50 Prox portal vein and splenic 
vein thrombosis; no h/o blood 
disorders; no meds

Prox portal vein and splenic vein 
thrombosis 

1357284 4/20 62 M 4 Meningitis, encephalitis, cva

1357273 2/5 80 U 14 Cva

1357258 3/30 79 M 10 Embolic cva

1357252 2/25 50 M 0 Bilat tinnitus 4 hrs after 1st dose Bilat tinnitus 

1357240 1/28 79 M 18 Cva

1357218 2/3 73 F 43 Daily HA after dose#2, but 
developed CN III palsy 43 days 
later

CN III palsy

1357215 4/29 55 F 3 Dvt, bilat pe 

1357214 4/12 66 F 1 Cva

1357191 2/3 61 F 3 Gout 3 days after dose#1. Bilat 
tinnitus 2 days later

Gout, bilat tinnitus 

1357188 3/27 42 F 23 New onset MS

1357174 5/1 16 M 2 GBS poss from previous 
Campylobacter ifx

GBS

1357166 5/11 26 M 1 Bilat tinnitus 

1357165 2/1 76 M 1 Vertigo, unilat hearing loss 

1357155 5/25 16 M 1 CP, tenderness, troponin 4.95 Poss myopericarditis 

1357137 5/12 65 F 4 Large R pleural effusion with 
reactive mesothelial cells in 
cytotology

Pleural effusion 

1357122 4/22 70 F 6 PE

1357108 4/24 45 F 12 Cva

1357033 4/28 51 F 5 0 Unknown cause of death Died 5 days later

1356561 3/31 54 M 1 Tinnitus 

1356545 5/24 50 M 1 Septic shock, bilat pneumonia, poss 
CVA

1356345 5/24 20 M 2 Elev troponin, ST elev, likely 
pericarditis 

Pericarditis 

1356313 5/12 18 F 15 Slight elev troponin Elev troponin 

1356304 5/4 37 F 1 Autoimmune hepatitis 

1356079 4/18 18 F 0 Myocarditis 

1356076 4/8 56 F 6 PE

1356066 5/19 46 F 2 Severe thyrotoxicosis, impending 
thyroid storm

1356045 5/1 45 F 2 0 Died 2 days later

1355827 4/29 60 F 5 Myopericarditis, pericardial effusion, 
pleural effusion

1355808 3/5 75 F 2 Extensive dvt Dvt

1355806 2/13 73 M 56 27 Died of covid pneumonia 56 
days after 2nd vax 

Covid breakthrough, covid pneumonia 

1355794 4/8 84 F 7 2 MI, death (no h/o cardiac 
issues)

MI

1355780 5/17 16 F 8 Elev troponin; likely 
myopericarditis 

Likely myopericarditis 

1355778 2/8 77 M 0 Sharp CP radiating to jaw 3 hrs 
after 2nd dose. Small pericardial 
effusion and new onset a flutter 

Pericardial effusion, new onset a flutter 

1355763 12/17/2055 M 4 GBS

1355762 4/21 40 M 0 Myocarditis and pneumonitis. 
EF 25%, CT chest: ground glass 
patchy infiltrates

Myocarditis, pneumonitis 

1355594 4/5 26 F 0 SIRVA

1355577 1/12 69 F 1 SIRS, systemic arthritis

1355554 5/11 89 M 0 Cva, unresponsive 

1355543 4/6 56 M 8 SIRS, FUO

1355532 4/27 44 M 4 Myocarditis 

1355401 2/28 57 M U Dvt

1355397 1/23 65 M 88 Covid breakthrough, covid pneumonia 

1355386 3/22 77 F 0 Cva

1355384 3/3 73 M 30 43 Cov+ 30 days after 2nd dose Covid breakthrough, covid pneumonia 

1355382 2/20 72 M 32 Frozen shoulder

1355381 4/15 68 F 3 R pontine cva

1355369 4/28 77 F 4 New onset a fib w RVR

1355352 2/23 68 F 14 Oral lichen planus

1355345 5/13 56 M 11 Pericarditis 

1355342 3/13 53 M 11 Bell’s palsy 

1355341 3/26 52 F 5 IJ (jugular) thrombosis, PE, 
esophageal strictures d/t N/V

1355338 4/8 77 F 10 Cva, elevated troponin

1355337 4/14 53 F 7 Appendicitis, PE, elev IgA

1355336 3/31 67 M 3 Pericarditis, pericardial effusion 

1355311 5/3 28 F 2 Aki, shock liver, thrombocytopenia, 
pneumonia, wide complex tachycardia 

1355301 4/17 76 F 7 Myocarditis 

1355288 4/3 60 F 7 Pericarditis, small pericardial effusion 

1355276 4/3 40 M 14 Cardiac thrombus

1355267 3/1 81 F 86 Covid breakthrough, covid pneumonia 

1355262 4/10 53 M 10 Vax-induced hepatitis 

1355255 5/24 49 M 0 Mural Thrombus: 1.3 x 0.8 x 0.7 
cm

Proximal descending aortic thrombus

1355232 2/2 71 F 1 Cva

1355216 5/1 17 M 4 Myocarditis 

1355215 1/23 76 M 110 Covid breakthrough 

1355208 5/26 67 F 1 Hypoxia, in bipap

1355197 3/26 23 M 3 Myocarditis 

1355174 5/7 51 M 13 0 Bilat massive PE, PEA arrest, cov+

1355173 5/6 62 M 1 Hemorrhagic CVA of R basal ganglia 
into R ventricle due to hypertensive 
crisis

1355158 5/10 19 M 3 Myocarditis 

1355142 4/29 16 M 15 Myocardial fibrosis (?myocarditis)

1355129 2/17 39 M 9 Massive lymphadenopathy requiring 
surgery; all w/u neg; caused by vax

1355095 3/17 72 F 5 49 Pneumonitis c/w covid, but all tests 
cov-

1355055 5/5 45 F 0 Aseptic meningitis 

1355052 1/28 77 F 2 16 Colonic rupture

1355043 3/4 69 F 13 Unilat sudden hearing loss

1355039 5/22 20 M 1 2 Cardiac arrest 

1355026 3/17 53 M 7 Tinnitus worsened after dose 2 Bilat tinnitus 

1354970 4/21 52 F 10 Cov+ between doses GBS

1354959 3/4 80 M 62 7 Covid breakthrough, covid pneumonia 

1354958 1/28 52 M 25 Pericarditis, small pericardial effusion 

1354957 3/26 57 M 1 0 MI

1354953 5/19 60 M 4 PE RUL

1354944 5/6 55 M 9 Lymphadenopathy, elev LFTs

1354936 4/29 35 M 13 MI with complete LAD blockage

1354913 5/10 29 F 1 Paranoia, auditory hallucinations 

1354911 3/7 66 F 76 Dural venous thrombosis, ICH, DKA, 
saddle submassive PE

1354898 4/30 45 M 1 6 Arthralgia, rib pain, died in sleep

1354897 5/24 45 F 0 Massive bilat PE of segmental and main 
branches; DVTs

1354875 5/11 73 M 2 Limb ischemia d/t thrombosis of L 
internal iliac, common femoral, and 
popliteal arteries

1354849 5/19 44 F 1 PE bilat RLL LLL

1354812 3/8 47 F 20 Bell’s palsy 

1354809 3/13 59 M 6 Aseptic meningitis 

1354808 3/13 53 M 13 Bilat DVT, coronary arterial thrombosis

1354801 4/1 50 F 6 Dvt

1354798 1/17 43 F 3 Vertigo

1354782 5/24 48 F 1 Saddle PE

1354778 3/5 56 M 11 Pericarditis after dose 1, but 
worsened after dose 2, 
becoming constrictive 
pericarditis 

Pericarditis then constrictive pericarditis 

1354759 4/3 49 F 16 Bilat PE requiring thromboaspiration

1354753 3/25 51 F 1 DVTs, PEs

1354752 5/16 40 M 10 Bilat PE

1354741 4/27 46 M 27 Splenic infarct

1354736 3/6 78 M 1 Rhabdomyolysis, ARF

1354733 3/15 53 M 63 PE, bilat DVT, pneumonia 

1354732 3/17 78 F 22 Covid breakthrough 

1354724 5/9 77 M 5 Mult bilat PE and DVT

1354684 5/7 20 M 2 RBBB, elev CRP

1354670 5/22 19 M 1 Vax-induced cardiomyopathy 

1354660 5/22 66 M 0 0 Died in sleep same night

1354659 2/9 46 F 7 DVT, bilat PE

1354651 4/2 63 F 41 Myocarditis 

1354648 5/21 17 M 2 Myocarditis 

1354634 3/31 32 M 37 Dural venous sinus thrombosis, seizure

1354624 5/2 48 M 3 Pericarditis 

1354623 5/5 25 M 3 Pericarditis, cov+

1354621 3/10 76 F 72 Covid breakthrough, covid pneumonia 

1354613 1/19 89 F 124 Covid breakthrough 

1354606 4/25 60 M 3 Myocarditis, EF 15%

1354602 5/10 25 F 8 Myopericarditis 

1354601 4/8 60 F 16 13 Resp distress, pulm edema, extensive 
bilat multifocal pneumonia 

1354592 2/17 66 M 96 Covid breakthrough 

1354571 4/24 27 M 33 Myocarditis 

1354556 4/23 46 F 7 Transverse myelitis 

1354537 5/12 29 M 1 Myopericarditis 

1354522 5/17 38 F 3 Myocarditis 

1354494 3/21 78 M 0 Myocarditis; L occipital, L thalamic, and 
medullary CVA 

1354490 5/25 85 M 2 0 Found dead in bed

1354489 2/11 65 M 7 Portal based lymphoid 
infiltrates; “That this may be 
associated temporally with the 
vaccine inoculation is 
interesting”

Acute hepatitis, COPD/asthma 
exacerbation 

1354476 4/23 63 M 10 Myocarditis 

1354460 5/11 19 M 3 Myocarditis 

1354458 3/1 83 M 61 Covid breakthrough, covid pneumonia 

1354446 3/29 37 M 1 Myocarditis 

1354427 3/1 75 M 61 Covid breakthrough, covid pneumonia 

1354426 5/13 47 M 3 EF 35% Myocarditis

1354424 5/18 19 F 3 Likely myocarditis 

1354415 5/7 18 M 7 MIS-C, sickle crisis

1354413 3/20 34 F 14 4 DVT

1354411 2/17 91 M 3 DVT

1354399 3/21 28 M 3 H/o post-viral myopericarditis 
2013; “Unclear but wonder if 
COVID vaccine could have 
caused recurrence of prior 
myopericarditis”

Myocarditis recurrence 

1354370 3/19 50 F 0 Bronchitis 

1354360 4/10 16 M 1 Pancytopenia: WBC 1.7 Hgb 
10.3 Hct 30.1 Plts 118K ANC 
500

hemophagocytic lymphohistiocytosis; 
pancytopenia 

1354359 4/7 76 M 35 11 Covid breakthrough, covid pneumonia, 
ARDS, septic shock, AKI

1354324 4/3 28 F 16 Rhabdomyolysis 

1354312 4/8 45 M 13 Bilat Bell’s palsy 

1354302 4/1 80 F 55 Covid breakthrough 

1354287 2/13 31 F 6 Interstitial cystitis recurrence 

1354275 4/1 50 F 55 Covid breakthrough 

1354265 3/5
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1188262 3/2 83 M DC 7 29 Other Medications: nephrocaps, stress tabs, senna, PEG, insulin, famotidine, 
clopidogrel, aspirin, calcitriol, atorvastatin, ascorbic acid, clonidine, hydralazine, 
labetalol, latonoprost, tamsulosin
Preexisting Conditions: esophageal cancer, HTN, IDDM, BPH, ESRD with 
hemodialysis, PVD
Allergies: NDKS
Write-up: Patient was stable with ongoing care prior to incident. Dose#2– 
3/2/2021. On 3/9/2021, patient started to have dark brown emesis and was 
transferred to the hospital. On 3/12/2021, patient returned to nursing facility with 
hematemesis and melena due to GI bleed. Patient was started on comfort care. 
Had ongoing esophageal cancer with radiation therapy prior to incident. Patient 
expired on 4/8/2021. Of note, patient was covid positive on 12/14/2020 without 
any signs of infections. He had covid #1 vaccine on 2/2/2021 and #2 on 
3/2/2021. Of note, his wounds worsened after covid vaccines per nursing notes.

GI bleed, rapid 
decline

1188103 4/8 53 M Ca 0 Other Medications: Olmesartan-hctz 40-25 mg Carvedilol 6.25 mg
Current Illness: None
Preexisting Conditions: Hypertension
Allergies: PENICILLIN
Diagnostic Lab Data: Reported to physician assistant.
Write-up: Patient was scheduled for an appointment for a Johnson &Johnson 
covid-19 vaccine through a drive thru Thursday April 8, 2021 @12:45pm. We 
arrived early and he received the vaccine at 12:15pm, waited 30 minutes for 
reaction and he was feeling fine. Later that same evening, the patient was 
driving to work on the freeway when he felt a dry throat so he coughed hard, at 
that cough he felt a massive pain in his head, like his "head was going to 
explode." He immediately had tunnel vision closing in on him, so he pulled over 
and later woke up in our parked car with flashing emergency lights on, parked 
on the shoulder of the freeway. Disoriented and confused why he was there, he 
looked at his watch and saw he lost 15 minutes when he had passed out. MY 
HUSBAND COULD HAVE BEEN SERIOUSLY INJURED OR KILLED IF HE 
HAD NOT PULLED HIMSELF OVER WHEN PASSING OUT. Today we reported 
this to our doctors office and to you!

Syncope after 
sudden severe HA

J

1188061 3/11 37 F Oh 0 Other Medications: Prenatal vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CT of ear on 4/14
Write-up: Immediately after I got it I felt different. Fight or flight response kicked 
in. My heart started racing and chest felt tighter. It felt like I just ran a marathon. 
My breathing increased and I felt very dizzy and lightheaded. I stayed in the 
store and walked around hoping symptoms wouldn''t get worse for 25 minutes 
then left. I had my three small children with me and wanted to get them home. I 
called my husband who is a physician and told him everything I was 
experiencing. He told me to stay in the store to see how things went. I then 
drove home to monitor my symptoms. I had post nasal drip and it exacerbated 
over the next few weeks. I was on two different antibiotics because it felt like I 
had a bad ear infection. It never went away. I saw an ENT and my 
tympanaplasty that I had as a child blew. I have a large hole in my ear drum 
currently and very dizzy. I am getting a CT of my ear this Wednesday and I will 
have to have surgery in the next few months for another tympanoplasty.

TM perforation J

1188040 3/10 78 F Or 23 0 Other Medications: Trazodone, Namenda, HCTZ, proair, symbicort, estradiol, 
tylenol, xarelto, duloxetine, metoprolol, Vit D, oxycodone, gabapentin, sotalol, 
pramipexole, dicyclomine
Preexisting Conditions: Neuropathy, Edema, Dementia, HF, AFID, HTN
Allergies: Penicillin and Streptomycin
Write-up: nontraumatic subcortical hemorrhage of left cerebral hemisphere 
resulting in death

ICH L cerebral 
hemisphere 

J

1187918 4/5 15 F Nh 3 1 Preexisting Conditions: Trisomey 21, Atrioventricular canal s/p repair, 
hypothyroidism, asthma, obstructive sleep apnea, cervical spine instability, 
hypotonia, scoliosis, feeding difficulties, renal dysplasia, autism, chronic 
constipation, bronchopulmonary dysplasia, mixed conductive and sensorineural 
hearing loss, binocular vision disorder, gastroesophgeal reflux,
Allergies: Cefdinir, Sulfa, Ex-Lax, NSAIDS
Write-up: I do not know the exact date of the first or second Moderna Vaccine. I 
am the PICU attending who cared for the patient after her cardiac arrest which 
we believe was about 3-4 days after her second Moderna Vaccine

Cardiac arrest

1187758 4/9 89 M Nj 0 0 PATIENT WAS GIVEN JANSSEN COVID 19 VACCINE AT AROUND 12PM 
WHEN PATIENT WAS ACCOMPANIED BY HIS SON. HE WAS OBSERVED 
FOR 15 MINUTES AFTER THE VACCINATION AND LEFT PHARMACY 
WITHOUT ANY PROBLEM. PATIENT''S DAUGHTER CALLED AROUND 6PM 
AND REPORTED HER FATHER JUST DIED. SHE REPORTED HER FATHER 
ALL OF SUDDEN WAS SHAKING AND DIED RIGHT AFTER.

Shaking and death 
hours later

J

1187427 3/11 51 F Ga 4 Other Medications: Metformin, One a Day Gummie Multivitamin, Leflunomide, 
Vitamin B12, Heliocare Advanced with Nicotinamide (B3), Contrave, Evening 
Primrose Oil, Gabapentin, Mesalamine, Baclofen, Spironolactone, Equate 
Allergy pill, 2 nasal sprays, Metoprolol
Current Illness: I was diagnosed with pneumonia Feb. 21, 2021; I was better 
when I took the vaccine on Thursday, March 11, 2021.
Preexisting Conditions: arthritis, undifferentiated connective tissue disease, 
positive ANA titer, ulcerative colitis, central obesity
Allergies: Adhesive tape
Diagnostic Lab Data: Chest x-ray 3/16 ECHO 3/17 Ultrasound for veins 3/16 
Stress test 3/17 X-ray of lower lumbar 4/5
Write-up: Chest heaviness and Extremely bad leg pain; lower leg (calves) hurt 
the worse. I have been feeling the pain since Monday, March 15. I went to the 
Urgent Care on March 16; I was sent to the ER where I stayed overnight. They 
ruled out heart related issues and blood clots. I had a follow up appointment on 
March 26; he said that he had seen patients who experienced the same, and 
it was due to the vaccine. Unlike them, my pain remained. He thinks that the 
vaccine triggered something else in me. After his appointment, I saw my 
orthopedist who prescribed meds to help with leg pain. If pain is not better in a 
month, then he will order a MRI. I saw my rheumatologist Monday, April 5. She 
is going to work with my orthopedists to treat me. Currently, I am doing the 
exercises that were prescribed for me to do at home, and I am on pain meds.

Chest heaviness, 
LE pain

J

1187052 4/1 82 F Tx 4 3 Preexisting Conditions: Type 2 diabetes, hyperlipidemia
Diagnostic Lab Data: Discharge DX is aspiration pneumonia, hypoxia, and 
acute kidney injury. Due to timing of event it was report to VAERS.
Write-up: 82-year-old female who came to the emergency department 
complaining of shortness of breath. Patient also reports that she has cough, low 
oxygen and recently received her second Covid shot and when EMS picked her 
up she was 83% oxygen saturation on room air. Patient has what sounds like 
pooling secretions in her throat and patient had suctioning done by respiratory 
which caused her to bleed blood noted in teeth and around mouth. Patient 
reports that her throat has been hurting her and that is why she has been 
unable to eat. Patient''s daughter is at bedside and is historian for majority of the 
assessment. Patient''s daughter reports she has not been eating or drinking for 
the last 2 days. Labs in ER showed WBC 11.61, lactate level 3.3, creatinine 2.0, 
procalcitonin 5.33, magnesium 1.5, BNP 2100, glucose 474. Chest x-ray 
showed no acute findings.

Aspiration 
pneumonia, 
hypoxia, AKI, oral 
hemorrhage, death

1186982 2/18 82 F Ca 2 31 Other Medications: Unknown
Current Illness: End Stage Parkinson
Preexisting Conditions: End Stage Parkinson
Allergies: Unknown
Write-up: Three days after receiving dose 1 of the Moderna COVID 19 vaccine, 
I was contacted by the deceased daughter who indicated she could not get her 
mother out of bed. She was subsequently placed in Hospice Care due to global 
decline, never experienced any significant improvement, and expired 30 days 
later. Vaccine related adverse effect global debilitation after receiving vaccine.

Global decline, 
death

1186943 4/2 55 M Mo 0 0 Other Medications: UNKNOWN
Current Illness: PER PATIENT WIFE, PATENT HAD BEEN COMPLAINING OF 
SPEECH ABNORMALITIES OVER LAST 5 DAYS. INTERMITTENTLY HAVING 
DIFFICULTY GETTING HIS WORDS OUT - ALSO RIGHT ARM WEAKNESS. 
CONTRIBUTED TO WORK RELATED OVERUSE. DOES NOT HAVE CP OR 
SOB.
Preexisting Conditions: NO H/O OF STROKE OR HEART ATTACK, NO H/O 
HEART DISEASE, DOES NOT SMOKE
Allergies: UNKNOWN
Diagnostic Lab Data: 4/2 22:00 CXR: 1. Patchy bilateral airspace disease, 
edema versus pneumonia. 2. Tubes and lines as described; CT SCAN - 
STROKE ANG NECK/CAROT W/W0+: 1. No evidence of acute intracranial 
hemorrhage or mass. 2. No evidence of hemodynamically significant stenosis. 
3. Suspect tiny aneurysm versus infundibulum of the distal cavernous internal 
carotid artery on the right, no greater than 2 mm. Follow-up imaging to ensure 
stability. 4. Extensive consolidation at the bilateral upper lobes, possibly related 
to aspiration or hemorrhage. Correlate clinically. 5. No evidence of cervical 
spine fracture or malalignment.
Write-up: 55-year-old male with no diagnosed past medical history presents 
emergency department after cardiac arrest. Per patient''s daughter, patient was 
feeling at baseline today. He got his COVID vaccine at 5 PM this evening. He 
was running some errands and called his daughter at 8:40 PM. He told his 
daughter he was not feeling well. She reports he sounded out of breath and 
sounded as if he was slurring his words. Daughter told him to pull over and she 
called 911. She met him on the side of the road and he was gasping for air. She 
arrived at the same time as EMS. Upon arrival of EMS patient was in ventricular 
fibrillation. He was defibrillated 3 times. He also had one episode of ventricular 
tachycardia. He was given 300 mg of amiodarone and 3 rounds of epinephrine 
with had return of spontaneous circulation. King airway was placed and patient 
was brought to the emergency department.

Sudden resp failure, 
cardiac arrest 

1186899 4/7 52 F Fl 1 Other Medications: Advil Duloxetine DR 30mg Capsules Estradiol 0.05mg 
Patch (Twice Wk)
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Full blood panel at ER and CT scan with contrast for 
heart and eventual EKG
Write-up: Horrible side effects within 9 hours and had to be admitted to 
emergency room. Husband and son also got shot at same location with similar 
side effects but not requiring hospitalization. Massive body shakes, chills, 
slurred speech, accelerated heart rate, high blood pressure, shaking so hard 
could get EKG

Tremor (body) J

1186720 3/19 58 M Fl 6 Other Medications: doxycycline,lisinopril 40mg.,amlodipine 10mg,pravastatin 
40 mg.,symbicort 160/4.5.,spireva.vitamin e 400 iu.,vitamin c 1000mg., vitamin 
b complex.,zinc 30mg.,magnesium oxide 300mg.
Current Illness: COPD.,Cellulitius.
Preexisting Conditions: COPD
Allergies: none
Diagnostic Lab Data: Ct scan, Ct scan with contrast, MRI. All of head and 
neck.
Write-up: Severe vertigo; admitted to hospital on March 25,2021. Still dizzy, 
undergoing PT now

Vertigo J

1186558 4/8 94 F Ma 0 Other Medications: Eloquis, dose unknown to writer
Preexisting Conditions: History of DVT
Allergies: No known allergies
Diagnostic Lab Data: Unknown
Write-up: Patient was transported to the hospital with c/o pain in her leg(s) and 
diagnosed with a DVT.

DVT (h/o DVT) J

1186514 3/31 73 F Co 6 Other Medications: 0.50mg anastozole, 1x per day (prescription) 50mcg 
vitamin D3, 1x per day (OTC) senior multivitamin, 1x per day (OTC)
Current Illness: none
Preexisting Conditions: osteoarthritis tinnitus
Allergies: penicillin azithromycin betadine
Diagnostic Lab Data: Examination by primary care physician on April 8, 2021. 
Upcoming appointment for hearing exam on April 20, 2021. Follow up 
appointment with PCP on April 27, 2021.
Write-up: Existing mild tinnitus became severe five days after vaccination on 
March 31, 2021. 24 hours per day--Ears pulsing. Ears hurt. Headache. Can''t 
sleep due to EXTREMELY loud ringing in both ears. Difficulty performing 
everyday tasks. I know of no other adverse event that occurred at this time 
other than vaccination. Visited primary care physician on April 8, 2021. She 
could not say for certain why I have these sudden ear symptoms. She wants me 
to monitor for 2-3 weeks.

Tinnitus J

1186471 4/7 45 M Pa 2 0 Other Medications: AMLODIPINE 10MG BID -- ATORVASTATIN 40MG DAILY 
-- LACTULOSE 10GM/15ML SOL -- 30 ML BID
Preexisting Conditions: POST-OPERATIVE ANALGESIA, MILD-TO-
MODERATE - 2020-09-03; HYPERLIPIDEMIA - 2021-02-23; - 
HYPERTENSION - 2019-02-04; ALCOHOL USE DISORDER, MODERATE - 
2019-02-11; COCAINE USE DISORDER, MODERATE - 2019-02-11; 
FRACTURED TOOTH - 2020-08-24
Allergies: VANCOMYCIN
Diagnostic Lab Data: 3/31/2021 FT4 L <0.25 (0.78-2.19 ng/dL); T3 TOTAL LL 
0.355 (0.970-1.69 NG/ML); TSH-HIGH SENSITIVITY HH 170.783 (0.465-4.68 
uU/mL)
Write-up: diarrhea, sweating, weakness suffered sudden cardiac arrest. CPR, 
AED, Lucas device applied ACLS protocol initiated by EMS. Efforts terminated. 
Patient pronounced deceased at 1003am.

Sudden cardiac 
arrest

J

1186348 3/17 38 F Va 7 15 Other Medications: budesonide-formoteroL (SYMBICORT) 160-4.5 mcg/
actuation inhaler; eucalyptus oil/menthol/camphor (VICKS VAPORUB); 
fluticasone (FLONASE) 50 mcg/actuation nasal spray; guaiFENesin (MUCINEX 
FAST-MAX CHEST-CONGEST) 100 mg/5 mL liquid;
Preexisting Conditions: Asthma, lupus
Allergies: Penicillin G, Hydroxychloroquine
Diagnostic Lab Data: Too many to list
Write-up: MD discharge note - Patient is a 38 y.o. female with PMH significant 
for asthma and lupus not on any treatment admitted on 3/27/2021 with 
progressive shortness of breath and cough for months, found to have hypoxia, 
bilateral multifocal infiltrate without pulmonary embolism on CTA, leukocytosis, 
elevated troponin, elevated BNP, normal EF on echocardiogram. COVID- 19 
tests were negative 4 times in the last 1 week. Blood cultures were negative. 
Urine and strep antigens are negative. HIV-1 also negative. Rheum consulted 
for hx of lupus. They did not feel this was lupus pneumonitis. Negative anti-
dsDNA/SSA/SSB and RF. Pts resp status continued to decline. She was 
intubated on 4/3 and transferred to the ICU. Bronch washings were also neg for 
COVID. Despite neg cultures pt was given multiple rounds of abx including 
vanc, merrem, azithromycin, cefepime, without benefit. IV steroids added for 
possible reactive pneumonitis. Pt with shock, likely multifactorial including septic 
and cardiogenic. Multiple pressors maximized and BP remained low. Nephro 
following for worsening renal function. CRRT initiated to attempt to correct 
electrolyte and acidosis. Pt did not tolerate CRRT after several adjustments by 
neprho, pts electrolytes continued to drift from normal. Hgb dropped and CRRT 
held. Pt went into cardiac arrest at 1329 on 4/8/21. After several rounds of 
epinephrine and optimized ACLS, no pulse was recovered and ROSC was not 
achieved. Family notified of death at 1344 on 4/8/21

Pneumonitis, 
shock, death 

1186290 3/25 47 M Az 5 Other Medications: Losartan 100mg 1day Triant/hctz 37.25mg 1day Caltriol 
0.5mg 1day Atorvastatin 40mg
Current Illness: None
Preexisting Conditions: No
Allergies: None
Write-up: Stroke

Cva J

1186275 4/1 70 M Or 1 0 Died of MI next day MI, died

1186039 2/26 84 M Ca 1 0 CP, died next day Cp, died

1185996 3/27 68 M Pa 2 1 CP, died 2 days later Cp, died

1185219 9 0 Found dead Sudden death 

1185112 3/10 51 M Tn 1 Patient with history of AFIB reported a hospitalization due to entering AFIB the 
morning after receiving his first dose of Moderna vaccine.

A fib exacerbation 

1185089 3/20 59 F Pa 5 Other Medications: nothing
Current Illness: none
Preexisting Conditions: SVT/NSVT- Heart irregularities Arthritis in lower back 
from auto accident in early 20''s.
Allergies: cipro
Diagnostic Lab Data: hearing test - 3/31/2021
Write-up: Constant Ringing in my head- no treatment as of yet. Lower body 
temperature ranging in low 97''s

Tinnitus J

1185061 4/7 73 F Ne 1 0 Other Medications: Estradiol; Norco; Methylphenidate, Budesonide, 
Pantoprazole; Hydrocortisone, Venlafaxine, Atenolol; Omeprazole; 
Levothyroxine; Verapamil ER; Cyanocobalamin; Ondansetron; Triamcinolone 
Acetonide; Ventolin HFA; Spiriva HandiHaler; Ipratropium
Current Illness: Denied - pt. has 2nd Covid vaccine on 04/07/2021
Preexisting Conditions: COPD, Hypothyroidism, Graves Disease, PAD, 
restless legs, recent amputation of right 3 and 4th toe, EF on 10/05/20 of 
55-60%; HTN, Hx. of TB; arthritis, Hx. of MRSA; Carpel tunnel syndrome, 
pancreatitis, CHF, chronic kidney disease, Depression. Dx. with Covid-19 on 
11/08/20.
Allergies: ASA, Cefuroxime, Fentanyl, Iopamidol, Levofloxacin, Midazolam, 
NSAIDS, Tramadol
Diagnostic Lab Data: None applicable to this event on 04/08/2021 since pt. 
was found passed away in her bath tub.
Write-up: On 04/08/2021 pt. was found passed away in her bath tub. Pt. 
received her 2nd dose of the Covid vaccine on 04/07/2021 at 2:00 p.m. Family 
choice not to have an autopsy performed and death certificate was completed 
with cause of death "sudden cardiac arrest". Note on 2/20/21 Pt. was 
transferred to Hospital with dx. of acute pancreatitis with elevated lipase and 
wbc.

Sudden death 
(found dead in bath 
tub next day)

1184977 3/8 68 M Wi 6 Other Medications: Oxybutynin 10mg, Simvastatin 40mg, Tamsulosin 0.4mg, 
Telmisartan 20mg, Turmeric, Aspirin
Current Illness: No
Preexisting Conditions: 7years ago a severe concussion and lost sense of 
taste and smell
Allergies: No
Diagnostic Lab Data: X-ray and ECHO complete with TTCV, ultrasound of 
chest, and test showed multiple blood clots in both lungs
Write-up: 3/14/2021 Tightness in chest, attributed to physical work outside, 
3/15 still felt tightness, 3/16 getting winded and went to the ER around 5:30pm, 
they took blood and ran test EKG, X-ray and ECHO complete with TTCV, 
ultrasound of chest, and test showed multiple blood clots in both lungs; by this 
time he was having trouble breathing and was admitted because of the blood 
clots. He was given Heparin and Vicodin through IV, on 3/17 they ran more test 
to see where blood clots came from and where they came from but nothing was 
found in legs. he was in a lot of pain Wednesday and he was sent home on 
3/19.

Mult PE bilaterally 

1184927 3/11 59 F Il 18 Patient reports 10-day history of generalized hives with itching. She had taken 
Benadryl and allergy spray at home without improvement of symptoms. 8 days 
ago she was seen in urgent care and prescribed prednisone and Benadryl and 
Pepcid. She reports at that time symptoms resolved. 5 days ago the symptoms 
returned with associated facial swelling and lower lip swelling. She can went to 
urgent care while in another state and was given epinephrine as well as other IV 
medications and discharged home with Benadryl and Pepcid. She reports since 
that time her symptoms have never gone away. She returned last night from 
another state and woke up today again with facial swelling and presents at 
hospital. Patient was admitted.

Protracted 
angioedema 

1184852 2/9 73 M Ut 3 Other Medications: Metformin, nosemavstatin
Current Illness: No
Preexisting Conditions: Type Ii
Allergies: No
Diagnostic Lab Data: Two extensive eye exams and the prescribing of glasses 
and eye drops, none of which helped.
Write-up: Clouding in left eye severe. Some noted in right eye. Ophthalmology 
indicated small cataracts and that sometimes the administration of vaccines 
cause the clouding to occur. I am now scheduled for cataract surgery. This 
occurred starting 3- 4 days after the 1st vaccine and worsened over a two week 
period.

Cataracts 

1184840 3/22 68 F Tn 4 Other Medications: olmesartan medoxomil 20mg, zetia 10mg, olanzapine 2.5 
mg
Preexisting Conditions: Blood pressure
Allergies: codine, demoral
Diagnostic Lab Data: Catscan diagnosed with appendicitis needing surgery
Write-up: Dose#2– March 22 and within 12 hours I had what I would call 
shooting nerve pain on the level pain of shingles except it was everywhere. Next 
day I hurt all over. Wednesday some recovered, Thursday I went to work. Friday 
I would have said I was 100% till 3:30pm. I had abdominal pain. Went to ER and 
was diagnosed with appendicitis. Had surgery next morning.

Appendicitis 

1184813 4/6 40 M Tn 2 Diagnostic Lab Data: EKG, CT scan, Heart cath, heart sonogram
Write-up: 3 days sustained fever over 102, cardiac arrest Thursday night, back 
& chest pain, vomiting, difficulty breathing. Went to ER, admitted to ICU, 
currently in ICU at hospital.

Cardiac arrest (40 
yo)

1184788 3/24 59 F Fl 8 Other Medications: Entresto, Coreg, Crestor, fish oil, D3, CoQ10
Current Illness: none
Preexisting Conditions: Cardiomyopathy Alpha-1 AntiTrypsin Deficiency
Allergies: NA
Diagnostic Lab Data: Ct Scan 4/2/21 CTA scan 4/4/21 Lab work 4/2/21-4/21
Write-up: Sudden Severe Colitis onset with undetermined cause a week after 
vaccine

Colitis

1184784 2/5 79 M Mn 0 3 Other Medications: Androderm, Aspirin, Atorvastatin, Renal Vitamin Caps, 
Calcium Acetate, Carvedilol, Cyanocobalamin, Dulcolax, Gabapentin, 
Hydromorphone, Lidocaine-prilocaine topical cream, Losartan, Polyethylene 
glycol, Ropinirole, Temazepam, Trazodone, Tri
Preexisting Conditions: Diabetes Mellitus Type II, Coronary Artery Disease, 
Ischemic Colitis, Hypertension, Restless legs syndrome, Anemia, End Stage 
Renal Disease-on dialysis, Peripheral Artery Disease, Hyperlipidemia, Primary 
Insomnia, 2nd degree AV block, Leg wound
Allergies: Ambien, Codeine, Morphine, Zolpidem
Diagnostic Lab Data: 2/6/2021 hgb 10.6, WBC 12.2, Lactate 2.4. CT of 
abdomen showed colonic wall thickening with small amount of pneumatosis 
concerning for bowel ischemia.
Write-up: Approximately 3 hours after vaccine administration, patient 
experienced the following: Nausea, Vomiting, Abdominal pain, and the following 
day: Bloody Bowel Movements. Patient went to the emergency department the 
day after vaccine administration. Patient was made NPO, started on IVF and 
Zosyn. Patient was seen by GI who agreed with supportive management of 
ischemic colitis. Around 1730 on 2/6, patient unresponsive and rapid response 
was called. Patient responded to Narcan. On 2/8/2021, 0358, patient was seen 
as not breathing and code blue was called. Interventions were unsuccessful and 
patient was pronounced dead at 0439am.

Died from ischemic 
colitis

1184770 1/10 80 F La 1 Other Medications: duoneb, alendronate, aspirin, bumetadine, caltrate D, 
carvedilol, clopidogrel, fexofenadine, gabapentin, novolin 70/30, levetiracetam, 
mvi, pantoprazole, klor-con, quetiapine, rosuvastatin, entresto, ocean nasal 
spray, tiotropium, trazodone
Current Illness: T2DM Checking sugars - AM fasting is 80-90-100s Around 
lunch time as been 120s-130s Past 2 weeks had cough, low energy Has been 
feeling better overall since yesterday Breathing is better Did have some phlegm 
with cough but it was clear - this has also resolved Lower back pain -for past 2 
weeks notes loss of bowel and bladder control intermittently -denies saddle 
paresthesia
Preexisting Conditions: hypertension, copd, CAD, osteoporosis, CKD stage 3,
Allergies: captopril, ciprofloxacin, codeine, contrast media, iodine, percocet, 
phenergan, sulfa
Diagnostic Lab Data: 
Write-up: 80 y.o. female who presents with: 2 months of itchy rash that started 
2 months ago after 1st COVID vaccine. Was only on her lower leg. After the 
2nd shot a month ago the rash got worse. It is on her arms, chest, upper and 
lower legs. It itches and she has been scratching it and picking it to where it is 
all scabbed up and hurting with redness. Discharged with Cellulitis, unspecified 
cellulitis site - Primary Relevant Medications clindamycin (CLEOCIN) 300 MG 
capsule mupirocin (BACTROBAN) 2 % ointment fexofenadine (ALLEGRA) 180 
MG tablet Came back to doctor office 8 days later with complaints: Patient was 
seen on 3/30 and was treated with Clindamycin and Mupirocin. Patient did not f/
u with Derm. Per patient and husband everything seemed to be healing except 
an area over her right breast and her left lower leg is now hot and swollen. 
Patient still complaining of itching and admits to itching until she breaks skin. 
NO fever reported. Admission to hospital for IV antibiotics

Cellulitis from 
pruritic rash

1184729 Breakthrough covid

1184721 4/8 33 F Va 0 Other Medications: Wellbutrin, Adderall, Prenatal Vitamins, metformin and 
Claritin
Current Illness: None
Preexisting Conditions: Vertebral Artery Dissection, Anxiety, ADD, and 
tachycardia
Allergies: Mango, lamictal, sulfa, keflex, and tapes-adhesives
Diagnostic Lab Data: CT and CTA of head and neck were normal. Waiting on a 
MRA and Echocardiogram
Write-up: Bells Palsy. Started 1 hour and 20 minutes after my second vaccine 
dose was administered. Currently hospitalized and having tests run.

Bell’s palsy 

1184691 2/23 73 F Ne 27 Other Medications: Tetracycline, Omeprazole
Current Illness: None
Preexisting Conditions: Mild asthma
Allergies: Penicillin and sulfa
Write-up: Dose#1– February 23, 2021. Tired, sluggish and headache along 
with some ringing in the head. Dose#2– March 22, 2021. My arm was very 
swollen, fatigue and bad headache with loud ringing in the head. My blood 
pressure accelerated to nearly 200/88 and had to be admitted to the ER three 
days after shot. I was in the hospital for two days and had a series of CAT scans 
and ultrasounds. Loud ringing in my head has not stopped. Never had a history 
of high blood pressure, but now they put me on high blood pressure medication 
along with the baby aspirin. I was a relatively healthy woman until I had 
these vaccinations.

Tinnitus, htn

1184689 3/1 75 M Va 14 Other Medications: Vitamin D Lexapro 10mg daily Hydralazine Lovastatin 
Metformin Niaspan Phenteramine Irbeartan Metoprolol XL
Preexisting Conditions: Hypertension Morbid Obesity Hyperlipidemia 
Diabetes
Allergies: NKDA
Write-up: J&J vaccine on 3/1/21, two weeks following vaccine patient noted 
bilateral leg weakness, bilateral LE parasthesias, and bilateral hand 
parasthesias. Patient admitted to Hospital on 4/5 with 2 weeks of symptoms. 
Evaluted by Neurology and underwent MRI Brain, Cervical, Thoracic and 
Lumbar spine. Patient underwent Lumbar puncture on 4/7/21. CSF results 
revealed Protein 46.9, glucose 69, WBC 1, RBC 1. Etiology of symptoms with 
mild elevated protein were concerning for Guillen Barre Syndrome (GBS).

Poss GBS J

1184639 ***concern about antibody-dependent enhancement***

1184628 4/8 57 F Va 0 Allergies: LATEX
Write-up: PATIENT REPORTS BEING IN A PARKING LOT 2.5 HOURS AFTER 
RECEIVING VACCINE AND BLACKING OUT AND WHEN SHE CAME TO, 
SHE WAS IN THE HOSPITAL AFTER HAVING TO HAVE CHEST 
COMPRESSIONS FOR 30 MINUTES TO BRING HER BACK. AFTER 
HOSPITAL EVALUATION, THE ONLY THING THE HOSPITAL COULD 
ATTRIBUTE HER EPISODE TO WAS THE VACCINE AS NOTHING ELSE 
SHOWED ON LAB WORK AND EXAMINATION AND PATIENT DID NOTHING 
ELSE DIFFERENTLY.

Syncope, cardiac 
arrest hours after 
vax; no known 
cause

1184588 2/4 49 F Ny 1 Other Medications: Multi one a day
Current Illness: None
Preexisting Conditions: None
Allergies: Zyrtec
Write-up: Joint pain,, muscle spasms turned into Radiating pain, numbness, 
pins and needles from hip to knee. Chronic pain is on going I''ve seen the 
chiropractor and my GP out come unknown still seeking treatment

Arthralgia, musc 
spasms, 
paresthesias 

1184565 3/3 95 F Va 34 Covid breakthrough (cov+ >14d after 2nd dose) Cov breakthrough 

1184531 3/12 61 F Wv 2 4 Other Medications: Gabapentin, Metformin,Lisinopril, Atenolol, Lozastatin, 
Fluxotine, Tegretol, Klonopin, Olanzapine
Current Illness: Depression,Anxiety Hemochromatosis IBS
Preexisting Conditions: Depression/Anxiety
Allergies: Penicillin
Diagnostic Lab Data: On March 19, 2021 at around 1:00pm , She was taken to 
hospital not sure what tests they ran but she was pronounced dead around 3:30 
that same day.
Write-up: Weakness Confusion Falling down Vision impairment Legs really 
weak All of the above symptoms started on March 14, 2021. On March 18, 2021 
she was not out of bed except for just a few minutes. On March 19, 2021 she 
was on the floor laying beside of the bed and my father noticed blood looking 
stuff on her shirt and bed covers. She was really confused and lethargic. She 
was really weak and could not stand. She was extremely fatigued. At around 
10:30 she fell again on the floor and my father and sister in law was able to get 
her back up and put her in a chair and she went to sleep. At 12:55 my father 
noticed she was not breathing and called 911. When they did CPR blood was 
coming from her mouth and nose. When the ambulance arrived they 
immediately took her to the hospital where she was pronounced dead at around 
3:30 pm.

Syncope, 
weakness, AMS, 
death, ?
exsanguination

1184517 4/1 32 F Ct 1 Other Medications: prenatal vitamin, asa 81mg, loratadine 10mg, flonase
Current Illness: none
Preexisting Conditions: none
Allergies: sulfa
Diagnostic Lab Data: CBC, BMP, UA and liver panel unremarkable
Write-up: Uncomplicated first and only pregnancy - 30w1d at time of 
vaccination - due date 6/9/21 - at routine prenatal appointment on next day, 
blood pressure was elevated: 140/96, 140/98, 146/82, 145/90. Concern for pre-
eclampsia, hospital monitoring required.

Likely pre-
eclampsia after vax

J

1184442 2/10 58 F Va 22 Other Medications: Janumet, Jardiance, and multivitamin
Current Illness: none
Preexisting Conditions: Diabetes, B cell lymphoma, obesity
Allergies: None
Diagnostic Lab Data: 2 ekgs, endoscopy which revealed an ulcer not bleeding, 
had 3 blood transfusions, 4+ iron infusions. After leaving hospital, had CT scan 
which revealed numerous lymph nodes increased in size in chest area
Write-up: within 8 hours of second shot, ran slight fever and had chills. On 
March 4th, began to feel queasy, hot flashes, headache, shortness of breath, 
dizziness. March 7th, admitted to hospital for anemia, internal bleeding, 
shortness of breath, racing heart, dizziness, queasiness. Stayed in hospital for 5 
days.

Anemia, internal 
hemorrhage, 
lymphadenopathy 

1184428 4/1 67 F Pa 7 Other Medications: latanaprost, omeprazole, Synthroid, triamterene, vit D3
Preexisting Conditions: menopause, PVD, HTN, hypothryroid, DJD
Allergies: NKDA
Diagnostic Lab Data: CT Chest PE protocol, dated 4/8/2021, showing 
"Multifocal pulmonary emboli with evidence of heart strain. RV:LV ratio 1.2. 
Contrast reflux down the IVC. Main PA measures 39 mm."
Write-up: Diagnosed with multiple pulmonary emboli after presenting to ED with 
pleuritic chest pain and DOE. Unclear time of onset of symptoms, possibly 
preceding 2nd dose of vaccine by about 1 month. unclear temporal relation to 
initial vaccine dose.

Multiple PE

1184334 3/31 72 F Vt 2 Other Medications: Metformin, Simvastatin, Losartan, Vitamins D, B12, B6, 
folic acid
Current Illness: None
Preexisting Conditions: High blood pressure, controlled with medication, 
prediabetes, high cholesterol controlled with medication
Allergies: None
Diagnostic Lab Data: 4/3/21: chest x-ray, EKG for irregular heartbeat, scan of 
lungs, 4/5/21 cardiogram Pulmonary emboli found in each lung Right side of 
heart pumping faster than normal
Write-up: Two days after vaccine experienced shortness of breath and 
tachycardia. Went to ER. After testing, diagnosed with pulmonary emboli in 
each lung (one each). 1 blood clot also found in ankle.

Bilateral PE and 
DVT? (thrombosis 
in ankle)

1184295 4/6 40 F U 0 Allergies: Almond Anaphylaxis High 4/8/2021 Past Updates... Apple 
Anaphylaxis High 10/13/2017 Past Updates... Hazelnut Anaphylaxis High 
4/8/2021 Past Updates... Xopenex [Levalbuterol Hcl] Medium 2/28/2017 Past 
Updates... Tremors, heart race, jittery and full body red rash Covid-19 Vaccine, 
Mrna, Bnt162b2, Lnp-s (pfizer) Not Specified 4/6/2021 Past Updates... Pear Not 
Specified 4/6/2021 Past Updates... Biaxin [Clarithromycin] Rash Low Allergy 
2/28/2017 Past Updates... Rash Adverse Reactions/Drug Intolerances Albuterol 
Sulfate
Write-up: received vaccine on 4/6/2021. Patient reports the following adverse 
reactions: facial swelling, lips swelling, redness, small hives. Patient was given 
25mg Benadryl PO per protocol. Dr was made aware. Monitored patient. Patient 
started to experience some throat tightness but no shortness of breath or 
difficulty breathing. Spoke with Dr again and gave patient 0.3mg Epinephrine in 
right deltoid. Dr came down to clinic as patient was going to ED per car with her 
sister driving. In the ED , patient was treated for anaphylaxis at hospital and 
stayed overnight (epinephrine, solumedrol, pepcid x2). After discharge on 
prednisone 40mg daily x5 days, patient came back with hives and was 
readmitted and treated overnight with pepcid/benadryl expect to be discharged 
again today.

Protracted 
anaphylaxis 

1184263 3/23 39 F Tx 3 Previous Vaccinations: Flu shot, severe arm swelling and hives 32
Other Medications: Nexium, b12, Singulair, Zetia, Benicar, albuterol, effexor, 
prednisone, nose spray
Current Illness: Asthma
Preexisting Conditions: High BP, high cholesterol, anxiety, depression, fatty 
liver, asthma, igg4 deficiency
Allergies: Latex, mushrooms, iodine, shellfish, ceftin, Flagyl, Levaquin, iodine, 
Valium, statins, adhesive
Diagnostic Lab Data: Mri and CT of complete spine, head, blood work
Write-up: Right leg numbness and unable to move it, partial right arm 
numbness and left leg numbness unable to walk. Bladder infection secondary at 
time. Severe back pain. Hospitalized 12 days.

Weakness, 
numbness, unable t 
walk, back pain

1184249 3/26 82 F Ma 4 Symptoms started around 3/30/21, after her second COVID vaccine. Presented 
to ED with evidence zoster in the V1 distribution of the ophthalmic nerve. Rash 
on the face was classic for zoster and involved swelling of her eyelids. Started 
patient on treatment for zoster infection. On acyclovir 10mg/kg q8h.

Herpes zoster (V1 
distribution)

1184241 2/23 72 M Fl 0 Other Medications: juluca, tamsulosin
Current Illness: HIV, BPH, anxiety
Preexisting Conditions: HIV, BPH, anxiety
Allergies: NKDA
Diagnostic Lab Data: 4/2- ECHO revealed estimated EF of 25% with diffuse 
hypokinesis. CT chest negative for PE. Was found to have small pericardial 
effusion with a large left pleural effusion.
Write-up: Dose#1– 02/23/21. Pt began developing SOB and feeling tired. 
Dose#2– 03/18/21. Pt went to ER on 3/17/21- negative CXR. Sent home on 
steroids. No cardiac history. Returned to hospital 4/2/21 with worsening SOB- 
ECHO revealed estimated EF of 25% with diffuse hypokinesis. Pt c/o weight 
loss and fatigue. CT chest negative for PE. Was found to have small pericardial 
effusion with a large left pleural effusion. Started on Lifevest, entresto, 
furosemide and potassium.

EF 25% (poss 
Takotsubo’s 
cardiomyopathy??), 
pericardial effusion, 
pleural effusion 

1184225 4/8 59 M Ma 0 Other Medications: meloxicam, multivitamin, hydroxycut, Tylenol
Preexisting Conditions: Asthma, Breathing issues (from Titanium Rib Cage)
Allergies: codeine (not allergic but makes him sick)
Diagnostic Lab Data: covid test- negative multiple test
Write-up: pt says his heart started racing, he was dizzy, had SOB, and hands 
were shaking. Pt called PCP which told him to get to an ER. He went to ER. 
They did several test. His heart was miss-firing. They gave him some 
medication which brought heart rate down but needed to had have an electrical 
shock. This brought his heart rate down to 85. He has been referred to a 
Cardiologist which he will schedule appt today.

Cardioversion for 
tachycardic 
arrhythmia 

1184217 3/4 49 F Il 2 Other Medications: Levothyroxine, amlodapine
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: I have had so many blood tests I have lost count, an 
ultrasound, an MRI, a liver biopsy. I have seen my regular doctor, a gi specialist, 
a surgeon, a biopsy team, and a liver specialist.
Write-up: Dose#1– Feb 11. 5 days after, I started vomiting and running a fever 
for 2 days, my stomach was upset until the second shot After 2nd shot (March 
4) - 2 days post shot, I started excessive itching - after 11 days, and trying 
various antihistamines - the bruising and rashing from itching covered my entire 
body. I started jaundice on March 17, this continued to worsen and is still 
present.

Jaundice, pruritic 
rash, bruising

1184208 3/26 47 M Fl 0 Other Medications: Losartan/HCTZ
Preexisting Conditions: HTN
Allergies: NKDA
Diagnostic Lab Data: CPK $g 25000 Na 122
Write-up: Severe hyponatremia 2 to nausea vomiting and diarrhea. 
Rnhabdomylosis, Hospitalized 5 days.

Rhabdomyolysis, 
Hyponatremia (Na 
122)

1184121 4/8 85 M In 0 Other Medications: Lipitor. Lisinopril clonipin vitaminD3 ropinerol eliquis Lasix 
hydrochlorothyizide Paxil aspirin
Current Illness: He has had pneumonia was hospitalized twice once in 
February once in March. He was sent home on O2 but was taken of two weeks 
ago. He has CHF and had a heart event in February. He was receiving follow up 
for these conditions.
Preexisting Conditions: Pneumonia due to fluid back up in lungs from CHF. 
Back issue, sleep disorder, sleep apnea, high blood pressure,
Allergies: No
Diagnostic Lab Data: Chest X-ray and EKG 04/08/2021
Write-up: Shortness of breath, fever, chills, body aches, chest pain, Low 
oxygen level,.

Hypoxia

1184111 4/5 46 M Nm 0 PT HAD FLUSHING AT 9 PM HEADACHE AND PASSED OUT FRACTURING 
HIS MANDIBLE IN PROCESS. PT HAD ATRIAL FIBRILLATION PT IS IN 
STABLE CONDITION ON DILTIAZEM HAD NO HX OF HEART DISORDERS 
PRIOR TO VACCINE

New onset a fib 

1184093 4/2 78 F Mi 1 Other Medications: Eliquis, Potassium, metroprolol, Celexa, levothyroxine, 
metformin, aspirin, Bumex, Neurontin, alpha lipoic acid, protonix, crestor, 
singulair, spiriva, symbicort
Current Illness: gout attack 2 weeks earlier.
Preexisting Conditions: COPD, type 2 DM, CAD, Gout, Asthma, OA, Factor V 
Leiden
Allergies: Erythromycin, penicillin, sulfa abx, latex,
Write-up: The day following the injection, the patient experienced fever, chills, 
fatigue, aches. She began wheezing significantly and had tremors. Oxygen 
levels dropped to 82-84% which persisted following two albuterol nebulizer 
treatments. She was taken to the emergency department and was admitted for 
2 days for oxygen and steroid treatment.

Hypoxia 

1184090 3/13 67 M Me 1 Previous Vaccinations: 3 flu vaccines; more 10 years ago; symptoms were so 
severe that stopped getting them
Other Medications: Advil: 400mg/per dose, every 6-8 hours, 3x/daily Turmeric 
with black pepper: 1x/daily, 1/16 teaspoon K2D3 (Douglas Labs): 1 pill, 1x/daily 
(62.5mcg D3/180mcg K3) Glucosamine Chondroitin sulfate: 3 pills/daily 
(1500mg glucosamine HCI/1200
Current Illness: Low back injury.
Preexisting Conditions: Low back pain/bulged disc.
Allergies: None known.
Diagnostic Lab Data: None to date. Scheduled for a blood test 4/9/21 and 
doctor''s visit on 4/13/21.
Write-up: One day after the vaccine I had extreme muscle and join pain all over 
body, general malaise, fever. This lasted for about 3 days. About 10 days post 
vaccine, the symptoms returned with a ferocious energy. The pain in my 
muscles and joints is so severe that I can''t roll over in bed, have difficulty 
walking, and getting on and off the toilet. It interrupts my sleep so that I play 
musical bed-chair-couch throughout the night. Needless to say, it exacerbates 
the level of pain and fatigue I''m already experiencing. It is life debilitating as I 
cannot participate in my usual daily activities of walking, hiking, gardening, 
biking, etc. As a result of joint and muscle stiffness, I am also now experiencing 
headaches. These extreme conditions have persisted from March 23- April 
9...and I don''t see relief in the future.

Myalgia, arthralgia J

1184034 1/21 76 F Mi 1 Other Medications: Levotheyroxin, atentol, almodopine
Current Illness: It has been decided I had tempolar arteritis
Preexisting Conditions: Hashimoto’s thyroid kerataconus
Allergies: amoxicillin
Diagnostic Lab Data: Lab tests immediately all normal. Given a temple biopsy 
on last day of 2 weeks. Next day showed Temporal Arteritis. Put on 80 steroids. 
It is my belief that the Moderna upped my inflammation and the high 
inflammation seen on my eye and blood shows it pushed me into losing part of 
my eyesight in my good eye. I am now dealing with loss of eye sight and high 
steroids. I am sure my doctor has also placed a report. I know she said she 
was as she has had more instances with eyes on Moderna. At first since I 
am so typical of this disease they didn''t feel they could pinpoint this. I just don''t 
want anyone else to have to deal with this. My eye2 s were given a good report 
before this quite recently in fact.
Write-up: After first Moderna vaccine had several migraines with the Z''s but 
they were unusual. Usually I have a path of Z''s going left to right and then at my 
age I had a very slight headache. These looked different with broken up lights. 
and I woke up with them.Then on Feb 24 :1t 1:15 I had my second. The next 
morning I woke up with a hazy eyesight but I thought it might be a migraine. I 
somehow knew it wasn''t but didn''t go to a doctor. The next morning definitely 
knew. Saw 2 doctors one in emergency situation he placed me on steroids but I 
had lost part of my eyesight.

Temporal arteritis

1184002 3/9 76 M Tx 2 Other Medications: INSULIN; CARVEDILOL; FUROSEMIDE; CLOPIDOGREL; 
SIMVAS
Preexisting Conditions: DM II
Allergies: none
Write-up: paralysis of right side of face (Bell''s Palsy); report received from a 
consumer (patient himself). A 76-year-old male patient received VACCINE in left 
arm on 09Mar2021 at 17:15. The patient was not diagnosed with COVID-19 
prior to vaccination. The patient experienced paralysis of right side of face 
(Bell''s Palsy) on 11Mar2021.

Bell’s palsy 

1183804 3/12 33 M Il 0 Dose#2– 12-Mar-2021. On 12-Mar-2021, the patient experienced TINNITUS, 
numbness, and deafness in right ear. The patient was hospitalized from 14-
Mar-2021 to 15-Mar-2021. Patient mentioned Within 45 min after the injection, 
there was ringing in his right ear. 2 hrs after injection, he experienced 
numbness in his right ear. 3 hrs after injection, he experienced complete 
deafness in his right ear. 13Mar2021: He went to Urgent Care. 14Mar2011: He 
went to the Emergency Room. He stayed there under observation from 
14Mar2021-15Mar2021. He saw neurologists, Internal medicine doctors, & a 
bunch of other doctors. No one could diagnose the problem.

Tinnitus, 
numbness, 
deafness unilateral 

1183800 2/13 59 F Ny 30 Other Medications: ALLEGRA; VITAMIN D 2000
Write-up: 59-year-old female patient Dose#1– 13-Feb-2021. On 15-Mar-2021, 
the patient experienced hyponatremia, syncope, dizzy, Hit my head and 
Headache. The patient was hospitalized from 24-Mar-2021 to 26-Mar-2021

Hyponatremia, 
syncope

1183796 2/10 70 F U 42 Preexisting Conditions: Cardiac catheterisation (Found blockages which 
resulted in 2 stents.) 3/17/21
Allergies: 
CDC Split Type: USMODERNATX, INC.MOD20210
Write-up: HR of 200 bpm; Heart attack; Flu like symptoms; frequent urination; 
Dry heaves; Heart fluttering; Atrial Fibrillation; fever; Little flutter; reported by a 
consumer (subsequently medically confirmed) and describes the occurrence of 
HEART RATE INCREASED (HR of 200 bpm), MI and A FIB in a 70-year-old 
female patient. Dose#1– 10-Feb-2021, dose#2– 13-Mar-2021. On 24-Mar-2021, 
the patient experienced PALPITATIONS. On an unknown date, the patient 
experienced tachycardia (Heart beat of 200 bpm), MYOCARDIAL 
INFARCTION, Flu like symptoms, frequent urination, Dry heaves, Heart 
fluttering, ATRIAL FIBRILLATION and fever. The patient was hospitalized on 16-
Mar-2021 due to HEART RATE INCREASED. At the time of the report, outcome 
was unknown. Treatment information was not provided. On 26 Mar 2021, the 
patient had to wear holter monitor for 1 month for observation of atrial fibrillation.

MI, a fib 

1183794 1/28 78 F Oh 4 High blood pressure 170s-200 approximately one week after receiving the 
vaccine; Dizziness; Difficulty speaking; reported by a consumer (subsequently 
medically confirmed) about a 78-year-old female patient who received dose#1– 
28-Jan-2021. In February 2021, the patient experienced HYPERTENSIVE 
CRISIS (high blood pressure 170s-200 approximately one week after receiving 
the vaccine), DIZZINESS and APHASIA. The patient was hospitalized 
sometime in February 2021 due to HYPERTENSIVE CRISIS. At the time of the 
report, outcome was unknown.

Hypertensive crisis

1183773 2/25 46 F Va 7 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: There are so many tests to list...I am happy to fax a 
copy. On the 8th, many tests were run including Lumbar puncture- 3/8 MRI of 
cervical and thoracic spine- Brain MRI Abdominal CT on the 4th They tested for 
Lymes, MS, Autoimmune diseases, IGG, HIV, Neuromyelitis optica, etc.. All 
tests came back negative. More details
Write-up: Began with severe back pain on 3/04/21. I went to the ER and they 
checked heart because pain radiated to front. I went home and pain continued 
briefly the next day. By 3/6, I began to have numbness in my left leg, so again, I 
went to ER and they prescribed oral steroids and recommended MRI to be 
scheduled in back. My Monday 3/8 I was unable to walk and had no sensation 
from mid chest down. I could feel Pressure, but had no sense of temperature or 
sharpness. From that point I was admitted to the hospital. I spent a week on the 
6th floor and a week on the inpatient rehab floor. They ruled out demyelinating 
disease that could cause the lesion that was found on my cervical spine from 
c6-T-2. The records indicate demyelinating disease vs post vaccine reaction. All 
tests for demyelinating diseases came back negative, so it is believed by the 
doctors that this was definitely caused by the Moderna vaccine. It caused a 
transverse myelitis reaction, which I am still dealing with. My walking is 
extremely slow, and the sensation issues persist, along with incontinence. I 
have all of my medical records and diagnosis for record. The hope is this will 
eventually correct, but for now, I am still in PT/OT twice a week.

Transverse myelitis 

1183462 3/19 56 M In 13 Diagnostic Lab Data: At the emergency room on 4/4/21 I was given a CAT 
scan to rule out bleeding in the brain. Bloodwork was done and platelet count 
was 8,000. I was confined to a bed and told I was too high risk to walk, as a fall 
or even the slightest injury could have been catastrophic. I have never had any 
blood disorders in the past or issues prior. I was admitted to the hospital and 
diagnosed with ITP (Acute Thrombocytopenia). I was given 3 platelet 
transfusions each lasting 2.5 hours and two rounds of immunoglobulin (4 hours 
each round). Steroid 40mg a day for 4 days. I was in the hospital until 
Wednesday the 7th. When I was released my platelet levels were back up to 
69,000 still a long way from normal. I still have to go in every couple days for 
bloodwork to monitor platelet levels.
Write-up: Headaches, migraines, and tired after vaccine for 2 weeks. 14th day 
after vaccine noticed some red spots on leg that looked similar to a heat rash 
and over the next 24 hours entire legs were covered in red dots and feet were 
almost solid purple. On the morning of 16th day constant nose bleed and 
multiple blood blisters in mouth inside cheeks and all over tongue. Blood was 
coming from mouth. At that point legs were covered in dark red almost purple 
and spreading to chest, back, and arms.

ITP J

1183418 3/4 65 F Ct 29 6 Covid vax 
breakthrough ARDS

1183089 3/17 85 F Oh 2 Other Medications: Solisenacin 5mg, Lisinopril 2.5mg, Atorvastatin 40mg, Co 
Q-10 & Cinnamon, B-12 5000 mcg, Absorbable Calcium 1200 mg, D3 50mcg
Current Illness: NA
Preexisting Conditions: NA
Allergies: NA
Diagnostic Lab Data: On 3/21/2021 around 3 A.M. after getting dizzy, fainting 
and hitting her forehead on a night stand, she was taken by ambulance to the 
ER. Many tests were done at Community Hospital from 3/21 - 3/24/2021. 2 CT 
scan on lungs, CT scan on head, back x-ray, heart was in Arterial Fibrillation, 
medicine was given to stop blood clots. After being released from the hospital, 
on 3/25 she had a MRI done on her back and a heart monitor put on on . The 
MRI showed a fracture in her back. The back fracture is causing great pain, she 
has to go to many doctor appointments from this and has to wear a heart 
monitor and go to a Cardiologist which is all new from the time of the vaccine.
Write-up: Friday 3/19 Confusion, did not know her granddaughter, which 
grandchild she was kept confusing family names. That was very unusual for her. 
Saturday 3/20 didn''t feel good that day, Sunday 3/21 around 3am got up to go 
to the restroom got very light headed and fell/fainted hitting her head on the 
night stand and falling to the floor. When EMS arrived she was in A-fib. That had 
never happened before. No known heart problems.

AMS, syncope, new 
onset a fib 

J

1182768 3/25 70 M Nc 1 0 Other Medications: METFORMIN; FAMOTIDINE; CLOPIDOGREL; 
SIMVASTATIN; PROVENTIL HFA [SALBUTAMOL SULFATE]; MULTI; 
TURMERIC +; MELATONIN
Preexisting Conditions: Cardiac disorder; COVID-19 (prior to 
vaccination); Diabetes; Lung scarring (from previous covid-19 infection 
in Sept 2020)
Write-up: seizure; not breathing/arrested; no pulse; report from a 
contactable consumer (patient''s son). A 70-year-old male patient, 
dose#2– 25Mar2021 15:00 in R arm in a pharmacy/drug store. 
Dose#1– 25Feb2021 15:00 in L arm. Around 4:50 pm on 26Mar2021, 
the patient had a seizure that lasted approximately 5 to 10 seconds. 
Immediately following the seizure, it was observed that he was not 
breathing, and no pulse was detected. The emergency was immediately 
called, and medical assistance was requested. The patient''s wife was 
on the phone, and the daughter transferred the patient to the floor and 
began CPR. The fire arrived first and took over CPR, with paramedics 
arriving just a few minutes later. The reporter informed that "they" 
started delivering medications, intubated him, and shocked him with an 
AED device. The reporter informed that after getting a pulse (40 
minutes later), the patient was transported to the hospital. The patient 
arrested and was revived two more times before arresting a third time 
and time of death being called around 8:30 pm on 26Mar2021. The 
reporter informed that the patient got the 2nd dose on Thursday and on 
Friday he died. The events resulted in emergency room/department or 
urgent care. The events were considered serious (resulted in death). 
The reporter informed that it was unknown if patient been tested for 
COVID-19 since the vaccination. The patient''s treatment received were 
CPR, defibrillation, medications (epinephrine, norepinephrine, 
amioderone, etc). The patient died on 26Mar2021. It was not reported if 
an autopsy was performed. A report was filed earlier this morning with 
PSCC, but the funeral home was needing to know if Pfizer will want an 
autopsy prior to cremation.; Reported Cause(s) of Death: not breathing/
arrested; seizure; no pulse

Sz and cardiac 
arrest 50 min after 
vax

1182611 3/26 88 M Il 7 4 Other Medications: None
Current Illness: None
Preexisting Conditions: Hospice care
Allergies: None
Write-up: My father became weak and non-responsive in week 
following vaccine. Could not communicate and passed 11 days after 
receiving vaccine.

Weak, non-
responsive 

1182133 3/19 28 U Tn 6 Other Medications: OCP
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: 3/25/21 Plt count 125K 4/6/21 Plt ct 34K, smear 
reviewed, no clumping, no schistocytes. Ordered hypercoag panel, ANA and 
Anti PF4/HIT (awaiting all results) CT and MRI of head with dural sinus 
thrombosis, Duplex US with RLE thrombosis.
Write-up: She received the J and J vaccine on 3/19/21 at STM. She presented 
to Med center with a "viral syndrome" including fevers, rigors, muscle pain and 
SOB. She received a Z pack. Fever persisted for 1 day after ER visit but she 
continued to feel badly. The following day, 3/27 she was awakened with severe 
R$gL jaw pain, post HA with standing, pain in the cartilage on the tip of her nose 
and SOB. SOB resolved by 3/31. HAS persisted as did jaw pain and pain 
behind her eyes. ON 3/30 she noted increasing bruising and periorbital 
petechiae which continued through 4/5 when she sought help from Dr , her PcP. 
When she saw DR she was noted to have bilateral leg swelling R$g$gL . She 
had labs and a Doppler US which we are trying to locate. She had a syncopal 
spell on 4/6 and was brought to ER at STM where she was diagnosed with 
sagittal vein thrombosis, RLE DVT and thrombocytopenia.

Sagittal vein 
thrombosis, DVT, 
thrombocytopenia 
(plt 34k)

J

1182101 1/15 92 M Mn 80 1 Completed Moderna series on 02/12/2021. Diagnosed with COVID-19 
on 04/06/2021 and expired from COVID-19 pneumonia on 04/06/2021

Died of covid 53d 
after complete vax 
series

1182018 3/31 73 F Pa 8 0 Cardiac arrest

1181925 3/15 57 M De 8 14 GBS J

1181914 4/8 71 M Pa 0 0 Died from MVA 30 
minutes after vax 

1181567 3/31 62 F Wv 2 Other Medications: Levothyroxine Estradiol (hormone replacement 
therapy)
Current Illness: None
Preexisting Conditions: Management of hypothyroidism and night 
sweats-HRT related therapy
Allergies: None
Diagnostic Lab Data: N/A See item 21 below. I do not believe that I 
have significant damage but I am unwilling to state that I have no 
damage. I still cannot extend my arm fully without pain. I do not intend to 
see medical care for it at this time.
Write-up: Initial reaction was flu-like symptoms but more concerning 
reaction was a bad rash with red small bumps on the same side as the 
shot was given directly above my left breast that was severely itchy. This 
rash is just now starting to dissipate but still itches; I used OTC cortisone 
creme and Benedryl to address the itching. The other major effect 
involved my left arm. For a full week, the muscle in which the shot was 
given was extremely sore to the touch and the whole arm ached. I still 
cannot fully extend that arm above my head without it feeling like an 
aching weight. Lastly, I had a pain in the center of my back as a hard 
ache that one week later still has not fully dissipated. It appears to be 
going away, but has lingered longer than I would have expected.

Shoulder 
weakness, rash, 
back pain

J

1180868 4/6 74 F Pa 0 0 Other Medications: Calcium Carbonate/Vitamin D 600 mg daily, 
Pantoprazole 40 mg daily, aspirin 81 mg daily, Fish oil 1200 mg daily, 
Multivitamin daily, Flaxseed oil 1000 mg daily, Metoprolol tartrate 25 mg 
BID, Enalapril 10 mg daily.
Preexisting Conditions: cancer, GERD (with hiatal hernia), 
hypertension, anemia
Allergies: Hydrochlorothiazide (SOB), Sulfamethoxazole/Trimethoprim 
(Hives)
Write-up: Patient was vaccinated on 4/6/21 at 9:05 am. Report received 
that patient was in the car on the way home from the vaccination and 
had chest pain and shortness of breath. Patient called their primary care 
doctor who requested reporting to the nearest emergency room 
immediately. Patient became unresponsive in the car. Patient arrived in 
cardiac arrest (arrival time noted to be 4/6/21 at 10:54 am, CPR began. 
Patient was intubated in the ER, and received epinephrine, amiodarone, 
and was defibrillated several times per ACLS protocol. Patient did not 
have return of spontaneous circulation and was subsequently 
pronounced. Per report, it was noted that patient was short of breath 
prior to receiving vaccination earlier in the day.

DOA from cardiac 
arrest less than 2 
hours later 

1180857 2/24 71 F Tx 12 22 Acute Hemorrhagic CVA Acute 
Hemorrhagic CVA

1180840 4/2 68 F Ar 0 6 3.5 hours after receiving the vaccine, the patient was killed in a head-on 
collision. The patient was driving when her vehicle crossed the 
centerline and struck a second vehicle head on. It is unknown if the 
COVID19 vaccine contributed to the collision and death.

MVA crossed 
center line 3.5 hrs 
after vax

1180818 3/19 69 M Wi 3 0 Cardiac arrest on 
autopsy 

1180640 4/3 66 M Ky 1 4 Preexisting Conditions: HTN, HLD, COPD, 1-2 PPD smoker
Write-up: 4/4/21 woke up more tired than usual. Progressed from there, 
prominent fatigue for the next couple days, slept on the couch on and off 
for a couple days which was unusual for him. Mild SOA and weakness 
4/7/21. Died in his sleep into the morning of 4/8/21.

Died in sleep after 
profound fatigue

1180565 4/1 69 F Mo 6 0 Other Medications: Chemotherapy
Preexisting Conditions: Stage 1 Cancer
Write-up: 04/07/2021 cold hands, alternating hot and cold sweats, arm 
stiffness, shaking, aphasic and blank stare. Date of death 04/07/2021.

Poss sz

1180533 3/11 63 M Mi 14 0 “her husband passed away in his sleep suddenly after a wonderful 
evening on 3/25/2021”

Sudden death 2 
weeks later

1180530 4/1 84 F Ga 1 0 massive basal ganglia hemorrhage massive basal 
ganglia hemorrhage

1180245 3/10 73 M Il 16 0 Preexisting Conditions: Hyperlipidemia; htn; diabetes,
Allergies: NKA
Diagnostic Lab Data: Patient was helping to place lines on the football 
field when he had a sudden witnessed collapse, CPR was initiated and 
EMS was involved. Intubated in field with CPR following ACLS protocol 
during transport to ER. Asystole, confirmed in 2 leads and bedside echo 
showed no cardiac activity.

Witnessed sudden 
cardiac arrest 

1180051 2/4 70 F Ky 27 28 Current Illness: COVID-19 infection one month after vaccination
Diagnostic Lab Data: Tested positive for COVID-19 by PCR on 
3/06/2021 & 3/16/2021. Dose#1– 1/7/2021, dose#2– 2/4/2021.
Write-up: Was hospitalized (unsure dates on hospitalization); has no 
known pre-existing conditions; symptom onset was 3/3/2021 with fever, 
chills, rigors, myalgia, rhinorrhea/congestion, sore throat, cough (wet 
productive), nausea/vomiting, headache, loss of smell and taste, and 
fatigue. Was a household contact to a known COID-19 case.

COV+ 1 month after 
2nd dose; died of 
covid

1179444 4/6 50 F Ri 0 0 Found deceased at home same day of vax Found deceased 
at home same 
day of vax

1179434 3/28 70 F Nm 2 1 Other Medications: Insulin
Current Illness: None
Preexisting Conditions: Diabetes & muscular sclerosis
Write-up: She felt bad the evening of her 2nd vaccine. The morning 
after she felt worse. Nauseous, pale, achy. She said she had not ever 
felt that bad. I read possible side effects. It said flu like symptoms, so we 
thought it would pass. Then around 4 she called for me & when I got 
there she had an event that caused her to be unable to speak & her 
eyes widened & pupils were dilated. I called 911. They got here quick. 
She had at least three of those stiffening wide eyed events. The emt said 
they thought it was her blood sugar. When checked it was 350 even 
though she had taken her insulin that day. They said she had a massive 
heart attack on the way to the hospital.

Unresponsive, pupil 
dilation, MI, 
hyperglycemia 

1179211 1/21 74 F Fl 3 28 Current Illness: Diverticulitis
Preexisting Conditions: Kidney disorder
Diagnostic Lab Data: 1/28: CXR
Write-up: Kidney infection; fell, laceration to face; too weak to stand; 
patient passed away; internally bleeding; wheezing; SOB; report from a 
contactable consumer. A 74-year-old female patient received Dose#1– 
19Jan2021. On 24Jan2021, the patient began feeling weak and 
experienced some wheezing and SOB. The patient did not seek medical 
attention at that time. On 28Jan2021, the patient fell and EMS was 
called. The patient had no injuries but was too weak to get up. The 
patient saw her doctor on the same day and was prescribed medications 
and chest X-ray was performed (results unknown). On 29Jan2021, the 
patient followed up with her doctor. On 30Jan2021, the patient fell and 
had laceration to face, was too weak to stand, and was admitted for 
kidney infection. The patient was hospitalized for the events kidney 
infection, fell, laceration to face, and too weak to stand from 30Jan2021 
to unspecified date. On 09Feb2021, the patient began internally 
bleeding. The patient underwent small bowel resection surgery. The 
surgery was not planned prior to taking BNT162B2. Therapeutic 
measures were taken for the events very weak/ continued weakness , 
and fell. The patient did not receive treatment for the events wheezing 
and SOB. The patient outcome of the events was unknown. On 
21Feb2021, the patient passed away. It was unknown if an autopsy was 
performed and cause of death was unknown.

Very weak; fall; 
SOB; 
pyelonephritis; 
internal 
hemorrhage; 
unplanned small 
bowel resection 

1178909 4/2 75 M Ca 1 4 He complained Fever and after that shortness of breath, and when I 
tried to see a Doctor he suddenly collapse and died

Fever, SOB, sudden 
death 

J

1178571 3/12 58 M Ma 21 0 Other Medications: Amlodipine, Gabapentin, Aspirin, Ramipril, 
Metoprolol, Atorvastatin
Current Illness: Gout, HTN, seizure disorder.
Preexisting Conditions: See above.
Allergies: Bee stings, NKDA.
Diagnostic Lab Data: Pt had had a cardiology visit 3/22. Ramipril rx 
was new. Perfusion test five months prior was negative for ischemia. 
Plan to see him back PRN basis.
Write-up: Pt was found deceased at home, 4/2/2021.

Found dead at 
home 21 days later

1178531 4/4 49 M Co 0 0 Died within 12 hours Died within 12 
hours

1178307 2/27 U F Wa 1 0 Died 23 hours later of cardiac arrest Died 23 hours 
later of cardiac 
arrest 

1178152 U 40 M U 7 U MI MI J

1178071 2/24 53 M Tx 0 0 Found dead at home 12 hours after vax Found dead at 
home 12 hours 
after vax

1178023 3/24 37 F Ma 10 Other Medications: Norethindrone-ethinyl estradiol Sertaline 50 mg 
Wellbutrin
Current Illness: none
Preexisting Conditions: none
Allergies: NKDA
Diagnostic Lab Data: CT head MRI brain Ultrasound of extremities
Write-up: Admitted with ischemic stroke and multiple thrombi in 
extremities

Ischemic CVA and 
multiple thrombi in 
extremities

J

1177800 2/25 80 M Tx 0 40 Cov- bilat 
pneumonia 

1177384 2/12 70 F Ca 0 0 Hemorrhagic CVA 

1177173 4/5 59 F Ky 0 0 That evening at home, felt hot, shaky, and then died. Sudden death 

1177103 3/30 47 M Tx 1 Allergies: Amoxicillin, Ceftin [Cefuroxime], Sulfa Antibiotics
Diagnostic Lab Data: 4/1/21 negative blood and CSF culture 4/1/21 
CSF protein 51 MG/DL 4/1/21-4/3/21 AST 136, 102, 65; ALT 115, 102, 
65 4/2 toxicology screen positive for Benzodiazepines CT and MRI of b
Write-up: Transferred from Hospital on 4/1/21 for fever and altered 
mental status, suspecting adverse reaction from Janssen COVID 
vaccine given 3/30/21, symptom onset 3/31/21 morning. Sepsis with 
unknown source of infection: This is evidenced by leukopenia, 
tachycardia and fever. Acute metabolic encephalopathy, likely secondary 
to possible sepsis versus effects of COVID vaccine. Encephalitis and 
meningitis ruled out. Acute nontraumatic rhabdomyolysis: evidenced by 
elevated CK levels 1700 on admission, likely secondary to sepsis. Acute 
renal failure, hypothyroidism, transaminitis, elevated troponin likely 
associated with rhabdo. On sepsis protocol (vancomycin, meropenem 
and acyclovir) Disc

Acute metabolic 
encephalopathy, 
rhabdomyolysis, 
arf, sepsis of 
unknown source

J

1176374 2/24 58 M Ha 8 8 Other Medications: Vancomycin, ertapenum, voriconazole, acyclovir, 
omeprazole
Current Illness: MDS, CIDP, hemochromatosis, pancytopenia, chronic 
Thrombocytop
Preexisting Conditions: NDS, CIDP, pancytopenia, thrombocytopenia, 
hemochromatosis
Allergies: Tomatoes
Write-up: sore arm, lethargy, chronic fatigue, fever, fluid on lungs, lack 
of oxygen, death Husband received dose#1– 1/30/21. Mild side effects. 
Dose#2– 2/24/21. For the first week after the second dose, the side 
effects seemed normal. By the second week he was gasping for air. 
Rushed to ER via ambulance on 3/9/21. High heart rate, poor oxygen. 
Received numerous blood transfusions over 3-days (typical treatment for 
his blood disorder), yet body would not retain the transfused products. 
Died on 3/12/21 at 4:35 am from cardiac arrest caused by respiratory 
failure.

CIDP, exacerbation 
of MDS

1176029 1/11 66 F Ny 0 0 Found unresponsive 20 minutes later, and died. Autopsy revealed no 
cause of death

Sudden death

1176010 3/10 36 M Ny 8 3 Hematemesis 

1175722 3/19 67 F Il 0 17 Found dead

1175670 3/18 49 F Mi 14 4 Diagnostic Lab Data: MRI brain/Cspine 4/2 MRI T/Lspine 4/3
Write-up: Pt developed rapid numbness/weakness diffusely, requiring 
ventilator support over period of days. Currently treated with IVIG

Poss GBS J

1174338 3/25 40 M Va 1 0 Died 12-15 hrs later

1172840 4/2 82 F Mo 1 0 Died in sleep that night Died in sleep that 
night

1171746 3/29 65 F Ma 3 Diagnostic Lab Data: Admitted to local hospital with the following 
diagnosis: Acute respiratory failure, unspecified whether with hypoxia or 
hypercapnia (CMS/HCC) (Primary Dx); Encephalopathy; Left-sided 
weakness; Elevated troponin; Respiratory acidosis; Urinary tract 
infection without hematuria, site unspecified; Pain,
Write-up: Patient vaccinated by EMS on 3/29/21, EMS notified clinic 
that patient was taken to the Hospital for a stroke on 4/1/21

CVA, resp acidosis J

1170822 3/4 46 M U 14 0 Found dead at home after not showing up for work Sudden death 

1170462 3/31 56 M Nv 0 5 Rash (red, raised, 
macular)

J

1169918 3/22 71 F Il 4 Other Medications: aspirin 81 mg daily calcium 500 mg daily
Current Illness: None
Preexisting Conditions: History of DVT and PE in 2015 after riding in a 
car for a long period of time on vacation. Hypertension. Hyperlipidemia. 
Obesity.
Allergies: No known allergies
Diagnostic Lab Data: She was admitted to Hospital and diagnosed with 
a DVT and PE.
Write-up: She developed symptoms of right lower leg pain 4 days after 
receiving the vaccine. It then progressed to right chest pain, tachycardia, 
and shortness of breath. She was diagnosed with a DVT and PE.

DVT, PE (h/o DVT) J

1169584 4/2 50 F Nc 1 0 Died in sleep following day Died in sleep 
following day

J

1168970 U 95 F Nj 0 4 A fib 6 hours later and next day; next day, unable to swallow; 3 days 
after vax, thrombosis in UE

A fib, thrombus UE, 
dysphagia

J

1168352 3/26 63 M Co 0 6 Other Medications: none other than eye drops
Current Illness: none
Preexisting Conditions: hypertension
Diagnostic Lab Data: Autopsy including toxicology (pending tax). 
COVID 19 test done at autopsy was negative.
Write-up: Started feeling ill a few hours after vaccination. Became 
increasingly ill over the next few days with nausea and vomiting, severe 
diarrhea, leg cramps that progressed to where he was not able to 
ambulate, flushed, confused.

N/V/D, cramps; 
cov-

J

1168104 3/2 38 39w 2dVa 14 2 Preexisting Conditions: Pregnant 39 weeks, 3 days on 3/16/2021, 
Gestational Diabetes on insulin, Hemochromatosis, Low lying placenta, 
endometriosis, Sleep Apnea
Write-up: Vaccination received 3/2/2021. On 3/16/2021, maternal 
cardiac arrest, terminal fetal bradycardia, emergent C-section. Likely 
amniotic fluid embolism and DIC.

Maternal and fetal 
cardiac arrest and 
death; likely 
amniotic fluid 
embolism and DIC

1167787 3/31 20 M Ny 1 pt''s mother called stating he went to hospital er for dehydration on 
friday was given iv fluids and zofran, nausea and vomiting continued 
and was brought back to hospital on sunday where he is now, ct scan 
done and awaiting gastro consult

Dehydration from 
N/V

J

1167057 3/19 46 M Pe 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Penicillin
Diagnostic Lab Data: MRI with and with out contrast on brain and eyes 
on 04/02/2021 3rd nerve palsy Brain lesion now active in same area
Write-up: Pain at injection site, woke up next morning with double 
vision. With both eyes open, dizziness, loss of depth perception

Diplopia from CN III 
palsy

J

1166990 3/6 62 M La 1 Other Medications: aspirin,clopidogrel,coenzyme q10, 
ezetimibe,metoprolol succinate,rosuvastatin,
Diagnostic Lab Data: NM Myocardial Perfusion spect. Multi Pharm; 
Nuclear stress test; blood work; EKG; Chest X-ray
Write-up: I got the shot on a Saturday. On Sunday morning i felt ill, my 
chest was hurting. By 3:00 pm it started to feel worse. I took my blood 
pressure at home and it was extremely high. My wife called my Doctor 
who said go to the E.R. Once there they took my blood pressure and it 
was over 200. The ER Doctor gave me a nitroGlycerin pill to get the 
blood pressure down. They did multiple test on my heart. The pain went 
away once the blood pressure went down. I spent the nite in the hospital 
and was released after numerous test the next day.

HTN urgency J

1166746 3/14 39 F Wa 12 Other Medications: vitamin D, vitamin B-12
Preexisting Conditions: depression, vitamin D deficiency
Allergies: no known allergies
Write-up: Symptoms started as numbness and weakness in her feet 
which progressed to her hands, and eventually whole body. Diagnosis is 
Guillain-Barre syndrome. Remains hospitalized and receiving IVIG.

GBS J

1165154 3/12 46 M Oh 18 0 Other Medications: Heart meds, blood thinners, and blood pressure 
meds.
Preexisting Conditions: Heart disease
Allergies: Penicillin
Write-up: My husband died 18 days after the shot

Death J

1164783 3/11 37 F Wa 18 Other Medications: insulin, estradiol, ibuprofen
Preexisting Conditions: diabetes, morbid obesity
Allergies: metformin, Trulicity
Write-up: Pulmonary embolism and bilateral DVTs, received vaccine on 
3/11/21, was admitted to the hospital on 3/29/21

PE, bilat DVTs J

1163209 3/5 57 M Ct 12  Numbness in extremities, paralysis full body. Pneumonia left lung. Now 
diagnosed with Guillain-Barre syndrome, due to reaction to covid-19 
vaccine

GBS J

1162619 3/16 18 F Nv 16 Diagnostic Lab Data: CT angiogram head, MRI brain
CDC Split Type:
Write-up: Superior sagittal sinus thrombosis diagnosed on 4/1/2021. 
Symptoms started early on April 1, 2021

Superior sagittal 
sinus thrombosis 

J

1130875 2/24 83 F Me 12 Other Medications: Lisinopril, HCTZ, timolol ophthalmic, bimatoprost 
ophthalmic
Preexisting Conditions: HTN Chronic thrombocythemia Glaucoma
Allergies: Lorazepam - agitation
Diagnostic Lab Data: Very modest leukocytosis at times, up to WBC 12.0; 
about 9 consistently. 3/12: CRP 0.80. CT head no acute findings.  3/15: Brain 
MRI no acute findings. 3/22: MRI/MRA brain no acute findings. 3/23: CRP 2.03. 
LP—clear fluid, no orgs or PMS on gram stain but WBC 34 cells/uL, 91% 
lymphocytes, glucose 48, protein 94, not inconsistent with an aseptic meningitis. 
Patient had first of two COVID vaccine doses about 1month ago; unknown 
relevance. It is noted from VAERS data that there are more than 800 
reports of encephalitis potential linked to COVID vaccination. 3/23: Started 
acyclovir 10mg/kg q8h IV. 3/24: ID consult stated presentation does not fit very 
well with an aseptic meningoencephalitis, which is what CNS fluid analysis 
might point to. acyclovir d/c''d 03/24. They note technically this appears to be an 
aseptic meningitis by lab findings; a viral or autoimmune encephalitis remain in 
the differential. positive serum ANA screen at 1:80, speckled pattern. for this.
Write-up: 3/15: presented to ED complaining of generalized weakness. She 
had felt well and had been in her usual state of health. patient''s daughter notes 
patient was previously alert, conversant, and independent but is now 
significantly changed. 03/08/21 she began to develop progressive generalized 
weakness up to the point where she remained in bed for several days. She 
could not support herself when attempting to rise from bed. She noted poor PO 
intake with nausea, no vomiting. Loose stools for several days. waves of 
lightheadedness and had fallen backwards three times in the prior week, 
reportedly due to poor balance when standing. She was unable to elaborate 
regarding the falls but admitted to hitting her head at least once, unable to say if 
she lost consciousness or if she felt presyncopal symptoms before falling. 
initially presented on 03/12/21 to ED for evaluation, workup negative, labs and 
imaging normal. CT brain found no acute process. She was sent home, but 
returned to ED 03/15/21 when symptoms had not improved. she was afebrile, 
significantly hypertensive, mildly tachycardic, + orthostatic vital signs. Labs 
significant for heme occult positive stool, proBNP 397, WBC 10.1, H/H 
13.4/39.9, PLT 493, UA neg for infection. COVID neg. CXR found slightly 
increased interstitial markings. MRI brain found no acute intracranial 
abnormality. She could not ambulate without leaning backward and to the right 
and needed 1-2 assist. Persistent significant gait instability, cognitive slowing, 
and dysmetria, no focal weakness.

Likely aseptic 
meningitis 

1130868 1/19 47 F Tn 4 Tinnitus Tinnitus 

1130827 2/20 48 F Fl 2 Other Medications: Nplate
Preexisting Conditions: ITP (x10 years), osteoporosis
Allergies: demerol codeine
Diagnostic Lab Data: Should be in patients hospital medical record, but had 
platelet count 21K today. Her other labs were relatively normal. Platelet counts 
3/23 were 1k and 3k before infusion of HLA matched platelets.
Write-up: DOSE#1– 2/20/21. After first dose had drop in platelets starting 
2/22/21: plt 5K and received 2 or 3 units of platelets as outpatient. Plt count 
100K or higher before second shot. DOSE#2– 3/20/21. On 3/22/21 platelets 
were low and was admitted to Hospital and received 5 units of platelets. 
Released 3/24/21 with platelet count of 21k. Did have some mild petechia and 
mild headache but no sig other symptoms. no bleeding occurred.

ITP exacerbation 
after each vax (plt 
5k)

1130786 3/20 85 M Ca 2 2 days following vaccine patient had a cardiac arrest at home. Very likely this 
arrest was due to his underlying medical conditions and not the vaccine, but it 
is technically possible the vaccine put additional stress on his system.

Cardiac arrest 

1130777 2/20 76 F Ne 4 2 Preexisting Conditions: obesity, diabetes mellitus type II, hypertension, 
hyperlipidemia, arterial vascular disease, congestive heart failure, atrial 
fibrillation/flutter, coronary artery disease
Allergies: CEFAZOLIN, COMPAZINE
Write-up: DOSE#1– 2/20. reported feeling "lousy" afterwards. On the evening 
of 2/23 felt like she was going to pass out. Felt worse when she woke the next 
morning. Presented to the ER on 2/24 with chest pain and "indigestion". Found 
to be in A.Fib with RVR. Vomited in ER triage. On 2/25 developed AMS, 
hypotension, hypoxemia. She was intubated and transferred to the ICU with 
severe lactic acidosis/shock/multiorgan failure. RLL infiltrate and right pleural 
effusion. Diagnosed with pneumonia and possible ischemic bowel. Died on 
2/26. Family requested autopsy.

A fib w RVR, severe 
lactic acidosis, 
shock, multiorgan 
failure, RLL 
infiltrate, pleural 
effusion, 
pneumonia, 
ischemic bowel

1130749 3/9 78 M Wi 5 Other Medications: amLODIPine 5 MG daily. aspirin 81 MG EC daily. 
atorvastatin 80 MG daily. B Complex Vitamins daily
Preexisting Conditions: CAD (status post prior inferior wall STEMI status post 
RCA and LAD stenting 2014), GERD, Hypertension, Hemachromatosis and 
Psoriasis
Allergies: NKDA
Diagnostic Lab Data: Echocardiogram 3/15/21 1. Moderately depressed left 
ventricular systolic function with ejection fraction of 35 to 40%. Possible early 
apical thrombus. 2. Right ventricular systolic function is moderately depressed. 
3. Mild right atrial enlargement. 4. Trace mitral insufficiency. 5. Mild tricuspid 
insufficiency with upper normal right ventricular systolic pressure 29 mmHg. 6. 
Aortic valve sclerosis without significant stenosis. 7. Mild dilatation of the 
ascending aorta at 3.9 cm. Mild dilatation of the aortic root at the sinus of 
Valsalva at 3.9 cm. 8. Health Center previous echocardiogram on 10/20/2014, 
left ventricular systolic dysfunction as well as right ventricular systolic 
dysfunction is seen. The aorta measures 3.9 cm compared to 3.7 cm in the 
previous study. Atrial measurement is more consistent with normal volume in 
this present study. Possible apical thrombus seen in this present study. Cardiac 
MRI 3/16/21: 1. There is minimal thickening of the pericardium, which measures 
0.3 cm with abnormal diffuse enhancement of the pericardium seen on 
postcontrast images. These findings are highly suspicious for mild acute 
pericarditis. However, there is no discrete MR evidence for constrictive 
physiology, such as a definite diastolic septal bounce, and correlation with 
echocardiogram findings is recommended. 2. Incidental note is made of a 
curvilinear focus of abnormal signal identified in the inferior wall of the left 
ventricle, extending from the mid cavity to apex, which demonstrates transmural 
enhancement on postcontrast images and likely represents sequela of prior 
myocardial infarction. Clinical correlation is recommended. 3. Otherwise, there 
is no abnormal delayed gadolinium enhancement identified in the left ventricle 
to represent myocarditis. 4. There is mildly diminished systolic function of the 
left ventricle with an ejection fraction of 52%. 5. Incidental note is made of small 
bilateral layering pleural effusions.
Write-up: 3/14/21 complaints of low-grade fever, cough, chills and difficulty with 
taking in a deep breath after dose#2 about 5 days prior. New diagnosis of 
pericarditis given based on symptoms and cardiac MRI

Pericarditis 

1130730 3/19 52 F Nj 0 New arrhythmia New arrhythmia 

1130724 3/12 68 M Wv 0 Other Medications: dilTIAZem 30 mg tid dutasteride 0.5 mg daily guaifenesin 
ER 1,200 mg bid multivitamin daily predniSONE 20 mg daily x 7 days
Current Illness: arthritis, atrial fibrillation, hypercholesterolemia, hypertension, 
neuropathy, pneumonia right lung, hypokalemia, type 2 diabetes mellitus, 
obstructive sleep apnea, benign prostatic hyperplasia; had COVID19 
pneumonia in December 2020
Preexisting Conditions: same as above plus pneumonia involving right lung, 
volume overload, acute respiratory failure with hypoxia
Allergies: Bee Venom (honey bee), insect venom
Diagnostic Lab Data: CXR: RUL infiltrate concerning for acute RUL pneumonia 
with underlying volume overload and CHF. CT chest: emphysema/COPD with 
chronic underlying interstitial lung changes and scattered bilateral parenchymal 
scarring, micronodular interstitial-type infiltrates most pronounced in the upper 
lobes bilaterally that have a ground glass appearance concerning for atypical 
pneumonitis, stable 10 mm oval nodule inferiorly in the right upper lobe, 
cardiomegaly and mild ASCVD.
Write-up: Worsening SOB since dose#2.

Atypical 
pneumonitis 

1130720 3/19 68 M U 0 0 Death from ruptured MI Ruptured MI and 
death same day

1130690 2/27 83 M U 24 SOB, Hypokalemia, Metabolic acidosis, Pneumonia, Chronic a fib, Acute 
respiratory failure with hypoxia, Multiple myeloma not having achieved 
remission, Severe sepsis, ST segment depression

SOB, Hypokalemia, 
Metabolic acidosis, 
Pneumonia, Acute 
respiratory failure 
with hypoxia, 
Severe sepsis, ST 
segment 
depression

1130616 3/16 49 F Md 1 found unresponsive the next day (so she may have died on the 16th) from what 
they believe was a heart attack.

Poss MI (found 
dead next day)

1130609 1/20 90 M Ga 14 Other Medications: Vitamin B-12 Prevalite Melatonin Folic Acid Imodium Iron 
Colace Vitamin D3 Vitamin C Ventolin HFA Aspirin Lasix Norvasc Synthroid
Current Illness: UTI
Preexisting Conditions: CKD essential hypertension hypothyroidism dementia 
hyperkalemia bradycardia anemia dysphagia type 2 diabetes mellitis metabolic 
encephalopathy heart disease GERD
Write-up: received vaccine on 01/20/2021, on 02/03/2021 noted to be actively 
bleeding from rectum, sent to hospital with GI bleed

Rectal bleeding

1130525 47 M 1 Meningismus sx, decreased LOC Meningismus, 
decreased LOC

1130481 2/12 34 F Ca 10 Other Medications: - trazodone 150mg qhs - Duloxetine delayed release 
(Cymbalta) 30mg daily - Valtrex 500mg qhs - Zinc (15 mg, 1 mg copper) - 
Vitamin D3 5000 IU - Pro-biotics - Vitamins B complex
Preexisting Conditions: vulvodynia, vaginismus
Allergies: Bactrim, Keflex, fluconazole
Diagnostic Lab Data: 2/23/21: Platelet 67k MPV 13.7. 3/14/21: Platelet 24k 
MPV 13.5. 3/15/21: WBC 10.01k RBC 3.95 Platelet 77k MPV 13.1. 3/16/21: 
Platelet 125k. 3/19/21: Platelet 180k MPV 12.1
Write-up: 2/22/21: annual physical showed platelet count of 67. I had no 
previous CBC panels with low numbers. 3/14/21: petechiae on face, lower 
abdomen, and back of lower legs and fatigue the previous 2 days. In ER: 
platelet count of 24. Tx: dexamethasone iv x 3 days, IVIG x 2 days. Good 
response to tx. Hospital discharge on 3/16. During the following days from the 
hospital I experienced severe headaches, nausea, vomiting, diarrhea, extreme 
fatigue, and night sweats until 3/20. I still experience extreme fatigue and night 
sweats. I had a follow up blood panel on 3/19, which showed stabilized 
numbers.

Thrombocytopenia 
(plt 24k)

1130394 2/28 71 F Wi 3 Other Medications: MYLANTA XS prn indigestion. calcitonin, MIACALCIN 200 
UNIT/ACT nasal spray
Preexisting Conditions: NIDDM type 2 with history of poor control, HTN, 
dyslipidemia, GERD with history of gastritis and gastrointestinal bleeding, mitral 
valve prolapse with mild regurgitation and colonic polyps
Allergies: Penicillins (Rash) Aspirin and Nsaids (GI bleed) Atorvastatin and 
Pravastatin (Diarrhea)
Diagnostic Lab Data: 3/3/21: sodium 128, CO2 18, creatinine 1.8, BUN 41, 
glucose 518, anion gap normal 16, magnesium 1.3, WBC 10.2 with left shift and 
4% bands, hemoglobin 11.6, hematocrit 33.5, ALT 83, AST 57, troponin 0 0.01, 
lactic acid 2.4, procalcitonin 11.72, D-dimer 7.15, rapid strep negative, 
COVID-19 negative, UA negative. ECG: a fib with RVR. CXR WNL. Abd US: 
non-obstructive cholelithiasis. By discharge on 3/13/21, all abnormal labs 
resolved or nearing normal limits.
Write-up: DOSE#1– 2/17/21. significant burning in her stomach. DOSE#2– 
2/28/21. In normal state of health at time of DOSE#2. 3 days later, presented 
with headache, fevers, nausea, vomiting, diarrhea, myalgias, malaise. As her 
hospitalization progressed, she was diagnosed with Severe Sepsis due to E. 
Coli bacteremia in setting of liver abscess, Cholelithiasis without acute 
cholecystitis, A Fib with RVR, Transaminitis (which resolved). Also, her known 
uncontrolled DM was treated. Per an Infection Disease: it is plausible that the 
abscess originated from self limiting cholecystitis/cholangitis which would be 
consistent with recent abdominal pain exacerbated with oral intake. Difficult to 
state definitively any relation to vax, though may have resulted from associated 
dehydration.

Severe Sepsis due 
to E. Coli 
bacteremia in 
setting of liver 
abscess, 
Cholelithiasis 
without acute 
cholecystitis, A Fib 
with RVR, 
Transaminitis

1130389 2/26 84 M Mn 20 Autoimmune hemolytic anemia Autoimmune 
hemolytic anemia 

1130386 51 M 5 15 Found unconscious. V fib, MI with proximal LAD occlusion V fib, MI

1130383 2/23 91 F Nj 1 Other Medications: ROSUVASTATIN 5MG GABAPENTIN 600MG BYSTOLIC 
5MG AMLODIPINE BESYLATE (Norvasc) 2.5MG LEVOTHYROXINE 
(Synthroid) 12.5MG CLOPIDOGREL (Plavix) 75MG
Preexisting Conditions: Recently had aortic valve replacement, TAVR 
procedures
Allergies: 
Diagnostic Lab Data: 
Write-up: next day, I developed Gastric reflux which I never had before. As the 
day progressed I had severe abdominal pain that lasted throughout the day, 
also something I never had before. Nausea set in late that evening. Although 
Thursday was fairly stable, on Friday I developed black diarrhea that continued 
all day. Sunday I was so weak that I went to the hospital via ambulance. After 4 
days of blood tests, transfusions, a chest x-ray, heart monitor, endoscopy and 
colonoscopy etc. , the only diagnosis for the significant blood loss was a 
bleeding ulcer. This must have been developing on Wednesday when the 
severe pain began. Since I never had ulcers, I firmly believe that everything was 
caused by the second vax.

Bleeding ulcer

1130351 3/21 74 F Wi 1 Other Medications: VITAMIN C PO bid. Ferrous Sulfate (SLOW FE PO) Take 
by mouth 3 days a week. turmeric 1,500 mg bid. LUTEIN 20 PO
Preexisting Conditions: A fib, hypothyroidism, skin cancer.
Allergies: Nka
Diagnostic Lab Data: 3/23 04:20 // 3/22 17:12– WBC 11.2* // 7.4 HGB 13.1 // 
15.5 HCT 38.9 // 46.0 PLT 152 // 182 SODIUM 141 // 138 POTASSIUM 3.3* // 
4.0 CHLORIDE 106 // 102 CO2 22 // 25 BUN 18 // 25* CREATININE 0.79 // 
1.09* GLUCOSE 168* // 146* CALCIUM 8.6 // 9.4 ALBUMIN 2.9* // 3.7 AST 
667* // 916* BILIRUBIN 2.8* // 2.3*. 3/22/2021 CXR and CTA head and neck 
WNL. Ct Head: no acute findings. Ct Abdomen Pelvis: 1. Abnormal gallbladder. 
Multiple filling defects within the gallbladder, gallbladder wall thickening and mild 
adjacent stranding. Consider HIDA scan. 2. Mild stranding surrounding the 
pancreatic head could represent pancreatitis. There is no biliary or pancreatic 
duct dilatation. No fluid collection. 3. Prominent duodenal diverticulum adjacent 
to the pancreatic head. 4. Suspect pulmonary embolism in the middle lobe 
segmental artery. Recommend dedicated CT of the chest with contrast. Us Liver 
/ Gallbladder / Pancreas: Cholelithiasis without acute cholecystitis.
Write-up: Brought in by husband with N/V, AMS, minimally responsive to verbal 
stimuli. she had been in her usual state of health. Dx: severe sepsis, acute 
encephalopathy, acute meningitis, liver shock, autoimmune hepatitis, ascending 
cholangitis, acute pancreatitis.

severe sepsis, 
acute 
encephalopathy, 
acute meningitis, 
liver shock, 
autoimmune 
hepatitis, ascending 
cholangitis, acute 
pancreatitis

1130350 3/1 55 F Il 1 Cholelithiasis, hydrops of gallbladder Cholelithiasis, 
hydrops of 
gallbladder 

1130335 3/6 56 F Co 0 Anaphyl Anaphyl 

1130327 2/10 84 M Ga 2 0 Died in sleep 2 days later Death

1130317 3/19 34 F U 0 Other Medications: none
Preexisting Conditions: none
Allergies: aspirin
Write-up: Patient started to feel weakness and felt "funny" approximately 1 hour 
after injection. Patient reported in addition to feelings of soreness, tiredness, 
and achiness, general weakness. A little over 48 hours later, patient presented 
to the ED with tingling and numbness. 72 hours later, patient admitted to the 
hospital with more tingling and numbness including arms, legs, hands, fingers, 
and face. Non-stop chin trembling occurred. MRI and spinal tap done with 
normal results. Neurology treating as Guillain Barre Syndrome. Patient''s heart 
rate was elevated. Immunoglobulin therapy started approximately 96 hours after 
injection received. Heart rate returned to normal with first therapy treatment. 
progression of symptoms stopped with the therapy.

GBS

1130260 3/7 71 M Ny 1 Preexisting Conditions: HTN, DM, COPD
Allergies: Levofloxacin
Write-up: SOB the next day. Sx increased over the next five days. Patient 
presented to the ED on 3/12/21 after being found hypoxic at their Primary Care 
doctor''s office with O2 sats in the 60s. admitted for pneumonia. Patient 
continued to require increasing amounts of O2 to maintain O2 sats and was 
diagnosed with multiple segmental pulmonary emboli on 3/16/21. On 3/17/21, 
patient was also diagnosed with a DVT on the right lower extremity.

Multiple segmental 
PE; DVT

1130254 3/24 56 F Mn 0 Other Medications: acetaminophen 500 beclomethasone, 42 mcg each 
actuation, nasal (BECONASE AQ) 42 mcg (0.042 %) nasal spray budesonide-
formoteroL (SYMBICORT) 160-4.5 mcg/actuation (160-4.5 mcg each actuation) 
inhaler cyclobenzaprine (FLEXERIL) 5
Preexisting Conditions: 
Allergies: Beta-blockers: Anaphylaxis; Ciprofloxacin: N/V, Dyspnea Covid-19 
Vaccine, Mrna, Bnt162b2, Lnp-s Anaphylaxis Penicillin Other. Aspirin. 
Azithromycin: Angioedema. Benadryl. Cefaclor. Celecoxib: Headache. 
Cephalexin: Itching. Diltiazem: SOB. Erythromycin. Gabapentin: Respiratory 
Distress. Iodinated Contrast. Latex. Losartan: HRN. Moxifloxacin. Nifedipine. 
Nsaids: Bleeding. Ondansetron. Oxycodone: SOB. Pollen Extracts. 
Rivaroxaban. Trimethoprim. Vibramycin [Doxycycline]: N/V. Zopiclone. Contrast 
Dye [Diatrizoate Meglumine (Iv Contrast Dye)]: Flushing
Write-up: History of severe anaphylactic reaction to gabapentin in 2018. Patient 
had discussed with PCP and allergist who agreed that patient should receive 
her COVID-19 vaccine. Patient received the COVID-19 vaccine at 1013. At 
1023 patient started feeling "off" BP was 177/105, pulse 96 and oxygen 97%. 
1st dose of epinephrine was administered. Patient was coughing and feeling like 
her throat was closing. Patients BP at 10:25 was 197/109 and 10:26 pulse ox 
95% and pulse 64. Patient continued to cough and experience shakiness and 
unable to catch her breath oxygen was applied at 6 L/minute. Patient received 
2nd dose of epinephrine at 1026. Patient received 125 mg of IM solumedrol at 
1032. No Benadryl was given due to allergies. EMS arrived at 1035 and 
administered a 3rd dose of epinephrine. IV started by EMS. EMS transported 
patient to ED.

Anaphylaxis 

1130251 3/3 76 F Pr 2 0 Other Medications: Insuline, Synthroid, Omeprazole
Preexisting Conditions: Diabetes, hypothyroidism
Allergies: None
Write-up: Sister reports that she was fine, the day before I took her to the 
dentist. Sister on 5/3/2021 called her and did not answer, so she goes to the 
nursing home where she resides. She finds her sister cold in the apartment''s 
furniture. Massive heart attack

MI, death

1130218 2/10 71 M Tx 39 Bell’s palsy Bell’s palsy 

1130201 3/14 61 F Fl 0 Other Medications: Trelegy, Hydrochlorothiazide, Zyrtec, Xiidra, Dorzolomide 
Hydrochloride-Timolol, Advil, Passion flower, Garlic, Biotin, Cal Mag Zinc, B12, 
D3, Allergy shot immunotherapy
Preexisting Conditions: Arthritis, Allergies, Hypertension
Allergies: Shellfish, Aspirin, Dogs, Cats, Tres, Grasses, Mold
Diagnostic Lab Data: CBC normal
Write-up: Elevated blood pressure 230/170 for over 24 hours. Dry mouth, 
Feeling of unease. Chilled, Insomnia. Loss of appetite. Joint pain, Headache for 
6 days.

Htn urgency J

1130189 3/18 23 F Vt 1 Other Medications: lorazepam, hydroxyzine, paliperidone, fluoxetine, and 
multivitamin
Preexisting Conditions: depression, anxiety, hypothyroidism
Allergies: sulfa
Write-up: the next day: SOB, general body pains. 3/23: dx bilateral PE.

Bilat PE

1130187 3/16 63 M Ga 2 Preexisting Conditions: Hypertension, tobacco abuse X48 years (cigars), 
ETOH abuse beer on the weekend and nephrolithiasis.
Write-up: 2 days later, not feeling well, and went to the ER and was found to be 
in Complete Heart Block and was transferred to ICU. He was found to be covid 
and Flu negative but strep positive.

Complete heart 
block 

J

1130157 1/28 59 M Ak 32 Other Medications: valtrex, odefsey, dolutegravir, tacrolimus, bactrim, 
prednisone, azathioprine, zantac, albuterol, vitamin D, carvedilol, aspirin, 
alendronate
Preexisting Conditions: HIV, renal transplant, chronic hepatitis B, seborrhea 
dermatitis, hypertension, genital herpes, secondary hyperparathyroidism, 
MGUS, gout, CAD
Allergies: emtirva, kefelx, vancomycin
Diagnostic Lab Data: MRI brain and spine survey 3/20 (old lacunar CVA stable 
since 2014, volume loss,; canal stenosis c4-5 and c5-6 with cord flattening) LP 
3/22 with 9 wbc (35%pmn), protein of 156, glucose 44. Cytology and cultures 
negative.
Write-up: Two days later developed left sided abdominal pain that was severe 
enough to warrant multiple ER visits, one admission, multiple negative tests 
including but not limited to CT scan and endoscopy. He lost 30 pounds. In the 
beginning of March he began noticing tingling and numbness in arms and legs 
which has progressed to paralysis of his bilateral lower extremities. He is now 
hospitalized for same and has a working diagnosis of CIDP (chronic 
inflammatory demyelinating polyneuropathy).

CIDP

1130052 3/5 49 F Id 2 She reports having a surgery on 1/4/2021. Received vaccine on 3/5/2021 and 
went to ED on 3/7/2021 and diagnosed with bilateral PE''s.

Bilat PE

1130026 1/27 72 F Nc 54 Pt admitted to hospital, tested positive for COVID-19, after completing vaccine 
series.

Covid breakthrough 

1130017 3/11 78 M Wi 2 Other Medications: allopurinol, amlodipine, atorvastatin, escitalopram, 
lisinopril, metoprolol tartrate, spironolactone, multivitamin, acetaminophen, ASA, 
cholecalciferol
Preexisting Conditions: CAD s/p CABG in 2019 carotid stenosis s/p 
endarterectomy in 2019 Hypertension spinal stenosis bladder cancer impaired 
fasting glucose pseudogout
Allergies: iodinated contrast - pruritus
Diagnostic Lab Data: Echo 3/23/21: EF 35-40% with inferolateral and 
anterolateral wall motion abnormalities BNP 14,713
Write-up: acute decompensated heart failure new left ventricular dysfunction 
(EF 35-40%) acute kidney injury

Heart failure 
exacerbation, new 
LV dysfunction, AKI

1130015 3/3 58 M Ma 3 two MIs, requiring cardiac catheterization with stenting MI

1130002 1/14 62 F Ks 3 Other Medications: vitamin D3
Preexisting Conditions: HTN Osteoarthritis GERD Hyperlipidemia 
Hypothyroidism SLE
Allergies: Amoxicillin Cyclobenzaprine Hydroxychloroquine Hydrocodone/APAP
Diagnostic Lab Data: No significant valve abnormality and no pericardial 
effusion noted during hospitalization. Cardiac cath during hospitalization did not 
show significant CAD. Findings of hospitalization were consistent with apical 
ballooning syndrome or a stress cardiomyopathy. Prior to hospitalization, pt did 
not have cardiac hx except for HTN and dyslipidemia.
Write-up: Next day developed chest pain and diarrhea. On Jan 17th, she 
presented to hospital and was found to have an non-ST elevated MI and apical 
ballooning syndrome.

NSTEMI and apical 
ballooning 
syndrome

1129999 2/10 83 F Il 1 Mom has secondary progressive MS and had not had an exacerbation in over 
30 years. The vaccine gave her an exacerbation - lethargic, unable to stand, 
crippled her 2 fingers and new a new lesion on her brain. This caused her to be 
in the hospital for a week and now in skilled care (going on week 3) for PT to 
learn how to walk again. She has been on steroids and also needs to take a 
Hepron injection 4x:day since she can?t get out of bed on her own.

MS exacerbation 

1129973 3/3 71 M Il 0 Other Medications: cetirizine, cyanocobalamin, loperamide, mirtazepine, 
onsdansetron, telotristat, acetaminophen
Preexisting Conditions: metastatic neuroendocrine tumor of the small bowel 
to liver s/p small bowel resection complicated by abdominal wall infection, 
diabetes, OSA, obesity
Allergies: flunisolide - headaches
Diagnostic Lab Data: Echo: EF 20-25% with large myocardial infarction, left 
ventricular thrombus troponin peaked at 52.9
Write-up: Patient had a STEMI but presented late to the hospital on 3/9/21 (he 
thought his symptoms were secondary to vaccine side effects). He underwent a 
percutaneous intervention to his left anterior coronary artery and had significant 
left ventricular systolic dysfunction (EF 20-25%) with cardiogenic shock 
requiring inotropes. He was evaluated by palliative care and transferred to our 
inpatient hospice unit.

STEMI, LV 
thrombus, EF 
20-25%, 
cardiogenic shock

1129967 3/23 68 F Ks 0 Allergies: Environmental allergies; h/o anaphylaxis 
Diagnostic Lab Data: Pt was intubated and transferred to the hospital.
Write-up: Vax 4:00 pm. At 4:17 her throat was tightening, difficulty breathing. At 
4:19 pm epinephrine. BP was 180/80 at 4:19 pm. 911 was called. Pt. continued 
to have difficulty breathing and talking. At 4:27 pm 50mg Benadryl IM. She was 
still having difficulty breathing and her respirations were rapid. At 4:28 pm 
Epinephrine 0.5mg SQ. BP was 150/100, Pulse was 154. At approximately 4:33 
pt. reported some relief, her respirations were not noted to be as rapid but she 
reported continued difficulty breathing. At approximately 4:35 EMS was on 
scene. EMS intubated patient and transported to Hospital. Pt. is in critical 
condition in the ICU. This RN called to check on patient on 03/24/2021 and it 
was reported by her nurse that she coded multiple times through the night and 
was made a DNR and will be placed on comfort care and it was anticipated she 
may pass in the next day or two.

Severe Anaphylaxis 
(intubated, coded) 

1129963 2/26 30 M Nc 22 Other Medications: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: Covid rapid- negative Glucose- normal
Write-up: pt stated that on 3/20/21 he developed facial paralysis on the right 
side of this face and loss of taste. Pt went to Urgent Care. They gave him a 
glucose test, Covid 19 Rapid test, took BP and Temp. which was 98.5. Pt 
diagnosed w/ Bells Palsy and was prescribed prednisone and valacyclovir.

Bell’s palsy 

1129949 2/2 62 F Or 0 Other Medications: Levothyroxine, Estradiol, Women''s multivitamin, Albuterol
Preexisting Conditions: Asthma, Hypothyroid
Allergies: None
Diagnostic Lab Data: 2/2/2021- In ER had abnormal EKG, elevated troponin: 
5ng/L and second one 17ng/L. Diagnosis at discharge: Adverse effect to 
vaccine.
Write-up: Within 30 min of shot, starting feeling itchy tongue and throat. Drank 
water and within a few minutes got a full body heat flush and starting shaking all 
over. Heart beating fast and having some pain in chest. Drove to her work place 
and was assessed by MD and RN on staff. BP was 220/120, pulse over 100. 
She took a Claritin and was monitored in the work place. She became lethargic 
and chest pain continued so she went to the closest Emergency Room.

Hypertensive 
urgency

1129923 3/24 55 M Ma 0 Other Medications: AMLODIPINE BESYLATE 5 MG daily LISINOPRIL 5 MG 
daily SENNA PLUS 8.6-50 mg bid prn constipation PROVENTIL HFA 108 (90 
BASE) MCG/ACT AERS 2 puffs every 4-6 hours as needed for SOB
Preexisting Conditions: HYPERTENSION SYSTOLIC MURMUR ASTHMA
Allergies: NKA
Write-up: DOSE#1– 3/24/21. Patient became unsteady and was directed to 
stretcher. Patient has a hx of HTN and reports not taking his BP medication for 
"a while." Reports potentially taking Lasix and Vit K. Patient reports not eating or 
drinking prior to receiving the vaccination. Alert and oriented. Denies SOB/chest 
pain. Vitals taken at 10:45AM: BP 197/110 HR 75 SPO2 98% RA ED rapid 
response called. Pt unable to stand up from stretcher. Patient was taken to ED. 
In ED, systolic over 220. Concern for gait instability, no evidence of strength 
weakness on any extremity. patient presents with clear hypertensive urgency 
versus hypertensive emergency.

HTN urgency

1129878 2/13 47 F Az 0 Other Medications: HUMERA
Preexisting Conditions: HTN, arthritis
Allergies: 
Write-up: reporter: nurse. DOSE#1– 2/13. 2 hours later: facial droop, 
concerned for stroke therefore was hospitalized and dx Bell''s palsy. Tx: vitamin 
B12 and was on steroids for 5 days,

Bell’s palsy 

1129851 1/18 92 M Nc 3 0 MI MI, death

1129841 3/5 26 M U 2 Other Medications: TOPAMAX; LITHIUM; GEODON; LEXAPRO; VYVANSE; 
CLARITIN; FLONASE; PROBIOTICS; VITAMIN D; MULTIVITAMIN
Write-up: reporter: consumer DOSE#1– 3/5; 3/7: the patient reported feeling 
weird, disoriented and having joint pain. Two days later he could not walk 
without a cane. The patient reported being hospitalized for depression from 
unknown date until 11 Mar 2021. Tx: gabapentin.

AMS; depression 
exacerbation 

1129838 73 0 CP, vomiting; DOA DOA

1129801 84 13 MI; death MI; death

1129796 2/14 36 F Va 0 That Evening, I had a HA, severe back ache, chills, fever of 100.3. I was really 
in so much pain I could barely walk. Lasted for 2 days. 2/16 I went to urgent 
care. Dr. stated ''normal body just responding to vaccine. You should have 
waited 3 months to have vaccine''. 2/17 I went back to work. Had severe 
stomach and back pain. Went to the ER. I had severe stomach infection, 
abscess in pelvis and I had to go for emergency surgery. 2/25 surgery for 
emergency colostomy. *in recovery right now. I go back to have surgery in a 
month to have things ''reconnected''. *COVID +; 12/2020 *Medical Center; 3 
weeks inpatient

Pelvic abscess, 
requiring colostomy

1129691 2/26 72 F Ny 11 Preexisting Conditions: cancer survivor twice
Write-up: reporter: consumer. DOSE#1– 2/26. 3/9: vision started to go very 
blurry, her left eye was completely black and veins in the back of eye were 
completely black. 3/10: one clot from groin to mid chest and one behind knee to 
groin, DVT in both legs. Hospitalized 3/10-3/13. Tx: Eliquis.

Bilat DVT

1129682 12/31/20 65 M Ny 32 Other Medications: LISINOPRIL; PAROXETINE; MULTIVITAMINS
Preexisting Conditions: HTN
Write-up: reporter: consumer; DOSE#1– 12/31/20; DOSE#2– 1/28/21. 3/1/21: 
leg pain/cramps. 3/3: LE U/S and chest CT showed DVT behind his knee and 
bilateral PE. Tx: rivaroxaban

DVT, bilat PE

1129671 2/17 59 M Ca 6 Other Medications: ATORVASTATIN; POTASSIUM; 
HYDROCHLOROTHIAZIDE; LOSARTAN POTASSIUM; MONTELUKAST 
SODIUM
Write-up: reporter: consumer DOSE#1– 2/17. 6 days later (2/23), the patient 
suddenly totally lost his right hearing. Tx: meclizine 25 mg, lorazepam 0.5 mg, 
amoxicillin 875-clavulanate 125 mg, prednisone 5 mg.

Sudden total 
hearing loss 

1129666 1/7 79 M Tx 7 Other Medications: METHOTREXATE; ALLOPURINOL; BABY ASPIRIN; 
FOLIC ACID; PREDNISONE; HYDROXYCHLOROQUINE; AMLODIPINE; 
IRBESARTAN
Preexisting Conditions: RA
Allergies: 
Write-up: reporter: consumer DOSE#1– 1/7. Approximately a week later, he 
started presenting little red bumps, that got bigger and became pustulant. He 
had hundreds of bumps on his chest, back, head and face. 2/6– he was 
supposed to get the second, but previously to that he went to the MD and was 
told not to get it. That day he was feeling so weak that he fell into his head and 
had to get stitches. Tests were run and he was told that his kidney numbers 
were high, his white blood cells count was high and he had fluid building up in 
his lungs. hospitalization: 7 days. the bumps resembled chicken pox

Pox-like rash, AKI, 
pulm edema

1129664 90 13 UTI, ARF UTI, ARF

1129592 80 0 Htn, hyperglycemia 20 minutes later Htn, hyperglycemia 

1129590 78 0 Hypertensive urgency, tachycardia 10 hrs later Hypertensive 
urgency, 
tachycardia 

1129589 2/28 93 F Fl 0 Other Medications: ASA; LEVOTHYROXINE; METOPROLOL; BUPROPION; 
COLACE; ELIQUIS; IRON; LATANOPROST; PROTONIX; TIMOLOL; TYLENOL
Preexisting Conditions: AFib; CVA 7/2020
Write-up: reporter: nurse. DOSE#1– 2/7; DOSE#2– 2/28. No h/o COVID-19. 
Mouth/lips twitching, arms rigid up toward face, spasms, twitching, glazed look, 
not responding, bite tongue, lips blue, rapid breathing, deep sleep after, same 
repeated 4 hours later and then again 1 hour after that. next day garbled 
speech, not exhausted and stayed in bed 4 days.

Sz-like episode (no 
h/o sz)

1129562 3/4 66 F Sc 2 Other Medications: MONTELUKAST; ALENDRONATE; CHANTIX
Write-up: reporter: consumer. DOSE#1– 3/4. 3/6: TIA, hospitalization: 4 days

Tia

1129557 Anaphyl Anaphyl 

1129493 3/24 55 M Ny 0 STARTED TO FEEL TIGHTENING IN THROAT. AIRWAY PATENT, NO 
STRIDOR OR S/S OF RESPIRATORY DISTRESS NOTED. VSS B/P 152/90, 
HR 90, RR 18, SPO2 99%. BENADRYL 50 MG PO GIVEN X 1. PT HAD A 
SIMILAR MORE MILD EXPERIENCE WITH DOSE#1 (3/3). 30 MINUTES 
LATER, PT C/O LEFT SIDED CHEST PAIN 7/10 STABBING. 12 LEAD EKG: 
SR WITH 1ST DEGREE BLOCK. HR 70. B/P 149/94, SPO2 99% 

1st degree heart 
block

1129482 3/19 60 F Ct 1 Other Medications: None
Preexisting Conditions: None
Allergies: Valproic Acid
Diagnostic Lab Data: EEG, MRI, LP all negative. Seen by Neurology and 
Psychiatry (questioning late onset Bipolar Disorder)
Write-up: Family noted route post vaccination symptoms including fatigue, 
fever shortly after vaccination and within first 24 hours. $g24 hours patient 
began having increase in activity level, emotional lability, hyperactivity, flight of 
ideas, auditory and visual hallucinations, etc.

AMS — mania, 
hallucinations 

J

1129452 3/11 20 M Nj 7 Other Medications: Vitamin D, Zinc, Multivitamin,
Current Illness: Cold
Preexisting Conditions: None
Allergies: sulfa, amoxicillin
Diagnostic Lab Data: MRI, MRA, Lumbar Puncture, EEG, Blood tests- 
3/19-3/22
Write-up: Developed encephalitis one week post vaccination.

Encephalitis 

1129450 2/18 85 F Ne 0 Preexisting Conditions: anemia of chronic disease, aortic stenosis, left bundle 
branch block, chronic atrial fibrillation, end-stage renal disease on dialysis 
GERD, hyperlipidemia, hypertension, rheumatoid arthritis
Allergies: NKA
Write-up: DOSE#1– 2/18. Developed rash bilateral lower extremities. 
suspected vasculitis. lower extremity pain limiting ambulation and contributing to 
fall. hospital admission on 3/1 for ongoing work-up and treatment of vasculitis. 
Also found to have right Achilles tendon rupture. Discharged to SNF 3/6. 
DOSE#2– 3/11. Presented to ER on 3/13 with dyspnea and acute hypoxic 
respiratory failure due to diffuse alveolar hemorrhage/pulmonary edema 
requiring intubation on 3/17. Extubated 3/21 and transitioned to hospice care.

Vasculitis, achilles 
tendon rupture, 
hypoxic resp failure 
due to diffuse 
alveolar 
hemorrhage/pulm 
edema

1129449 3/9 65 F Il 7 Other Medications: Atorvastatin 10 mg, levothyroxine 125 mcg, lisinopril 20mg
Preexisting Conditions: High blood pressure, inactive thyroid
Allergies: No
Diagnostic Lab Data: Blood work. 3/16/2021 4 EKG,s. 3/16/2021; 3/16/ 2021; 
3/17/ 2021- 100 %. Atrial fibrillation Blood pressure
Write-up: Shingles- on head, scalp, face - treatment valacyclovir, lost of 10 
teaching days, Atrial fibrillation - tx: apixaban and metoprolol

Shingles, a fib J

1129444 3/15 64 M Fl 2 Other Medications: Omeprazole 40 mg Capsule, Fluoxetine HcL 20 mg 
Capsule, Glimepiride 2 mg Tablet, Atorvastatin Calcium 20 mg Tablet, Januvia 
Tabs 100 Mg, Allopurinol 300 mg tab, Jardiance, 10 mg, Losartan 100 Mg tab, 
Carvedilol 6.25 Mg tab, Lidocaine 5%
Preexisting Conditions: History of diverticulitis (more than 20 years ago) and 
back pain. Type 2 diabetic.
Allergies: Penicillin, Almonds
Write-up: Diverticulitis attack 2 days after receiving vaccine.

Diverticulitis 

1129443 2/16 41 M Nc 3 Other Medications: Zyrtec Flonase Singulaire fishoil Tumeric B Complex 
Vitamin C.
Preexisting Conditions: seasonal allergic rhinitis
Allergies: nuts, tropical fruits
Diagnostic Lab Data: 2/23: CT Pulmonary Angiogram: Bilateral lower lobe 
pulmonary embolisms. 2. Indeterminate 2.1 cm left kidney lesion, suspect 
complex cyst; Ultrasound Doppler RLE Occlusive thrombus in distal right 
femoral vein; Fibrin D-Dimer 3618, Trop-T 12.6, CBC, CMP, MG WNL; 2/25-3/4 
all normal: CRP 3.1, Homocysteine 10.6, lipoprotein 21.4, beta-2 glycoprotein 
Ab (G,A,M) <9, MTHFR DNA homozygous, protein C 116,antithrombin III 112/ 
Ag 89, protein S WNL, Factor V 102
Write-up: DVT and PE temporally related to dose#2. He is a Service Member 
and reported high levels of baseline activity, including running 10 miles each 
Saturday. DOSE#1– 1/25 25 without AE. DOSE#2– 2/16. He experienced no 
immediate symptoms suggestive of IgE event. On day 1 he reports feeling cold, 
mild fatigue but no other symptoms. On day 2 he was baseline. On day 3 he 
noted numbness, tightness and discomfort to his right calf. On day 4 (Saturday), 
his usual long run day, he experienced dyspnea and lightheadedness after 
running 20-30 feet. He states he noted tightness in his calf and instead walked 
the track while his wife completed her run. He rested day 5. Day 6 he noted 
significant edema to his calf, which he describes as double normal in size, and 
iced it. Day 7, he tried to schedule with PCP and based on triage was sent to 
ER. ER diagnosed R DVT and bilateral PE''s. He was admitted overnight, 
started anticoagulation therapy. He saw hematology, and the workup was 
negative for other causes.

Bilateral lower lobe 
DVTs, distal R 
femoral vein DVT

1129427 3/19 50 M Oh 3 0 Preexisting Conditions: Type 2 DM, HTN, hyperlipidemia and obesity
Write-up: Vax 3/19. On 3/23, hiking with boy scout troop, became SOB, 
collapsed and went into full arrest. BLS done on scene, transported to local ER 
where pt was pronounced dead.

Cardiac arrest 3 
days later

1129407 2/28 48 M Il 8 Other Medications: Lisinopril , Omeprazole, Flexeril, Gabapentin, Advil, 
Tylenol, Claritin, Vitamin D, Multi Vitamin, Melatonin
Preexisting Conditions: HTN, peripheral neuropathy, chronic back and neck 
pain
Allergies: None
Diagnostic Lab Data: Complete eye exam and field of vision test.
Write-up: Partial vision loss in right eye. Eye pain. Diagnosed with optic 
neuritis.

Optic neuritis 

1129399 3/17 83 F Fl 1 Polyarthralgia Polyarthralgia

1129393 3/11 63 F Fl 0 Hypotension, syncope Hypotension, 
syncope 

1129261 2/23 77 M Nm 2 Other Medications: METOPROLOL TARTRATE; GABAPENTIN; INSULIN; 
METFORMIN; AMLODIPINE; ATORVASTATIN; HCTZ; ALFUZOSIN; 
TRIAMCINOLONE; HYDROXYZINE; SERTRALINE
Preexisting Conditions: BPH; HTN; Type 2 DM
Allergies: dulautide — rash
Diagnostic Lab Data: Skin biopsy: leukocytoclastic IgA vasculitis; 3/1: SARS-
CoV-2 nasal swab PCR: Negative; Urine microscopy: rare dysmorphic RBC''s c/
w IgA vasculitis
Write-up: reporter: physician. DOSE#1– 2/2; DOSE#2– 2/23. Prior to 
vaccination, the patient was not diagnosed with COVID-19. 2/25 (48 hrs after 
dose#2), presented to ER with petechial rash, hematuria, AKI, IgA vasculitis and 
leukocytoclastic vasculitis. hospitalization: 4 days.

petechial rash, 
hematuria, AKI, IgA 
vasculitis and 
leukocytoclastic 
vasculitis

1129260 2/18 79 F Ny 11 Other Medications: BRIMONIDINE; LATANOPROST; ELIQUIS; 
METOPROLOL
Preexisting Conditions: Memory impairment, DM, irregular heartbeat 
Allergies: PCN
Diagnostic Lab Data: 3/1: MRI showed CVA
Write-up: Reporter: consumer. DOSE#1– 2/18. On 3/1, she stood up to go to 
the bathroom in her apartment and could not put her right leg down and she fell 
on her right side. hospitalized overnight for observation. MRI showed CVA.

Cva

1129258 1/28 70 F Fl 3 Other Medications: VALTREX; ATENOLOL; ZOLMITRIPTAN; XANAX
Allergies: 
Diagnostic Lab Data: 11/2020: ALBUMIN 4.7 mg/dl; Creatinine 0.7 mg/dl; 
2/3/21: creatinine 1.02 mg/dl. 2/24/21: Kidney Biopsy: Minimal Change disease 
and acute tubular injury; Creatinine 2.2 mg/dl; proteinuria: 19.99 g
Write-up: reporter: HCP. DOSE#1– 1/7; DOSE#2– 1/28. Prior to the 
vaccination, the patient was not diagnosed with COVID-19. On 31Jan2021, 3 
days after dose#2, the patient experienced swelling of her lower extremities with 
proteinuria and acute kidney injury. The patient was hospitalized on 24Feb2021 
with creatinine of 2.2 mg/dl, proteinuria of 19.99g, and kidney biopsy showing 
minimal change disease and acute tubular injury. Tx: prednisone 70mg daily.

AKI (minimal 
change dz and 
acute tubular injury)

1129229 2/6 89 M Mo 0 Other Medications: GABAPENTIN; ELIQUIS; PANTOPRAZOLE; 
FUROSEMIDE; TAMSULOSIN; POTASSIUM; HYDROCODONE; METFORMIN; 
ZINC; VITAMIN D3 1000; MULTIVITAMIN & MINERAL; MAGNESIUM; 
PROBIOTIC 10; VITAMIN C ACID; CARVEDILOL
Current Illness: Rehabilitation therapy (had to go to rehab for 8 days to learn 
how to walk all over again)
Preexisting Conditions: COVID-19 on 3/17/2020 — hospitalized 3 weeks; 
tested positive for 84 days.
Allergies: nka
Diagnostic Lab Data: CT WNL
Write-up: DOSE#1– 2/6/21; DOSE#2– 3/6/21. After dose#1, 8 day 
hospitalization for delirium, hallucinations, and constantly did not know where he 
was due to great confusion. He then had to go to rehab for 8 days to learn how 
to walk all over again. The hospital, after testing him over and over again, 
decided that the vaccine was the cause of his symptoms. His mental symptoms 
took 5 days to clear. After dose#2, he was admitted to the ICU due to his 
symptoms returning 10 fold from the first time he experienced it. Within 4 hours 
after he took the vaccine, he started saying crazy stuff that doesn''t make sense, 
then slept a lot and had severe dreams and hallucinations. He also had very 
violent behavior that was very out of character for him. She states that she 
believes the vaccine affected the frontal lobe of his brain, even though both CT 
scans can through as clear. She also mentions that he is still reaching for things 
and eating things that are not there, she mentions he is very weak and her 
biggest worry is that this time, he won''t come back to her mentally like he did 
the first time due to the severity of the symptoms. She believes that because he 
had the disease for so long, his body has built antibodies to it and he probably 
was not a good candidate to receive the vaccine. 

AMS, delirium, 
hallucinations, 
violent behavior 

1129176 2/6 73 M Fl 1 Other Medications: Lisinopril: 20mg daily Metoprolol: 25mg daily Aspirin: 81mg 
daily Fluticasone Propionate: 50mcg 1 spray in each nostril daily Atorvastatin 
(Lipitor): 20mg daily Xarelto: 20mg daily Multivitamin: daily Vitamin B12: 
1000mcg daily
Allergies: Penicillin
Diagnostic Lab Data: CT scan w/o contrast - 2/9/2021 CT scan with contrast - 
2/9/2021 TEE - 2/11/2021 MRI - 2/11/2021
Write-up: Within 12 hours of receiving DOSE#2, I experienced an occipital 
cerebral infarction in the left occipital lobe. As a result, I have a loss of 
peripheral vision in the right upper quadrant.

L occipital CVA 

1129122 3/5 74 M Fl 3 Other Medications: vitamin A, B, B12, D3, C, COQ10, Fish Oil, Eliquis 5mg 
bds, Tamsulosin 4mg qd, sucralfate 1mg bds, atorvastatin 40mg qhs
Preexisting Conditions: Heart Condition (4 stents), Aortic Valve, Quadruple 
Bypass
Allergies: no
Diagnostic Lab Data: blood work EKG
Write-up: pt states about 3 days after taking vax he started having severe lower 
back pains that lasted about 4 days. On 3/15/2021 he went to ER in because 
his heart was racing. His heart rate went from 64 to 176. He was treated as if he 
was having a heart attack or stroke. Labs showed he had not had a heart 
attack. He was admitted for AFIB and irregular heart beat and stayed for 4 days.

A fib

1129100 12/22/20 67 F Mo 1 Other Medications: None
Preexisting Conditions: Uveitis Osteoarthritis
Allergies: Theophylline Pine nuts
Diagnostic Lab Data: 1. Stress echo, 04 Feb 2021: Ejection Fraction: 73%, 
PHTN with estimated PASP 40mmHg+RAp, poor performance terminated due 
to SOB 2. CT of Chest 18 Feb 2021: 1. Bilateral segmental pulmonary emboli 
involving multiple segments with CT evidence of mild right heart strain. 2. 
Indeterminate sub-5 mm pulmonary nodules and enlarged bilateral hilar lymph 
nodes which may be reactive but are indeterminate. 3. Venous Duplex of upper 
and lower extremities, 19 Feb 2021: no evidence of DVT
Write-up: The evening of 23 Dec 2020 I developed sudden SOB with exertion 
and was unable to walk to my car in a hospital parking lot without stopping 
twice. SOB progressed over next few weeks and I sought medical attention.

Bilat PE

1129076 3/2 90 F Nc 11 Other Medications: amlodipine, aspirin, atorvastatin, cholecalciferol, 
levetriacetam, levothyroxine,
Preexisting Conditions: hypertension, seizure disorder
Allergies: none
Diagnostic Lab Data: 3/16: CT chest PE protocol: Large bilateral pulmonary 
emboli . Thickened left ventricular myocardium. Question right heart strain. No 
lymphadenopathy. No pleural abnormality. Lungs clear. Echo: LV function is 
normal. EF is ~ 60%. There is mild to moderate concentric left ventricular 
hypertrophy. Impaired relaxation, grade 1 diastolic dysfunction. There is 
moderate paradoxical septal wall motion present. There is mild to moderate 
tricuspid regurgitation. Pulmonary artery systolic pressure estimated from the 
TR jet is 45-50 mmHg consistent with mild pulmonary hypertension. The right 
ventricle is moderately dilated and hypokinetic (but measured TAPSE 1.75cm). 
There is a small, rather focal anteroapical pericardial effusion
Write-up: Dyspnea, chest pressure, fatigue. Sought care at the hospital/ED -- 
found to have acute pulmonary emboli (by CT) with hypoxic respiratory failure. 
Tx: Xarelto. She improved to be stable on room air and went home after 3 days.

Large bilat PE, 
pericardial effusion 

1129049 3/6 92 F Ky 13 Other Medications: None
Preexisting Conditions: A-Fib, HTN, HLD, and Dementia
Allergies: None
Diagnostic Lab Data: Day 14: CT of head with contrast, CT of ABD, Labs, 
CXR, U/A all negative.
Write-up: 13 days post vaccination patient wakes up with a slight itch in her 
ears. By 4pm she reports a sudden hearing loss in her right ear. On day 14 she 
proceeds to get very weak with vertigo, nausea, and anorexia. No temp or other 
signs of illness. On day 15 we take her to ER and work up was negative. On 
day 16 we take her to ENT no explanation of the sudden hearing loss but is told 
she is totally deaf in the right ear and needs a hearing aid in the left. She did not 
have this prior to the vaccination and it was a sudden onset.

Sudden unilat 
hearing loss and 
vertigo 

1129020 1/1 37 M Ct 31 Tinnitus Tinnitus 

1128859 U 30 M Me 1 Preexisting Conditions: Autoimmune myositis (Necrotizing); Cystic fibrosis
Allergies: nka
Diagnostic Lab Data: CPK: 80,000
Write-up: reporter: physician. no adverse effect reported after DOSE#1. Prior to 
the vaccination, the patient was not diagnosed with COVID-19. severe 
polymyalgia Less than 24 hours after DOSE#2. CPK 80,000.

Polymyalgia (CPK 
80,000)

1128851 3/4 30 M Co 3 Other Medications: none
Preexisting Conditions: None
Allergies: nka
Diagnostic Lab Data: 3/7: Heart catheterization: normal; EKG: no EKG 
changes; Troponin: 9.1
Write-up: reporter: physician. DOSE#1– 2/10; DOSE#2– 3/4 at 15:45. no 
COVID prior to vaccination. 3/7; admitted for substernal CP and SOB; troponin 
peaked at 9.100 with no EKG changes. Heart catheterization was normal.

CP, elev troponin 
(possible 
myocarditis)

1128617 2/18 77 F La 4 Other Medications: Venlafaxine 225mg q day, Lisinopril 20 mg q day, Colace 
100mg
Preexisting Conditions: Bipolar, Anxiety, HTN, hyperlipidemia, Dementia
Allergies: Aspirin, Reglan, Stadol, Toradol, Lipitor
Diagnostic Lab Data: CT of head 2/23/21
Write-up: 2/22/21- Resident began falling multiple times and reporting loss of 
feeling in her Rt leg. Sent to ER. Diagnosis with multiple acute CVA and Rt 
sided hemiplegia

Mult CVA

1128609 3/18 88 M Mi 2 Other Medications: vitamins, Lisinopril,
Preexisting Conditions: no
Allergies: no
Diagnostic Lab Data: CT MRI Doppler study of heart and carotid blood work
Write-up: pt had a headache and some dizziness. Next day he had garbled 
speech and unsteady on his feet so 911 was called. ER started TPA protocol 
upon arrival. Dx: CVA and then admitted to ICU where he was kept overnight.

Cva

1128566 3/13 74 F Il 2 Other Medications: aspirin 81mg po daily, Lipitor 40mg po QHS, Plavix 75mg 
po daily, doxazosin 2mg po daily, lasix 40mg po daily, Lopressor 50mg po BID, 
glipizide ER 10mg po daily, Januvia 10mg po daily
Preexisting Conditions: coronary artery disease, type 2 diabetes, 
hyperlipidemia, chronic kidney disease, hypertension
Allergies: amlodipine, Combigan
Diagnostic Lab Data: 3/15/21 troponin 8.6 3/15/21 COVID test negative
Write-up: DOSE#2– 3/13/21. Patient presents to ED after fall. Patient states 
that she has had significant weakness since receiving 2nd COVID vaccination. 
Prior to COVID vaccine she was in her normal state of health. Patient troponin 
was elevated at 0.99. Patient denies any chest pain or shortness of breath. 
Patient diagnosed with non-STEMI. Tx: heparin drip and continue aspirin + 
Plavix + statin therapy. Patient was discharged to rehab facility on 3/18/21.

NSTEMI

1128543 3/18 41 M Pa 1 Other Medications: Naproxen 500mg BID PRN Buproprion 100mg BID 
Prazosin 1mg QHS Vit D2 50K unit Qweek
Preexisting Conditions: Bilateral sensory neural hearing loss Chronic low 
back pain HLD Tobacco use
Allergies: NKDA
Diagnostic Lab Data: 2/21: Troponin I 0.9, WBC 14, CRP 7.3, temp 101.4, Cr: 
1.15, eGFR: 79, ESR: 57, HS-Trop 250–350–465–388, C3/C4: WNL, TSH: 1.5 
A1C: 5.5, Blood cx neg, Upper respiratory Biofire (PCR panel, including SARS-
CoV-2): all neg; 2/22: Cr: 1.0, eGFR: 90, C3/C4: WNL; RPR, HCV, HBV: neg
Write-up: DOSE#1– 2/17; DOSE#2– 3/18: within 14 hours developed chills and 
myalgias. CP 24 hours after vax; progressively worsened over the subsequent 
36 hours that finally prompted him to seek care. CP is central non-radiating 
squeezing pain that worsened with movement and breathing. He waited to seek 
care because he reports several of the soldiers in his unit have experienced 
similar chest pain that eventually resolved. At baseline health prior to vax.  
Tropnon I of 0.9, WBC of 14, elevated CRP (7.3), and temp to 101.4. Patient 
was given ASA, Plavix, Lovenox, Tylenol, and Ceftriaxone. EKG showed ST 
elevation in lead 1 and avF concerning for ischemia and underwent a left heart 
catheterization which was clear of obstruction. Serial high sensitivity Tropnonin 
levels have been trended to peak of 465. Cardiac MRI consistent with 
myopericarditis, EF: 46%. CP has resolved with Aspirin and Colchicine.

Myopericarditis 

1128361 3/9 68 M Oh 10 Bell’s palsy Bell’s palsy 

1128348 3/19 45 F Ga 3 Other Medications: none
Preexisting Conditions: h/o covid 2/1
Allergies: Sulfa drugs, naproxen
Write-up: Experiencing muscle weakness in my proximal muscles severe 
enough to be in a wheelchair. The symptoms began three days after my 
vaccination. I had COVID-19 (diagnosed Feb. 1st, 2021) and 3 days after my 
COVID symptoms went away, I had severe weakness in my proximal muscles 
which put me in a wheel chair for 4 weeks. I was diagnosed as a "long hauler" 
with Post-Covid syndrome. I had just started walking again on Monday, March 
15, 2021 and my vaccine was Friday, March 19, 2021. I asked my neurologist 
prior to the vaccine if he thought it was safe for me. He assured me that it was. I 
started experiencing muscle weakness again 3 days after vaccination, 
which coincidentally, was the same time frame that I experienced these 
same symptoms post COVID. It appears the vaccine caused a relapse of 
post-COVID syndrome.

Prox muscle 
weakness 

1128272 1/27 44 F Pa 4 Other Medications: No take allergy medications as needed
Preexisting Conditions: Allergies back problems
Diagnostic Lab Data: Tons of blood work all normal but vitamin D. CT normal. 
Epley maneuver done at ent office. Wore a heart monitor for 24 hours showed 
tachycardia occasionally shown barley doing anything.
Write-up: On Jan 31 woke up feeling like everything was spinning. Then on Feb 
I only had it a little spinning on Feb 2 the spinning was so bad ended up er. Said 
they thought vertigo. That week pulse was going up and blood pressure spikes 
started. I also started to not see things as clear getting bad pressure in face and 
forehead. I then had ent do epley maneuver that helped with spinning. However 
feeling like I wanted to spin would still happen even though I wouldn?t spin. 
Headaches on and off everyday couldnt sleep right for weeks. Pulse and blood 
pressure still going up. Then I never had this anxiety that started. Heart doctor 
put me on a beta blocker that?s been helping. I am 8 weeks from first shot and 
still not myself. Been on beta blocker for a little over a week starting to feel 
better bc pressure and headaches are under control. I have been to neurologist 
also. No one can really explain. I did get the second dose bc doctor said to on 
Feb 24th. I was fine till I took the vaccine on Jan 27th

Vertigo

1128233 2/17 87 F Me 1 Other Medications: calcium, prn ibuprofen, vitamin d3, potassium citrate elixir 
(for nephrolithiasis)
Preexisting Conditions: spinal stenosis, djd, nephrolithiasis (staghorn calculus 
hx), hx hydronephrosis requiring ureteral stent transiently in 2019, hx ''cold 
sepsis'' due to uti
Allergies: iv contrast dye, sulfa
Diagnostic Lab Data: bladder scans at bedside, revealing new urinary 
retention, 800plus ml renal US neg for hydronephrosis hMRI w/o gado neg for 
new cva, mod-severe SVD noted UA with pyuria 50wbc; urine cx $g 100K cfu 
ecoli plain films of left knee and left elbow left knee aspiration with no crystals, 
500cells, monocyte predominant -
Write-up: Approx onset 24 hrs after vaccination w/ weakness in legs and 
generalized malaise/myalgia, fell and diminished ability to ambulate -- $g 
approx. 48 hrs after vacc was brought by EMS to ED for evaluation (2/19). 
Admitted to hospitalist service w/generalized weakness/ambulatory arrest, 
developed new onset urinary retention night of admission requiring straight cath 
intermittent. Increased weakness of leg, progressed to right arm/leg weakness 
$g left leg weakness, so TELENEURO Consult initiated, hMRI w/o gado (2/21) 
checked, no CVA; recommendation for possible LP and EMG. Progressed to 
apparent areflexia ; seen by NEURO consult onsite (2/23) -- $g felt to toxic 
encephalopathy due to COVID vaccination, motor predominant and 
detrusor involvement. Bladder atony resolved completely over approx. 3-4 
days. Leg strength recovered somewhat over 4-5 days, and patient was referred 
for SNF rehab discharge. Developed low grade fever and pyuria on 2/24, urine 
cx grew ecoli ; initially treated with empiric ceftriaxone. Then patient developed 
left elbow and left knee pain/erythema/edema/tenderness (2/25) and was seen 
by ID in consultation. Got vancomycin empiric, and had aspiration of left knee 
joint effusion, revealing no crystals, 500cells monocyte predominant consistent 
with pseudogout. Vanco d/c''d; NSAIDs contraindicated for frail elder so patient 
was treated with prednisone short course. Ceftriaxone iv transitioned to po 
Keflex for ecoli uti to complete 7d course. Patient was discharged to SNF for 
rehab

Toxic 
encephalopathy 
(motor 
predominant)

1128208 3/4 77 M Wi 17 Other Medications: aleve, cholestyramine, simvastatin
Preexisting Conditions: previous history of prostate cancer - treated.
Allergies: sulfa
Diagnostic Lab Data: d-dimer elevated. CTA chest with bilateral PE

Bilateral PE

1128206 3/12 49 M Tx 11 Other Medications: metformin, dulaglutide, empagliflozin, atorvastatin
Preexisting Conditions: diabetes
Allergies: none
Diagnostic Lab Data: plts 10 pt 13.1 fibrinogen 107 d-dimer 37 ct head 7cm 
intracerebral hemorrhage with midline shift
Write-up: DIC, intracerebral hemorrhage, intubation, requiring plts transfusion, 
seizure

DIC (plt 10), ICH, sz J

1128150 3/12 82 M Ny 5 CVA CVA J

1128136 1/28 95 F Tx 32 Covid breakthrough 32 days after DOSE#2. Many residents were vaccinated 
with DOSE#1– 01/07/2021 and DOSE#2– 1/28/2021; on 03/01/2021 an 
outbreak of Covid positive tests was noted. Residents and staff were sent away 
to a Covid designated facility and staff to home. My mother was one of these 
tested positive and I brought her to my home on 3/2/2021 instead of her being 
sent 2 hrs away. She was asymptomatic ,On 03/07/2021 she developed 
pneumonia and a UTI. She stayed in hospital 1 wk & 1 wk in another rehab. 
She is still not recovered.

Covid breakthrough  
(32 days after 2nd 
dose)

1128111 2/9 79 M Ca 12 Bell’s palsy, tx predinsone and valcyclovir Bell’s palsy 

1128107 2/25 U M Ma 0 The evening after vax, he developed swelling of face and hands. The next day, 
he presented to ER with complaints of fever, chills, malaise With further 
evaluation including peak troponin of 8, an NSTEMI was ruled in. Patient states 
he has been experiencing shortness of breath after walking 3-4 mins for the 
past month, and had abnormal stress test done February 2020. He was 
stabilized and brought to OR for coronary bypass surgery. The vaccine 
reaction exacerbated pre existing coronary artery disease

NSTEMI 

1128059 2/2 U M U 14 H/o covid Sept2020. Hospitalized for blood clots in his arm and lung, and valve 
blockage

PE and UE 
thrombosis 

1128053 3/14 U F U 1 Unilateral deafness Unilateral deafness 

1128048 3/5 50 F Ca 0 Appendicitis Appendicitis 

1127873 3/3 42 F Co 3 Other Medications: Levothyroxine, MVI
Preexisting Conditions: depression, lipid storage disorder, history of 
hypercoag state, obesity
Allergies: PCN
Diagnostic Lab Data: labs, CT chest
Write-up: PE, shortness of breath

PE

1127866 2/18 78 M Ny 0 Other Medications: None
Preexisting Conditions: Irregular heart beat lumbago
Allergies: None
Write-up: Patient had a massive heart attack and died in his sleep the night of 
getting dose 1

MI/death same 
evening

1127860 2/17 77 M Va 2 27 Preexisting Conditions: HTN, a fib, thyroid
Allergies: None
Write-up: 2 days after DOSE#2, had violent shakes in the night. Tested 
negative for covid, but positive for "flu b". Went home to treat flu with fluids and 
rest. Got no better. Went to heart doctor, full work up...everything checked out 
great. Went home, got no better. Went to PCP, full work up...found a "spot" on 
left lung. Was given antibiotics and steroids, go home and in a few days will be 
getting better. 3 days later became incapacitated and had to be rushed to ER. 
Was admitted into hospital for 6 days to treat "pneumonia". Also possible UTI 
and sepsis. Also while in hospital found out that a mini stroke had happened. 
Treatment went well, oxygen levels were good. Was released with glowing 
reports. 24 hours later at home had to be rushed to ER again after becoming 
incapacitated.. Was admitted again 7 more days. During this time everything 
took a nose dive in succession. Lungs were failing, multiple unexplained strokes 
were happening (while on blood thinners, had been on blood thinner 15 
years...after first stroke they changed to another blood thinner...only more 
strokes). After so many strokes and compounding of strokes, his neuro function 
started failing. He was put on life support. While on life support his organs 
started failing. He had to be put on comfort mode and was dead within 8 hours. 
A perfectly healthy 77 year old man who had never been sick a day in his life 
(literally) got his 2nd covid shot, two days later he fell ill. From that point on his 
health spiraled out of control until his death on March 19th. Every doctor 
(pulmonologist, cardiologist, neurologist, and all attending doctors said that it 
was "atypical and abnormal" what was happening.

Multiple CVA on 
anticoagulation, 
death

1127809 2/28 77 F Oh 12 CVA 12 days later CVA

1127796 2/7 37 F Ca 0 Allergies: sulfa & flowers
Diagnostic Lab Data: labs, CT, X-ray, still ongoing more tests
Write-up: Hives, fever, chills, body aches, migraines, vertigo, photosensitivity, 
phonophobia, nausea, fatigue, dizzy light-headed, loss of voice, sob, diarrhea, 
and sore arm. No outcome still ongoing testing and seeing specialists.

Migraines, vertigo

1127730 3/10 57 M Tn 0 Other Medications: Bystolic 5mg QD, Lyrica 100mg TID, Trazodone 100mg 
HS, omeprazole 40mg QD.
Current Illness: hypotension 2-days prior resulting in NSTEMI, CHF, 
hospitalization x 2-days prior to vaccine
Preexisting Conditions: HTN, idiopathic peripheral neuropathy, anxiety, 
depression
Allergies: NKDA
Diagnostic Lab Data: CT head revealed clot in LMA. ECHO was 
unremarkable. CRP was elevated at 1.8.
Write-up: A stroke occurred approximately 3 hrs after receiving vaccine. He 
was flown by helicopter to Medical Center. He had dysphasia which did resolve 
by the time he was admitted into the ER. He has since had CHF and Afib and is 
now on anticoagulation and diuretics. He continues to have problems with CHF, 
SOB, weakness

LMA CVA 3 hrs 
later (NSTEMI 2 
days prior to vax)

1127716 3/17 51 F Il 6 Other Medications: ATROVENT HFA 17 MCG/ACT Inhalation, diphenoxylate-
atropine 2.5-0.025 MG bid prn
Preexisting Conditions: Asthma, new diagnosis celiac disease
Allergies: Albuterol Augmentin Levaquin Omeprazole Seasonal
Diagnostic Lab Data: D dimer 1.24 HIGH. 3/23: CT ANGIOGRAPHY, 
CLINICAL INDICATION: Dizziness, shortness of breath, chest pressure 
COMPARISON: 6/11/2020 FINDINGS: there appears to be a small acute 
pulmonary embolism at the branch point of the right middle lobe lobar 
pulmonary artery extending into the medial and lateral segmental pulmonary 
arteries. Cardiomediastinum: No pathologically enlarged lymph nodes. Normal 
heart size. There is no flattening of the interventricular septum to suggest right 
heart strain. Soft tissues: Peripheral soft tissues are unremarkable. Upper 
abdomen: No gross abnormality of the included upper abdominal structures. 
Lungs: Patent central airways. No focal consolidation, pulmonary edema, 
pleural effusion, or pneumothorax. 3 mm right upper lobe pulmonary nodule is 
unchanged, likely benign. No pulmonary infarction. Bones: No destructive 
osseous lesion. Impression IMPRESSION: Small acute right middle lobe 
pulmonary embolism.
Write-up: Shortness of breath, chest heaviness onset 1 week. DOSE#1– 
2/17/21, DOSE#2– 3/17/21

R middle lobe PE

1127667 2/25 40 F Il 20 Other Medications: Cymbalta
Preexisting Conditions: Herniated disc in lumbar and spine
Allergies: None
Diagnostic Lab Data: Mri and eeg
Write-up: multiple Sz while asleep

Mult seizures (new 
onset)

1127657 3/22 76 F RI 0 1 Other Medications: amlodipine, lisinopril, metoprolol, sertralline, simvastatin, 
metformin, Lantus,
Preexisting Conditions: hypertension, diabetes, hyperlipidemia, aortic 
stenosis, secondary polycythemia, obesity
Allergies: buproprion
Write-up: Cardiopulmonary arrest at home @ 1 hour after vaccine 
administration. CPR by EMS to today hospital for asystolic cardiac arrest. Pt. 
Intubated then terminally extubated

Cardiac arrest 1 hr 
later

1127653 1/1 81 F In 19 0 Hemorrhagic CVA Hemorrhagic CVA 

1127636 2/19 79 M U 1 Patient became weak and unable to hold his head up one day following 
injection. Following day, low appetite. Day 2, had vomiting and unable to take 
in any PO. Day 3, was able to start eating. Day 4 and 5, he had improvement 
of neck pain. Day 5, had drop in blood pressure into the 70-80s systolic and 
40-50s diastolic at home and then again in the clinic with no other signs of 
illness. Day 6, found to have Acute Kidney Injury on his CKD with creatinine 
rising into the 5''s with baseline creatinine of 1.4-1.6. His liver function was 
abnormal also with elevated bilirubin to 6 (baseline normal 1), Alk Phos 522. 
He was hospitalized 2/25-2/28/2021.

AKI on CKD 
(creatinine 5), 
elevated LFTs

1127634 2/25 60 F Ma 31 Other Medications: simvastatin
Diagnostic Lab Data: March 16, 2021. MRI scan - all normal
Write-up: sudden hearing loss

sudden hearing loss

1127618 3/9 73 M U 0 STEMI, cardiogenic shock STEMI, cardiogenic 
shock

1127556 2/25 88 F Ca 18 Other Medications: allopurinol 100mg PO daily, aspirin 81mg PO daily, 
atorvastatin 40mg PO daily, Basaglar 30-35 units SQ BID, calcitriol 0.25mcg PO 
MWF, carvedilol 6.25mg PO BID, docusate 100mg PO daily PRN constipation, 
donepezil 10mg PO QAM, ferrous sulfat
Preexisting Conditions: CKD, essential hypertension, diabetes mellitus type 2, 
heart failure, and dementia
Allergies: nka
Diagnostic Lab Data: 3/16/21 Platelets 2, Hgb 8.5, Hct 26.8. EGD: 
"IMPRESSION: Mild diffuse gastritis and grade A erosive gastritis Bleeding likely 
precipitated by severe thrombocytopenia. No active bleeding site identified"
Write-up: Patient presented to ED after abnormal labs from PCP. Platelets in 
ED = 2. Hgb 8.5. Possible rectal bleed at home, some bruising. Admitted and 
treated with dexamethasone 40mg PO daily, IVIG, platelet transfusions. EGD 
showed gastritis. Per hematologist "severe thrombocytopenia of acute onset 
after recent COVID-19 vaccination, which is likely due to ITP which has 
been previously reported to be associated with vaccination"

ITP (plt 2), anemia, 
gastritis

1127548 3/13 77 F Fl 1 Other Medications: asa 81mg qhs, vitamins, glucosamine chondroitin, fish oil, 
metamucil
Preexisting Conditions: diverticulosis, gastric inflammation
Allergies: levaquin
Diagnostic Lab Data: 3/20/2021: CT scan neg; Labs normal except increased 
globulin and decreased A/G ratio; CXR normal; EKG sinus rhythm; P-72
Write-up: Painful R Deltoid x 2 days, followed by chills, fever, diarrhea evening 
of day 3. Malaise day 4. Tight feeling (semi headache) from then on (probably 
related to Increased BP) culminating in BP of 202/102 and TIA day 10. Taken to 
ED. CT scan performed-no bleeding. Physicians assumed TIA caused 
heightened BP. Not so. BP decreasing gradually, today, day 13 now around 
135/80 (still elevated for me). semi-H/A resolved.

Tia, hypertensive 
urgency 

1127523 3/6 74 M Va 2 Other Medications: None
Current Illness: Hyponatremia
Preexisting Conditions: Craniopharyngioma with resection complicated by 
diabetes insipidus, adrenal insufficiency, panhypopituitarism, OSA
Allergies: Augmentin, sulfa drugs
Diagnostic Lab Data: Skin biopsy on 3/20/21 ESR, CRP 3/19/21 Urine 
eosinophils and urinalysis 3/20/21
Write-up: Patient developed rash on 3/8/21 two days following covid 19 
vaccination. Red, patches, pruritic encompassing chest, back, legs, arms, and 
abdomen (sparing face, palms, and soles). Dermatology stated on prednisone 
20mg daily to help. Due to progression, patient presented to medical center on 
3/19/21. Rash appeared to have some pustules and desquamation. Also, had 
some swelling and pain to the areas. Dermatology biopsies on 3/20/21 which 
showed findings consistent with drug eruption. Rash began to improve on 
3/23/21 and patient was discharged home with continued Triamcinolone cream 
for presumed acute generalized exanthematous pustulosis.

acute generalized 
exanthematous 
pustulosis (drug 
eruption)

J

1127513 2/9 72 M Al 2 Other Medications: Xarelto Simvastatin Carvedilol Losartan Amidorone 
Omeprazole Ezetimibe Trazodone
Preexisting Conditions: V-TAC
Allergies: Penicillin
Diagnostic Lab Data: C T scan Pulmonary Fibrosis
Write-up: Coughing started two days after first vaccine. Treated for pneumonia. 
Four weeks later C T Scan showed pulmonary fibrosis.

Pneumonia, 
pulmonary fibrosis 

1127472 1/24 70 M Ca 0 41 Fever, low oxygen saturation, severe encephalopathy, kidney failure, bilateral 
pulmonary infiltrates, sepsis, tachycardic, acidotic, intubated on ventilator since 
admission, paralyzed/sedated, ABG results showed high CO2 and O2 retention, 
edema, electrolyte imbalance, ARDS, low hemoglobin and hematocrit levels, 
blood transfusion needed. Hospitalized 39 days.

ARDS, 
encephalopathy, 
ARF, bilat pulm 
infiltrates, sepsis

1127468 3/11 73 F Wi 0 6 Other Medications: LOSARTAN 100 MG HYDRALAZINE 50 MG LOVASTATIN 
20 MG METFORMIN 1000 MG OMEPRAZOLE 20 MG FUROSEMIDE 20 MG 
INSULIN GLARGINE 100 UNIT/ML
Preexisting Conditions: DM HTN POSTHERPETIC NEURALGIA SCIATICA
Allergies: NONE
Diagnostic Lab Data: heart ultrasound and kidney ultrasound and blood work 
less than a month before her vaccine and they both showed normal function. 
She went into complete renal failure in a less than a week.
Write-up: Severe lethargy after receiving the shot. Constant sleepiness and 
malaise, nausea, confusion, loss of appetite, dizziness, Blood vessels/clots 
formed in her eyes. Acute renal failure and eventually death on March 18, 2021.

Optic thromboses, 
ARF

1127466 3/11 63 M Oh 3 0 Cardiac Pulmonary Arrest, MI MI, death

1127461 2/5 38 33w Wa 1 Other Medications: Keppra, levothyroxine, prenatals, folate, magnesium
Preexisting Conditions: seizure disorder, hypothyroid
Allergies: NKA
Write-up: Date of 2nd vaccine I was 36+6 pregnant. Pregnancy was 
unremarkable to this date, an IVF pregnancy after infertility and one previous 
loss at 6 weeks. EDD 4/3/21. Day 1 after vaccine had 1 bout of vomiting, 
general fatigue/feeling unwell, diarrhea. Day 2 continued diarrhea. Day 3 
continued diarrhea (12+ bouts/day), noted decreased fetal movements, went to 
midwife and had 8/8 BPP US and non-reactive NST. Sent home with 
recommendation to monitor fetal movements and hydrate. Day 4 had 3 bouts of 
vomiting, continued diarrhea 2/10/21 Day 5 after injection another bout of 
vomiting and continued diarrhea, went to clinic again and had non-reactive NST 
but was admitted for fluids, found to have hyponatremia and given IV saline. 8/8 
BPP US, put on continuous fetal monitoring. No signs of labor. 2/11: elevated 
blood pressure, intermittent bradycardia, continued fetal monitoring, diarrhea 
improving, transferred to med-tele floor from L&D. labs though to r/o 
preeclampsia. 2/12: Diarrhea improving, continued tele and fetal monitoring, 
continued hyponatremia 2/13: fetal heart decels, repeated BPP at 2am and had 
score of 2/8. Urgent cesarean performed at 5:39 am. Apgars 5/8/8, 33 weeks 
gestation, 3#6 oz boy, admitted to NICU. I hemorrhaged after the cesarean and 
had D&C, later diagnosed with DIC and subsequently thought to have severe 
atypical preeclampsia. Hospital stay extended until 2/20/21 with high blood 
pressure, episodes of bradycardia, AKI.

Urgent preterm 
cesarean (33wk), 
DIC, preeclampsia, 
aki

1127444 3/12 65 F Ca 3 Died 3 days later

1127375 1/29 40 F U 16 Other Medications: Iron Pills
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Brain MRI, hearing test
Write-up: Constant Tinnitus with spiking attacks, non-stop

Tinnitus, vertigo 

1127372 2/25 86 M Mo 0 Previous Vaccinations: Similar reaction without hospitalization after DOSE#1
Write-up: He was hospitalized for 5 days in November 2020 for coronavirus, 
admitted with fever, chill, weakness, and inability to walk. Discharged with 3 
weeks physical therapy to regain his strength. DOSE#1– 2/4/2021 and within 24 
hours experienced similar symptoms, profound weakness and fever. DOSE#2– 
2/25/2021 and within 12 hours he was unable to walk, with weakness, fever, 
and confusion. He was taken by ambulance to the hospital on 2/26/2021. I did 
question his internist and the person at HealthCare facility on whether or not to 
proceed given prior reactions. During this admission determined to have heart 
attack with cardiac cath and stent placement. Brain MRI showed new 1cm 
occipital left infarct and developing pneumonia. Started on anticoagulation with 
Plavix and ASA 81mg. Readmitted to the hospital on 3/8/2021 with suspected 
GI bleed. Had colonoscopy and endoscopy with gastric erosion cauterized.

MI, L occipital CVA, 
pneumonia 

1127361 3/19 67 M Or 3 1 Other Medications: Omeprazole, Warfarin, Lipitor, Aspirin, Baclofen, Vitamin 
D3,
Allergies: Metformin, Spiriva Respimat, Clindamycin, Lantus, Amoxicillin,
Write-up: Death on 3/23/2021 at 9 AM. Home Health Nurse who gave 
immunization on 3/19/21 verbalized pt was fine after injection, stayed in home 
for 1 hour after injection was given. Wife verbalized pt was very tired the 
following day and through out the weekend. Pt stopped eating one day prior to 
death. Respirations changed on the morning of 3/23/2021 and wife called EMS, 
pt died at home.

Stopped eating day 
before death

J

1127303 2/11 77 F Sd 0 Preexisting Conditions: Asthma
Allergies: eggs, sulfer
Diagnostic Lab Data: eye Dr. identified bleeding behind right eye on 2/24/2021 
CT scan on 2/26/2021
Write-up: Started with headache and mental confusion within a hour of first 
injection. Right eye was becoming blurry by day 3 and loss of vision apx 6 days 
after first injection.

Unilat vision loss 6 
days later from 
retinal hemorrhage 

1127293 3/22 28 F Mo 0 Other Medications: Gabapentin, Zoloft, carnatine, vitamin D
Preexisting Conditions: GJ tube dependence Celiac Breastfeeding 
Malnutrition
Allergies: Basil Ciprofloxin Reglan Phenagren Zofran Iron dextran Tigan Basil
Diagnostic Lab Data: MD on site instructed me to take epi pen and called 
EMS. I was transported to ED
Write-up: Anaphylaxis

Anaphyl

1127245 12/27/20 79 F Oh 1 2 Other Medications: Fluoxetine HCL, Furosemide, Levothyroxine, Linzess, 
Meloxicam, Polyethylene Glycol, Tramadol, Simvastatin, Divalproex, 
Lorazepam, Acetaminophem, Polyethylene, Qtussin,
Preexisting Conditions: Alzheimer’s, High cholesterol, Anxiety, Major 
depressive disorder
Allergies: No
Write-up: couldn?t swallow eat or drink the next day, patients family notified 
Dec 29th 2020 and patient passed away on Dec 30, 2020 at 1 pm EST.

Couldn’t swallow/
eat/drink; died

1127237 3/8 78 M Id 1 Other Medications: donepezil 10 mg, loratadine 10 mg, memantine 10 mg, 
omeprazole 40 mg, testosterone 20.25 mg/1.25 grams
Preexisting Conditions: malignant melanoma, thrombocytopenia, alzheimer''s 
dementia, GERD without esophagitis, dyslipidemia, actinic keratoses, 
adenomatous polyp of colon, erectile dysfunction, male hypogonadism, BPH
Allergies: penicillin, atorvastatin
Diagnostic Lab Data: 3/9/21 and 3/11/21- chem WNL. 3/9/21 21:56 Troponin I 
<0.01; 3/10/21 02:38 Troponin I 0.1 (elevated); 3/10/21 07:52 Troponin I 0.11 
(elevated); 3/11/21 06:10 Troponin I 0.03 3/10/21 aPTT 28.5 3/9/21 d-dimer 792 
3/10/21 heparin anti-Xa WNL 3/9/21 HgA1C 5.7 3/9/21 12 Lead ECG "NSR with 
PVCs, nonspecific ST abnormality" 3/10/21 TTE "left ventricle appears mildly 
dilated with mild global hypokinesis and estimated ejection fraction 45-50%; 
grade 1 diastolic dysfunction" 3/11/21 Nuclear Lexiscan Stress Test "abnormal 
myocardial perfusion study, medium-sized moderate-severity, fixed defect 
involving the distal inferior, distal septal, and apical segments, consistent with 
myocardial infarction. Mild peri-infarct ischemia is noted. Abnormal findings low 
to intermediate risk" 3/11/21 ongoing Holter Monitor placed
Write-up: sudden-onset of severe left-sided CP with heavy pressure, SOB and 
diaphoresis; pt collapsed and had a period of unresponsiveness lasting 
approximately 10 minutes. EMS noted significant ectopy as well as frequent 
NSVT on ECG. Pt was transported to the Emergency Department and 
subsequently admitted for observation.

MI, EF 45-50%, 
diastolic 
dysfunction 

J

1127225 3/3 66 F Ca 1 Other Medications: 12/4/20–Shingles vaccine#1. 2/3/21–COVID vax DOSE#1. 
3/3/21–COVID vax DOSE#2. Kidney transplant anti rejection meds cellcept and 
prograf same day.
Preexisting Conditions: Kidney transplant 14 years ago (take anti rejection 
pills), hyperparathyroidism. Colonoscopy 2/26/21
Allergies: Day after vaccination nausea and extreme headache. Followed by 
extreme ear pain, Urgent care ear infection next day then fever followed by ER 
drooping face Bell Palsy
Diagnostic Lab Data: Covid test 3/12/2021. Negative. MRI Hospital 3/14/21.
Write-up: Got flu like systems the following day and each day felt weaker with 
headache and ear and neck pain thought flu ignored. Then felt worse went to 
urgent care tested negative for corona virus. Seen by dr on site. 2/12/21 Double 
ear infection. Home with antibiotics, got worse. Face extreme pain went to ER 
due to left side face dropping and speech slurring was diagnosed with double 
ear infection and Bell Palsy on 3/14/2021.

Bell’s palsy 

1127202 3/8 51 M Ny 5 Diagnostic Lab Data: internal capsule ischemic stroke
Write-up: Patient was found in the bathroom , urinating , walked to the 
wheelchair complaining of numbness over his whole right side denies any chest 
pain no tingling no trauma no incontinence

Internal capsule 
ischemic CVA

1127200 3/19 17 M Wy 2 Other Medications: Ferrous sulfate, Flonase, methotrexate, protonix
Preexisting Conditions: HLA B27+ juvenile idiopathic arthritis, enthesitis-
related subtype with sacroilitis well controlled on methotrexate (previously on 
Humira)
Allergies: none
Diagnostic Lab Data: Echo concerning for moderate LV dysfunction EF 44%, 
normalized the next day. - CRP 18 - COVID PCR negative, viral PCR negative. 
Other infectious workup pending.
Write-up: one day of fever found to have elevated inflammatory markers, LV 
dysfunction (now resolved), elevated troponin and ST elevation in EKG 
concerning for myopericarditis. Admitted to hospital. No documented fever in 
hospital, no rash, no GI symptoms, no other criteria met for MIS-C. Unclear 
etiology of myopericarditis.

Myopericarditis 

1127190 3/4 50 F Tx 0 Other Medications: Propranolol 60mg/day Buprenorphine+Naloxone 2mg/
0.5mg tid, Sirolimus 2mg/day Venlafaxine ER 225mg/day Eszopiclone 3mg/day 
Oxcarbazepine 600mg/day Spironolactone 100mg/day Omeprazole 20mg bid, 
Prednisone 7.5 mg/day Xarelto 20mg/day Pre
Preexisting Conditions: Rheumatoid Arthritis, diagnosed 11/2018 Multicentric 
Reticulohistiocytosis, diagnosed 01/2019 Clinical Depression
Allergies: Morphine
Diagnostic Lab Data: 3/7/21 atrial flutter diagnosis in ER; inpatient digoxin 
given to reverse A-flutter, did not work 3/8/21 cardioversion reversed A-Flutter
Write-up: 4 to 5 hours post vaccination I began to get very dizzy or "woozy", 
had a pounding heart sensation, felt very "clammy", and had general ague upon 
any type of exertion such as walking a very short distance using my rolling 
walker device. This happened 3 times in approximately 2 hours on the day of 
vaccination. The next day (03/05/21) my blood pressure and heart rate were 
very elevated (BP 174/111, Heart Rate 168); ER was unable to lower my heart 
rate but sent me home anyway. 03/7/21 I went to ER, where I was diagnosed 
with atrial flutter and admitted. The atrial flutter was corrected via cardioversion 
and I was released 3/9/21; I was prescribed Multaq 400mg, 2X/day and take it 
faithfully.

A flutter 

1127169 3/17 67 M Co 1 Other Medications: Timolol 0.5% ophthalmic solution
Preexisting Conditions: Glaucoma
Write-up: DOSE#2– 3/17/21. Next day, onset of bilateral swelling of conjunctiva 
and blurry vision, with progression of vision loss to no light perception in left eye 
the next morning. admitted to hospital after outpatient ophthalmology exam and 
started treatment with 1g methylprednisolone IV daily x5 days on 3/20. As of 
3/22 eye pain had subsided but no improvement in vision. Has been in hospital 
4 days at this point with uncertain discharge date.

Vision loss, 
conjunctival 
swelling

1127110 3/1 46 M Il 2 Other Medications: unknown
Preexisting Conditions: Prostate disease stage III, cervical radiculopathy, 
chronic kidney disease, depression, type II diabetes mellitus, hypertension, 
hyperlipidemia
Allergies: topiramate
Diagnostic Lab Data: WBC 10.1, Hb 15, hct 44.4, platelets 216, Na 137, K 4.8, 
Cl 103, CO2 25, BUN 16, Cr 1.67, glucose 191, SGPT 43, alkaline phosphate 
118, SGOT 19, total bilirubin 0.9, INR 1.05, D-dimer within normal limits. CXR: 
unremarkable. CT of the chest abdomen and pelvis: moderate inflammatory 
stranding around the gallbladder concerning for cholecystitis without 
cholelithiasis, mild duodenitis, some inflammation of the pancreaticoduodenal 
groove, hepatic steatosis, and mild atelectasis. Ultrasound of the gallbladder 
showed no cholelithiasis or cholecystitis although it was a suboptimal exam. 
There was no evidence of biliary ductal dilation. Patient received IV fluids and 
pain medications prior to transfer.
Write-up: The day after DOSE#1, he had sudden onset of diffuse upper 
abdominal pain, radiating to his right chest and his neck. There was no 
associated nausea, vomiting, diarrhea, or black or bloody stools. No fever, 
chills, or sweats. his scan was suggestive of acute cholecystitis. Patient 
underwent robotic laparoscopic cholecystectomy. He also noted to have AKI 
which was improving.

Cholecystitis, AKI, 
duodenitis

1127071 2/13 71 M Ca 12 Other Medications: sertraline, metoprolol, lovastatin
Preexisting Conditions: No
Allergies: Penicillin, Oxycontin(hallucinations), some statin drugs.
Diagnostic Lab Data: will be blood thinners and o2 for the rest of my life.
Write-up: 2/25– chills, body aches, and fever. I thought I had covid. 2/26 I was 
worse. 2/27– I went to the ER, and the diagnosis was "unknown virus" I 
continued to get worse. 3/3– I called the nurse and she said to go to the ER. I 
received the same diagnosis. I thought maybe my CPAP machine had bacteria 
and they tested for bacteria and it was negative. 3/8– I had 103.7 fever still and 
O2 was 70-80. I was admitted to the hospital. they tested me again and I had 
bacterial pneumonia. 3 days later they were going to send me home but when I 
woke up that morning I felt like I had been kicked in the ribs on my right side. I 
sat in a chair and if I coughed, hiccuped or anything It felt like a knife through 
my chest. a CT scan showed a massive blood clot in my lung. I was put on 
medications and I was discharged 3/17. My left lung had 100% pneumonia and 
the blood clot was in the right lung and my lungs were unable to help each 
other. With any exertion, my heart rate jumps and my O2 drops. I can only sit. 
The theory they had at the hospital is that the Moderna vaccine had the full 
attention of my immune system which allowed other infections to come into my 
body unchecked. Since the pandemic started I have left my house on my 
bicycle to the store and that is it. I have had almost no exposure.

PE

1127050 3/22 62 M U 0 Other Medications: Quinapril; atorvastatin; diltiazem; insulin aspart
Preexisting Conditions: type 1 diabetes; hypertension
Allergies: no known allergies
Diagnostic Lab Data: Positive troponin 4.2 with ST segment depression on 
EKG. Blood glucose 800 on arrival to ER with potassium level of 6.3; lactic acid 
of 7.2; CO2 of 10; creatin at 3.55; patient severely acidic
Write-up: Patient is a type 1 diabetic that went into DKA. Patient has never 
gone into DKA and is requiring hospitalization because of this. Patient possibly 
had an NSTEMI as well.

DKA, NSTEMI

1127043 2/16 73 M Az 11 Preexisting Conditions: hypertension, type 2 diabetes
Write-up: new onset atrial fibrillation 02/27/2021 (hospitalization #1) pericarditis 
with pericardial effusion 03/12/2021 (hospitalization #2)

New onset a fib, 
pericarditis with 
pericardial effusion 

1127041 2/2 84 F Fl 2 Other Medications: metforman, Hydrolizine, losartan, aricept, farciga, 
wellbutrin, lexapro, senacot
Preexisting Conditions: diabetes, osteoporosis, kidney disease, arthritis, HTN, 
mild cognitive impairment
Allergies: sulfa, PCN
Diagnostic Lab Data: MRI 3/8/21
Write-up: significant and immediate cognitive decline ( memory ) within 48 
hours from receiving the vaccination. She did receive an MRI from her 
neurologist and there we no immediate changes . It has been 7 weeks since her 
second dose and she has not recovered.

Rapid memory 
impairment 

1126961 3/9 60 M Ne 2 Other Medications: Simvastatin, protonix
Preexisting Conditions: hypercholesterolemia, GERD
Allergies: nka
Diagnostic Lab Data: MRI showed a left frontal MCA infarct
Write-up: 2 days after vax, woke up and couldn''t speak. Dx: ischemic cva

L frontal MCA CVA

1126935 3/9 50 F Fl 10 Other Medications: IBUPROFEN, MULTIVITAMINS, BLACK COHOSH
Preexisting Conditions: FAMILIAL HYPERCHOLESTROLEMIA, 
THYRODECTOMY, VARICOSE VEINS
Allergies: MANGO (RASH), CODEINE (RASH)
Diagnostic Lab Data: CRP (3/20/21 - 19.8, 3/21/21 - 23.8), TROPONIN-I 
(3/22/21 0.245, 0.166), D-DIMER (3/21/21 - 22.02, 3/23/21 - 35), 
FRIBRINOGEN (3/21/21 - 599, 3/22/21 - 706, 3/23/21 - 780),
Write-up: pain, intense, severe locating in epigastric area and diffuse all over 
the abdomen associated with nausea and vomiting. Dx: Subacute thrombosis of 
the main trunk of the superior mesenteric artery with no flow distal, 3 cm from 
the ostium with no flow identified in the right-sided branches or jejunal branches. 
MD thinks is due to Vaccine as Pt has no history or clots.

Thrombosis of SMA

1126925 2/12 78 M Tn 29 Preexisting Conditions: Heart Diseases
Allergies: Oxycodine
Diagnostic Lab Data: Hospitalization for 30 days
Write-up: Massive Stroke

Cva

1126904 3/17 83 M U 1 Other Medications: aspirin 81 mg, Dailyamoxicillin 500 mg, 4 cap, Once, PRN 
FLUoxetine 40 mg, furosemide 40 mg 1 TABLET QAM AND 1/2 AT NOON 
gabapentin 3
Preexisting Conditions: Dementia, A fib, Type 2 DM with polyneuropathy, 
Mixed hyperlipidemia, V tach, Coronary arteriosclerosis, HTN, COVID positive 
in January 2021. Hospitalized with mild hypoxemia at that time, Depressive 
disorder, Peripheral vascular disease
Allergies: Latex, pregabalin
Diagnostic Lab Data: EKG and troponins non ischemic (v-paced) 03/18 and 
03/19, CXR and CTA of chest clear with no pneumonia or PE 03/18 and 03/19, 
head CT negative 03/18 and 03/19; NT-proBNP 3620 pg/mL, 03/18/21
Write-up: DOSE#2– 03/17, he then became weak and unable to walk. He also 
experienced headache, nausea, and diarrhea. On 03/18, went to ER; dx acute 
on chronic hypoxia related to the 2nd dose of vaccine. He required up to 2 L 
of O2 during the night time. On 03/21 he was discharged as his SpO2 improved. 
His hypoxia returned to his baseline level upon discharge.

Acute on chronic 
hypoxia

1126900 3/15 57 F Il 1 left-sided facial numbness and droopiness next day. Dx: Bells Palsy, and 
initiated her on a 10 day course of prednisone along with valacyclovir

Bell’s palsy 

1126882 1/26 65 M Va 1 25 Other Medications: 3 anti-hypertensives; pain medications and several others
Current Illness: Inflammation in foot
Preexisting Conditions: Hypertension, AFIB, Degenerative Spinal Stenosis
Allergies: Penicillin, apricots, bananas
Write-up: bad headache about 3 hours after vaccination, that had improved by 
the next morning. The afternoon of 1/27/21, within 24 hours of receiving the 
vaccine, patient suffered from a stroke.

Cva

1126876 3/12 52 M Sc 1 0 Died early next morning J

1126875 3/17 65 F Mn 1 Other Medications: metoprolol Ferrous sulfate
Preexisting Conditions: hypertension. migraine headache
Allergies: Latex
Write-up: Developed paresthesias, migraine headaches, and then was 
admitted on 3/20, three days after dose #2 with acute dysarthria thought to be 
due to complex migraine. MRI was negative for stroke. Additionally she had 
accelerated hypertension. She reports that migraines have not been a problem 
for 10 years prior. Hypertension has been an ongoing issue.

Complex migraine, 
accelerated HTN

1126863 3/8 85 F Va 0 2 Other Medications: acetaminophen (TYLENOL) 325 MG suppository acetic 
acid (VOSOL) 2 % otic solution amLODIPine (NORVASC) 2.5 MG tablet 
Cholecalciferol (VITAMIN D) 125 MCG (5000 UT) Cap ciprofloxacin-
dexamethasone (CIPRODEX) otic suspension Cyanocobalamin (B-1
Preexisting Conditions: advanced dementia (non verbal, wheelchair bound at 
baseline), chronic aspiration, recurrent UTIs, voiding dysfunction currently self-
straight cathing, has suspicious bladder and gallbladder masses (being worked 
up), has right sided hydronephrosis
Allergies: None on file
Write-up: 3/8– vax at home. Patient was at baseline. Later that day she was 
taken to ER and admitted to ICU. BIBEMS for acute hypoxemia, difficult to bag 
en route, ED had difficulty intubating and so performed cricothroidotomy. Patient 
had brief PEA arrest due to hypoxia. ED provider noted "excessive pulmonary 
edema in airway, unfavorable anatomy, and airway swelling." Suspected insult 
stemming from vaccination reaction. Died 3/10.

Flash pulm edema, 
death

J

1126862 3/2 75 F Ma 15 Other Medications: B12, ASA 325
Preexisting Conditions: None
Allergies: Statins
Diagnostic Lab Data: CT
Write-up: hospitalized for ileitis. no h/o of gi or rheumatologic issues

Ileitis

1126857 3/18 76 M Mn 0 Other Medications: vitamin d3, vitamin c, vitamin b12
Preexisting Conditions: diabetic, high blood pressure
Allergies: none
Write-up: vax 3/18— very tired that day. 3/19– slept most of day, muscle aches. 
3/20– fever, muscle aches, headache, fatigue. 3/21– also SOB. 3/22– 
hospitalized with pulm edema, very high blood pressure

Pulm edema 

1126818 3/16 69 M Ca 0 Previous Vaccinations: 1st dose of pfizer he had fever up to 104, nausea and 
vomiting
Other Medications: 
Preexisting Conditions: DM, HL. prior h/o smoking and EtOH and opium 
abuse (none x 28 yrs, per family).
Allergies: NKA
Diagnostic Lab Data: head CT - negative for acute processes. Initial labs: 
WBC 12.6, lactic acidosis (LA 5.2), hyperglycemia (glu 297), elevated lipase 
level (161) renal insufficiency (Cr 1.23).
Write-up: admitted to the ICU with acute respiratory failure. DOSE#2– 3/16. 
Experienced recurrent fevers (up to 103) beginning by the evening of 3/16. Felt 
better in AM, had breakfast, and retired back to bed. Awoke shortly after noon 
w/ severe n/v and AMS. Was brought to the ED. Febrile (T 39.6) w/ rigors, 
tachycardic, tachypneic, and poorly responsive on arrival. Continued to 
experience episodes of emesis, and was felt to have possibly had a seizure 
episode ("looked to the side and was shaking"; no clear tonic-clonic movements 
noted). Was thus intubated for airway protection. extubated on 3/19. received 
antibiotics for positive blood culture (streptococcus parasanguinis). diagnosis: 
ADVERSE EFFECT OF CORONAVIRUS COVID-19 VACCINE

Acute resp failure, 
AKI

1126810 3/11 89 M Az 1 7 Other Medications: Acetaminophen 325mg prn leg pain Artificial tears PVA 
1.4%/Povidone, 1 drop in both eyes 4x per day as needed for dry eyes 
Brimonidine 0.2T ophthal. solution, 1 drop in both eyes tid for glaucoma Diclo
Preexisting Conditions: RIGHT inguinal hernia with small bowel entrapment/
reducible Dementia Anemia Impaired glucose tolerance Cholelithiasis 
Glaucoma Dry eye syndrome COPD hyperlipidemia asbestosis
Allergies: Codeine
Diagnostic Lab Data: After ED care, patient was on balloon pump until family 
able to arrive and discuss prognosis. Veteran was admitted to comfort care 
(hospice) on 3/18/2021 and died on 3/20/2021
Write-up: Patient suffered AMI within 24 hours after dose was administered.

AMI

1126808 2/1 70 M Nh 1 Other Medications: None
Preexisting Conditions: None
Allergies: No allergies
Diagnostic Lab Data: He had a blood clot in his brain
Write-up: Vax 9 am and by 4 in the a.m he had a stoke and it took him 5 hrs to 
get to his phone for help and called my mother. He was very healthy worked out 
daily, still worked a job 40 hrs a week and was very active and on the go

Cva

1126793 3/18 19 M Ca 2 Other Medications: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: Trop peak 16, EKG will Diffuse ST elevation. Echo 
shows global hypokinesis, reduced EF ~45%.
Write-up: Chest Pressure developed 2 days post-vaccine. Admitted for 
elevated troponins, myopericarditis. Improved on NSAIDs, colchicine.

Myopericarditis 

1126619 3/19 92 M Ca 0 Died 85 minutes later 

1126609 3/17 62 M Ms 2 Other Medications: none known by family who showed up at ED.
Preexisting Conditions: DIABETES, TOBACCO AND ETOH ABUSE, SOME 
UNKNOWN LIVER DISEASE BY FAMILY REPORT-ON ONE KNOWS THE 
NAME OF IT.
Allergies: none known
Diagnostic Lab Data: CBC: WBC 12.8, RBC 4.82, HGB,15.0, HCT 46.0, 
PLATELETS 29 (LL)-BLOOD WAS CLOTTED, PT WAS DOA. DRUG SCREEN 
ALL NEGATIVE
Write-up: CARDIOPULMONARY ARREST 2 DAYS AFTER RECIEVING 
SECOND MODERNA DOSE

Cardiopulmonary 
arrest, 
thrombocytopenia 
(plt 29)

1126597 2/2 53 F In 35 Other Medications: albuterol 2.5 mg/3 ml nebulizer solution 3 mls Q4H prn 
wheezing albuterol 90 mcg/act 1 puff Q6H prn wheezing epipen 0.3 mg inject IM 
prn bee sting fluticasone 50 mcg/act 1 spray in each nostril daily breo ellipta 
200-25 mcg/dose 1 puff po d
Preexisting Conditions: GERD allergies asthma
Allergies: levaquin-tendonitis bee sting- anaphylaxis
Diagnostic Lab Data: 2/9/21 platelets 259 3/11/21 platelets <2 3/12/21 
platelets 2 3/13/21 platelets 19 3/15/21 platelets 102 3/18/21 platelets 209
Write-up: Symptoms began on 3/9. She presented to urgent care on 3/11 with 
petechial rash on both legs and arms, purpuric bruising on bottom lip, and mild 
nosebleeds x 2 days. Transferred on 3/11 to Hospital for lab work due to 
suspicion of ITP, and found to have a platelet count <2. Tx: 3/11-3/12: IVIG. 
Platelets normalized by follow-up testing on 3/18, confirming dx of ITP.

Itp (plt <2)

1126593 3/12 63 F In 1 Diagnostic Lab Data: The doctors that took care of her and her neurologist 
has confirm that the vaccine caused a provoked event that cause the 
seizure.
Write-up: Reporter: patient: Following morning at 9:10AM, the patient suffered 
a seizure, she was calm after 5 minutes. At 2:25PM, there was a second 
seizure. The husband took her to ER. When they were in the ER, at around 
5:50PM, she suffered another seizure and the doctor decided to admit her to the 
ICU. She stayed in the ICU and was discharged on 3/15/2021.

3 sz

1126589 3/12 82 M Pa 5 PE PE

1126562 1/23 86 F Oh 16 Other Medications: ATORVASTATIN; PANTOPRAZOLE; CLOPIDOGREL; 
MELATONIN
Diagnostic Lab Data: antibody: confirmed disease
Write-up: reporter: physician. DOSE#1– 23Jan2021. On 08Feb2021 patient 
developed new onset myasthenia gravis 2 weeks after DOSE#1 of vax, 
antibody confirmed disease. hospitalization: 2 days. Tx: oral steroids and 
pyridostigmine. Prior to vaccination, the patient was not diagnosed with COVID.

New onset 
myasthenia gravis 

1126561 2/3 74 M Ca 2 Other Medications: AMLODIPINE; ATORVASTATIN; DOXAZOSIN; ELIQUIS; 
LISNOP
Preexisting Conditions: Asthma; A fib; HTN; Ischemic CVA
Write-up: basal ganglionic hemorrhagic stroke; reporter: patient. DOSE#1– 
03Feb2021. 05Feb2021: basal ganglionic hemorrhagic stroke. He was found 
10+ hours later and airlifted from local emergency room to neuro ICU unit. 
hospitalization: 05Feb2021 — 21Feb2021 (16 days). Tx: factor ii 
(prothrombin);factor ix;factor vii (proconvertin);factor x (stuart prower 
factor);protein c (coagulation inhibitor);protein s (KCENTRA). No covid prior 
vaccination.

Hemorrhagic CVA 
(basal ganglia)

1126464 2/25 51 F Fl 4 Other Medications: Vitamin C 1000mg daily, Acidophilous daily, Turmeric 
500mg daily
Preexisting Conditions: None
Allergies: NKA
Diagnostic Lab Data: Lipase: 743. Other blood work was unremarkable. CT 
scan showed Pancreatitis and diverticulitis. Ultrasound was done to look at the 
liver and gallbladder, both were unremarkable. There is NO history of alcohol or 
drug use and no smoking for previous two years. 3/21/21: MRI unremarkable.
Write-up: The shot was given on Thursday. Flulike symptoms (chills, body 
aches, nausea, fatigue, headache) and left arm soreness continued through 
Friday and Saturday. Sunday I was feeling fatigued, but otherwise back to 
normal. I awoke Monday morning with severe abdominal pain, shortness of 
breath, back /chest pain, fever, body aches, vomiting. I went to the ER and was 
diagnosed and treated for acute pancreatitis (and diverticulitis).

Pancreatitis, 
diverticulitis 

1126461 3/13 93 M Fl 1 Other Medications: Atorvastatin (Eliquis) 2.5mg bid Folic Acid 1mg qd 
Furosemide 20mg qd Lisinopril 40mg qd Metropolol tartrate 12.5mg bid
Preexisting Conditions: Pacemaker, Hypertension
Allergies: nka
Write-up: Reporter: son. The day after the vax, the pt was speaking 
incoherently, easily agitated, wasn''t speaking to gf. The pt''s history of 
ministrokes lead to the family calling 9-1-1. Pt was admitted to hospital. Pt 
vomited, aspirated, was put on a ventilator, admitted to the ICU for 2-3 days and 
discharged 03/19/2021. Currently the pt is only experiencing a loss of hearing. 
Caller was advised to take pt to primary doctor to have ears and hearing 
examined.

AMS, loss of 
hearing

J

1126456 3/9 80 F Me 1 Following DOSE#2, patient felt a "heaviness in chest." March 11th, two days 
post-vaccination, patient was admitted to hospital due to SOB-difficulty 
breathing. health continued to decline. Doctors suggest an autoimmune 
reaction due to vaccine, which then exacerbated her COPD. They found 
fluid inner lungs.

COPD 
exacerbation, 
pulmonary edema 

1126438 2/2 88 M Al 27 Appendicitis Appendicitis 

1126432 3/6 35 F Tx 1 Other Medications: No
Preexisting Conditions: No
Allergies: Pollen
Diagnostic Lab Data: CT with contrast head (no bone/jaw cancer)
Write-up: I woke up next morning right ear hurting, head throbbing felt warm 
with no temp. Following day, I went to the school nurse at my employer stated 
my right ear was red call doctor for antibiotic. I did contact my doctor the 
symptoms I was exp by then my tooth (bottom right side) was hurting diagnosed 
trigeminal neuralgia. On last 3/17 my tooth/ear was still exp pain I followed up 
with my dentist stated he didn’t see anything. Then on 3/20 I exp a lot of pain 
went to ER had a CT and concluded I do have trigeminal neuralgia was told to 
follow up with neuro surgeon.

Trigeminal neuralgia J

1126402 3/18 82 F Oh 4 Other Medications: 1. gabapentin 100 mg BID 2. levothyroxine 100 mcg daily 
3. mirtazapine 15 mg daily 4. rivastigmine 3 mg TID 5. montelukast 10 mg daily 
6. pimavanserin 44 mg daily 7. vortioxetine 5 mg daily 8. magnesium oxide 250 
mg daily 9. multivitamin 1
Preexisting Conditions: dementia, parkinsons, asthma, hypothyroidism
Allergies: fish, milk, codeine, penicillin
Diagnostic Lab Data: 3/22 ct brain - negative for hemorrhage 3/22 cta brain - 
apparent decreased cerebral blood flow and volume along the left parietal 
region, expected location of the posterior branch of the left middle cerebral 
artery 3/22 cta neck - no stenosis in the carotid arteries, severe stenosis of the 
proximal right vertebral artery 3/22 ct perfusion cerebral - negative 3/23 mri 
brain w/o contrast - punctate diffusion signal intensity within the right frontal 
periventricular white matter. no corresponding adc focus. this could represent t2 
shine through of chronic white matter disease or a very small focus of ischemia. 
correlate with neurologic assessment. otherwise there is age compatible chronic 
microvascular change without additional site of potential acute disease. 3/23 
echocardiogram - systolic function normal with ef 55-60%; moderate aortic valve 
regurgitation
Write-up: 4 days after vax, pt developed AMS, right sided weakness, right sided 
gaze, aphasic. Patient was administered 65 mg IVPB alteplase. Pt was usual 
state of health prior to stroke with no illnesses. initial NIH score was 18. post tpa 
NIH of 12 am of 3/23.

Cva J

1126370 2/23 76 M Al 7 Other Medications: simvastatin, metoprolol tartrate, amlodipine besylate, 
synthroid, omeprazole, cyanocobalmin
Preexisting Conditions: Heart attack, by-pass surgery, and stent in 2004. No 
problems since.
Allergies: none
Diagnostic Lab Data: Cat Scan, and MRI
Write-up: No adverse symptoms at time of shots. DOSE#2– 2/23/21. I suffered 
a stroke seven day later on March 2, 2021.

Cva

1126339 2/19 67 M In 2 Other Medications: atorvastatin 10 mg po nightly omega-3 dha epa fish oil 
1,200 mg cap po daily
Preexisting Conditions: hyperlipidemia
Allergies: NKA
Diagnostic Lab Data: 3/9: WBC 2.4, Hgb 3.6, plt <2 Bone Marrow Biopsy on 
3/10: adequate, nearly aplastic bone marrow (5%) showing trace 
hematopoiesis, increased iron stores, and no malignancy
Write-up: Nosebleeds began 2/21. Presented to Hospital on 3/9/21 with nose 
bleeds, spontaneous bleeding from mouth, and severe dyspnea. Had bone 
marrow biopsy done 3/10. Diagnosed with aplastic anemia on 3/12. Readmitted 
for treatment with ATGAM and cyclosporine. Completed course of ATGAM 3/16. 
Has yet to be discharged as of 3/23.

Aplastic anemia 
(wbc 2.4, hb 3.6, plt 
<2)

1126323 1/13 58 F Nh 55 Covid breakthrough (unknown if 58 days from dose 1 or 2) Covid breakthrough 

1126319 2/16 83 F Or 2 Appendicitis Appendicitis 

1126301 3/3 73 F Ct 18 ITP ITP

1126263 1/13 24 F Tx 31 Other Medications: Yaz birth control
Current Illness: Bronchitis one month prior, on steroid inhaler
Preexisting Conditions: Asthma
Allergies: Shellfish
Diagnostic Lab Data: Hospitalized overnight for 2 nights (2/13-2/14; 2/16-2/17) 
Echocardiogram, CT scans, EKG, leg ultrasounds.
Write-up: Bilateral pulmonary embolism. No clots detected in legs. Treatment: 
removed from birth control, Eliquis (10mg) for 3 months

Bilat PE

1126252 3/11 74 M Ri 0 Other Medications: Famotidine 20mg PO q 12 hours Nitroglycerin 0.4mg PO 
sublingual Vit A/Vit C/Vit E/Zinc/Copper (Perservision AREDS) 2 capsules PO 
daily Propranolol LA (Inderal) 80mg PO QD Lisinopril 20mg PO QD Cetirizine 
10mg PO HS Fluoxetine 20m
Preexisting Conditions: - CAD with hx of 4 vessel CABG 6-7 years ago - 
Hypercholesterolemia - Hx of hypokalemia - GERD and hx Barrett?s; colon 
polyps - HTN - 2019 had cholelithiasis documented on a CT of the chest - Small 
bowel nonbleeding AVMs
Allergies: penicillin
Diagnostic Lab Data: - CT showed findings of acute interstitial pancreatitis 
(edematous and surround inflammation); gallbladder was collapsed; no 
evidence of biliary ductal dilatation - MRCP: acute pancreatitis; few hypointense 
areas within the proximal and mid portions of the common bile duct (could be 
stenosis, stones); no hepatic biliary ductal dilatation; gallbladder is contracted 
but few stones within
Write-up: evening of vax, starting cramping with abdominal pain radiating to the 
back; continued for 3 days - Had nausea but no vomiting; mild HA - Some 
episodes of loose stools but no blood - No fever and chills but some diaphoresis 
- Has been drinking water but not eating - Has been a little bit of SOB and 
dyspnea on exertion - No clear alleviating factors, worsens when he drinks too 
much water - no recent history of alcohol intake

Pancreatitis J

1126229 3/16 48 F Tx 1 Other Medications: 4000 mg Keppra 500 mg depakote
Preexisting Conditions: Epilepsy
Allergies: Penicillin, amoxicillin, erythromycin reglan
Diagnostic Lab Data: CT scan on 3/17/2021
Write-up: Seizure the next day plus headaches, tremors and vomiting.

Sz exacerbation 

1126165 2/10 24 F Al 34 Other Medications: iron supplements, folate, DHA, heart burn medication, 
probiotic and prenatal vitamins.
Preexisting Conditions: No
Allergies: No
Write-up: I had an increase protein and uric acid in my urine. I had swelling, in 
my face hands and feet. I was admitted to the hospital for monitoring and I was 
diagnosed with mild preeclampsia. I will remain in the hospital until delivery. I 
am estimated to deliver twins on 03/29/2021

Preeclampsia 

1126153 3/19 74 M Fl 0 NSTEMI NSTEMI

1126150 3/12 39 F Ny 5 Appendicitis Appendicitis 

1126103 2/26 75 M Fl 5 Other Medications: Lisinopril, multivitamin
Preexisting Conditions: HTN
Allergies: NKDA 
Diagnostic Lab Data: EKG (3/3/2021)
Write-up: Heart block, pulse down to 36. Required a pacemaker to be placed.

Heart block, 
requiring 
pacemaker 
placement 

1126061 1/21 89 F Oh 13 Other Medications: LISINOPRIL; FUROSEMIDE; SERTRALINE; 
LEVOTHYROXINE
Preexisting Conditions: Esophageal hernia (Repaired); Rectal cancer; Uterine 
cancer, Aortic aneurysm (Untreated)
Write-up: encephalopathy; reporter: daughter. DOSE#1– 1/21/21. DOSE#2– 
2/17/21. 2/8/21: 13 days after first vaccination, the family started to notice small 
balance changes, slight fine motor coordination changes (handwriting, etc.) and 
a little forgetfulness. They chalked it up to her being an 89 year-old. After 
DOSE#2, the patient was unable to stand without assistance, leans backwards 
when trying to stand, has developed a spastic tremor bilaterally in her arms and 
her cognition is completely altered. She is experiencing hallucinations, memory 
loss, can follow some directions and her speech is clear, but inappropriate. Her 
hand writing was concise and clear prior to vaccine, but later became illegible; 
missing entries with no spatial awareness. she was hospitalized. On 06-
Mar-2021 and 07-Mar-2021 a CT of brain, CT of neck, multiple urinalysis and 
multiple blood labs were performed. On 07-Mar-2021, the patient could not 
identify immediate family members in a photo. On 8-Mar-2021, short EEG, brain 
CTs with and without contrast, neurological consultation, speech consultation, 
psychological evaluation, lumbar puncture and MRI were performed. Results 
are pending. She has been diagnosed with brain encephalopathy, probably 
caused by molecular mimicry in response to the vaccine. The patient''s 
daughter reports that prior to the vaccination, her mother was fully independent, 
living alone, mobile and with excellent cognitive function.

Encephalopathy, 
hallucinations, bilat 
spastic tremor

1125982 1/23 49 F Oh 2 Other Medications: Plaquenil, Folic Acid, Vitamin D3, Lisinopril, sertraline, 
xarelto, Metformin 500 mg,
Preexisting Conditions: Rheumatoid Arthritis, HTN, Pre-Diabetic
Allergies: NKA 
Diagnostic Lab Data: 1/26/21 Head CT, 1/26/21 EKG, 2/16/21 Hearing Test, 
3/8/21 Brain MRI
Write-up: Loss of hearing in right ear on 3/25/21, ringing in ear on 3/25/21, 
Vertigo on 3/26/21

Unilateral hearing 
loss, vertigo, 
tinnitus

1125960 1/25 74 F Fl 3 Other Medications: Morphine sulfate IR 15mg, Atenolol 50 mg, Fenosteride 5 
mg, and Terazosin 10 mg
Preexisting Conditions: Myeloma, HTN, and BPH.
Allergies: none 
Diagnostic Lab Data: Hospitalization: 02/21/2021 - 02/26/2021.
Write-up: DOSE#1– 01/25/2021. 01/28/2021: chills, which resolved in 2-3 
weeks. 02/15/2021: back pain. The 2nd dose of Pfizer vaccine was due on 
02/17/2021, pt had to cancel 2nd dose appointment due to Clinic appointment. 
Clinic staff told pt back pain was most likely due to a pinched nerve or lower 
back problems that comes with age. No x-rays or blood work was performed at 
Clinic. On 02/21/2021 pt stood up and felt even worse lower back pain, couldn''t 
walk, pt went to ER and was admitted for 5 days, discharged 02/26/2021. Blood 
work was done and showed hyperkalemia, proteinuria, and kidney failure. Pt will 
receive oncology treatment 03/29/2021, the oncologist alerted the caller the 2nd 
dose must be administered to the pt before oncologic treatment. Caller asked if 
the pt should get the second dose due to the kidney failure occurring after the 
1st dose was administered. Pt was advised that it is unlikely the vaccine caused 
kidney failure and the pt should get the second dose as soon as possible.

HyperK, proteiniria, 
ARF (no h/o renal 
issues)

1125861 3/8 59 F U 1 respiratory failure with hypoxia multifocal pneumonia Resp failure, 
multifocal 
pneumonia 

1125856 3/18 58 F Mi 2 Other Medications: Aspirin, Colace, fentanyl, insulin, metoprolol, xarelto
Current Illness: Fem bypass of right leg with seroma formation.
Preexisting Conditions: BPH, Afib, Diabetes, Hypertension, PVD
Diagnostic Lab Data: Admitted to hospital 3/20/21
Write-up: Patient was febrile at 104F. Found passed out on floor at home. SIRS 
from vaccine administration is the likely cause of this event

SIRS J

1125850 1/4 26 F Mi 24 Other Medications: Synthroid Vitamin D Multivitamin
Preexisting Conditions: Hypothyroidism
Allergies: NKA 
Write-up: Psychosis - in the 2 week mark on the date I was supposed to get my 
second dose, I had a ER visit for psychosis and delirium. Delirium caused me to 
be hospitalized inpatient in the psych hospital for 5 days

Psychosis 

1125842 2/20 83 F Ny 0 Other Medications: TRAZODONE; KLOR CON; FUROSEMIDE; 
IRBESARTAN; LEVETIRACETAM; MEFORMIN; METOPROLOL; JANTOVEN; 
NITROFUR; BABY ASPIRIN; MELATONIN; LEVOTHYROXINE; PREVAGEN 
[APOAEQUORIN]; B12
Preexisting Conditions: cholesterol; HTN; DM; Heart disorder; Seizures; 
Thyroid disorder
Allergies: codeine, HCTZ
Diagnostic Lab Data: 2/21, 2/23, 3/1: Nasal Swab: Negative
Write-up: confusion/disorientation about 2 hours after vaccine, couldn''t figure 
out how to get her seat belt on. the next day she couldn''t dress herself; Patient 
was not diagnosed with covid prior to vaccination. Hospitalization: 2 days

AMS

1125839 2/24 74 F Ct 0 Within 90 minutes, Hypertensive urgency (205/101); HR 135 Hypertensive 
urgency 

1125835 2/16 U F Ct 10 Other Medications: DEXILANT; MELOXICAM; ZOLOFT; NIASPAN
Preexisting Conditions: Autoimmune disorder; Celiac disease
Allergies: dairy, gluten, Codeine 
Write-up: Dupuytren''s contracture

Dupuytren''s 
contracture

1125834 2/25 73 F Va 0 Preexisting Conditions: Cholesterol; CPAP; DM; HTN; Seizure (last sz 40 
years ago)
Write-up: seizure; twitches jerks; DOSE#1– 2/25/21. Seizure later that day. 
Hospitalization: 4 days. Tx: Keppra.

Sz recurrence 

1125686 2/19 71 F Ma 18 Other Medications: Meloxicam 7.5 mg daily for 14 days starting 2/5/21. Patient 
also takes a daily multivitamin and calcium/Vit D supplement.
Current Illness: None. Patient did receive intraarticular corticosteroid injection 
to the left hip on 2/10/2021.
Preexisting Conditions: osteoarthritis of the hip and knee, CKD stage 3A, 
class III obesity, and lymphedema.
Allergies: macrolide antibiotics, penicillin, and sulfonamide antibiotics
Diagnostic Lab Data: CT and TTE on 3/10/21.
Write-up: 3/9: severe nausea, dizziness, and lost consciousness. She was 
taken to the ER the next morning and was diagnosed with a PE and acute DVT 
in the right popliteal vein and right calf veins. Patient was treated with EKOS 
and discharged on 3/13/21 on Apixiban.

PE, DVT (R 
popliteal and calf 
veins)

1125670 1/20 81 M U 2 SIRS SIRS

1125653 3/20 27 F La 1 Other Medications: cetirizine (OTC)
Preexisting Conditions: seasonal allergies
Diagnostic Lab Data: Patient had an MRI, a CT, and an EEG, all of which 
came back normal.
Write-up: Patient experienced psychomotor symptoms; had one seizure at 
home and was transported to the hospital where she had another seizure.

New onset sz 

1125625 3/7 78 F Nh 4 Other Medications: levothyroxine, losartan, glipizide, probiotic, famotidine x 2 
bds, memantine x 2 bds, fish oil, doxazosin, vitamin D, diltiazem, pravastatin, 
Vitamin B 12,
Preexisting Conditions: Type 2 diabetes, Alzheimer''s, HBP
Allergies: sulfa and erythromycin 
Diagnostic Lab Data: XRAY ECHO Blood work Chest Xray MRI
Write-up: 3/11/21- pt was feeling fine. She stood up got dizzy and seemed to 
have a seizure. when she came to she did not know that it had happened. about 
5 hours later she stood up again got dizzy and seemed to have had another 
seizure. her husband called 911. EMTs took her vitals but did not detect 
anything to be wrong at the time and was advised to see PCP. Next day 3/12/21 
she went to her PCP. She had blood work which showed high enzymes for heart 
failure so was sent to hospital to be admitted. Pt had blood work, chest xray 
which showed blood clots in both lungs. She was administered blood thinner. 
MRI of head was clear. Echocardiogram was clear. Pt stayed about 4 days. 
Enzymes for heart failure was clearing up. Pt was released and had a FU appt 
w/ PCP on 3/22/21. Pt found out that she also had bilateral deep vein 
thrombosis in both legs while she was in the hospital.

Bilat PE and bilat 
DVT

J

1125614 1/29 71 F Pa 14 Other Medications: Amlodipine Besylate, Mesalamine, Pantoprazole, Aspirin 
81, Triamterene HCTZ, Simvastatin, Lisinopril Calcium, Bio-Dophilus, 
Glucosomine+MSN Forte, Cholecalciferol D3
Preexisting Conditions: Ulcerative Colitis, HepC (remission)
Allergies: None 
Diagnostic Lab Data: Spinal Tap showed protein in my spine....Conclusion was 
Gullain Barre Syndrome. Was given 5 days of IVIG.
Write-up: Received the shot 1.29.21 and on 2.13.21 noticed something was 
wrong and by 2.15.21 my arms and left leg had no strength.

GBS

1125597 2/6 34 M Mn 22 Other Medications: Bilberry Fish oil Turmeric
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: CK 12,000 AST/ALT 2000 ESR 52 HS CRP 46 INR 
normal
Write-up: Muscle pain and weakness beginning 2/28/2021, hospitalized 
3/2/2021-3/8/2021 for rhabdomyolysis (peak CK = 112,000) and severe 
transaminitis (ALT and AST in the 2000''s). No preceding injury or trauma, no 
drug or excessive alcohol use. By 3/19/2021 patient still unable to get out of 
chair without using arms, significant proximal mm weakness. Inflammatory 
markers elevated and CK and liver enzymes still surprisingly high. Re-
hospitalized 3/22/2021. Still in hospital, improving, on date of report (3/23/2021).

Rhabdomyolysis, 
transaminitis 

1125487 1/29 71 F La A fib exacerbation 

1125485 2/17 58 F Ny 11 GBS. Bell’s palsy 

1125478 3/5 54 M Mi 1 Vertigo 

1125476 3/6 54 F Ny 1 Aki, hypokalemia

1125384 2/26 89 M Il 13 Other Medications: metoprolol 25 mg bid, Myrbetriq 25 MG
Preexisting Conditions: atrial fibrillation on anticoagulation due to prior GI 
bleed, HTN, HLD, T2 dm, BPH
Allergies: pcn, warfarin, simvastatin 
Diagnostic Lab Data: 03/15/21 0156 WBC 6.5, RBC 3.14Low, Hemoglobin 
10.1Low, Hematocrit 30.4%Low MCV 96.8High, MCH 32.2, MCHC 33.2, Rdwcv 
12.9%, Rdwsd 45.1High, Platelets 170k, Mean Platelet Volume 11.6High, 
Nucleated RBC 0.0, WBC''S Abs NRBC 0.0, Neutrophils 57.0%, Lymphs 27.5%, 
Monocytes 11.0%High, Eos 3.2%High, Basos 1.1%, Imm Gran 0.2% Comment: 
IG PARAMETER REFLECTS THE COMBINATION OF METAMYELOCYTES, 
MYELOCYTES, AND PROMYELOCYTES. Neutrophils Absolute Count 3.7k, 
Lymphocytes Absolute Count 1.8k, Monocytes Absolute Count 0.7k, Eosinophils 
Absolute Count 0.2k, Basophils Absolute Count 0.1k, Abs Imm Gran 0.01k.  
03/14/21 1506 Glucose 119High.  03/12/21 1244 TROPONIN T 69High.  
03/12/21 1116 EKG: Q-T Interval 420 ms Ventricular Rate : 85 BPM Atrial Rate : 
85 BPM P-R Interval : 198 ms QRS Duration : 86 ms Q-T Interval : 420 ms QTC 
Calculation(Bazett) : 499 ms Calculated P Axis : 29 degrees Calculated R Axis : 
46 degrees T Axis : 49 degrees Diagnosis : Sinus rhythm with premature atrial 
complexes Prolonged QT Abnormal ECG When compared with ECG of 29-
NOV-2018 16:34, QRS duration has decreased Nonspecific T wave abnormality 
no longer evident in Inferior leads.  03/12/21 0849 Hemoglobin A1C 5.8%High, 
Estimated Average Glucose 120High.  03/12/21 0436 TROPONIN T 87High.   
Magnesium 2.1.  Cholesterol 131, Triglycerides 76, HDL 47, LDL 69, LDL/HDL 
Ratio 1.46 VLDL, Calc 15. WBC 8.8, RBC 3.62, Hemoglobin 11.7Low, 
Hematocrit 33.8%Low, MCV 93.4, MCH 32.3, MCHC 34.6, Rdwcv 12.7%, 
Rdwsd 44.0High, Platelets 204k, Mean Platelet Volume 11.2High, Nucleated 
RBC 0.0 WBC''S Abs NRBC 0.0 Neutrophils 68.9% Lymphs 16.3%Low 
Monocytes 13.6%High Eos 0.3%Low Basos 0.6% Imm Gran 0.3% Comment: 
IG PARAMETER REFLECTS THE COMBINATION OF METAMYELOCYTES, 
MYELOCYTES, AND PROMYELOCYTES. Neutrophils Absolute Count 6.0k, 
Lymphocytes Absolute Count 1.4k, Monocytes Absolute Count 1.2kHigh, 
Eosinophils Absolute Count 0.0k, Basophils Absolute Count 0.1k, Abs Imm Gran 
0.03k, PROTIME 13.2, INR 1.1.  03/12/21 0251 TROPONIN T 91High, 
Creatinine 0.9, Est GFR 75Low
Write-up: 3/11/21 orthostatic hypotension, Fall and N-Stemi dx at a hospital 
-3/12 transferred to another hospital - 3/16 discharged to Swing bed at another 
hospital. initially presented to outside facility following a fall when he slipped on 
water while walking with his cane out the front door. Primary point of impact was 
on his left leg in hip as well as possible head trauma. Imaging showed no acute 
fracture or abnormality. EKG showed normal sinus rhythm heart rate of 75 with 
incomplete RBBB. Vital signs normal. Patient was getting ready to be 
discharged from facility and whenever they sat him up, he had an episode 
where he stared ahead and got diaphoretic as well as dizzy. Outside ER 
decided to get troponin at that time and came back elevated at 0.163. Patient 
continues to deny any chest pain. CBC: WBC 9.2, HGB 13.4, HCT 39.3, PLT 
223 BMP: Na 141, K 3.7, Cl 104, HC03 31, BUN 22, CRT 0.94, GLU 124. PT 
10.5, PTT 24.7, PLT 1.07.  cardiac workup was negative for any significant 
cardiac disease.

Nstemi, orthostatic 
hypotension 

1125249 2/9 69 F U 3 Other Medications: FLAGYL; BACTRIM; CLINDAMYCIN; FAMOTIDINE; 
LORAZEPAM; ALLOPURINOL
Current Illness: Diverticulitis (Patient recovering from diverticulitis when 
received DOSE#1.)
Write-up: 3 days later, patient went to hospital for tachycardia, where it was 
found that the patient had two blood clots in the posterior lobes of her lung and 
she was hospitalized. Tx: heparin bolus. The patient was discharged on 13 Feb 
2021 and started on Eliquis 5 mg twice a day.

2 PE

1125214 2/24 60 M Az 27 Other Medications: Metoprolol, Keppra, Atorvastatin, Aspirin, B12
Preexisting Conditions: seizure disorder, hypertension, partial nephrectomy
Allergies: NSAIDs 
Diagnostic Lab Data: CPK $g9600, +myoglobinuria
Write-up: Rhabdomyolysis. Persistent muscle aches persisting from time of 
vaccine to time of presentation and diagnosis 1 mo later. Muscle weakness 
started 2 wks after vaccination

Rhabdomyolysis 

1125177 2/22 46 F Ca 0 Other Medications: Multi-vitamin, Vitamin D, Advil (not on day of vaccination)
Preexisting Conditions: Migraine headaches
Allergies: None 
Write-up: Soreness in the right shoulder began a few hours after injection at 
injection site. The pain worsened over several days from the muscle to deeper 
in the shoulder joint and rotator cuff. Mobility was severely limited and painful. 
The pain with and without movement and limited mobility in the right arm at the 
shoulder have persisted now for 30 days. Arm cannot be lifted laterally more 
than a few inches; arm cannot be extended backwards at all without severe 
pain; I cannot sleep on my right side without pain, and shoulder hurts 
throughout the day and night.

Shoulder pain and 
decreased ROM

1125165 12/29/20 41 F Ca 79 Other Medications: Synthroid
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: ECHO 3/18/21, 3/19/21, 3/21/21 CBC with diff 3/18, 
3/19, 3/20, 3/21, 3/22
Write-up: Uncomplicated pregnancy, EDD 03/25/21, elective c section 3/18/21, 
birth weight 3200 grams, baby found to have premature closure of ductus 
arteriosus, severe pulmonary hypertension, RV dysfunction, severe neutropenia 
requiring Neupogen, 34 week 3D ultrasound had been normal

Neonate with 
premature closure 
of ductus 
arteriosus, severe 
pulmonary htn, RV 
dysfunction, severe 
neutropenia 

1125124 3/11 20 F Tx 2 Other Medications: Junel age 1/20 (birth control)
Preexisting Conditions: None known
Allergies: None known 
Diagnostic Lab Data: All labs returned back to more normal levels following 
ERCP and gallbladder removal. 3/14: lipase 2880 U/L, ALT 276, AST 125. 3/15 
(following ERCP): lipase 86 U/L, ALT 199, AST 78
Write-up: Nausea began the day before the shot 3/10 and continued through 
3/12 Vomiting began 3/13 AM and continued until 3/14 AM I went to Urgent Care 
3/14 AM where labs were completed. Labs showed a lipase over 2800 and was 
instructed to go to the ER. I went to the ER on 3/14 around 7pm and was 
admitted around midnight. It was deducted gallbladder pancreatitis. I had an 
ERCP procedure 3/15 afternoon to remove gallstones. My gallbladder was 
removed on 3/16 AM. I was released 3/16 evening from the hospital

Obstructive 
pancreatitis 

1125095 2/26 20 M U 6 Bell’s palsy, seizures Bell’s palsy, 
seizures 

1125089 2/6 25 F Id 0 Preexisting Conditions: None
Allergies: none
Diagnostic Lab Data: 
Write-up: Acute demyelinating polyneuropathy-in hospital getting IVIG; 
DOSE#1– 20Jan2021; DOSE#2– 06Feb2021; reporter: physician. On 
06Feb2021 20:00, the patient experienced acute demyelinating polyneuropathy-
in hospital getting IVIG. hospitalized for 6 days. Tx: IVIG. The patient did not 
receive other medications in two weeks. Prior to the vaccination, the patient was 
not diagnosed with COVID-19.

Demyelinating 
polyneuropathy

1125075 1/25 72 F Tx 1 Heart attack; Fatigue; Chest Pain; Cough; Fever; Muscle pain in chest area; 
Chills; reporter: patient. DOSE#2– 25-JAN-2021, 26 hours prior. On 26-
JAN-2021: developed chills, fever, and muscle pain in the chest area. The 
reporter specified that it wasn''t chest pain. The patient took acetaminophen for 
the pain. On 27-JAN-2021, fever subsided but she was still having a little 
cough and chest pain. On 28-JAN-2021, the patient had chest pain again 
during a nap and decided to call 911 because she was about to pass out. The 
patient was taken to the ER (emergency room) where an EKG 
(electrocardiogram) was performed. A few moments after the EKG, the patient 
had a heart attack. The cardiologist suspected the patient may have had a 
heart attack two days earlier because her cardiac enzymes were too high to be 
a result of a recent heart attack. hospitalization: 28-JAN-2021 — 01-FEB-2021. 
Catheterization and stent placement were performed. Tx: clopidogrel, 
metoprolol, low-dose aspirin, and atorvastatin. 

Mi

1124851 1/17 45 F Nv 4 Other Medications: Metroprolol rouvastatin nortriptoline vitamin D Xanax as 
needed
Preexisting Conditions: MS
Allergies: Penicillin
Diagnostic Lab Data: CAT scan of my head at the first ER visit January 22, 
2021 he gave me an IV and sent me home to see you neurologist I went to a 
neurologist and had two MRIs of my brain in my spine which were clear there 
was an incidental finding of an arachnoid cyst so I went to hospital and saw a 
neurosurgeon that told told me was normal and would not be causing the 
symptoms today I passed out in my home and went by ambulance to the 
hospital where they did another CAT scan with and without contrast start an IV 
with Solu-Medrol and IV solution and I?m going to get heart test because my 
tachycardia has been high and so I?m going to get admitted tonight. I have 
never had debilitating issues like this than I have for the past two months.
Write-up: Severe syncope vertigo dizziness pressure headache in my head and 
in my neck . I need to go to the hospital twice tremors The symptoms have been 
debilitating I?m having tachycardia every time I stand up and I?m having to take 
Xanax because of my panic attacks.

Syncope, vertigo, 
tremors, 
tachycardia 

1124846 3/18 47 M Ca 1 Other Medications: lisinopril 10 mg, cannabis edible
Preexisting Conditions: hypertension, lung cancer resected in 11/2020 (not on 
chemo or radiation)
Allergies: none prior to this 
Write-up: 3/18 - DOSE#1. 3/19 - developed raised itchy rash, mostly on trunk; 
went to hospital, got prednisone 60, Benadryl, Pepcid, sent home 3/20 - took 
prednisone 60 and Benadryl at home 3/21 - hives worsened, now involving 
buttocks, thighs, face, with mild periorbital swelling; went to emergency 
department, got Benadryl, Pepcid, sent home 3/22 - developed mild lip swelling, 
admitted to hospital for observation. Got epi 0.3 mg IM, Decadron 10 mg IV, 
Zyrtec 10 mg, Pepcid 40 mg po, Benadryl 25 mg po, with improvement. Allergy 
consulted, felt this was likely delayed hypersensitivity reaction to Moderna, but 
couldn''t exclude lisinopril side effect. They recommended Zyrtec 10 mg bid for 1 
wk, and stay off lisinopril. Will follow up in Clinic to determine how to approach 
2nd shot.

Delayed 
Hypersensitivity rxn  
(next day)

1124822 2/22 78 F Mi 6 Other Medications: omeprozole, zoloft lycine, vit B,
Preexisting Conditions: dementia/ alzheimers, arthritis
Allergies: sulfa 
Diagnostic Lab Data: Enzyme test given showed a heart attack
Write-up: MI one week after DOSE#2. 3 days in hospital, now on long list of 
heart medications. She already is suffering from demensia and these heart 
medications cause her more confusion.

Mi

1124795 3/16 18 M Ga 1 Other Medications: Prograf, prednisone, myfortic, lasix, calcitriol, epogin, 
caltrate, nephro-vites, iron, singular, Zyrtec, culturelle,
Preexisting Conditions: On dialysis, waiting for a new kidney transplant, 
bladder failure
Allergies: None 
Diagnostic Lab Data: EEG, ekg, catscans, mri?s
Write-up: No symptoms at time. Headache and seizures, black eye from falling

New onset sz J

1124750 3/9 57 M Nj 1 Other Medications: Levothyroxine and allopurinol
Current Illness: Hypothyroidism, fatty liver and gout
Allergies: None 
Diagnostic Lab Data: BS 440 with A1C of 10.4
Write-up: The patients blood sugars shot up from 130 to 450 over a period of 
one week, went into DKA. Was admitted to ICU.

Dka

1124727 2/24 86 M In 25 Other Medications: Immodium 1 daily Brimonidine .1% drop Bimatoprost .03% 
drop Dorzolamide 2% drop 3x daily. Butalbital-acetometaohine/ct 50/325/40 
1/2am 1/2pm Amlodlpine 5mg Hydrochlorothiazide 25mg Indapamadine 2.5mg 
2 pills Metoprolol 100mg Olmesartan 20mg 1/2 tablet daily before 6pm 
Doxazodin 2mg pm Simvistatin 20mg pm
Preexisting Conditions: Diabetes Hypertension High Cholesterol
Allergies: Keflex Sulfa Augnentin 
Write-up: Pulmonary Embolism Multiple blood clots in legs and lungs

Multiple PE and 
DVT

1124720 2/25 72 M Wa 10 Preexisting Conditions: HTN, Hyperlipidemia, heart murmur
Allergies: NKA 
Diagnostic Lab Data: CT CTA and MRI unremarkable.
Write-up: Sudden onset of amnesia shortly after waking up.

Amnesia

1124712 2/10 46 F Ca 24 Other Medications: Vitamin D
Preexisting Conditions: None
Allergies: none 
Diagnostic Lab Data: CT, CTA of head and neck with contrast: " 7mm. focal 
diffusion restriction right frontoparietal junction may be recent infarct" Brain MRI: 
"7mm x 2mm focus diffusion restriction right frontoparietal junction cortex or 
subcortical white matter centrum semioval, Otherwise remarkable" HbA1C: 6 
HDL: 32 LDL: 77 TG: 263
Write-up: 3/6/2021 at 11:24 AM: dizziness, slurred speech, a feeling of my lip 
dropping to the right, and weakness in left upper extremity. In the ER imaging a 
diagnosis of stroke was made. Acute frontoparietal infarct, ASA/plavix, lipitor, 
PT/OT, Neurologist follow up. After discharge I have been meeting with PT/OT 
following exercises. Met with my PCP and continued medications Aspirin 81 mg, 
atorvastatin 80 mg, clopidogrel 75 mg. Still have muscle aches, and pain in the 
left upper extremity- especially 3rd and 5th digits.

Cva (R 
frontoparietal)

1124681 3/5 80 M Wa 16 Other Medications: unknown
Preexisting Conditions: HTN, Hyperlipidemia, CAD, Diabetes
Allergies: Mild allergy to Morphine sulfate and naproxen sodium 
Diagnostic Lab Data: CT and CTA unremarkable
Write-up: Sudden onset of memory loss while paying for gasoline. Had been 
driving and stopped for gas. Paid and then couldn''t recall where he was or what 
he was doing. EMS responded and transported to Hospital.

Amnesia

1124679 2/23 69 F Wa 21 Stroke - globus pallidus area Lost ability to speak and recognize objects. 
Immediately taken to ER and evaluated and TPA given. Results good following 
drug administration sent home after two days. Some mental effects still.

Cva globus pallidus

1124657 2/9 30 F Va 7 Other Medications: prenatal vitamin
Preexisting Conditions: none
Allergies: Minocycline, clomid 
Diagnostic Lab Data: Autoimmune workup, genetic workup, D and E 
performed 3/8/2022
Write-up: DOSE#2 at 11 weeks, 6 days. normal ultrasound at 12 weeks, 2 
days. Missed miscarriage noted at 15 weeks, 1 day. Last measurement of baby 
noted to be 12 weeks, 6 days. Closely monitored during first trimester with no 
abnormalities noted. Normal ultrasound at 12 weeks, several days after baby 
stopped growing with fetal demise at some point there after

Missed miscarriage 
(12w 6d)

1124644 3/2 73 F Wa 9 Other Medications: Levothyroxine 88 mcg, omeprazole 20 mg, maxzide 
37.5-25mg
Preexisting Conditions: Hypertension, Hypothyroidism, Breast cancer s/p 
double mastectomy (no chemo)
Allergies: NKDA 
Diagnostic Lab Data: 3/19: HIV negative, hepatitis panel negative. marked 
thrombocytopenia without significant schistocystes. Folate (24.8) and B12 
(1500) normal.
Write-up: DOSE#1– 3/2. Later had bruising, petechial rash and gum bleeds. 
She noticed that when she was brushing her teeth this morning, her gums were 
bleeding and found a pea size hematoma in the bottom of her lip. She noticed a 
large bruise in her injection site this morning. Denies pain. She reports that her 
lower extremity started itching last week and she began scratching and knows it 
is small red dots diffusely distributed in her bilateral lower extremities. 3/18: Dx: 
ITP. Plt <2; WBC 9.2; Hgb/Hct 13.2/38 3/19: Tx: dexamethasone 40 mg daily x 4 
days, transfusing platelets if <2 with a goal of >10.  plt <2 —> transfused 1 units 
—> plt 9 —> transfused additional unit. WBC 14.6, 10.1, 13.4 (no s/s infection); 
Hgb/Hct 13.1/38, 12.8/37, 11.7/33 (decreased throughout day). 3/20: Platelets 
11. WBC 15 (no s/s infection); Hgb/Hct 11.3/32. 3/21: Platelets <2. Transfused 1 
unit of platelets, IVIG ordered, dexamethasone continued. Plt <2, transfused 1 
unit plt, plt increased to 21. WBC 14.2, 17.5 (no s/s infection); Hgb/Hct 11.3/34, 
13.2/38.  3/22: ITP refractory to treatment with prednisone, high-dose 
dexamethasone and is s/p 1 dose of IVIG. Additional dose of IVIG planned for 
3/22. Plt 2 in the am, increased to 43 in the afternoon. WBC 11.5, 13.7 (no s/s 
infection); Hgb/Hct 11.2/33, 12.8/37 Patient is still currently admitted.

ITP (plt<2)

1124630 3/12 44 M Ca 0 Appendicitis Appendicitis 

1124611 3/4 61 F Me 2 Other Medications: Fish oil, Vitamin C, Vitamin D, Vitamin E, Alpha Lipoic Acid, 
Iron (because gave blood the day before March 3).
Preexisting Conditions: none but do have one blood clotting gene mutation 
Factor 5 Leiden
Allergies: Mango, Pistachio 
Diagnostic Lab Data: elevated cardiac enzymes 
Write-up: Neck and back pain night of vaccine... then 30 hours later MI; 
Treatment: blood thinners (TNK and Heparin), Stent in coronary artery. 
outcome: hospitalization 3 days and then recovery and fatigue ongoing...

MI J

1124606 1/21 65 M Ca 1 Other Medications: Atorvastatin 10mg po daily Fluticasone Nasal Spray 2 
sprays in each nostril once a day Codeine/ Guaifenesin 10-100mg/5ml Take 
10ml po q 4hrs prn cough. Max 6 doses in 24 hrs Sinus Rinse - Use kit bid as 
directed Pseudoephedrine 60mg - 1 t
Preexisting Conditions: Arthritis, Smoker
Allergies: nkda 
Diagnostic Lab Data: 2/10/2021 WBC: 11.7 (H) RBC: 4.27 HGB: 12.2 (L) HCT: 
37.5 (L) MCV: 88 RDW: 14.2 PLT: 245 NRBC: 0.  D-DIMER: 1.95 (H) PT: 15.3 
(H) INR: 1.3 2/10/2021 20:53 APTT: 209 (H) 2/10/2021 21:22 APTT: 237 (H) 
2/10/2021 23:00 APTT: 107.5 (AA) PT: 16.4 (H) INR: 1.4 FIBRINOGEN: 587 (H)
Write-up: dyspnea and chest pain. Per clinic notes: "covid vaccine 1/21 with 
side effect within 12 hr lasting 3 d By around 1/26-1/29 had cp w/ exertion and 
sob TST 2/2 w/ Minor ekg changes and min workload per pt (mod workload per 
note) nuc study pending. Cough and sob worse over the last 5 d or so, sleeping 
in recliner, and having trouble sleeping. Though no desat on march test, he has 
freq intermittent coughing and he was tachycardic to 110 on exam this am." Pt 
states symptoms worsening over past week. No symptoms at rest. With exertion 
has anterior chest tightness and dyspnea. No radiation of pain or migration. He 
can walk usual distances but much slower. Improved at rest. Cannot lay flat at 
night. Cannot sleep much at night. Dry cough. No wt changes or LE pain/
swelling. No f/c. No ill contacts. No chest pain currently. Pt underwent exercise 
treadmill stress test on 2/2/21 that showed borderline ischemic changes (so a 
myocardial perfusion study was planned) but patient''s dyspnea on exertion 
worsened so he was seen in clinic on 2/10/21 where he was noted to have 
elevated BNP and D-dimer, was sent to the emergency department where CT 
angiography was negative for pulmonary embolism but it revealed pulmonary 
edema with bilateral pleural effusions. Patient was admitted, noted to have 
elevated troponin, anterolateral ST depressions on EKG, noted to have rapid 
atrial fibrillation, had NSTEMI so he underwent cardiac cath on 2/10/21 that 
revealed multivessel coronary artery disease, was hypotensive so IABP was 
placed, percutaneous coronary intervention of left main, LAD and RCA were 
done and admitted to the ICU. TTE on 2/11/21 showed LVEF 45% with 
moderate posteriorly directed MR, was diuresed, started IV amiodarone for SVT 
and atrial fibrillation, IABP was removed on 2/12/21, dopamine IV drip was 
weaned and patient was transferred to telemetry on 2/13/21 for further care. 
Heparin was transitioned to Pradaxa on 2/14/21 and dopamine drip was 
weaned off on 2/16/21. Patient then had an episode of epistaxis on 2/18/21 
(resolved with pressure and Afrin spray), had cough on 2/18/21 and chest x-ray 
showed mild worsening bilateral central patchy parenchymal opacification so IV 
Zosyn was started (2/18-2/21/21) then changed to Augmentin (with plans to 
complete course on 2/24/21), Lasix give for diuresis, CT chest and abdomen 
was done on 2/20/21 for anemia that showed no obvious hematoma or soft 
tissue collections. Patient continued diuresis and cardiac medications adjusted. 
Coronary artery disease, paroxysmal atrial fibrillation, NSTEMI status post 
percutaneous coronary intervention, cardiogenic shock, systolic dysfunction 
congestive heart failure, moderate MR: Patient was continued on current 
cardiac medications including aspirin (for 1 month post cath until 3/10/21), 
clopidogrel, atorvastatin, Pradaxa, losartan, spironolactone. Continued lasix 
80mg PO daily as maintenance diuretic regimen. Patient''s current weight is 178 
lbs (admission weight was around 189 lbs). Patient was not started on beta 
blockers given recent cardiogenic shock. AKI: Seems to have resolved with 
current creatinine of 1.2. Leukocytosis: Resolved. Will complete about 7 day 
course of antibiotics with Augmentin until last dose on 2/23/2021. Anemia: No 
evidence of active bleeding. Will repeat CBC on 2/26/21 as patient is on dual 
antiplatelet therapy as well as anticoagulation. Patient was also placed on 
pantoprazole for GI ulcer prophylaxis. Patient got 2nd COVID19 Moderna 
vaccine as outpatient on 2/27/21.

paroxysmal a fib, 
NSTEMI s/p PCI, 
cardiogenic shock, 
systolic dysfunction 
CHF, moderate MR, 
pulmonary edema 
with Bilateral 
pleural effusions 

1124597 3/19 93 M Ny 2 Other Medications: asa, digoxin, trazodone, Flomax, Eliquis, metoprolol, 
aricept
Preexisting Conditions: dementia, htn, afib
Allergies: none 
Diagnostic Lab Data: wbc 17, nl tsh, , mag, chemistries and ck. cxr with poss 
pneumonia and consolidation. dig level nl. covid 19 neg, blood cx neg
Write-up: case in from long term care facility 2 days after DOSE#2 for nausea, 
vomiting, weakness, decreased ambulation. he also had 2 falls. he was started 
on Rocephin for possible pneumonia and new focal consolidation in l base.

Poss pneumonia 

1124585 3/10 62 F Oh 7 Other Medications: Depacote,
Preexisting Conditions: COPD, Schzaphrenia
Allergies: Metformin 
Diagnostic Lab Data: CT, MRI, Heart, Bloodwork
Write-up: Determined she had a mild stroke yesterday, March 21. Had slurred 
speech, could not form words, couldn''t cook. Symptoms actually started on 
March 17th, one week after having the vaccine. She is currently hospitalized at 
hospital where she received her vaccination.

Cva

1124557 3/19 84 M Ny 1 Diagnostic Lab Data: nl lactic acid, cxr with b/l linear opacities, blood cx neg, 
covid 19 and flu neg, ua neg, new thrombocytopenia and leukopenia. troponin 
neg
Write-up: DOSE#2– 3/19. the following day was walking to the dining room and 
became weak and slumped to the floor with inability to get up. he presented to 
the ER with malaise, body aches, fever 101.4 and inability to ambulate and was 
admitted to the hospital with new leukopenia and thrombocytopenia

New leukopenia 
and 
thrombocytopenia 

1124527 3/11 76 M Tx 0 Other Medications: VIT D2 (ERGOCAL), metFORMIN HCL, FINASTERIDE , 
METOPROLOL, Hydrocodone-ACETAMINOPHEN, VERAPAMIL, 
DULOXETINE HCL DR, ATORVASTATIN, CoQ-10, D3, tiZANidine HCL, Novolin 
N and R
Preexisting Conditions: Diabetes, high blood pressure
Allergies: ace inhibitors, 
Diagnostic Lab Data: MRI AND BLOOD WORK. TOOK PICTURES OF EYE 
WHICH SHOWED A STROKE
Write-up: awoke blind in left eye 4 hours later.

Unilat blindness 
due to ocular 
thrombosis 

1124517 3/7 23 M U 3 Other Medications: Vitamin D, Zinc, Vitamin C
Preexisting Conditions: none
Allergies: cats 
Diagnostic Lab Data: MRI test indicates inflammation around axillary nerve
Write-up: Weakness in right shoulder, right deltoid not activating at all, potential 
axillary nerve damage

Axillary nerve 
damage

J

1124508 3/18 55 F Nm 0 Anaphylaxis (tongue swelling, loss of airway, required oxygen) Anaphyl J

1124490 3/17 49 M Nc 3 Appendicitis Appendicitis 

1124486 3/18 80 F Mn 1 Other Medications: albuterol Wellbutrin tegretol carvedilol hctz Irbesartan b12, 
magnesium, vitamin e
Preexisting Conditions: asthma seizure htn hyperlipidemia depression
Allergies: no 
Diagnostic Lab Data: lactic acidosis 3.9 3/19
Write-up: Abdominal pain, nausea, diarrhea, fever to 103, lactic acidosis to 3.9,

Lactic acidosis 

1124378 3/12 51 F Md 1 Other Medications: Zyrtec, Fish Oil, B12, Tumeric
Preexisting Conditions: None
Allergies: Sulfa 
Diagnostic Lab Data: 3/18: ER proceeded to put me on an IV, took my vitals - 
no fever, blood pressure 160/85; and began running tests - blood work and a CT 
scan of my abdomen. CT scan indicated severe colitis. Doctor said a 
colonoscopy was needed to confirm and that it could be performed the next day 
if I stayed overnight. I consented and was admitted to hospital. Bloodwork 
continued to be run. 3/19: Colonoscopy performed. Doctor said it was ischemic 
colitis.
Write-up: 3/13: headache, fatigue, fever (Noon and continuing throughout the 
rest of the day; took Tylenol and Naproxen Sodium) 3/14: headache, fatigue, 
fever, nausea (upon waking in morning & continuing throughout the day) 3/15: 
headache, fatigue, low-grade fever, nausea (upon waking in morning & 
continuing throughout the day) 3/16: headache, fatigue, nausea (continued 
throughout the day) 3/17: headache, fatigue, stomach cramps (1:30 pm and 
continuing for remainder of afternoon and evening); nausea, vomiting, and 
diarrhea (3:00 and continuing for remainder of afternoon and evening) 3/18: 
headache, fatigue, stomach cramps, nausea, bloody diarrhea (2:00 am on) I 
went to ER at Noon on 3/18.

Ischemic colitis 

1124370 2/10 59 M Wa 5 Other Medications: colchicine, docusate, Senna,
Preexisting Conditions: gout, hyperlipidemia, elevated blood pressure
Allergies: no known allergies 
Diagnostic Lab Data: CT of head 2/15/21, CT of chest with contrast 2/15/21,, 
CT angiogram of head and neck 2/15/21, MRI of brain 2/17/21, MR venogram of 
head
Write-up: nonocclusive left sigmoid venous sinus thrombosis without ischemic 
stroke

L sigmoid venous 
sinus thrombosis 

1124324 3/21 41 F Nj 0 Other Medications: Synthroid, multi-vitamin, probiotic
Preexisting Conditions: Hashimoto?s thyroiditis (hypothyroidism)
Allergies: None 
Write-up: I developed severe shoulder pain within 3 hours of my vaccination. 
The injection was given high on my shoulder, and after consultation with a 
physician it became apparent that the injection was into a bursa of my shoulder 
instead of intramuscularly. I am currently in a sling and unable to use my 
affected arm.

SIRVA

1124292 3/4 71 F Tx 2 Other Medications: Lisinopril 10mg
Preexisting Conditions: High blood pressure, that was controlled with 
medication
Allergies: None 
Diagnostic Lab Data: 3/9: CT. 3/10: MRI
Write-up: 3/6 noticed right hand going numb but cleared up within 10 minutes. 
3/7 right hand went numb again and had vision problems with right eye, cleared 
up in about 15 minutes. 3/9 right hand and right side of face went numb. Went 
to hospital and was examined and told I was having a stroke. I was admitted to 
hospital for two days. MRI showed that I had a stroke and now have some brain 
tissue damage. I am now going to occupational therapy to regain use of right 
hand. The Doctors thought that it was pretty coincidental that my first stroke 
symptom (transient numb right hand on the 6th) started just a couple days after 
I got the second dose of the moderna vaccine.

Cva

1124124 2/16 29 F Co 2 Other Medications: Hydroxychloroquine, amlodipine, prn clonidine, prn APAP; 
aripiprazole, aspirin, clonazepam (prn), fluoxetine, lamotrigine, pregabalin, 
trazodone (prn), furosemide, sevelamer, prednisone
Preexisting Conditions: Discoid Lupus, Positive APL antibody without 
thrombosis, bipolar disorder
Allergies: Adhesive, Latex 
Diagnostic Lab Data: afebrile. HR: 89-94, RR 24, MAPS were $g 100, WBC 
16.2, Lactate= 4.7. High flow nasal canula O2 (8.5L). 2/18: AST = 13257 U/L, 
ALT = 8081 U/L, CRP = 16.1 mg/dL, Troponin: 2.36 ng/mL, lactic acid = 4.7 
mmol/L
Write-up: SOB, skin flares secondary to history of discoid lupus, protracted 
vomiting, and joint pain. Side effects began 2 days after her 2nd COVID 
vaccine. Pt was transferred to hospital from another institution due to O2 sat in 
the 60s (room air), leukocytosis, and AKI. Patient was treated empirically for 
sepsis/pneumonia as well as lupus flare. She was also initiated on high dose 
steroids. Possible reaction to vaccine. Chest CT showed diffuse ground-glass 
opacities and no signs of pulmonary embolism. Pt was transferred from hospital 
to another facility given progressive organ failure, most specifically liver failure.

Hypoxia, aki, liver 
failure, leukocytosis 
(16.2); CT poss 
pneumonitis 

1124101 3/22 56 F Fl 0 Other Medications: Verapamil, Singulair, Azelastine, Desvenlafaxine, Zyrtec 
Baby Asprin, Migravent, Vitamin D3, Calcium, Magnesium Glycinate
Preexisting Conditions: Primary Immune Deficiency Asthma Chronic Sinusitis 
Migraine Neuropathy and Fibromyalgia IBS Hypertension mild
Allergies: Systemic Allergies to Sulfa, Quinolones, Salmon, PABA, insect sting 
Seasonal allergies and Nonvasomotor Rhinitis Sensitivities to ?caines?, 
preservatives, MSG, fragrances, anesthesia, and dyes Anaphylaxis event during 
allergy injection, and severe reaction to a component of preoperative anesthesia 
Write-up: Dizziness within 10 seconds. Throat closing, difficulty swallowing, 
and difficulty breathing within first two minutes. EpiPen administered by 
pharmacist. That reopened the throat. EMT gave benadryl, IV fluids, ER gave IV 
steroids, Pepcid, Benadryl and later Tylenol for headache. Sent home with 
orders to continue steroids, Pepcid and Benadryl. Follow up with primary care 
physician in 2 days.

Anaphyl 

1124089 3/5 75 F Nj 1 Other Medications: Tresiba 25 units Cardizem 120 mg Flecainide 25 mg BID 
Fish oil 1000 mg BID Aspirin 81 mg nightly Prilosec 20 mg daily Lasix 40 mg 
daily Aleve 2 caps daily Losartan 25 mg daily Xarelto 20 mg nightly Zanumet 
50/100-0 BID Womens MVI daily Pro
Preexisting Conditions: Atrial fibrillation Type II diabetes High cholesterol h/o 
knee and hip replacements and rotator cuff repair
Allergies: Vancomycin Celebrex Statins (Lipitor, Zocor, Crestor) 
Diagnostic Lab Data: Went to ED had brain CT which was read as normal. No 
stroke. Prescribed prednisone 50 mg for 5 days and given eye lubricant. No 
improvement in symptoms. Then went to neurologist who confirmed Bells Palsy 
and prescribed prednisone 20 day tapering of prednisone and facial stimulation 
therapy 2-3 times a week for 4 weeks. Also saw ophthalmologist who 
recommended patching and likely suturing of lid to prevent exposure injury
Write-up: Early next morning noted to have difficulty with lisp which progressed 
over several hours to full left sided facial paralysis including eye, cheek, and lip. 
Also swelling and pain from top of head all the way to neck on left side. Still 
unable to drive or use left eye.

Bell’s palsy 

1124066 3/11 52 F Ga 0 Other Medications: None
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: Patient was transported to hospital via ambulance at 
06:45 pm on 3/11/21. Patient reports bloodwork and EKG were normal.
Write-up: Patient received vaccine in a mass vaccination effort by the local 
school system. After receiving she immediately felt weaker, faintish, breathing 
hard, increased heart rate, and dizziness. SBP 210 mmHg. Patient was 
transported to hospital via ambulance at 06:45 pm on 3/11/21. Patient reports 
receiving IVs and medications for blood pressure while in ER. Physician sent 
patient home on amlodipine 10 mg once daily for hypertension. Patient called 
pharmacy on 3/22/2021 and stated she continued to have issues with blood 
pressure and had gone to the hospital again and stayed overnight.

New onset HTN 
(with htn urgency)

1124030 3/18 28 M Va 0 Anaphylaxis Anaphylaxis 

1124024 2/26 77 M Md 1 Other Medications: Magnesium Citrate 4/dayEyecaps Areds 4/dayFish Oil 2/
Preexisting Conditions: scoliosis
Allergies: sulfa, pepto bismol 
Diagnostic Lab Data: 
Write-up: I lost vision in my right eye. The Doctor tested my eye and told me I 
had a eye stroke.

Unilat blindness 
due to ocular 
thrombosis

1124009 3/5 78 M Va 0 Other Medications: Lisinopril, Ergocalciferol
Preexisting Conditions: hypertension, cochlear implant
Allergies: No known drug allergies 
Diagnostic Lab Data: lumbar puncture 3/17/2021 blood culture 3/17/2021 - 
coagulase negative staph in 1 of 4 bottles (contaminant) csf culture 3/18/2021 - 
negative blood culture 3/20/2021 - no growth to date
Write-up: headache, fever, ad confusion since getting vaccine; worsening 
generalized weakness over the next 2-3 days causing inability to perform ADLs 
or ambulate

Asthenia, AMS

1124008 3/17 57 M Tx 1 Preexisting Conditions: s/p OHT Chronic immunosuppression CKD III HTN 
HLD DMII
Diagnostic Lab Data: CTA Chest 3/22: "acute appearing pulmonary emboli 
within bilateral lower lobe and left upper lobe segmental and subsegmental 
branches"
Write-up: Pt admitted with acute pleuritic CP and dyspnea that started the day 
after vaccination. Found to have bilateral PE

Bilateral PE (bilat 
lower lobes and 
LUL)

1124001 3/19 57 M Ia 0 Preexisting Conditions: Addison''s disease, DM type 1
Allergies: Citalopram Hydrobromide, Zoloft 
Diagnostic Lab Data: bilirubin 2.8, CRP 7.3, BUN 24, Creatinine 1.30
Write-up: Noticed low grade fever on 3/19/21 at 1400. Then on 3/20/21 
reported weak, poor intake, low grade fever and vomiting. Reported to the ER 
3/20/21 at 1945, admitted to observation and given IV hydration, Zofran, Tylenol 
and closely monitored blood sugars. Ultrasound performed to assess liver/biliary 
system on 3/22/21. Discharged home 3/22/21.

Aki

1123970 3/12 46 M Co 4 Other Medications: prednisone, tacrolimus, topiramate, hydroxychloroquine, 
escitalopram, lamotrigine, rosuvastatin,
Preexisting Conditions: kidney transplant
Allergies: codeine, fish, hydromorophone 
Write-up: Diplopia and headache, found to have ring enhancing lesions on MRI 
brain. Ddx broad right now, but given proximity to vaccination reporting in case 
this is an adverse event. May be CNS lymphoma vs infection vs autoimmune.

Brain ring 
enhancing lesion; 
Diplopia 

1123908 3/17 25 F Ny 3 Appendicitis Appendicitis 

1123876 2/14 74 M Wi 15 Cva Cva

1123866 12/30/20 32 F Il 0 Other Medications: Zoloft 100mg x daily, Xannax .25mg x PRN,
Preexisting Conditions: Degenerative Disc Disease
Allergies: None 
Diagnostic Lab Data: Multiple trips to orthopedic specialist. MRI is needed in 
the future.
Write-up: Severe pain in my arm from the time I received the shot. Could not 
use my entire left arm at all for a month. Tingling down to my fingertips. 
Required multiple trips to an orthopedic specialist. Multiple courses of 
medication. First diagnose'' was SIRVA, followed by frozen shoulder. Still having 
pain and issues to this day. Limited use of my left shoulder. Injection site was 
too high.

SIRVA

1123859 2/25 66 F Sc 0 Other Medications: lisinopril, hydrochlorathiazide, alprazolam, duloxetine, 
methimazole, cholecalciferol
Current Illness: COVID in January 2021
Preexisting Conditions: hypertension, subclinical thyroiditis
Allergies: None 
Diagnostic Lab Data: underwent cortisol stim test 3/16/2021; 2/26-3/1 had 
multiple CBC with diff, CMP with leukocytosis
Write-up: Vax at ~2pm; by the evening, had developed fatigue, with low blood 
pressure. Patient required admission to the ICU with vasopressor support, 
which was able to discontinue after ~3 days. Patient reports no other symptoms. 
Fatigue persisted until mid-March.

Hypotension (ICU 
placement)

1123853 2/27 61 F Il 2 Other Medications: Bupropion Venaflaxine Vitamin D Citracal
Preexisting Conditions: Depression
Allergies: None 
Diagnostic Lab Data: CT scan MRI DOPPLER OF neck/heart?
Write-up: Within 36 hours, extreme dizziness, vomiting, cold sweat. Could not 
move. Taken by ambulance to hospital. Admitted for three days with severe 
vertigo.

Vertigo

1123839 2/25 75 F Nj 1 Other Medications: CARVEDILOL; LOSARTAN; ROSUVASTATIN; 
EZETIMIBE; LEVOTHYROXINE; ASPIRIN
Write-up: seizure; DOSE#1– On 28-Jan-2021. DOSE#2– On 25-Feb-2021. Sz 
next day. At approximately 10:00 am, the patient wasn''t able to formulate a 
sentence, similar to when she had a stroke. Husband drove her to the ER and 
she had a seizure in the car. CT Scan showed no stroke. Patient was admitted, 
kept overnight, intubated and administered anti-seizure medicine. On 27-
Feb-2021, the patient was discharged on Keppra

Sz (new onset)

1123791 3/9 54 M Pa 0 Other Medications: Humalog Metformin
Preexisting Conditions: Diabetes
Allergies: None 
Diagnostic Lab Data: Went to emergency room and received an IV to restore 
my proper rhythm and an IV blood thinner. My rhythm returned to normal and I 
received many tests Echocardiogram, Chest xray, stress test with isotope. No 
discrepancies found. No disease found in the chest. No heart muscle damage 
noted. Tests were conducted March 10,11, and 12 at hospital.
Write-up: Rapid Atrial Fibrillation occurred 12 hours after DOSE#1. I had no 
prior history of any cardiac events.

A fib

1123759 3/17 41 F U 0 Anaphylaxis Anaphylaxis 

1123690 3/17 21 F Tx 0 Other Medications: clobazam, Epidiolex, fycompa, levetiracetam
Preexisting Conditions: refractory epilepsy
Write-up: The patient has refractory epilepsy but seizures are generally well 
controlled (1 seizure every months). Her first seizure followed ~30 minutes after 
vaccination and she continued to have 6 additional seizures over the course of 
several hours, requiring admission to the hospital for several days as she 
recovered from her post-ictal state. She was febrile on admission to 100.5F. 
Mother of patient noted that she has never had this many seizures in a single 
day before.

Multiple sz (h/o sz)

1123688 1/21 78 F Sc 4 Other Medications: Telmasartan, CoQ-10, Famotidine, Iron, Triple Action Joint 
Health, Super B Complex, Vit D3, TheraTears,
Preexisting Conditions: Hypertension, Seasonal allergies, Anxiety
Diagnostic Lab Data: 3/3/21 Went to Dr. was referred to EENT 3/15/21 EENT 
Dr. evaluated and said he couldn''t be of any service 3/22/21 Audiologist Dr. 
evaluated hearing, noted hearing loss in both ears with significant loss in right 
ear, suggested hearing aids to aid in diminishing background noise. Hearing 
aids helped in drastically reducing tinnitus, however, at a $6,000.00 price point 
for hearing aid that worked the best I am unable to afford.
Write-up: Tinnitus started approx 4 days after the 2nd vaccine dose 
administered and had progressively gotten louder over several weeks slightly 
lessening in loudness at this time

Tinnitus 

1123683 3/16 73 F Wi 1 Other Medications: Metoprolol succinate Tranexamic acid Acyclovir Lasix 
Lisinopril Posaconazole Prednisone
Preexisting Conditions: Secondary AML with lack of hematologic response 
and ongoing pancytopenia, Heart failure with reduced ejection fraction, 
Rheumatoid arthritis
Allergies: No 
Write-up: Patient appeared to have had SIRS vs anaphylactic type reaction to 
the vaccine. She presented with dyspnea 12 hours after receiving the vaccine 
and ultimately required brief intubation and vasopressor support. She was 
extubated and weaned off pressors within 2 days and discharged at her 
baseline functional status.

SIRS vs 
anaphylactic rxn to 
vax

1123658 1/6 62 M Va 1 DOSE#2– 01/06/21. Within 24 hours developed fever, chills, malaise, myalgia, 
nausea, vomiting, diarrhea. Duration 8 hours, clinical dehydration, missed one 
night ED shift(HCP). ED visit 01/12/21. Cardiology consult, negative cardiac 
evaluation. Persistent intermittent chest pains, usually exertional and post-
exertional. Echo stress test performed 01/28/21 which was unremarkable. 
02/05/21 developed a fib with RVR with unsuccessful cardioversions, small 
pericardial effusion by echo. 03/11/21 readmission for enlarged pericardial 
effusion and pericardiocentesis. ESR 69 and CRP 13. Repeat echo 03/16/21 no 
re-accumulation. Continue high dose aspirin, colchicine, metoprolol, flecanide. 
Multiple negative COVID PCR''s. Have not returned to work.

A fib w RVR, 
pericardial effusion 

1123622 2/23 80 F Nc 0 Other Medications: - got steroid injection of foot 2/19/21 Home meds - aspirin 
81mg daily - wellbutrin 150mg once daily - vitamin d2 5000 units once daily - 
tricor 145mg once daily - flaxseed oil 1000mg once daily - vit C 500mg once 
daily - gabapentin 200mg
Current Illness: - foot arthritis with flare of pain requiring steroid shot
Preexisting Conditions: - hypertension - diabetes - recurrent UTIs - GERD
Allergies: - augmentin - ciprofloxacin - clindamycin - sulfa - vancomycin 
Diagnostic Lab Data: Extended viral respiratory panel negative CTA chest 
Findings: Moderate amount of acute pulmonary emboli in the right middle lobe, 
right lower lobe, and left upper lobe. Areas of peripheral vessels are not well 
visualized. Mild groundglass opacity and consolidation in a predominantly 
peripheral distribution relatively sparing the bases. Areas of septal thickening 
worse in the upper lungs. No mediastinal adenopathy. No pleural effusion. 
IMPRESSION: Moderate amount of acute pulmonary emboli in the right middle 
lobe, right lower lobe, and left upper lobe. Areas of peripheral vessels are not 
well visualized. Mild groundglass opacity and consolidation in a predominantly 
peripheral distribution relatively sparing the bases. Areas of septal thickening 
worse in the upper lungs. This distribution can be seen with atypical viral 
pneumonia.
Write-up: - day after vaccine developed cough productive of white mucus, 
dyspnea on exertion. Finally sought care 3/17 due to progression of symptoms 
and was found to have bilateral pulmonary emboli. No DVTs. No risk factors for 
PE. No prolonged immobilization, travel, surgeries, obesity, active cancer. - 
COVID negative rapid and PCR test on admission. No known prior COVID 
infection.

Bilateral PE (RML, 
RLL, LUL)

1123590 3/1 65 M Ca 0 Body aches, fatigue, chills, fever began approximately 18 hours after DOSE#2; 
these symptoms (except for fatigue) eventually resolved. Have had a high 
pitched ringing or hissing in ears since receiving the vaccine; did not make the 
connection to the vaccine because tinnitus was not disclosed as a side effect, 
and no questions about this side effect were raised in follow up surveys. 
Yesterday, while reading an article about someone, committing suicide, I saw a 
reference to tinnitus. Only now do I see many reports online of this side effect.

Tinnitus 

1123558 2/23 69 F Mn 0 Other Medications: albuterol prn
Preexisting Conditions: mild intermittent asthma
Allergies: none 
Diagnostic Lab Data: all done 3/11 and 3/12
Write-up: progressive SOB following vaccination starting on day of 2nd shot, 
resulting in hospitalization 3/11, normal CT pulmonary angiogram, elevated 
troponin, echo with EF 48% and focal hypokinesis, normal coronary angiogram, 
and Cardiac MRI showing myocarditis

Myocarditis 

1123522 3/17 67 F Wi 2 Other Medications: Bisacodyl, citalopram, docusate, furosemide, ibuprofen, 
florajen, levothyroxine, melatonin, sumatriptan succinate, calcium carbonate, 
ascorbic acid, oxycodone,
Preexisting Conditions: liver cancer on chemo., macular degeneration, 
hyperlipidemia. peptic ulcer, muscular dystrophy, osteopenia, migraines , 
hypothyroidism HPV
Allergies: erythromycin, penicillin azithromycin morphine odansetron 
Write-up: Patient was hospitalized with fever, body aches, inability to transfer 
and SIRS. Increased liver enzymes as well

SIRS

1123505 U 62 F Ny 14 Cholecystitis 2 weeks after each vax dose. The 2nd attack — hospitalization: 3 
days.

Cholecystitis

1123504 3/10 77 M Mi 2 Other Medications: albuterol ammonium lactate topical aspirin atorvastatin 
bumetanide buspirone diltiazem empagliflozin escitalopram gabapentin 
hydroxyzine levothyroxine mesalamine metformin omeprazole trazodone 
warfarin
Preexisting Conditions: COPD HLD hypothyroidism PVD depression anxiety 
GERD diverticulosis atrial fibrillation
Allergies: varenicline hydrocodone-ibuprofen niacin 
Diagnostic Lab Data: All labs from 3/17: pH ABG = 7.30 pCO2 ABG = 52 
mmHg pO2 ABG = 57 arterial bicarbonate = 23 mmol/L O2 saturation, calc ABG 
= 86%
Write-up: 2 days after vax: reduced appetite, SOB, chills, and cough productive 
of grayish thick sputum. Pt presented to hospital 5 days later (7 days after 
vaccination) with these symptoms, deemed to be in acute on chronic hypoxic/
hypercarbic respiratory failure.

Respiratory failure 

1123265 2/10 75 F Oh 2 Other Medications: aspirin 81mg daily, atorvastatin 40mg daily, Basaglar 20 
units daily, escitalopram 10mg daily, lorazepam 0.5mg TID, losartan 25mg daily, 
metformin 500mg BID, montelukast 10mg daily, oxybutyin ER 10mg daily, 
Percocet 5/325mg, pantoprazole 4
Preexisting Conditions: T2DM, HFrEF, anxiety, chronic pain
Allergies: tessalon perles 
Diagnostic Lab Data: Patient diagnosed with new onset atrial fibrillation and 
PE and VTE on 3/2/21
Write-up: Patient presented to clinic on 2/28 with fluttering in chest. EKG 
showed potential atrial fibrillation. Patient subsequently admitted to hospital on 
3/2 for new onset a fib and pulmonary embolism and VTE in right leg and was 
inpatient until 3/6/21.

New onset a fib, 
PE, DVT

1123237 3/15 39 15w Fl 2 PPROM PPROM (15 weeks)

1123229 2/5 89 M Tn 31 4 Dose #1-01/08/2021. Dose #2-02/05/2021. admitted 03/08/2021 with COVID 
pneumonia; date of death was 03/12/2021.

Covid breakthrough

1123200 3/7 57 F Or 6 Hyponatremia Hyponatremia 

1123197 3/12 44 F U 0 Anaphylaxis requiring intubation Anaphylaxis 
requiring intubation 

1123188 2/13 65 M In 1 Preexisting Conditions: none
Allergies: penicillin 
Diagnostic Lab Data: Lipase $g 4000 upon admission to the ER 2/14/21 
Elevated liver tests, decreased O2 Sat.
Write-up: Prior to the vaccine on 2/13/21, He was a healthy 65 year old active 
college professor. 32 hours after the vaccination on 2/14/21, He had acute 
pancreatitis, which led to septic shock and respiratory failure, and he was 
placed on a ventilator. On 2/24/21, he was transferred to [Hospital] and 
continued to have additional diagnoses, including polyneuropathy critical illness, 
acute gangrenous cholecystitis, abdominal pain, anemia, impaired mobility, 
oropharyngeal dysphagia, pulmonary embolism, and assistance with ADL. On 
3/19/21, he was transferred from Hospital to Acute Rehab Unit for acute 
physical, occupational, and speech therapy. He remains there today.

Pancreatitis, 
gangrenous 
cholecystitis, PE, 
septic shock, resp 
failure, anemia, 
polyneuropathy

1123111 2/6 80 F Mt 2 Other Medications: TYLENOL; AMLODIPINE; ZYRTEC ALLERGY; COLACE 2 
IN 1; FISH OIL; FUROSEMIDE; GABAPENTIN; GLUCOSAMINE; 
MELOXICAM; HYDROCODONE BITARTRATE AND ACETAMINOPHEN; 
METAXALONE; MONTELUKAST; MULTIVITAMIN; OMEPRAZOLE; ZOLOFT; 
TRAZODONE; OCUVITE [ASCORBI
Preexisting Conditions: Asthma; CHF; Diverticulitis; Hyperlipidemia; HTN; 
Osteoarthritis
Write-up: aphasia; reporter: nurse. DOSE#1– 06-Feb-2021. On 08-Feb-2021, 
the patient was found by their daughter in the evening unable to speak. The 
patient was brought to the ED (emergency department) where they were later 
admitted for one day. An MRI done on 09-Feb-2021 showed multiple areas of 
acute ischemia in a left MCA distribution and no hemorrhagic transformation.

L MCA CVA

1123063 2/5 56 M Md 6 Other Medications: Aspirin, Pravastatin, Fish Oil, vitamin D3, Vitamin K 
complex, magnesium
Preexisting Conditions: coronary artery disease (atherosclerotic) Asthma 
Seasonal Allergies Dyslipidemia
Allergies: Penicillin, Latex, Repatha, Praluent 
Diagnostic Lab Data: 2/16/2021: Stress ECHO Negative for ischemia. 
3/9/2021: Cardiac catheterization: 90% soft lesion in Left circumflex artery. 
"hazy thrombosis" in distal LAD artery with flow gradient. Elevated troponin 
level.
Write-up: I started having exertional chest pain and dyspnea on 2/11/2021. I 
had a negative stress ECHO on 2/16/2021. Symptoms persisted and suddenly 
worsened on 3/9/2021 requiring an emergency cardiac cath and cardiac stents 
in my circumflex and LAD arteries. The cardiologist described their appearance 
as soft and more like clot/thrombosis than atherosclerotic plaque. There was an 
existing atherosclerotic plaque in my LAD that was unchanged from prior 
imaging studies going back to 2012. Therefore, this event did not look like 
progressive atherosclerosis; but instead appeared to be the sudden 
formation of clot/thrombosis in 2 of my coronary arteries shortly after the 
second dose of the Pfizer covid vaccine.

MI from thrombus

1123042 3/20 79 F Ny 1 Other Medications: albuterol, Eliquis, Pravastatin, Loratadine, Spironolactone, 
Torsemide, Carvedilol, Diltiazem, Escitalopram, daliresp, Magnesium Oxide, 
Nitroglycerin Patch, Brovana, Pulmicort Neb, Flonase, Combivent, Xopenex 
HFA, Montelukast, Pantoprazole
Preexisting Conditions: Adrenal Mass, Asthma, Barrett''s Escophagitis, 
Cardiomyopathy, COPD, Chronic Renal Insufficiency Stage 3, Colitis, Combined 
Systolic/Diastolic Cardiac Dysfunction, Diverticulosis, GERD, Hx of 
Cardioversion, Hx of Pneumonia, Hyperlipidemia, Hypertension, Internal 
Hemorrhoids, Left Ventricular Hypertrophy, Obesity with serious comorbidity, 
Obstructive Sleep Apnea, Osteoarthritis, Paroxysmal Atrial Fibrillation, 
Restrictive Lung Disease due to Obesity, Systolic and Diastolic CHF, Tubular 
Adenoma of Colon
Allergies: Adhesive, Penicillins, Aspirin, Codeine, Tramadol, Theophylline 
Diagnostic Lab Data: CT Scan of Abd and Pelvis - Acute uncomplicated 
diverticulitis of the mid sigmoid. WBC 11.46
Write-up: DOSE#1– Saturday 10:30am. Felt some abdominal cramping that 
evening, and when she woke up on Sunday, had abdominal pain, nausea, 
vomiting, and a small amount of diarrhea. She continued to vomit all day, and 
became weak/dizzy. Went to ER, where she was found to have Diverticulitis and 
Dehydration. She was given IV fluids and anti-nausea medicine and hasn''t had 
any further vomiting over Sunday Night. Patient will continue oral antibiotic 
treatment for Diverticulitis at home.

Diverticulitis 

1123040 1/18 37 F Or 0 Other Medications: Wellbutrin, Vitamin D
Preexisting Conditions: Depression
Allergies: IV contrast dye, Amoxycillin 
Write-up: Shortly after my vaccine, I experienced a copper taste in my mouth, 
felt dizzy and I indicated to a paramedic that I was not feeling well. I continued 
to feel dizzy and my throat started to swell up and had convulsions and had loss 
of consciousness. I also began to get hives on my chest, my throat was still 
swelling up which these symptoms continued over the next few hours. I went to 
the ER where they gave me an epi shot. I was admitted to the ICU where a 
kidney panel was performed and I also had another event and they gave me 
another epi shot which my symptoms step down in intensity and was discharged 
home. I stayed one night in the hospital. For the next two weeks, I was still 
having throat swell up, felt disoriented, was having mental fogginess and 
twitching. Today I still experience some twitching, involuntary spasms but are in 
mild in intense.

Anaphylaxis (ICU)

1122931 2/12 49 F Mt 0 Previous Vaccinations: 1st Moderna vaccine - symptoms as listed previously
Current Illness: post-acute covid syndrome requiring 2L continuous oxygen
Preexisting Conditions: post pericardiectomy
Allergies: morphine and sulfa 
Diagnostic Lab Data: 3/11/21 cardiac echo - acute right sided heart failure
Write-up: DOSE#1– 1/19/21: 12 hours later, fever 102, body aches, chills, 
headache, coughing, SOB, extreme fatigue. Sx resolved abruptly at 72 hours. 
DOSE#2– 2/12/21 : 12 hours later, fever 103, chills, headache, extreme fatigue, 
body aches, coughing, increased oxygen demand. Sx lingered over 14 days. On 
2/25 was prescribed 20mg prednisone for 5 days which resulted in slight 
improvement. Then continued to slowly decline again with increased fatigue, 
chest pain, more SOB. Saw pulmonologist on 3/10. Referred to cardiologist and 
echo on 3/11 with concern for heart failure. Echo on 3/11 showed acute right 
sided heart failure, new diagnosis. Cardiologist and pulmonologist both state 
that I reacted with severe symptoms to first dose of vaccine but recovered. 2nd 
dose I just could not recover from and with my compromised lungs from post-
acute covid syndrome, wound up with heart failure.

New onset R heart 
failure 

1122895 2/27 56 M Pa 12 Pontine cva Pontine cva

1122740 2/18 51 F Ny 0 Other Medications: ENBREL; GABAPENTIN; MELOXICAM; VITAMIN D3
Preexisting Conditions: Factor V Leiden carrier; Rheumatoid arthritis
Allergies: keflex
Write-up: left calf pain/ significant DVT in left quad; reporter: patient. DOSE#1– 
1/28; DOSE#2– 2/18. On the night of second dose on 18Feb2021 at 08:00 PM 
(20:00), the patient experienced left calf pain. Then quad pain started 2 weeks 
later along with the return of calf pain. The patient was diagnosed on 
15Mar2021 with a significant DVT in left quad. The patient did not receive other 
vaccine in four weeks. The patient had no COVID prior to vaccination

DVT in L quad

1122739 2/2 77 M Ma 3 Other Medications: LIPITOR; ASPRIN; METFORMIN; LOSARTAN; 
POTASSIUM
Preexisting Conditions: Cutaneous T-cell lymphoma; Heart failure; Kidney 
disorder; Type 2 diabetes mellitus
Write-up: 3 days after 1st shot, I suffered a stroke; hospitalization for 4 days.

Cva

1122738 2/27 62 F Wv 6 Other Medications: GLIPIZIDE; METFORMIN; FENOFIBRATE
Preexisting Conditions: DM, HTN
Write-up: blood clot formed in left arm; reporter: patient. DOSE#1– 27Feb2021 
in R arm. 6 days later (05Mar2021) a blood clot formed in left arm. Shot was 
given in right arm. Hospitalization: 2 days. Tx: Eliquis. No covid prior 
vaccination.

UE thrombosis 
(contralat to vax 
site)

1122658 2/5 80 F Mi 13 Other Medications: Cozaar, Carvedilol, Celexa, Aricept, Metformin, Aspirin, 
Lipitor, Keflex, Ditropan, Vitamins B12, C, D, Iron, Zinc, Probiotic
Preexisting Conditions: ITP Evans Syndrome Diabetes Heart Disease 
Dementia
Allergies: NA 
Diagnostic Lab Data: See above,
Write-up: Patient has chronic autoimmune conditions of ITP and Evans 
syndrome. Her platelets and other blood counts are monitored monthly by a 
Hematologist. Her platelets run low usually between 81-100. On her CBC taken 
2/18/21, her platelets were 51. On 3/2 they were 47 and on 3/8 they were 34. 
The first part of March a change in gait was noted in patient, sh fell on 3/8/21 
and hit her head. On 3/8 a CT scan detected bilateral subdural hematoma. 
Certain internal bleeding was believed to be caused by the fall, other bleeding 
appeared to be present prior to the fall.

ITP exacerbation 
(plt 34), bilat 
subdural hematoma 
from a fall

1122641 3/17 74 M Ca 1 Other Medications: ASPIRIN 81 MG TAB DAILY, COLACE 100 MG CAP BID, 
METOPROLOL SUCCINATE 25 MG ER DAILY, ALLOPURINOL 300 MG PO 
BID, VIT D3 50 MCG DAILY, DOXAZOSIN 1 TAB DAILY, HYDROCORTISONE 
2.5% TOPICAL TID MAINTENANCE, FIORICET 1 TAB Q4HR PRN HEADACE, 
ATROPI
Current Illness: PER ED PHYSICIAN NOTE 3/17/2021: Patient''s son reports 
that similar to what occurred roughly 1 month ago a day after receiving the 
MODERNA vaccination, patient received the second dose of the MODERNA 
vaccination yesterday and again developed fever and chills and altered mental 
status which began at 0100 last night. Patient was admitted for this on prior 
episode with a noncontributory work-up..
Preexisting Conditions: Chronic kidney disease, diabetes mellitus, 
hypertension, aortic atherosclerosis, coronary artery disease with bypass 
surgery in 2008, diabetic polyneuropathy, malnutrition, myelodysplastic 
syndrome.
Allergies: LISINOPRIL: MODERATE SEVERITY 
Diagnostic Lab Data: 2/17/2021 COVID NEGATIVE, 3/17/2021 COVID 
NEGATIVE
Write-up: PER ID MD NOTE 3/20/2021: He has a number of chronic medical 
problems. He was in his usual state of health until February 17 when he was 
brought to this hospital delirious, febrile and confused. He received empiric 
antibiotics. He improved quickly within a couple of days and was discharged. 
His illness began within 1 day after receiving his first dose of the Moderna 
COVID vaccine. Again, he was in his usual state of health until March 17 when 
he developed fevers, chills and delirium. This was a day after receiving his 
second dose of the Moderna COVID vaccine. He was admitted, resuscitated 
with fluids, empiric antibiotics. He became short of breath earlier today and got 
some diuresis with improvement. ID consult has been requested.

AMS day following 
each vax dose

1122632 3/17 55 M Ca 1 Other Medications: Magnesium Oxide, Asprin, Entresto, Spironolactone, 
Metformin, Jardiance,Metoprolol, Furosemide
Preexisting Conditions: Heart Failure, Diabetic type 2
Allergies: No Known Allergies 
Write-up: 5pm 03/18/21 Heart palpitation, pulse rate 180, checked fitness 
watch ECG, showed SVT, Valsalva maneuver, converted to A-FIB/Flutter. 
5:30pm ER visit and admission to ICU for Cardioversion. Preload of Amiodarone 
converted back to Normal Sinus Rhythm prior to cardioversion procedure. 
Home 03/20/21

New onset a fib, a 
flutter, svt

1122566 2/25 83 M Mn 20 Preexisting Conditions: OSA, CKD, A. fib, obesity
Allergies: Latex 
Diagnostic Lab Data: COVID-19 PCR + 3/17/21 and 3/19/21
Write-up: DOSE#2– 2/25/21. Known COVID exposure post vaccination. Tested 
positive for COVID-19 on 3/17/21 and 3/19/21. Review for possible vaccination 
breakthrough case.

Cov breakthrough 

1122561 3/18 78 M Mn 1 Other Medications: Eliquis Levothyroxine Metformin Simvastatin
Preexisting Conditions: Anemia Arthritis T2DM Hemochromatosis Stroke 
Hypothyroidism A. fib PFO Prostate ca Seizure
Allergies: NKA 
Write-up: Patient had a stroke the day following immunization.

Cva

1122391 3/17 79 F Ne 2 Other Medications: Amlodipine, ASA, Furosemide, Levothyroxine, Meclizine 
prn, Multivitamins, Nitro prn, Pantoprazole, Aldactone, Valsartan, Carvedilol
Preexisting Conditions: Heart disease, high cholesterol, gout, HTN, 
Diverticulitis, Thyroid
Allergies: Acetaminophen, Atorvastatin, Codeine, Hydrocodone, Nifedipine, 
Rosuvastatin 
Diagnostic Lab Data: HBG = 4.3, elevated WBC of 11, lactate of 3.9, ast 2222/
alt 17280 elevated, creatinine of 2.2, procalcitonin 0.17, CRP 7.7. Bilateral lower 
lung infiltrates on CXR, Urinalysis of 3+ bacteria, Pt. meet criteria for sepsis, 
started on two antibiotics of vancomycin and zosyn. CT of head was negative 
for acute findings. Abdominal CT shows scattered ascites throughout the pelvis 
and abdomen. Acute cholecystitis could not be excluded. Sm. bilateral pleural 
effusions. Admin. 2 units of pack cells and was transported to hospital.
Write-up: Pt. presented to ER on 3/19/2021. Family reports that pt. received 
her Covid vaccination on 3/17/2021. Since then her stomach started hurting and 
pt. is lethargic. Pt. did not open eyes when asked questions and was quite pale. 
Son reports increased confusion last day or two. Pt. reports that she started 
feeling ill immediately after receiving the injection. Complains of generalized 
weakness and fatigue. Denies dizziness or lightheaded. C/o abd. pain. Denies 
nausea, vomiting, but admits to diarrhea. Denies fevers, cough congestion. She 
is alert to place and name, but unsure of date at time seen in ER. When seen in 
ER she was afebrile, but hypoxic and hypotensive. Initial saturations were in 
mid 80''s, but dropped to low 60''s. With a non-rebreather mask she maintained 
at 90%. BP 60''s systolic but with fluids increased to 90''s . No rectal bleed or 
hematemeis. Diagnosis of septic shock, anemia, elevated LFT''s, pneumonia, 
and UTI.

septic shock, 
anemia, elevated 
LFT''s, pneumonia, 
and UTI.

1122360 3/7 67 M Va 2 No immediate adverse reaction. No fever. Day 2 post vaccination fatigue, 
blurred vision, confusion, weakness, lethargy, inability to concentrate, loss of 
balance, anxiety feeling weird. Symptoms would come- had to lay down-last ~2 
hours-feel okay. Again, same symptoms would start; 4-5 times a day every day. 
By day 7 post vaccination symptoms were severe; activities of daily living 
severely compromised. Blood pressure elevated 180''s/100''s (no history of 
hypertension). Emergency room visit was unremarkable. Next morning, 
03/15/2021, EMS called to home. Blood pressure 217/112 finger stick 178 (no 
history diabetes). Transported to ER. B/P remained elevated. Cardiac negative. 
Head CT negative. Medications given in ER: Labatelol 10mg IV. Monitored and 
released to home. Diagnosis: Hypertensive Encephalapathy with TIA''s. New 
onset hypertension. Meds: Lisinopril 10 mg daily. Seen by primary care on 
03/17/2021. Elevated blood pressure continued 150/100''s.

Hypertensive 
encephalopathy 
(new onset HTN), 
TIAs

1122358 3/18 65 M Wv 2 Other Medications: ninlaro, diltiazem, acyclovir, dexamethasone, 
pantoprazole, Tamsulosin
Preexisting Conditions: multiple myeloma
Allergies: none 
Write-up: 2 days after vax, hospitalized with severe bilateral pneumonia and 
hypoxia.

Bilat pneumonia 
and hypoxia

1122323 2/15 67 M Sc 26 Other Medications: rosuvastatin 10 mg daily; clopidogrel 75 mg daily; tadalafil 
20 mg up to twice per week; vitamin D3 2000 units Daily; Neurontin 400 mg tid
Preexisting Conditions: s/p hip replacement, s/p shoulder replacement; 
blindness in one eye; nicotine dependence
Allergies: None indicated 
Diagnostic Lab Data: CK-MB of 2.5 with troponin of 0.59
Write-up: DOSE#2– 2/15/21; GBS, then patient subsequently developed an 
NSTEMI, seizures, and was intubated.

GBS, NSTEMI, sz 
(new onset)

1122289 2/20 73 F Ma 9 Current Illness: severe hypertension
Preexisting Conditions: obesity s/p RYGB 2007 with recurrent SBO, central 
hypothyroidism, CAD, CHF, DM2 with proliferative diabetic retinopathy, 
polyneuropathy,
Allergies: trimethoprim sulfamethoxazole 
Diagnostic Lab Data: spot ur prot 60, spot ur creat 30. Separate result: spot ur 
oxalate 0.26 mmol/L with oxalate/creat ratio of 0.08 mg/mg on 3/7/21. Kidney 
biopsy on 3/15: FINAL PATHOLOGIC DIAGNOSIS: A. LEFT KIDNEY BIOPSY: 
OXALATE NEPHROPATHY. CHRONIC PARENCHYMAL CHANGES, 
INCLUDING UP TO 56.5% GLOBAL GLOMERULOSCLEROSIS, 
APPROXIMATELY 30% INTERSTITIAL FIBROSIS AND TUBULAR ATROPHY, 
AND SEVERE ARTERIOSCLEROSIS.
Write-up: Pathology confirmed: OXALATE NEPHROPATHY. Unclear trigger for 
abrupt onset of AKI requiring initiation of dialysis in this lady with hyperoxaluria. 
Her hyperoxaluria is thought due to roux-en-y bypass. But unclear why she 
abruptly had Cr: (Dec2020) 1.2 mg/dl —> (3/10/21) 11 with oliguria. I - her 
attending hospitalist - am unsure what precipitated the crisis. I''ve attending 
renal pathology conference which discussed case. Some nephrologist 
entertained attributing it to Cdiff colitis, but the existing literature for this is very 
limited and her infection seems to have followed her AKI, rather than preceded 
it. Although unlikely, I''ve considered that patient may have existed with 
supersaturate hyperoxaluric state that experienced shock to equilibrium after 
small PEG injection of pfizer vaccine.

Oxalate 
nephropathy (aki 
requiring dialysis)

1122253 3/16 28 F Tx 0 Other Medications: Multivitamin Microgestin
Diagnostic Lab Data: Multiple CT scans and MRI, tests for cognitive ability
Write-up: Stroke (blood clot in vein in left side of brain), occurred Wednesday 
March 17 at 5:15 pm. Immediately admitted to emergency room/stroke unit and 
given blood thinner IV and anti-seizure medicine

Cva

1122155 3/8 67 M Mn 2 Other Medications: Metformin, Atorvastatin
Current Illness: atrial fibrillation
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: Spent 4 days in hospital.
Write-up: Two days following vaccine infection, noticed severe heart 
arrhythmia, for several days. Very sore arm where vaccine was done. This 
seemed to pass, then a heart attack.

MI, new onset a fib 

1122133 3/4 72 F Fl 14 Other Medications: carbidopa/levodopa, metformin, stool softeners
Preexisting Conditions: Parkinson''s and Diabetes
Allergies: no 
Diagnostic Lab Data: ECHO EKG CT MRI MRI Bloodwork
Write-up: pt states that a couple of weeks after taking the vax she ended up in 
the Hospital ER on 3/18/2021 for symptoms of having a stroke and blurred 
vision. They ran ECHO, EKG, CT and MRI. Blood Work. No findings of clogged 
arteries. DX was w/ TIA possible cause due to AFIB. Pt states that she no 
longer has any symptoms.

Tia, new onset a fib 

1122091 1/20 30 M Nj 0 Mild tinnitus has become more intense and persistent. Still only in my left ear Tinnitus 
exacerbation 

1121963 3/4 73 M Md 4 Other Medications: xarelto, atorvastatin, hydralazine, valsartan, furesomide, 
potassium chloride, carvedilol, levothyroxine, glimepiride, jardiance, metformin, 
trulicity
Preexisting Conditions: DM, paroxysml Afib, HTN, HLD, Aortic stenosis w 
valve replacement, CABG, CKD stage 2
Allergies: NKDA 
Diagnostic Lab Data: + head CT
Write-up: 1 cm intracranial hemorrhage- pt had headache, episode of nausea 
and vomiting, headache for 8 days prior to appt with provider

ICH

1121688 3/3 33 F Tn 0 Other Medications: Effexor, Topamax, Klonopin. Aimovig.
Preexisting Conditions: Migraines, PTSD
Allergies: Clams and Oysters & Baclofen 
Diagnostic Lab Data: I had a CT at hospital and bloodwork on 3/10. I was then 
admitted to the ER at hospital on 3/10 for an MRI and to see an 
Ophthalmologist who determined my eye balls where perfectly healthy. I met 
with my ophthalmologist on 3/11 who confirmed my eyes are not sick but stated 
my vision in December was 20/20 and now its 20/100 in my right eye and 
20/150 in my left eye. and my field of vision has greatly deteriorated. I am 
pending more tests to be scheduled at this time.
Write-up: inappropriate affect and lost control of emotions. I would cry 
inappropriately or laugh at things inappropriately. I began experiencing brain fog 
and memory loss. Then i began experiencing vertigo that impaired my spacial 
reasoning. On Tuesday 3/9 I lost the ability to see objects far away. on 3/10 I 
woke up and was unable to read close up, or distinguish letters. The vision and 
vertigo has continued. I have to shut my eyes completely to walk without 
becoming sick. I can not be in a busy room with movement or my eyes will hurt. 
I can not read anything with font smaller then size 18. I cannot watch TV 
because i can no longer see far away. I cannot drive a car due to the motion., 
and i cant see the objects as they move.

Vertigo, 
inappropriate affect

1121655 1/21 34 F Ca 0 Other Medications: Diabetic, jardance and glipizide
Preexisting Conditions: Asthmatic, diabetic, hard of hearing
Allergies: Latex 
Diagnostic Lab Data: Hearing tests showed a severe drop in my hearing. On 
March 19th another hearing test was done and shows some signs of hearing 
back to previous hearing tests in 2018 and 2019. However the tinnitus ringing 
continues and has not stopped.
Write-up: Jan 21st 2021: Within 24 hours I had fever, red stingy eyes Within 2 
weeks I had my first tinnitus attack February 13th approx noon: that caused me 
to loose the rest of my hearing in a sudden onset of tinnitus with some ear 
pressure. One week after taking presidone I regained some of my hearing 
however the severe tinnitus had not stopped and continues to increase anytime 
I try to use my hearing aid.

Tinnitus 

1121305 3/18 69 M Oh 0 CVA 2 hrs after DOSE#2 Cva

1121190 2/24 84 M Ne 3 Previous Vaccinations: over 10 years ago received Flu/ pneumonia shot 
together broke out in hives all over body. treated outpatient in ED went home fi
Other Medications: Multi vitamin - 1 day, Vit D3-2000mg bid, simvastin 10mg, 
1 a day, levothyroxine 0.75mcg 1 day, Metoprolol 125mg bid, losartan 50mg bid, 
doxasosin 8mg 1 day, Trospium 20mg- sun, T, TH,Sat, Omeprozole 40mg, 1 
day, Duloxetine 60mg (neuropathy
Preexisting Conditions: COPD, HBP,
Allergies: IVP dye, skelaxin, flu/pneumonia vaccine not sure which one, broke 
out in hives when he got both of them together over 10 years ago 
Diagnostic Lab Data: had complete work up. was discharged day 5 after 
receiving immune globulin and high dose steroids. Was home 7 days and 
returned by ambulance platelets 14,000, lethargy, weakness
Write-up: DOSE#2– Wednesday 3-24-2021, felt fine Thursday, Friday loss of 
appetite tired, Saturday lethargic could barely function on his own. Sunday 
morning lethargic, weak, could not walk very well, complained of shortness of 
breath. Called 911 and took to emergency room. White blood count off, platelet 
level low, 14,000

Thrombocytopenia 
(plt 14k)

1121186 2/24 31 F Ca 16 Appendicitis Appendicitis 

1121018 3/18 38 F Oh 1 Appendicitis Appendicitis 

1120912 1/15 42 F Ca 1 Tinnitus Tinnitus 

1120879 3/3 63 M Ny 8 Other Medications: amlodipine; supplements
Preexisting Conditions: hypertension
Allergies: tetracycline (GI sx) 
Diagnostic Lab Data: CSF with normal cells and protein 124. Hyponatremia 
130s-- $g118--- $g 125
Write-up: Guillain-Barre Syndrome- proximal upper limb myalgias, followed by 
progressive 4-limb (prox$gdistal) weakness, hand paresthesias, bifacial 
weakness, areflexia, over 4-5 days. Course complicated by SIADH and 
hyponatremia. Currently treating with plasmapheresis.

GBS; SIADH w 
Hyponatremia 

1120870 2/10 70 M Oh 5 Other Medications: Lisinopril 5 mg tab Tamsulosin Hcl 2x 0.4 mg caps 
Hydrochlorothiazide 12.5 mg
Preexisting Conditions: High blood pressure
Allergies: none 
Diagnostic Lab Data: MRI and CTA Feb 15, 2021
Write-up: Stroke - small area of acute ischemia along right anterior margin of 
the pontomedullary junction

Pontomedullary cva

1120844 1/31 26 F Tx 16 Other Medications: OTC allergy medication, 75 mcg levothyroxine, ortho tri 
cyclen bc pills, multivitamin, OTC probiotic
Preexisting Conditions: hypothyroidism
Allergies: penicillin, cephalosporin, doxycyclin - skin rash 
Diagnostic Lab Data: 
Write-up: 1/25/21 - numbness and tingling, feeling of nerve tension began in 
right arm and hand with no clear peripheral nerve pattern; next day in both arms 
with twitching of R middle finger; third day afternoon began in R foot and spread 
up into calf as well as L foot; went to the ER on 1/27/21; clear ECG, chest XR, 
brain and cervical CT, and bloodwork; referred to neurologist with concerns of 
MS or transverse myelitis; saw neurologist on 2/3/21 - he found mildly 
hyperactive reflexes and a (+) hoffman''s reflex; ordered MRI of brain and 
cervical spine with and without contrast and more bloodwork; MRIs performed 
apx 1 1/2 weeks later and bloodwork done same day (2/3); bloodwork revealed 
elevated C-reactive protein of ~14 and ESR of 14 (higher than previous 
baseline of <2) but all else clear; MRIs came back clear 2/8/21 - 9 days after 
second dose woke up with throbbing headache, body aches, and overall feeling 
of being ill; on the third day of this went to go get tested for COVID and flu to be 
safe; both rapid and PCR came back negative; sx resolved by the weekend; 
2/15/21 - began getting frequent headaches, inability to take a deep breath and 
sharp retrosternal chest pain up into the back of my throat when I would try; 
difficulty breathing with a mask on; significantly elevated heart rate; SOB at 
work esp with mask on; symptoms worse with mask and then eased on 
weekends without mask; then became able to take deep breath but with chest 
pain then began to need to cough with a deep breath then more frequent 
coughing esp after long days of mask wearing; several occasions of waking up 
at night unable to breath esp when lying on either side with racing heart; 
symptoms vary in intensity but on days when they would act up, heart rate is 
consistently elevated (normal resting heart rate ~55, would be up at 90 while 
lying down, 120 while standing making coffee) 3/9/21 - went to ER in the 
evening due to symptom increase of chest pain, SOB, and elevated heart rate; 
ER ran bloodwork and found elevated D-dimer of 0.6, WBC of 27,000, high 
neutrophils, and low lymphocytes; CT angiogram to r/o PE came back negative; 
(-) chest XR other than minor atelectasis; abnormal ECG with incomplete RBBB 
and prolonged QT interval; tachycardia; admitted to hospital; blood cultures, 
urine cultures, and respiratory pathogen panel including COVID test negative; 
started on albuterol breathing treatments and 40 mg of steroids 2x/day which 
normalized WBC count and eased sx significantly; consult with pulmonology 
and cardiology; 2nd chest x-ray (-) and transthoracic ECHO (-); started on beta 
blockers 12.5 mg 2x/day which helped heart rate some; second ECG found no 
RBBB and normal QT interval but unable to rule out anterior MI or inferior 
ischemia. D/c on steroid dose pack, beta blockers, cough suppressant. Follow 
up with cardio and pulm. Now seeing immunologist as well who started me on 
corticosteroid inhaler, monteleukast. Running more blood work soon. PCP gave 
albuterol inhaler, did round of antibiotics, orders to use incentive spirometer for 
breathing capacity. Waiting on pulmonology follow up and 30 day holter monitor, 
stress ecg, and other cardiac tests.

Incomplete RBBB

1120743 3/18 51 F Il 0 Other Medications: Hydroxycholoroquine, azathioprine
Preexisting Conditions: Lupus, restrictive lung disease
Write-up: Patient developed sudden shortness of breath, hypoxemia, requiring 
hospitalization. CT chest showed diffuse ground glass opacities, that looked like 
ARDS. She required up to 80% FiO2, 60 L/min high flow, but was able to be 
weaned to venti mask 12L with steroids within 24-48 hours

Sudden hypoxemia; 
likely ARDS

1120713 3/14 19 F Ca 5 2 sz Sz

1120630 2/5 81 M Oh 24 Other Medications: Aspirin, esomeprazole, glipizide, hydrochlorothiazide, 
losartan, simvastatin, fexofenadine
Preexisting Conditions: CKD III, HTN, HLD, diabetes
Allergies: Penicillin 
Diagnostic Lab Data: EMG consistent with myasthenia
Write-up: New onset myasthenia gravis 2-3 weeks post first vaccine. possibly 
coincidence but uncertain

New dx myasthenia 
gravis 

1120615 3/3 72 M Nc 4 Appendicitis, ruptured Appendicitis, 
ruptured

1120565 2/16 89 F Az 3 Other Medications: carbidopa levodopa
Preexisting Conditions: parkinsons
Allergies: none 
Write-up: within a few days my aunts parkinsons symptoms became so much 
worse. we contacted her neuro dr who said that if she had exp a fever or muscle 
pains after vaccination this was a temp issue. she is now at a month past first 
vaccine and still exp parkinsons symptoms that are far worse than before 
vaccination. such as "off times" meaning her parkinsons med will not stop the 
tremors and as of this past week she is exp parkinsons induced hallucinations. 
her general parkinsons health has gone down hill in last month. she was diag 
over 6 years ago and has maintained the same level of health since then. she 
decided to not take the second vaccine bc she couldnt handle worse parkinsons 
symptoms.

Parkinson’s 
exacerbation, 
including 
hallucinations 

1120563 3/5 72 M Mo 2 Other Medications: Gabapentin 300mg, Tizanidine 4mg, Lisinopril 10mg, 
Omeprazole 20mg, Oxybutynin ER 10mg, Celecoxib 200mg, Nortriptyline 25 
mg, Etodolac 400 mg, Fish Oil 1000 mg, St.Joseph Baby Asprin Low Dose, 
Vitamin D3 25 mg.
Preexisting Conditions: Fibromyalgia
Allergies: Penicillin 
Write-up: Two days after vaccination my Prosthetic Hip ( right side ) is so sore I 
can no longer support my weight on the right side of my body. ER or Hip 
Surgeon can find no reason, tell me I?ve strained my hip somehow. I?m at 2 
weeks now, and can still not walk without severe pain and a walker. Wish I had 
never got the vaccine, and definitely won?t get the second vaccination!!!

Arthralgia at hip 
prosthesis

1120517 2/24 53 M Me 3 Other Medications: lisinopril, omeprazole, atorvastatin, multivitamin
Preexisting Conditions: hypertension, hyperlipidemia
Allergies: nka 
Diagnostic Lab Data: CSF: protein 89 mg/dL, 2 WBC/mm3
Write-up: Progressive weakness and paresthesias in BLE and BUE over 3 
weeks. Workup suggests guillain-barre syndrome.

GBS

1120515 3/3 84 F Ne 4 Patient had vaccine Wednesday and felt a little dizzy after the shot. Sunday 
morning she woke up very dizzy and ended up passing out in her kitchen while 
getting her morning coffee. She hit her head and was taken to the ER. Her 
blood pressure was found to be very high (systolic 218). CT scans revealed 2 
blood clots in her lungs per pt. She was hospitalized for 2 days. She reports 
trouble walking now.

Bilat PE, HTN

1120513 2/5 28 F Tx 9 Appendicitis Appendicitis 

1120494 3/6 68 F Co 1 Other Medications: Amitriptyline if I can''t sleep Zomig for migraines probably 
every 2 to 4 weeks
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: CT of my lungs: PE. Neg LE U/S. Echo: increased 
pressure on the right side of my heart due to blood clots. Otherwise, my heart 
was normal. All tests were done 03/18/2021, except echocardiology was done 
on 03/19/2021.
Write-up: PE with acute Cor Pulmonale/hypoxia I had SOB, dizziness, 
coughing. I had Covid test on 3/12/21 that was negative. Went to Urgent Care 
on 3/12/21. Gave me an albuterol inhaler which was not effective in relieving 
symptoms. I wasn''t improving, so went to emergency room at the hospital on 
03/18/2021. I was admitted to hospital and placed on oxygen and kept 
overnight. I was also given Xarelto. I am at home and on Xarelto.

PE with acute Cor 
Pulmonale/hypoxia

1120445 3/10 61 M Tx 1 Other Medications: multi-vitamins
Preexisting Conditions: hypertension
Allergies: none 
Write-up: extreme SOB a day or two after DOSE#2. Breathing became worse 
at night, more so in reclined position than upright. Thinking it was a vaccine side 
effect waited for it to subside, when it did not sought medical attention. Doctors 
determined to be acute CHF exacerbation. Tx: diuretics and BP medications. 
Hospitalization: 3/14 - 3/19/2021.

CHF exacerbation 

1120351 3/4 97 F Ca 1 Other Medications: Coreg 12.5 mg PO BID ASA 81 mg PO Daily Lasix 20 mg 
PO Daily Vitamin for Hair, Skin, & Nails PO Daily
Preexisting Conditions: HTN Osteoarthritis
Allergies: Penicillin 
Diagnostic Lab Data: Urgent visit with FNP on 3.08.2021 for increased right 
writs pain, soft tissue swelling, and continued skin temperature hot to touch. 
Right wrist x-ray on 3.09.2021 was negative for fracture; radiologist states that 
clinical findings are indicative of erosive arthritis--a condition which our 
grandmother has never experienced. As of today, right wrist pain, mild swelling, 
and skin temperature is hot to touch. Home remedies, right wrist immobilizer, 
right forearm sling, and pain medications are continued around the clock.
Write-up: The following morning, grandma woke up with right wrist pain, mild 
swelling, and skin temperature is hot to touch. Sign and symptoms got worst for 
the next three days and up till today sign and symptoms are still evident.

Arthralgia

1120349 3/17 84 F U 0 Vax at 10:30 AM and by 8:30 PM she had chills, and difficulty staying awake. 
Went to ER the next day. Admitted for 26 hours with orthostatic hypotension, 
due to COVID vaccine.

Orthostatic 
hypotension 

1120348 12/22/20 61 M Pa 14 Other Medications: vascepa
Preexisting Conditions: osteoarthritis hip
Diagnostic Lab Data: EKG, prolonged heart rate of 220 beats per minute
Write-up: cardiac arrhythmia tachycardia 220 BPM, an operation to install An 
implantable cardioverter-defibrillator (ICD)

Arrhythmia/
tachycardia 
requiring ICD 
placement 

1120117 2/17 82 M Wi 2 Other Medications: Plavix, Lisonspril, Lasix, Zoloft, CBD Oil, Vitamin D3 +K 
and tumeric
Preexisting Conditions: High blood pressure and cholesterol. Short term 
memory and homonymous hemianopia from stroke on 11/30/2020.
Allergies: None
Diagnostic Lab Data: Had been winded starting 3/19/2021 but has had mild 
winding issues for a while, and progressively got worse. On March 1st 
Occupational Therapist took his oxygen and it was in the 70''s. They put him on 
oxygen and never went over 88 so took him to ER. CT Scan done and blood 
clot found.
Write-up: Blood clot in his lung

PE

1120099 2/12 50 F Va 1 Other Medications: Omeprozole D3 B12 Black cohosh Evening primrose oil
Preexisting Conditions: Reflux Obesity Sleep apnea
Allergies: Cephalosporins 
Write-up: *Awoke day after vaccine 02/13/21 with the room spinning as soon as 
I opening my eyes. During that day I experience nausea, diarrhea, could not eat 
or drink. Had to have help or hold onto walls to get around house. *2/14/21 
same effects as day before adding vomiting, fatigue went to Hospital ED. Was 
told by physician he believed this to be effects from the Covid vaccine. I 
received IV fluids, 2 doses of Valium & zofran. Rx for Valium, and zofran. 
Discharge home with instructions to follow up with PCP 02/16/21 PCP visit 
persistent horrific vertigo, nausea, extreme fatigue, 10+ pounds weight loss, 
light sensitivity, pressure in back of head 02/19/21 PCP office: vertigo somewhat 
improved but still having to hold on to walls, persistent light sensitivity, fatigue, 
persistent pressure in back of head. RX: meclizine & steroid dose pack 
03/21/21: I still have brain fog, and slight visual disturbance

Vertigo 

1120081 2/26 92 F In 4 Other Medications: Coumadin, Pepcid, Colace, Propanalol ,Furosemide, 
Rosastatin
Preexisting Conditions: factor 5 Leiden, HTN, DJD, DDD, High cholesterol, 
Aortic valve stenosis, Spinal stenosis
Allergies: PCN, Depomedrol 
Write-up: On 3-2-21, my mother noted vision in her right eye was unclear and 
wavy. On 3-4-21, she woke up in the morning and had lost all sight in the right 
eye. The examining eye doctor stated there appeared to be a "blister" behind 
the eye and she was sent to an retinologist for further evaluation on 3-5-21. The 
retinologist instructed her to go to the ER. My mother was admitted for further 
evaluation. Her protime in the ER was 1.7. MRI of head was otherwise negative 
for changes. Her protime had been stable between 2.0 and 3.0 for years. At her 
follow-up appointment with her doctor, her protime was 1.8. Her Coumadin dose 
has been adjusted,

Unilat blindness 
from poss retinal 
infarction 

1120013 3/6 52 F Ks 14 Other Medications: None
Preexisting Conditions: None
Allergies: alpha=Gal mammal meat allergy, Penicillin, fentanyl, 
Diagnostic Lab Data: MRI showed blockage
Write-up: SEVERE VESTIBULAR STROKE. Complete occlusion. Patient is 
now in Rehab trying to regain her ability to swallow properly, see without double 
vision, and walk again.

Vestibular CVA

1120011 3/8 58 M Ny 1 Other Medications: None
Preexisting Conditions: lower back pain, thalassemia minor
Allergies: Sulfa Drugs 
Write-up: Severe headache within 2 hours of the shot, followed by significant 
Tinnitus (constant high pitch ringing) in both ears. The Tinnitus was noticeable 
the next morning and at 2 weeks post vaccine continues to be a problem. 
Tinnitus is a new condition and I have never had the problem previously.

Tinnitus 

1119811 1/29 55 F Wv 3 Other Medications: METOPROLOL
Preexisting Conditions: Medical History/Concurrent Conditions: No adverse 
event (No medical history provided)
Write-up: CP; SVT; swelling on the right side of my face; From the knees down, 
both legs felt numb into her feet; Could not stand; SOB; PVCs; reporter: 
consumer. DOSE#2– 29 Jan 2021, in the left deltoid. 01 Feb 2021: SOB, PVCs. 
woke up 06 Feb 2021 with CP and very SOB. From the knees down, both legs 
felt numb into the feet. By the end of the day, the patient could not stand. The 
patient''s cardiologist prescribed metoprolol which was helping some. On an 
unknown date, the patient ended up in the emergency room (ER) with chest 
pain. An echocardiogram didn''t show much. The last week of February 2021 
(dates unspecified) the patient reported they went to the ER again for chest 
pain. At that time, the numbness and tingling had gone away. The patient was 
admitted for two nights to the local hospital and while there had a poor exercise 
test and signs of SVT. Tx: increase in metoprolol, but the patient still had 
frequent palpitations. Metoprolol was again increased to control and monitor the 
heart. The patient is wearing a heart monitor.

Svt, PVCs

1119242 2/25 27 F Ca 1 Preexisting Conditions: Sickle cell disease SS CRPS Type 2 COPD Chronic 
lung disease Portal hypertension Iron overload
Allergies: Vancomycin Morphine Demerol Benadryl 
Diagnostic Lab Data: COVID TEST-NEGATIVE CBC BMP PROCALCITONIN
Write-up: Fever (100.0 2AM, 103.6 5AM, 104.2 8AM) Chills Body aches 
Headache Cough Wheezing Asthma exacerbation

Asthma 
exacerbation 

1119208 3/6 50 F Co 10 Other Medications: Dupixent, Nuvaring, Multivitamin, Eucrisa
Preexisting Conditions: Past Ulcerative Colitis that resulted in a toxic Mega 
colon and a J-pouch; Excema
Allergies: Fish, Tree Nuts, and Decyl Glouside 
Diagnostic Lab Data: Echocardiogram - Strain on right side of heart Lung X-
ray - PE in both lungs Covid test - Negative Cat Scan All on March 17 and 18, 
2021
Write-up: 10 days after DOSE#2, I was short of breath and my heart rate was 
elevated. I went to the hospital and they found blood clots in both lungs and I 
had to be hospitalized.

Bilat PE

1119178 3/3 89 M Nc 2 Other Medications: Losartan(50mg), Clopidogrel tablets USP 75 mg, Alfuzosin 
hydrochloride 10 mg As extended release tables, Dutasteride 0.5 mg, Miglitol 
Tablets 25 mg, Piogilitazone Hydrochloride (15mg), Metformin Hydrochloride IP 
(500mg), Glimepiride USP (2m
Preexisting Conditions: High BP, Diabetes (type II), enlarged prostate, 
thrombosis stroke (year 2007) left side body weakness.
Allergies: None known 
Diagnostic Lab Data: CT Scan (Mar 7), EEG (Mar 7), blood test(Mar 7 / 8 / 9 / 
10, MRI (Mar 8), ECHO (Mar 10)
Write-up: Weakness (Mar 5 evening), not able to stand / walk (March 6) ending 
up in slurring of voice /lethargic , high BP (morning Mar.7). Went to ER. CT 
Scan did not show stroke, EEG showed slowness in brain activity, MRI showed 
minor stroke left side of brain. Hyponatremia (124) at the time of admittance. 
Released from Hospital on Mar 10.

Cva, Hyponatremia 
(124)

1119134 3/20 53 F Ca 0 Other Medications: Takes Valium. Also, prescribed seizure medication and 
antihypertensive which patient states she does not take.
Preexisting Conditions: unknown
Allergies: Amoxicillin, Effexor, Methadone, Nortriptyline, Trazodone 
Write-up: Pt appeared to have a seizure. Fell to the floor, unresponsive for 15 
seconds. Hx Hypertension and seizures.

Sz (h/o sz)

1119112 3/13 80 M Ca 2 Other Medications: Lovastatin, 0.81mg aspirin, Multivitamin, melatonin, 
magnesium
Preexisting Conditions: Blind. High cholesterol. Mild memory issues
Allergies: No 
Diagnostic Lab Data: LP. Full body CT
Write-up: Mental confusion, delusional thinking, crawling on floor for hours; 
lifting, moving, breaking heavy furniture; unusual physical strength. Paranoia, 
fear of being killed. Beligerant, combative behavior. Constant motion for over 24 
hours. Less than 3 hours total sleep in 48 hours (minutes at a time) There are 
more details. Resulted in Police being called, ambulance transport to hospital 
ER. Admission to hospital on 3/16/21. Still there. Sedation for combative 
behavior. Lumbar puncture re spinal meningitis or brain infection. Aspiration. 10 
L O2.

AMS (manic, 
combative, 
delusional)

1119104 2/26 66 M Mi 22 Other Medications: Losartan, amlodipine, simvastatin, vitamin D3
Preexisting Conditions: HTN, hypercholesterolemia, type 2 DM, impaired 
renal function (GFR 50), Leiden Factor V mutation
Allergies: penicillin 
Diagnostic Lab Data: 3/5/2021: D-dimer 7.17 mg/L; CT chest: bilateral 
pulmonary emboli
Write-up: Non-productive cough, SOB, increase in BP (170/90) and increased 
HR (85 bpm). Symptoms began shortly after DOSE#2– 2/26/2021

Bilat PE

1119101 2/19 81 F Ny 3 Other Medications: metoprolol Entresto Spironolactone
Preexisting Conditions: IPF CHF
Allergies: None 
Diagnostic Lab Data: CTA - 2/23/2020
Write-up: PE 3 days after DOSE#2, SOB, hypotension, tachycardia.

PE

1118996 2/21 69 F Ca 22 Other Medications: Levothyroxine-Cevimeline-Valtrex-Plaquenil-Pepcid-
Pr0tonix-multi vitamin-C-coq10-Calcuim-D-B12-biotin
Preexisting Conditions: Lupus -IBM-Sjogren''s Syndrome-Osteoporosis-Mitral 
valve regurgitation-atherosclerotic vascular
Allergies: none 
Diagnostic Lab Data: ER and hospital did heart tests , blood and urine tests on 
3-16-21 and3-17- 21 Also they gave me DOSE#2– 3-16-2021
Write-up: After 3 weeks , I came down with severe case of heart palpitations, 
body weakness ,cold body, shaking body, had to call 911 , in hospital was 
diagnose with Atrial Fibrillation, did not have this problem before!! Have to take 
4 new medications for the rest of my life!!! I may experience stroke in the future. 
For a early few days had pain in my left arm. For the next few weeks overall 
tiredness. strange feelings in my head!!!!

New onset a fib

1118934 2/22 75 M Co 2 Other Medications: Acyclovir,Doxycycline,Zofran,Lisinopril, HCT, 
Aspirin,AREDS,
Preexisting Conditions: Cancer in remission
Allergies: None 
Diagnostic Lab Data: 03/04/2021 Hypercalcemia, Calcium level = 19.8 
Potassium = 2.8 Creatinine = 3.66 Acute kidney injury
Write-up: Extreme muscle weakness, not able to walk without a walker, slurred 
speech, blurry vision, loss of smell & taste, muscle spasm in hands, extreme 
fatigue & chills.

Weakness, 
dysarthria, muscle 
spasms in hands, 
blurred vision

1118928 2/25 36 F Ca 0 Other Medications: None
Preexisting Conditions: Gallstones
Allergies: Walnuts 
Diagnostic Lab Data: Ct scan Multiple blood work panels NSAIDs
Write-up: 11 days after lost all feeling in my legs and arms. Could not walk or 
move. Stiff muscles, extreme pain. Still in pain and dont have complete function 
of my body

Numbness, 
weakness, myalgias 

1118915 3/8 60 M Fl 1 Preexisting Conditions: Stage 5 kidney failure
Diagnostic Lab Data: 3/13/2021 admitted to hospital and confirmed active 
heart attack
Write-up: The day after the shot 3/9/2021 pt had 104 degree fever and 
shortness of breath and chest pain. This continued for a couple days. By 
3/13/2021 pt went the hospital and he was confirmed to be having an active 
heart attack.

Mi

1118914 3/11 84 F Ca 9 Other Medications: Hydrochlorothiazide, Losartan, Metoprolol, Levothyroxine, 
Timolol, Atorvastatin, latanoprost
Current Illness: HTN, AORTIC VALVE STENOSIS, A FIB W RVR, 
PULMONARY HTN, PE, ACUTE DVT OF RIGHT LEG, HYPERGLYCEMIA, 
ACUTE HYPOXEMIC RESPIRATORY FAILURE, ABNL LUNG IMAGING, 
ELEVATED TROPONIN I, AKI
Preexisting Conditions: OSTEOPOROSIS, HYPOTHYROIDISM, COLON 
POLYP, PREDIABETES, DIVERTICULOSIS OF COLON, 
THROMBOCYTOPENIA, HYPERLIPIDEMIA
Allergies: Lisinopril, Keflex, Cipro, Bactrim, Nickel, Nitrofurantoin, aspirin 
Diagnostic Lab Data: CT angio Chest: Large right main pulmonary artery 
emboli, with essentially complete obstruction of right pulmonary arteries. 
Additional left segmental and subsegmental pulmonary emboli at upper and 
lower lobes. Probable resulting pulmonary hypertension and right heart strain. 
Complete collapse and consolidation left lower lobe
Write-up: SHORTNESS OF BREATH PT bibm c/o sob, per medics new afib rvr 
with elevated respirations and low et02 and bp. Vax last week. Chest x-ray is 
normal but her BNP is elevated which may be related to her underlying 
ischemia

Massive bilat PE (R 
main pulm artery 
embolus w 
complete 
obstruction, L 
segmental and 
subsegmental PE at 
upper and lower 
lobes); new onset a 
fib w RVR

1118906 2/25 66 F Mn 3 Other Medications: None
Preexisting Conditions: Mild asthma, controlled with an anti-inflammatory diet 
and albuterol and inhaled steroids when symptoms get bad during allergy 
season.
Allergies: Penicillin (hives), Macrodantin (hives), MSG (asthma), Shrimp/
shellfish (asthma), Viruses like colds, flu (asthma and long term inflammation of 
joints) 
Diagnostic Lab Data: I was seen by a doctor at my clinic on March 16. She 
advised I delay the second COVID-19 vaccine until the 42 day mark to see if the 
symptoms would resolve. We discussed the possibility of dexamethasone to 
reduce the inflammation but decided to delay for a few more days.
Write-up: Approximately 3 days post vaccine I began to have severe tinnitus. 
On the same day, I began to have difficulty with my vision , especially in the left 
eye, a headache and all my joints began to ache. I was also very tired. The 
symptoms progressively got worse over the following two weeks and included a 
couple of episodes of heart rhythm irregularities . During the third week, the 
headache, eye issues and joint pain began to resolve but the tinnitus is 
debilitating and prevents me from mentally focusing or sleeping.

Tinnitus, arthralgia, 
arrhythmia 

1118861 3/19 37 M Oh 0 Other Medications: Adderall
Preexisting Conditions: ADHD, osteoarthritis
Allergies: Penicillin 
Diagnostic Lab Data: CBC all normal, elevated WBC
Write-up: Joint and muscle pain, Low heart rate, low blood pressure, syncope

Myalgia, arthralgia, 
bradycardia, 
hypotension, 
syncope 

1118828 3/5 29 F Pa 1 Other Medications: levothyroxine, escitalopram, multivitamin, larrin 24 fe
Preexisting Conditions: hypothyroidism
Diagnostic Lab Data: 3/16-19/21 - blood work; 3/17/21 - ultrasound, ct scan
Write-up: Upper middle and lower right abdominal pains that were consistent 
and nothing helped - random spurts of increased pain. 6 days after no relief, I 
made an appointment with a gastrointestinal doctor. On day 8, I had vomiting 
and multiple episodes of diarrhea. I saw the doctor on day 9 but there was so 
much all-over abdominal pain, it was difficult to decipher the cause. A ct scan 
was ordered but needed authed by the insurance. On day 10 of symptoms with 
no relief, I went to the ER. After a ct scan, it was determined that appendicitis 
was present for probably 10 days which lead to a perforated appendix with 
abscess and inflammation around the appendix. While admitted to the hospital 
for 3 days, I was treated with IV antibiotics but the appendix could not be 
removed due to so much inflammation and abscess. I have a follow up in a few 
weeks to remove the appendix once another ct scan determines the area is 
cleared up.

Appendicitis with 
perforation 

1118788 3/14 63 M Mo 3 Other Medications: Losartan 100 mg, Valacyclovir, Vitamin D 5000 units, 81 
mg aspirin
Preexisting Conditions: herpes type2
Allergies: penicillin, adhesive tape, eggplant 
Diagnostic Lab Data: CT scan and MRI showing no signs of clot or stroke. No 
abnormalities from CBCs.
Write-up: I experienced acute vertigo and nausea three days after vaccine. I 
was treated at the ER at Hospital on Wed. 3/17/21, and discharged on 3/19/21. 
The diagnosis was Unilateral Vestibular Hypofunction; it was the same side I got 
the shot on (left). I was treated with meclizine and given outpatient eye-hand 
exercises to do. The symptoms have faded, but not disappeared as of today, 
3/20/21.

Unilat vestibular 
dysfunction 
(vertigo)

J

1118761 3/12 59 M Wa 1 Bell''s Palsy and signs/symptoms/clinical course characterized by weakness 
and sensory loss, currently being evaluated by Neurology, most recent clinical 
note 20Mar2021 states not consistent with Guillian-Barre Syndrome, broad 
differential diagnosis, high suspicion for medical conditions which mimic acute 
inflammatory demyelinating polyneuropathy (AIDP).

Bell’s palsy, poss 
AIDP

1118754 2/7 50 F Ca 14 Other Medications: cranberry pills, probiotics, vit b complex, MV women
Current Illness: progressive SOB after 1st vaccine and prior to the 2nd vaccine
Preexisting Conditions: None
Allergies: Guaifenesin ( lip swelling ) 
Diagnostic Lab Data: CTA lung with IV contrast showing extensive bilateral PE 
with right heart strain US Le showed right LE DVT
Write-up: Patient started to have symptoms of progressive shortness of breath 
two weeks after DOSE#1. presents to the hospital on 3/18 and was found to 
have submassive PE

Submassive bilat 
PE and RLE DVT

1118702 3/15 66 M Tn 1 Other Medications: None
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: Ct scan- showed clot in left back Brain. neck scan - no 
clots in neck arteries. echo was negative. Mri was negative- no damage. 
Pulmonary ultrasound for extremities was negative. Blood pressure was high 
end of normal range. cholesterol blood work, triglycerides and cholesterol were 
initially high. Urinalysis was clear and negative.
Write-up: Had a stroke 36 hours after DOSE#2. Lost ability to speak and see 
clearly, had word salad. Was identified quickly by my wife and was taken by 
ambulance to hospital where they gave me TPA clot buster infusion after 
identifying a clot in my left back side of brain and luckily I responded well and 
have all speech function back we believe so far.

Cva

1118629 12/17/20 35 F Tx 1 Other Medications: Zyrtec, lansoprazole, flonase, advair, singulair
Preexisting Conditions: Eczema, eosinophilic esophagitis, asthma
Allergies: Sorbitan, bananas, avocados, peaches, latex 
Diagnostic Lab Data: ER visit, PCP and neurology visit, MRIs, EMG, skin 
biopsy, labs
Write-up: Paresthesias, neuropathy

Paresthesias, 
neuropathy 

1118600 3/11 69 F Ny 1 Sz (h/o epilepsy) Sz (h/o epilepsy)

1118504 2/12 65 F U 31 Other Medications: prednisone
Preexisting Conditions: arthritis, GAD
Allergies: bactrim, morphine, PCN, tramadol 
Write-up: DOSE#2– 2/12. Admitted to the hospital 2/24/21 with acute ITP. 
Subsequently admitted 3/19 with extensive bilateral LE DVTs and pulmonary 
embolism.

ITP, extensive 
bilateral LE DVTs 
and PE

1118254 2/13 73 M Pa 32 Other Medications: atorvastatin; terazosin
Preexisting Conditions: none
Allergies: none 
Diagnostic Lab Data: ekg; ct scan; catheterization; echocardiogram
Write-up: Pericarditis

Pericarditis 

1118235 1/2 70 M Md 50 Preexisting Conditions: Seasonal Bronchial Asthma
Write-up: Thalamic Stroke., Left sided

Thalamic CVA

1118232 12/31/20 35 F Fl 0 Other Medications: Levothyroxine 25 mcg daily
Preexisting Conditions: Depression, Anxiety, autoimmune Thyroiditis
Allergies: Penicillins 
Diagnostic Lab Data: none, wife refuses to get treatment and remains 
delusional
Write-up: Same day as DOSE#2, Wife went out and absconded with my child, 
She remains delusional, I am not 100% certain this is vaccine related but if the 
live virus can cause psychosis, I think our government should be aware of these 
possibly deadly reactions, I still do not feel normal after my vaccine was 
administered on the same day,

Delusional

1118223 3/18 50 M Ca 0 IN THE PARKING LOT AT THE MASS VACCINATION CLINIC. PATIENT WAS 
FOUND BY A BYSTANDER ON THE GROUND AFTER HE RECEIVED HIS 
SHOT. MEDICAL ON SCENE RESPONDED AND FOUND PATIENT IN 
CARDIAC ARREST. CPR AND ACTIVATION OF 911 EMERGENCY MEDICAL 
SERVICES AT 11:59. ON SCENE PATIENT RECEIVED CPR, THEN PLACED 
ON A LUCAS DEVICE, DEFIBRILLATION X2(VFIB) AND PLACED A KINGS 
TUBE TO SECURE THE AIRWAY. ROSC ON SCENE, CODE 3 TO CARDIAC 
CENTER. PATIENT CURRENTLY IN THE ICU AT HOSPITAL.

Cardiac arrest, v fib 
minutes after vax

1118197 3/15 85 M Ca 2 2 days after DOSE#2, my father experienced a stroke. He was transported to 
the ER where he went thru a procedure to remove a clot in his left side brain. 
Prior to this vaccine my father was in good health and was very active and still 
works and owns and operates a restaurant. He has never had any problems 
like this before the vaccine. One day after the vaccine he was complaining 
about a pain on the left side of his neck area. He was doing paperwork at 
approx 7:40pm when he experienced the stroke. 

Cva

1118111 3/11 79 M Pa 4 Preexisting Conditions: COPD Diabetes Brain cancer
Write-up: Patient was taken to the hospital on 3/15/21 at 8am for Atrial 
fibrillation.

New onset a fib

1118021 1/7 52 M Nm 20 Other Medications: Lisinopril 20 mg po qday, famotidine 20 mg po qhs, 
cholestoff 2 caps daily, fish oil 1 g daily
Preexisting Conditions: Essential hypertension
Allergies: Latex 
Diagnostic Lab Data: Arterial Doppler of LLE showing 3-vessel occlusion 
(02/23/21); normal echocardiogram and normal bubble study (02/24/2021); CT 
angiogram of chest abdomen and pelvis with Lower extremity runoff 
demonstrating 3-vessel thrombotic occlusion without other atherosclerosis, 
aneurysm, or other predisposing findings to explain the thrombus (02/26/2021); 
Intraoperative angiogram via femoral artery cannulation during course of 
thrombectomy on 3/2/2021.
Write-up: DOSE#2– 1/7/21. 1/27/21: severe calf pain while playing soccer. 
Over the next 2 weeks I experienced vascular claudication in that leg and was 
eventually diagnosed with arterial thrombus in Left tibioperoneal, anterior 
tibial/dorsalis pedis and posterior tibial arteries. I do not have any known 
predisposing conditions for arterial thrombus and no history of thromboembolic 
disease.

Arterial thrombus of 
L tibioperoneal, 
anterior tibial/
dorsalis pedis and 
posterior tibial 
arteries

1118019 3/2 69 F Nc 5 Appendicitis Appendicitis 

1118001 3/2 74 M Il 2 Other Medications: Lipitor, multivitamin 
Preexisting Conditions: Elevated cholesterol
Allergies: None 
Diagnostic Lab Data: Routine blood test during annual physical 17 days after 
injection showed platelet count at 15,000. I was advised to go hospital for more 
testing and hematologist review. Platelet count was 22,000 on day 18 . 
Diagnosis: ITP. Prescribed 4 days of 20mg Dexamethasone. Platelet count was 
25,000 on day 19. Will test again on day 21 and then weekly unless 
improvement slows.
Write-up: Nurse noticed unusual blood seepage after vaccine injection. Minor 
nose bleeding 5-10 days after injection.. Muscle pains for first 7 days. Unusual 
hematoma at blood sample site on left arm on day 17 after injection.

ITP (plt 15k)

1117948 3/1 42 F Il 0 Calf swelling, SOB. DVT''s and PE. Patient had shoulder surgery 3 months 
ago, is more sedentary than had been.

DVTs and PE

1117857 1/21 82 M Mi 53 Other Medications: atenolol. zocor. wellbutrin. timolol
Preexisting Conditions: cardiac
Allergies: none 
Diagnostic Lab Data: ct neck/chest 03/19
Write-up: bilateral internal jugular thrombus and subclavian thrombus

Bilat IJ thrombus 
and subclavian 
thrombus

1117838 3/3 80 F Fl 2 Other Medications: levothyroazide 50 mg Estradiol 1mg Hydrochloride 12.5mg
Preexisting Conditions: None
Allergies: Lisnopril 
Write-up: Blood clot in lower right leg

DVT

1117799 2/1 68 F Oh 18 Bilat tinnitus Bilat tinnitus 

1117769 2/25 70 M Ma 19 Other Medications: alfuzosin, simvastatin, albuterol, Flonase, acetaminophen, 
meloxicam, noni
Preexisting Conditions: cervical spondylosis; early varicose veins
Allergies: none 
Diagnostic Lab Data: all on 3/16-17/21: ultrasound evaluation left calf: shows 
DVT; cardiac echo shows no abnormality; CT angio of chest and abdomen 
shows the clots, no evidence for occult mass blood tests for hypercoagulability 
are pending at this time.
Write-up: Just under 3 weeks after last dose, development of left popliteal/distal 
femoral vein DVT with several small bilateral pulmonary emboli. Symptoms 
were about 4 days of increasing discomfort left calf, edema, pain in region of left 
gastrocnemius muscle, depend erythema, all not responsive to NSAIDS. I was 
hospitalized overnight for assessment and treatment. Started on heparin, 
switched to Eliquis.

left popliteal/distal 
femoral vein DVT; 
several small 
bilateral PE

1117753 3/16 76 M Md 1 Other Medications: olmesartan, coreg, lipitor, mini aspirin, amoxicillin& 
clavulnate
Current Illness: resolving diverticulitis
Preexisting Conditions: benign essential tremors, prehypertension , post polio 
syndrome from childhood case
Allergies: none 
Write-up: Patient collapsed on bathroom floor 20 hours after vax. Could not get 
up 911 summoned and taken to ER. Given fluids and Tylenol for excess 
immunologic response. Loss of fluids excessive about 12 hours post injection. 
Loss of taste 24 hours after injection. Dry cough 48 hours after injection. Long 
dormant herpes simplex eruption 72 hours injection. Fever continued for 48 
hours after injection but controlled with tylenol.

Hsv activation

1117721 3/19 20 M U 1 20 y/o national guard male, presented to ER with weakness and fatigue, on 
exam was tachycardic, febrile and had chills. EKG with sinus tachycardia with 
RBBB, Echo normal. Troponin mildly elevated at 0.11, admitted for serial 
troponins and telemetry, released later in the morning.

Tachycardia w 
RBBB

J

1117678 3/1 47 M Ca 1 Preexisting Conditions: NIDDM
Allergies: none 
Write-up: Pt had COVID in Early January 2021. He had mild symptoms and 
recovered. DOSE#1– March 1 2021. Next day, (March 2) headaches. fevers, 
chills and chest pain. Pt had EKG findings of STEMI myocardial infarction. He 
was sent to the cath lab from the cath lab he was admitted. Finding of normal 
coronary arteries. However, he appeared to have developed a cardiomyopathy 
compared to a prior study. He had an echo on March 3. Appeared to have a 
cardiomyopathy with estimated EF or ejection fraction of 40%. He had normal 
cardiac function three years earlier . On March 3rd his EKG normalized. He was 
sent home on March 4

Stemi

1117665 3/8 44 F Mn 0 Previous Vaccinations: General illness after flu vaccine. No anaphylaxis from 
vaccinations, but previous anaphylaxis x 5.
Other Medications: Atenolol, Wellbutrin, Zyrtec, Prilosec, Azetfil, Flonase As 
needed: Epi, sumatriptan, xanaflex
Preexisting Conditions: History of anaphylaxis and angioedema requiring 
Epinephrine. History of depression, anxiety, migraines, polyp removal, rhinitis, 
post nasal drip
Allergies: Levofloxican, Augmentin, septra, Lortab, dust, mold, ragweed 
Diagnostic Lab Data: Labs pending
Write-up: Throat tightening and racing pulse almost within one minute. Oral 
meds: Benadryl, famotidine 40, Zyrtec, and prednisone Developed hives day 5 
after injection. Full body itching remains unresolved. Treated with eucerin and 
hydrocortisone topical cream. 2 visits to ER for iv steroids and normal saline 
fluids. Epi administered on second visit today 3/20/21 with good relief (best I?ve 
felt since getting it on Monday) 10/10 migraine today not relieved by oral 
triptans. Relieved by triple cocktail IV.

Hives/delayed 
anaphyl 

J

1117555 3/16 59 F In 0 Other Medications: None
Preexisting Conditions: COPD, ascending aortal aneurysm
Allergies: Codeine & vicodin 
Diagnostic Lab Data: I have not gone for treatment because I don?t have 
health insurance and I am hoping that it will disappear over time. Can someone 
contact me.
Write-up: Within a few hours of shot, I experienced EXTREME tinnitus (very 
loud), numbness in head, face and lips and hardening of lymph gland in left 
chest. This lasted for hours. Injection site pain only lasted about 24 hours. Since 
then, I still have numbness on the right side top of head and intermittent 
EXTREME tinnitus that interferes with my ability to concentrate, communicate 
and sleep. It comes and goes but the volume is beyond anything I have ever 
experienced. Then it goes away. The right side of my head has stayed numb.

Tinnitus 

1117550 3/11 83 F Nc 0 Cva Cva J

1117510 3/3 81 M Tn 10 Current Illness: fluid retention due to heart issue, treated at hospital.
Preexisting Conditions: diabetes type 2, high bp, heart valve issue, maybe 
others.
Allergies: none 
Write-up: my grandfather suffered a stroke affecting his left side. he struggles 
to speak, swallow, and walk, and can''t move his arm at all.

Cva

1117485 2/12 77 M Ca 12 Other Medications: thyroid 150 mg a day
Preexisting Conditions: none
Allergies: none 
Write-up: i have had long covid from december 2019 or january 2020 to the 
present based on symptoms. On my first night, vomiting at 2:00 in the am. The 
following 2 weeks I had constant diarrhea. At the end of those 2 weeks, i ended 
up in ER. vital signs and blood work were good at the hospital and the drs were 
confused as to why i felt so bad. i returned home. i have at least 3 of the 5 
common symptoms for long covid: extreme fatigue, joint pain, and cough; also 
tasting issues on and off again. Then DOSE#1– feb 12, 2021. About 2-3 weeks 
later I encountered a sharp pain in a muscle in my neck left side, very 
lightheaded. Then another week later while driving a motor home, My vision 
was very blurred and I was seeing double vision at different angles. I was 
admitted for 4 days. Before I was admitted, I saw a local ophthalmologist here 
and he diagnosed me with a condition known as ?edema in optic nerve, inferior, 
consistent with optic neuropathy?. I was losing eyesight in my left eye. After hd 
steroid treatment for 4 days, and a plethora of tests, including spinal tap, 
multiple mri?s, and labs, I was released 3-18-2021 and still can?t see above the 
equator line of my left eye. And I also am extremely sensitive to light. I also have 
sensitivity inside my eye as best described as a soreness, especially when I try 
to look upwards. I know a charge nurse at the ER who says they also have 
recently encountered emergency patients, who have recently received 
moderna, and are also having issues with eye problems.

Optic neuropathy, 
edema of optic 
nerve

1117455 2/19 71 M Ca 3 Diagnostic Lab Data: CT, lumbar puncture, c/s, CSF biofire
Write-up: cervical cord edema with decrease motor and sensory function all 
extremities

Cervical cord 
edema 

1117384 3/19 23 M Ny 0 Other Medications: None
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: Pulse oximetry normal
Write-up: Lightheaded, blurring of vision . Paleness , diaphoresis Hypotensive 
and bradycardia. Shock . Remained awake BP 58/30 Pulse 40 / min 
Immediately sent to Emergency Department

Hypotension, 
bradycardia 

1117354 3/9 75 M Ca 1 Other Medications: coumadin
Current Illness: had a stroke.
Preexisting Conditions: had a stoke and RT hemiparesis
Allergies: none 
Diagnostic Lab Data: normal labs save for ABG, hypoxemia. Cat Scan chest 
and abdomen, showing some atelectasis, but No PE and no clear cut 
pneumonia.
Write-up: Pt developed fever, hypoxemia, and hypertension day after the 
injection which was on the 9th. I saw him March 12 2021. He had fever, and 
hypoxemia. Cat Scan imaging of abdomen and chest did not suggest 
pneumonia or pulmonary embolus. He was admitted for hypoxemia. On my 
review ot the records, it is not clear why was hypoxemic. He was discharged on 
March 17, and no symptoms today on March 19.

Unexplained 
hypoxemia day 
after vax

1117303 3/5 59 M Az 3 Other Medications: avarstini metoprolol lisinpril alomdophine asprin
Preexisting Conditions: high blood pressure heatt condition
Allergies: morphine 
Diagnostic Lab Data: 3/19/2021
Write-up: my blood sugar spiked. had just had blood work done prior to first 
dose no sign of diabetes 2 days after DOSE#2 started feel fatigue headache 
and urine increase went to doctor today i have type 2 diabetes.

New dx T2DM

1117300 1/21 69 M Il 4 Other Medications: Tacrolimus Prednisone
Preexisting Conditions: ITP Hereditary Hemochromatosis
Allergies: None 
Diagnostic Lab Data: Multiple tests and infusions over last 2 months.
Write-up: DOSE#1– 1/21, DOSE#2– 2/18. Platelet level 5 or less within days 
following vaccination; recovered; crashed again following 2nd vaccination.

Thrombocytopenia 
after each dose (plt 
5) (h/o ITP)

1117222 1/29 78 M Ca 2 Other Medications: Amlodipine 7.5 mg, pantoprazole EC 40 mg, hydrocodone 
5/325
Preexisting Conditions: Hypertension ? medicated
Allergies: None 
Diagnostic Lab Data: CAT scan MRI Transferred to Medical Center 
Craniotomy ICU 2/1/2021 - 2/12/2021 Rehab Institute - 2/12/21 - 3/1/21. 
Currently still rehabilitating.
Write-up: CVA - craniotomy & evacuation of IHC hematoma.

Cva, ICH

1117198 2/27 62 F Mo 0 DOSE#1– 01/30/2021. DOSE#2– 2/27/2021 and within an hour noticed slurred 
speech and drooped face. Patient went to ER and was transferred to another 
Hospital on 2/27/21 due to stroke. Now patient believes stoke may have started 
2/26/21, as she was somewhat confused that day, but didn''t realize stroke until 
after vaccine.

Cva

1117151 1/14 67 M Fl 15 Other Medications: Pepcid AC, metoprolol, atorvastatin
Preexisting Conditions: Paroxysmal A- Fib, migraines controlled with Botox
Allergies: Clindamycin 
Diagnostic Lab Data: None
Write-up: Shingles Outbreak. Currently being treated for Postherpetic Neuralgia 
with epidural steroid injections.

Shingles (herpes 
zoster), 
postherpetic 
neuralgia 

1117140 1/1 42 M Nj 19 Other Medications: None
Preexisting Conditions: None
Allergies: None 
Diagnostic Lab Data: Hearing tests x3 Steroid injections
Write-up: Sudden sensorineural hearing loss

Sensorineural 
hearing loss 

1117101 3/18 30 F In 0 Other Medications: Imuran
Preexisting Conditions: Crohn''s disease
Allergies: none known 
Write-up: DOSE#1 3/18 10:22. H/o vasovagal syncope to needles in the past 
(did not seem like it was complete syncope to all needle sticks per RN). RN 
offered for her to lie down, but she said she felt ok sitting. She did not endorse 
any history of severe allergies or reactions to injectables in the past. she has 
Crohn?s and is on immunosuppressant Imuran for this disorder. 1025 - While 
sitting at the checkout registering for her second shot she started to feel faint 
and checkout staff called for help 1026 - RNs were getting the BP cuff on her. 
She appeared obtunded and slouching in her chair- eyes closed. Gentle sternal 
rub and she was able to open her eyes and tell us what her name was and ask 
to call her dad. BP 90/58. Cold cloths placed on her neck. Continuous pulse ox 
monitor placed, showing 99%. 1030 - Still drowsy and diaphoretic. Able to tell us 
that "she passes out when she gets shots" C/O nausea and vomited. Still in and 
out of awareness. Patient able to stand and transfer to wheelchair to more 
private area. Checking BP every 2 minutes. Now is 68/44. C/O nausea and 
vomited. Pulse ox won?t pick up. Patient with decreasing LOC, eyes rolling 
back in head, unable to maintain posture seated, and not able to describe 
symptoms to us (unknown if she felt itchy but no obvious cutaneous 
manifestations). Unable to visualize oropharynx. 1037- BP 57/40. NP 
administered Epi pen 0.3 mg dose to L lateral thigh due to s/s of systemic 
allergic reaction/anaphylaxis including 3 known body systems: hypotension 
(cardiovascular), vomiting (GI), and decreased LOC (neuro). No IVF 
immediately available but were preparing to obtain. Staff getting cot for patient 
to lie down. Mom confirmed that she has often before passed out with vaccines 
and blood draws. 1038 - BP 68/45 Talking to medics and able to tell them she 
ate breakfast and that she has a hx of Crohn''s and takes a monthly injection. 
EMS team here to transport to ER. We were preparing to put her on a cot so 
help with her blood pressure/blood flow when she started to stabilize and EMS 
arrived with stretcher. 1040 - BP 97/53. Patient is now alert and talking to us. 
Says she has had syncope in the past ?but never anything like this.? 1041 - BP 
115/53. Patient still alert and talking. Oriented x 3. 1042 - Transported to ER by 
EMS ambulance on stretcher. DEBRIEF: Somewhat atypical (no obvious 
cutaneous manifestations) and rapid, severe reaction. Ddx vasovagal vs 
anaphylaxis. Response to epi consistent with anaphylaxis reversal. Perhaps 
immunosuppressant medication contributed to severity and rapidity of reaction.

Vasovagal vs 
anaphylaxis. 
Hypotension 

1117082 1/27 31 32w Sc 49 Other Medications: prenatal vitamins, pepcid
Preexisting Conditions: none
Allergies: none 
Diagnostic Lab Data: Ultrasound prenatally and multiple ultrasounds of my 
infant, kidneys, abdominal, brain and heart. Multiple CBC''s and coagulation 
profiles
Write-up: Pregnancy with EDC of 5/7/2021. On 3/17/2021 infant was not 
moving as expected, went to hospital and emergency c-section performed due 
to failure of BPP score. Score was 2. Infant delivered @ 32 week. Wt. was 4#4 
oz. Infant had blood in urine. After numerous studies my baby was found to 
have thrombosis in the intrahepatic IVC. Treatment has started.

Emergency 
cesarean; Neonate 
w intrahepatic IVC

1117071 3/1 27 M Tx 11 Other Medications: None
Preexisting Conditions: None
Allergies: no known allergies 
Diagnostic Lab Data: Troponins: (3/14/2021) 24.23 , (3/15/2021) 35.95, 
(3/15/2021) 28.43, (3/16/2021) 24.27, (3/16/2021) 13.45 EKG (3/14/2021): 
diffuse ST elevations, PR elevations in aVR, and multiple leads with PR 
depression; all consistent with pericarditis TTE (3/14/2021): Systolic function is 
mildly depressed. The ejection fraction is 43%, by biplane method of disks. Mild 
global hypokinesis with possible focal severe hypokinesis of the mid 
inferoseptum and mid inferior wall. Cardiac MR (3/16/2021): showing 
myocarditis and pericarditis
Write-up: 10 days after DOSE#2– chest pain, shortness of breath, and fatigue. 
acute onset, and came to hospital 2 days after chest pain developed, as it 
became more unbearable. Described chest pain as worse with leaning forward.

Myopericarditis 

1116994 2/5 91 F Ga 0 Other Medications: Glyburide, Avandia, Losartan, Ellura
Preexisting Conditions: Diabetes, hypertension
Allergies: Shrimp, Celebrex, Januvia 
Diagnostic Lab Data: MRI, CAT scan, blood tests and x-rays the same day 
and the day after the vaccine.
Write-up: About 20 minutes after vax, my Mother''s speech became garbled 
and she was unable to speak understandably. I thought she was having a stroke 
so rushed her to the emergency room. They examined her and her speech 
returned to normal in about an hour. They kept her overnight for tests and after 
an MRI they said she had a TIA.

Tia

1116780 1/9 74 F Co 2 Other Medications: Labetaol 100mg BID, Losartan 100mg OD, Synthroid 
125mcg, Atorvastatin
Preexisting Conditions: High blood pressure
Allergies: Cloricidan
Write-up: After DOSE#1, I experienced swelling to my arm. Two days 
afterwards, I was involved in a MVA. I blacked out completely and had loss of 
consciousness. I do not know if the vaccine is related to me have had loss of 
consciousness at the time of my motor vehicle accident. I was in the hospital 
from 01-11-2021 to 01-12-2021.

Syncope leading to 
MVA

1116739 3/13 60 F Ky 2 pt. called stating she received DOSE#1 past weekend, now having swollen 
lymph nodes and trouble swallowing. Pt. was advised to go to UC or ER. Pt. 
presenting today for Swollen glands (had 1st dose vaccine on Saturday, 
Monday started having swollen glands in neck

Dysphagia from 
LAD

1116723 3/18 58 M Mo 1 Other Medications: amlodipine 5 mg daily aspirin 81 mg daily atenolol 25 mg 
daily atorvastatin 40 mg at bedtime buprenorphine 20 mg daily clopidogrel 75 
mg daily hydrochlorothiazide 12.5 mg dailiy losartan 50 mg daily sildenafil 100 
mg as needed Tamsulosin 0.
Preexisting Conditions: BPH buprenorphine dependence cerebral infarction 
due to embolism of the left middle cerebral artery chronic low back pain 
degenerative lumbar disc erectile dysfuntion expressive aphasia hyperlipidemia 
hypertension, essential obesity, morbid, BMI 40-49.9 opioid dependence
Allergies: none
Diagnostic Lab Data: CT head shows previously documented left posterior 
frontal and parietal area hypodensity and CTP showed no perfusion defect or 
mismatch.
Write-up: COVID and stroke December 2020. Patient''s mother talked to him at 
4:30 and he said he was not feeling well. Driving to work when coworkers found 
pt after he curbed his vehicle with AMS. Right side deficit with aphasia, 
unknown last normal. Pt had sz upon EMS arrival and 2.5mg versed given. was 
initially unresponsive while going into the CT suite and apparently had a seizure 
as soon as he arrived to the ED. but alert by the time he was done with CT 
head, CTA and CTP. He was followed to the ED assigned room and he was 
more alert but aphasic and only say ''yep'' and did not follow commands. He 
was able to move his left side initially but not to command. about 2 minutes later 
he was able to move his right lower extremity to pain followed by right upper 
extremity. He is febrile with temp $g103F. Diagnosed with seizure and Left acute 
arterial ischemic stroke, MCA.

New-onset sz, L 
acute arterial 
ischemic CVA of 
MCA

1116698 3/8 79 F Md 0 Other Medications: Lisinopril 20-12.5 mg, Escitalopram 20 mg, Atorvastatin 20 
mg, Trazadone 100 mg, Amlodipine 2.5 mg
Preexisting Conditions: High blood pressure, high cholesterol, sleep disorder 
(All three controlled by medication)
Allergies: latex
Diagnostic Lab Data: Numerous imaging, lab tests, etc. during an 8-day 
hospitalization at Hospital.
Write-up: Patient had chills and low fever (99.4) 8 hours after vaccine. Patient 
went to bed early (8 PM). Patient awoke about 2 AM on 03/09/2021, walked 
through a dark hallway, and fell down a flight of steps. Injuries include 17 
fractures (5 vertebrae, 9 ribs, 1 clavicle, 1 area of lower rear skull, and nose), 
collapsed lung, brain bleed, and cognition issues. This may be a sleep walking 
or hallucination issue. Patient has no previous history of sleep walking or 
hallucinations.

Injuries resulting 
from hallucination 
or sleep walking

1116682 1/29 46 F Wa 0 Other Medications: Fluoxetine Bupropion Birth Control (COC) Spironolactone
Current Illness: 2 months prior to vaccination was on immunotherapy for 
treatment of melanoma
Preexisting Conditions: Depression
Allergies: n/a
Diagnostic Lab Data: FINAL DIAGNOSIS: A: Small intestine, duodenum, 
biopsy: Moderately active duodenitis with crypt apoptosis and partial villous 
blunting (see Comment). Immunostains for CMV, HSV-1/2, and VZV are 
negative. B: Stomach, body, biopsy: Gastric corpus mucosa with chronic 
inactive gastritis, intraepithelial lymphocytosis, and mildly thickened 
subepithelial collagen (see Comment). There is no intestinal metaplasia. An 
immunostain for Helicobacter is negative. C: Colon, random, biopsy: Mildly 
inflamed colonic mucosa with expanded lamina propria, intraepithelial 
lymphocytosis, and mildly thickened subepithelial collagen, highlighted by a 
trichrome stain (see Comment). COMMENT: There is active inflammation and 
injury involving both the upper and lower gastrointestinal tract. The overall 
pattern of injury is unusual, however, with lymphocytic/mild collagenous gastritis 
and colitis-like injury in the stomach and colon, respectively, and active 
duodenitis with neutrophilic infiltrate and associated partial villous blunting in the 
duodenum in the absence of significant intraepithelial lymphocytes or expanded 
subepithelial collagen. There is no chronic inflammatory alteration, and no 
granuloma is observed. No definite viral cytopathic change is identified. No 
Helicobacter organism is present. A unifying etiology includes a differential that 
encompasses drug, particularly in a patient with a clinical history of PD-1 
inhibitor therapy such as nivolumab, as well as other possibilities such as 
infection, autoimmune disorder, and early IBD. Correlation with clinical, 
laboratory, and endoscopic findings is suggested. An additional immunostain for 
adenovirus is currently being performed at an outside institution, the results of 
which will be reported in an addendum.
Write-up: Eight hours after receiving vaccination patient developed explosive 
diarrhea. This lasted for weeks. She ended up being hospitalized twice and was 
eventually diagnosed with lymphocytic colitis. She has never had this before. In 
consult with gastroenterology it is believed that because she received 
immunotherapy 2 months prior to vaccination that her immune system was 
primed.

Lymphocytic colitis

1116667 1/22 46 F Tx 0 Other Medications: Excedrin Migraine Claritin D
Preexisting Conditions: Migraine Sinusitis
Allergies: Sulfa drugs
Diagnostic Lab Data: Jan 22nd-23rd: bloodwork & EKG (twice), showed 
shock, atrial flutter, etc described above Jan 25th: EKG, showed arrhythmia and 
tachycardia Feb: EKG, showed symptoms declined
Write-up: In the first 5 mins after the injection I became very irritable and then 
within 10 mins had a cold sensation in my head that I had previously had after a 
reaction to sulfa and had almost passed out. I told a staff person who had me 
talk to one of the nurses & put me in a separate space from people getting 
vaccinated. The nurses then wasted a lot of time talking to me about anxiety 
instead of treating me. The cold sensation traveled from my head down my 
neck, there was a sharp pain in my left breast, and then my heart started racing. 
My lips and tongue on the left side started swelling. I told the nurses this but 
they ignored me. Eventually they brought in equipment to monitor my vital signs. 
My blood pressure and heart rate were higher than I had ever seen them and 
kept rising. The head nurse eventually said I needed medical care & there was 
no doctor on site. She called the paramedics. It was now 1 hour after I told them 
something was wrong. The paramedics thought this was temporary because my 
bp fell to 153 [I told them I did not have a hist of bp this high] from where it had 
been before & gave me Benadryl pills. (The ER doctor later said they should 
have done something). Later that night my HR went up to 220 and I was taken 
to the ER. The ER doctor also wasted time assuming it was anxiety but 
bloodwork showed I was in shock. They first treated me with 4 aspirin, then 
Ativan, which all did nothing. My bp was up to 189 the last time I could view the 
monitor. Sodium chloride ivs, Benadryl ivs were given after the bloodwork. 
Diltiazem was eventually also given. I had palpitations that caused my entire 
body to shake. EKG showed I had developed an atrial flutter and the doctor 
said the flutter, arrhythmia, and tachycardia were caused by the shock 
from the vaccine disrupting the electrical signals in my heart. I stayed 
overnight in the ER until Sat morning. I took Diltiazem but jolting palpitations 
and tremors did not stop. I saw a cardiologist on the 25th who concluded I had 
gone into shock from the vaccine, and I was given the wrong medication, and 
put me on metoprolol. Metoprolol lowered my bp and reduced the palpations. I 
weaned off it with the doctor''s permission. I still have palpitations.

A flutter

1116661 3/18 62 F Oh 1 Other Medications: Aripiprazole, amitriptyline, atorvastatin, cilostazol, 
clopidogrel, Jardiance, albuterol inhaler, aspirin, Symbicort, carvedilol, 
gabapentin, Norco, Tresiba, Humalog, Duoneb, pantoprazole, potassium 
chloride, pramipexole, ranolazine, Januvi
Current Illness: fungal infection of right foot
Preexisting Conditions: Diabetes, COPD, renal disease, cardiomyopathy
Allergies: Diphenhydramine, Pamelor, Imitrex, Fentanyl, Levaquin, 
Promethazine
Diagnostic Lab Data: 
Write-up: Patient was found in house by EMS with agonal respirations. Patient 
was intubated on scene and brought to ER. At ER, patient presented with a HR 
of 55, BP of 80/43, O2 of 99%, and a rectal temperature of 107.3F. Further 
work-up revealed thrombocytopenia with a platelet count of 63, WBC of 13.7, 
and an elevated lactate of 2.2. Imaging shows a kidney stone obstruction of the 
right ureter. Diagnosis of sepsis was made with patient admitted to the hospital. 
Repeat rectal temp after acetaminophen suppository and external cooling 
continues to be 107. Care is ongoing at time of this report.

Hypotension, fever 
(107.3), 
thrombocytopenia 
(plt 63), sepsis, 
nephrolithiasis 

1116613 2/8 58 M Wa 5 Other Medications: Acyclovir Lipitor betamethasone dipropionate Juluca Epivir 
Lisinopril
Preexisting Conditions: HIV CKD III
Allergies: sulfa antibiotics
Diagnostic Lab Data: MRI Brain: 2/19/2021 - "Bilateral nearly symmetric 
abnormal enhancement in the fundus of internal auditory canals, labyrinthine 
and geniculate segments of bilateral facial nerves compatible with acute facial 
neuropathy of Guillain-Barre syndrome. CSF Protein: 143 2/18/2021
Write-up: Guillain Barre treated with IVIG. 24 hours after DOSE#2, experienced 
flu like symptoms which resolved. Following Saturday, noticed fatigue and lower 
extremity weakness and soreness. Progressed to the point where walking 
around the block was difficult. Weakness progressed and patient was advised to 
go to the emergency department for evaluation. In ED, patient is absent lower 
extremity reflexes. Patient notes no significant upper extremity weakness. No 
recent illnesses including diarrheal illness.

GBS

1116606 3/16 47 F In 0 Other Medications: Usual meds, did not have anything that I do not take daily.
Current Illness: Severe Asthma Attack.
Preexisting Conditions: Asthma, Allergies, Migraines, GERD, Eczema, ADHD, 
Low Thyroid.
Allergies: Pollen, Dust, Mold, Animal Saliva & Dander, Spider Bites, Bee 
Stings. Codeine, Sulfa drugs, Penicillin, Keflex, Topamax, Tolmetin, Elavil, 
Synthroid, Flagel, Imitrex injections. Dairy, Wheat, Onions, MSG, Sulfites, 
Shellfish, Chamomile, Red Dye #40. Nickel, Surgical Tape, Lanolin, Wool, 
Latex.
Diagnostic Lab Data: 50mg Benadryl at 4:00pm 3/16/2021 by pharmacist. 
EMTs on scene said I was fine with Benadryl as itching was subsiding. They 
said ER would not do anything that the pharmacist had not already done 
(administered Benadryl). On 3/17/2021 at 1:00pm, I went to the ER. They 
administered IV fluids, Epinephrine, Pepcid via IV, corticosteroids via IV, and I 
believe they administered a blood thinner via IV (I cannot remember the name 
of it). They kept me for observation until 4:36pm, determining that I had an 
anaphylactic reaction and angioedema of the tongue, due to COVID-19 vaccine. 
I now carry 2 Epi-pens per ER doctor and I must take 60mg of Prednisone for 
the next 5 days, along with Benadryl, as needed. I have an appointment with my 
allergist, on 3/23/2021 to discuss my allergic/anaphylactic reaction, discuss 
further treatment, and discuss my ability to receive the 2nd vaccination.
Write-up: Severe tongue swelling, itchy red tongue, itchy red palate, itchy red 
throat, dizzy, racing heart, high blood pressure (161/90).

Anaphyl

1116598 3/11 71 M Oh 3 Other Medications: Metformin, atorvastatin, aspirin
Preexisting Conditions: DM, arthritis, hx of prostate cancer, hyperlipidemia
Allergies: NKDA
Write-up: Occipital stroke involving vision on 3/14/21, was seen at 
ophthalmologist and sent to Hospital and stroke confirmed on MRI.

Occipital CVA J

1116558 2/13 66 F Nc 1 Other Medications: Humulin U-500, Metformin, Actos, Valsartan-HCTZ, 
Omega 3, Vitamin D, Gabepentin, Levothyroxine, ASA, Zyrtec, Ibuprofen, 
Acetaminophen, Atoravastin, CoQ10, Ozempic
Preexisting Conditions: Type 2 Diabetes, Hypertension, Arthritis, Spinal 
Stenosis
Allergies: Bydurean, Sulfa, Codeine, Celebrex
Diagnostic Lab Data: I was hospitalized with stroke, received tpa, CTs, MRIs, 
heart monitoring, labs
Write-up: DOSE#2– February 13 in afternoon. I had a stroke causing 
expressive aphasia on the evening of February 14. I had no side effects from 
the first vaccine and just soreness in arm of injection after the second vaccine

Cva

1116557 3/15 75 F Io 0 Other Medications: Tramadol, Colace, Prednisone, Ferrous Sulfate, 
Mirtazapine,
Current Illness: L Humerus Fracture
Preexisting Conditions: HTN, COPD, Anemia, Hypothyroid
Allergies: codeine, erythromycin, penicillin
Diagnostic Lab Data: Noted that patient also was out of home oxygen
Write-up: Patient experienced respiratory failure and cardiac arrest on day of 
vaccination. Received CPR, targeted temperature management

Resp arrest same 
day as vax

1116550 3/18 57 M Fl 1 Patient found covered in vomit and now is in a coma with a brain bleed Ich

1116539 3/11 68 M Oh 1 Other Medications: COREG 6.25 BID, BABY ASA AM, CRESTOR 10MG HS
Preexisting Conditions: prior history of PE 12 years ago.
Allergies: HAD INTOLERANCE TO LIPITOR, NKA
Diagnostic Lab Data: 3 CT done, 2 of chest, one was looking for source of 
clots.
Write-up: Patient developed rib pain on Friday night March 12, chest and chest 
wall pain after the shot, Sat night it was more severe, could not lay down, 
thought it was muscle pain originally. It continued to get worse. Patient went to 
hospital on Monday March 15th, was diagnosed with PE with partial infarction of 
RLL. Was hospitalized until Wed March 17th.

Pe

1116486 3/12 74 F Ne 0 Other Medications: acetaminophen 500 mg prn, amLODIPine 10 mg daily, B-
complex with vitamin C and folic acid
Current Illness: She was admitted for her 1st Moderna vaccine for confusion 
and altered mental status.
Preexisting Conditions: Breast cancer CAD HTN Pneumonia due to 
COVID-19 virus Acute respiratory failure with hypoxia (HCC) T2DM with CKD 
on chronic dialysis, with long-term current use of insulin (HCC) Nonproliferative 
diabetic retinopathy Vitamin D deficiency Hyperlipidemia Diabetic nephropathy 
Major depressive disorder with single episode Iron deficiency anemia Positive D 
dimer Lumbar radiculitis ESRD DJD of spine Primary OA of both knees and 
both hips Chronic pain syndrome secondary to low back pain
Allergies: Codeine High Itching Penicillins High Rash Tolmetin Sodium High 
Hives Tramadol High Itching Hydralazine
Write-up: weakness, dizziness. admitted to hospital and dx with new onset Afib

New onset a fib

1116460 3/4 65 F Tn 0 Current Illness: Patient reports having issues several months before but she 
ignored them and was afraid to get out because of Covid
Preexisting Conditions: long term smoker
Write-up: Stroke several hours after getting vax. Patient was hospitalized for 9 
days including rehab.

Cva

1116435 2/13 70 M Fl 3 Other Medications: tenofovir disoproxil, amlodipine 5mg, multivitamin, B 
complex
Preexisting Conditions: Hep B
Allergies: iodine, contrast dyes, msg
Diagnostic Lab Data: MRI on 3/8/2021 Clinic, with negative results, no stroke
Write-up: HA and fatigue after vax. Around the 4th day he started having a 
tickling and numbness around the mouth area. On 3/1/2021 he felt a difference. 
Saw his PCP on 3/2/2021. He was diagnosed w/ Bells Palsy. He did not give 
him any meds that day. When he got home his symptoms got worse. He 
contacted his PCP which then prescribed steroids and baclofen. Pt is applying 
warm compresses and messages. He has also had acupuncture. His left 
eyebrow is downward and the left side of his mouth is drooping. He feels like he 
has sand in left eye.

Bell’s palsy 

1116425 2/8 69 F Ga 5 Other Medications: MONTELUKAST 10MG, LEVOTHYROXINE .088MG, 
NORETHINDRONE 5MG, ESOMEPHRAZOLE MAGNESIUM 40MG AND 
MELOXICAM 15MG.
Preexisting Conditions: Perfect health. Eats well and is very physically 
active.
Allergies: None
Write-up: Major stroke that required surgery and 18 days in the hospital.

Cva

1116366 2/27 66 F Wa 15 Other Medications: amlodipine 2.5 mg daily, clonidine 0.1 mg daily, losartan-
hctz 50 mg-12.5 mg daily, raloxifene 60 mg daily, vitamin E 400 unit capsule 
daily
Preexisting Conditions: hypertension
Allergies: crab (vomiting)
Diagnostic Lab Data: CT of abdomen on 3/17 (date of admission to hospital) 
showed acute uncomplicated appendicitis. CRP 10.1.
Write-up: RLQ pain (without radiation), nausea, malaise and some 
constipation. Patient reported pain to be pressure, sharp and shooting, and 7/10 
in intensity. Acute appendicitis and localized peritonitis. Patient underwent 
laparoscopic appendectomy.

Appendicitis 

1116362 3/18 73 M Wi 0 Other Medications: econazole 1% topical cream Efudex 5% cream 
nitroglycerin ferrous sulfate amiodarone Eliquis Lipitor clopidogrel metoprolol 
tartrate pantoprazole
Preexisting Conditions: Abnormal cardiovascular function study Aortic 
stenosis Atrial fibrillation Barrett esophagus CAD Depression GERD H/O 
squamous cell carcinoma Mitral regurgitation Prostate cancer
Allergies: No known allergies
Write-up: Syncope and generalized weakness. BP 90/50, HR 38. First 
response notified. Repeat BP 113/56, HR 40. Patent was transported to ED

Hypotension, 
bradycardia, 
syncope

1116332 3/1 69 M Nd 0 Diagnostic Lab Data: Had Afib on monitor; chest x-ray showed pulmonary 
edema; CT showed infiltrates; WBC 13.7 with left shift, elevated neutrophils and 
very low platelets. Negative COVID-19 test in ER.
Write-up: Patient developed SOB and leg swelling as well as on and off 
episodes of palpitations after DOSE#2. Also developed fever and chills and a 
worsening cough (fever and chills had since resolved).

A fib, 
thrombocytopenia, 
leukocytosis (wbc 
13.7)

1116322 3/4 75 F Ar 0 Other Medications: Aspirin 81mg daily, Catapres 0.2mg/24hr Patch weekly, 
Colace 100mg PRN BID, Ferrous Sulfate 325mg BID, Folic Acid 1mg daily, 
Neurontin 300mg TID, Norco 10/325mg PRN Q8H, Trandate 100mg BID, Lasix 
40mg daily, Synthroid 50mcg daily, Cytomel 2
Preexisting Conditions: Anemia, Cancer, CHF, Heart Disease, HTN, NIDDM, 
Seizures
Allergies: Sulfa, Nubain, Tamoxifen, Morphine, Codeine, previous reaction to 
blood transfusion
Write-up: J-VAX— 3/4/21 and since then, had been experiencing body aches, 
chills, fever, fatigue, headache, n/v/d. She was admitted 3/8 for treatment with 
IV fluids and supportive meds for the n/v/d. On 3/9, she was still feeling very ill. 
Fever and chills had improved but she was still not tolerating PO. BP was also 
elevated ranging from 142/82 to 206/80. She was also diagnosed with AKI. BUN 
was 51, Cr 3.26. By 3/11, she was feeling a little better but kidney function 
continued to deteriorate. BUN was 53, Cr 4.39. The physician decided she 
should be transferred to a higher level facility for her AKI on CKD. However, 
there were no beds available. So she remained at our facility awaiting transfer. 
Around 1900 that night, she experienced a bout of hypotension and decreased 
urine output. Chest xray was normal. EKG was NSR. She was eventually 
transferred to another hospital on 3/12 at 1300.

Aki J

1116301 3/9 74 M Md 2 Other Medications: lisinopril-hydrocholothiazine 20-12.5 LEVOthyrosine 75 
MCG atorvastatin 10 MG
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Blood Tests-3/14, 3/15, 3/16 and 3/19. CT scan-3/14-
negative
Write-up: Platelets dropped to 1 by March 14, Treated with 2 infusions of 
platelets and IG drip with prednisone. Platelet count rose to 35 on March 16 and 
was released from hospital. Platelet count at 165 on march 19, 2021.

Thrombocytopenia 
(plt 1)

1116299 2/1 70 F Ks 0 Vibrating from my waist to my neck; Atrial fibrillation; Really tired; Extreme 
thirst; lost 8 lbs from the last month or two; Reporter: consumer. DOSE#1– 01 
Feb 2021. DOSE#2– 01 Mar 2021 in left arm. tired, vibrating from my waist to 
my neck, atrial fibrillation, extreme thirst and lost 8 lbs last month all since 06 
Feb 2021. hospitalization: 2/6-2/7. Treatment for the event included diltiazem 
and Eliquis

A fib

1116232 1/18 72 M Ca 14 Preexisting Conditions: DM, HTN
Allergies: 
Diagnostic Lab Data: 
Write-up: blindness in one eye; floater in eye; reporter: consumer. DOSE#1– 
18-Jan-2021. On 01-Feb 2021, the patient was seeing floaters in eye. On 03-
Feb-2021, the patient was blind in one eye and was hospitalized with the issue 
till the date of reporting.

Unilat blindness 

1116227 3/13 85 F Nm 1 Preexisting Conditions: Arthritis Varicose veins of bilateral lower extremities 
with other complications
Allergies: none
Diagnostic Lab Data: LABS: OVERALL: CBC, CMP, URINALYSIS ARE ALL 
UNREMARKABLE
Write-up: DOSE#1– 2/13/2021. DOSE#2– 3/13/2021. ON 3/14/2021 SHE 
STARTED TO BECOME DIZZY, CONFUSED AND DEVELOPED MALAISE 
AND EVENTUALLY BECAME SO WEAK SHE COULD NOT MOVE. PRIOR TO 
THIS SHE WAS VERY ACTIVE AND WAS WALKING AROUND FINE AND 
EVEN CLEANS HORSE STALLS AT HER HORSE BOARDING STABLES. SHE 
WAS PHYSICALLY VERY ACTIVE PRIOR RECEIVING THIS 2ND 
VACCINATION. SHE IS CURRENTLY ADMITTED. SHE IS STILL CONFUSED 
AND AGITATED SHE CONTINUES TO BE WEAK AND CANNOT AMBULATE 
AT THIS TIME.

Severe asthenia, 
weakness, AMS

1116221 2/19 47 F Nj 7 Other Medications: Lo loestrin
Preexisting Conditions: None
Allergies: Aspirin
Write-up: Woke up with pain in left leg lower calf on February 26 one week 
after DOSE#2. Had pain and throbbing in leg couldn?t sleep with pain so on the 
evening of March 3rd I went to urgent care . Doctor didn?t think it was blood clot 
because I had no swelling or redness in my leg but gave me a script for 
ultrasound. I couldn?t get an appointment until the morning of March 5th . Was 
diagnosed with a very large blood clot in lower leg going up past my knee. I am 
now in Eliquis blood thinner for 3 months while they run tests

DVT from below to 
above knee

1116053 3/8 89 F Nj 5 Other Medications: high blood pressure medication
Preexisting Conditions: none
Allergies: none
Write-up: Exceptionally healthy Patient; CVA 5-6 days after receiving the J & J 
vaccine.

Cva j

1116018 3/7 33 F Ca 1 Other Medications: Multi Vitamin
Preexisting Conditions: Discoid Lupus, Sjogrens Syndrome, Chronic 
Constipation
Diagnostic Lab Data: 3/9/21: Urinalysis: Clear 3/9/21: Blood test, white blood 
cell count: Normal 3/9/21: Appendectomy: Appendicitis
Write-up: 24 hours after injection: sharp stomach pain that roamed around the 
abdomen, 27 hours after injection: fever and chills, abdominal pain did not go 
away by night so I went to the ER 35 hours after injection. I had a urinalysis, 
blood test, and an ultrasound to find the site of pain. The ultrasound showed 
appendicitis. 41 hours after injection I had an appendectomy

Appendicitis 

1115965 3/10 63 F Wi 7 Other Medications: Telmisartan Levothyroxine Duloxtine Tizanidine Omega 3 
Turmuric Boswellia Magnesium Cetirizine MVI B complex vitamins Ginger 
Guaifenisin
Preexisting Conditions: Fibromyalgia Allergic rhinitis Essential hypertension 
Hypercholesterolemia Hypothyroidism
Allergies: No known allergies
Diagnostic Lab Data: 3/17: WBC 23.5. Normal coagulation studies. Complete 
metabolic panel demonstrated slight acute renal injury.
Write-up: Pt developed a new onset, acute DVT approximately 6-7 days after 
vaccination in the R lower extremity with extreme pain and inability to bear 
weight.

RLE DVT

1115960 3/10 55 F Mi 2 Bell’s palsy Bell’s palsy 

1115933 2/24 80 F U 16 Other Medications: ASA, metoprolol, diphenhydramine, pantoprazole, 
rosuvastatin, valsartan, escitalopram, empagliflozin, glimepiride, levothyroxine, 
merformin
Preexisting Conditions: HTN, DM, GERD, hypothyrodism
Allergies: nkda
Diagnostic Lab Data: Cervical spine MRI+CTA
Write-up: Pt BIBA with sx of stroke, including right sided weakness and 
numbness. imaging suggestive of transverse myelitis vs. spinal cord infarct

Transverse myelitis 
vs spinal cord 
infarct

1115875 1/1 48 F Pa 13 Other Medications: Cymbalta 60mg 1x per day Remeron 50 mg at bedtime 6 
mg melatonin at bedtime .25 Xanax as needed up to 3x per day
Preexisting Conditions: Depression and anxiety
Allergies: Latex
Diagnostic Lab Data: Bloodwork 2/5, hospital 2/14, heart monitor 2/25 and 
3/15, cardiologist 2/25, 3/25 4/28, psychi2/12, 2/19,2/26, 3/3
Write-up: Intense thirst, fight or flight reactions, sorry arm, fatigue, blurred 
vision, nausea, lost over 15 lbs, increased HR and BP. Placed on Metropolol 30 
mg on 1/21, increased to 50 mg on 2/9, increased to 75mg 3/18. Heart monitor 
2/25 and 3/15. Hospitalized 2/14 for several days. Haven''t worked since2/8.

Sympathetic 
hyperresponse

1115860 3/18 41 F Ca 0 Current Illness: none
Allergies: Cephalosporin
Write-up: Pt had anaphylactic reaction including throat, mouth swelling and 
SOB, administered Epinephrine 0.3mg, sent patient to ER via ambulance.

Anaphylaxis 

1115827 1/6 43 M Tx 38 Other Medications: Omeprozal 40 mg Lisonpril 20 mg Fenofybrate 160 mg
Preexisting Conditions: High Cholesterol
Allergies: Latex
Diagnostic Lab Data: MRI, MRA, CT, CT with Contrast, Blood Work all on 
02/13/2021 PCP Follow Up on 02/21/2021 ENT Follow Up on 02/23/2021 
Neurology Follow Up on 03/12/2021 PCP Follow up on 03/19/2021 - to follow up 
with PCP again on 4/20/2021
Write-up: Severe spinning, nausea, vomiting, occurred at 2:15 a.m. while on 
duty, was transported to ER and diagnosed with Peripheral Vertigo. Follow ups 
with ENT, Neuro and PCP have continued with Vestibular Rehabilitation. While 
in ER, the MRI, MRA, CT, CT with Contrast was done, showed no signs of 
anything that could have caused this. Ironically tracking back, DOSE#2– 
January 6, 2021 at 8:45 a.m. and this occurred on February 13th at 2:15 a.m. I 
have not had any other issues before this nor any signs of damage to the nerve 
or ear that regularly affects Vertigo Patients per my Neuro and ENT. The 
incident took place 4 weeks and 2 days after the 2nd vaccine. 2 days after the 
2nd dose, I experienced Low grade fever, chills, and body aches that lasted only 
12 hours, but nothing with the 1st vaccine nor anything after the 2nd dose issue 
until the Vertigo. I am unable to drive, conduct my job, which requires me to go 
to emergency calls and carry a Taser (CEW). I have been off work since this 
occurred and still not eligible to go back to work.

Vertigo

1115815 2/25 75 F Pa 1 Other Medications: Benazepril HCL 10mg; Amlodipine besylate 5mg; 
Cyclobenzaprine 15 mg; Famotidine 20mg; Atorvastatin calcium 10mg; 
Clopidogrel bisulfate 75mg; Lutein 20 mg; probiotic D3, magnesium 250 mg; 
Tylenol PM, Tylenol arthritis; fish oil 1000 units
Preexisting Conditions: arthritis; spinal stenosis
Allergies: possible allergy to Tetanus 2
Diagnostic Lab Data: All on 2/27/2021: blood work, urinalysis, CT scan
Write-up: I started to have abdominal pain after I''d gone to bed on 2/26/2021. I 
went to the ER on 2/27/2021 and was diagnosed with appendicitis. I was 
operated on the morning of 2/28/2021- appendectomy.

Appendicitis 

1115775 2/24 71 F Id 5 Other Medications: multi-vitamins.
Preexisting Conditions: 
Allergies: erythromycin
Diagnostic Lab Data: Got 0 platelets counts level on March 15.
Write-up: DOSE#1– 2/24/2021; 4 days later, got blisters in mouth bleeding, 
bruises on the legs, arms, hands, and shoulder, sore legs, very weak, difficult to 
sleep.

Thrombocytopenia 
(plt 0)

1115731 2/24 86 M Az 13 Other Medications: atorvastatin, oxycodone, omeprazole losartan
Preexisting Conditions: HTN, chronic low back pain, Gerd
Allergies: nkda
Diagnostic Lab Data: CT chest 3-11-21
Write-up: Large bilateral pulmonary embolus

Large bilat PE

1115696 3/15 36 M Fl 0 Other Medications: Escitalopram - 20mg - once daily (am)
Preexisting Conditions: Depression - under successful treatment with 
Escitalopram
Allergies: None
Diagnostic Lab Data: Blood Test: 3/15 -- all normal except CK level CT Scan: 
3/15 -- normal EEG: 3/16 -- normal MRI: 3/16 -- normal ECG: 3/17 -- normal
Write-up: Became very fatigued around 3 hours after vaccine, then had to lay 
down where I was, within 30 minutes could not speak or move any part of my 
body. Brought to emergency room where I was put on an IV and had blood test 
to show that my CK levels were at 7357 (normal range is 24-200). Slowly 
regained ability to move and speak over a 6 hour period at the ER, then 
transferred for hospitalization and further tests. Spent the next 4 days on IV, 
slowly flushing down my CK level, until discharge on 3/19 at CK = 3054.

Immediately elev 
CK levels (poss sz 
vs rhabdomyolysis)

1115629 3/12 66 F Tx 0 Other Medications: Multivitamin
Preexisting Conditions: Guillain Barre 1994
Allergies: Codeine
Diagnostic Lab Data: Lumbar puncture, CT scan of head, EKG, Blood work, 
etc.
Write-up: 03/12/21 at approx 8 pm I began to have uncontrollable tremors/
seizure in both arms, both legs and head. Numbness/weakness in all fingertips 
and both legs to above the knees. The symptoms continued to increase and at 
11:30 pm I was taken to ER. Was transported by ambulance to Hospital. Was 
admitted to the ICU. Lumbar puncture was done on 03/13/21 to rule out Guillain 
Barre. Neurologist determined it was a neurological reaction to the COVID 
vaccine shot. Was released from the hospital 03/15/21. Legs continue to be 
numb/weak, but I am able to walk carefully unassisted.

Whole body 
tremors; numbness 
and weakness in 
lower extremities 
and fingertips

1115606 1/22 86 M Md 0 Tremendous pain in neck; I was so weak that I could not pick my head up; 
Headache; reporter: consumer DOSE#1– 22 Jan 2021. DOSE#2– 22 Feb 
2021, in left shoulder. 2 hours later: tremendous neck pain, severe headache 
and weakness, later he was admitted to a hospital

Neck pain, HA, 
neck weakness 

1115600 1/29 66 M Ca 1 Hallucinations/dreaming while awake Hallucinations 

1115573 1/12 U M Fl 15 Other Medications: Centrum muti-vitamin (one qday)
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: MRI performed 1-30-21
Write-up: Lower right lumbar radiculopathy* ("pinched nerve") affecting the right 
leg, with inability to walk, without intense pain. Spent one night in the hospital 2 
days later due to pain, drugs required to lay flat for MRI study. Discharged the 
next AM, much improved could walk, stand ever since, but with residual right leg 
discomfort, with numbness (with pain to touch), mild muscle weakness). (*Note: 
I have become aware of at least three other individuals with same, similar 
new onset occurrence after vaccine. For this reason, and combined with 
other reports of vaccine related nerve inflammation, I am not 100% certain 
it is a "side effect", but is "suggested."

Lumbar 
radiculopathy

1115503 3/4 43 M Wy 1 Other Medications: Perdaxa - blood thinner
Preexisting Conditions: no
Allergies: Penicillin
Write-up: After 24 hours, I started having body aches, that night couldn''t sleep I 
took Ibuprofen it helped, over the weekend I kept taking Ibuprofen. Monday my 
tongue and half of head was sensitive and weird, it kind of hurt to rub through 
my hair and tongue felt like pins and needles this lasted through Thursday, and 
that morning woke up wit a lump behind my ear, I went to clinic, the doctor or PA 
diagnosed me with shingles, but I don''t have any sores, he gave me a 
prescription but the next morning I woke up and notice i lost facial control on left 
side, could blink or close mouth on left side. I went to clinic and they diagnosed 
me with Bells Palsy and gave me a prescription for steroids and that was last 
Friday and its been a week that I''ve been on these meds. The main problem is 
the Bells Palsy has made my left side not work, dizziness, pain down my neck, 
the lump behind my ear finally went away after a week but the paralysis on the 
left side of my face is still there and the dizziness. I was having headaches

Bell’s palsy 

1115502 2/15 67 F Ny 3 Other Medications: Folic acid, hydrochlorothiazide, Avapro, levothyroxine, 
simvastatin
Preexisting Conditions: Hypertension, hypothyroidism, hyperlipidemia
Allergies: None
Diagnostic Lab Data: CT chest on March 5, 2021: PE
Write-up: PE now on anticoagulants

PE

1115498 3/2 72 M Ca 10 Other Medications: Amlodipine, Sinemet, rasagiline, rotigotine, simvastatin
Preexisting Conditions: GERD, HTN, Internal hemorrhoids, Parkinson’s 
Allergies: PCN
Write-up: 72 year old, male with past medical history significant for Parkinsons 
and internal hemorrhoids w/band ligation and recently vaccinated for COVID 
who then developed tibial rash and gingival bleeding. Platelets notably 2. 
Fibrinogen normal 357/unlikely DIC, Coags normal, LDH normal unlikely TTP or 
MAHA and bilirubin normal, Retic also normal (not aplastic anemia), unlikely 
leukemia, smear unremarkable. HIV negative, Hep panels. Some anemia, 
pending iron studies.Pending ANA /other labs. Do not suspect leukemia. 
Suspect ITP

ITP (plt 2)

1115432 1/26 67 M Fl 1 Other Medications: Ciallis 5MG
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Taken to hospital Cath Lab and had Cardiac Cath to 
remove blood clot. Placed 2 Stents, and placed on Impella device for 3 days in 
ICU.
Write-up: Jan 27th Began to run fever from the shot Jan 28th Continued to 
experience fever, uncontrollable chills, upset stomach, diarrhea through the day 
around 6PM I began to sweat, my stomach became upset again, diarrhea grew 
worse. Chest pain began and call to 911 was placed. Taken to hospital by flight

MI/thrombus

1115431 2/19 79 M Oh 2 Other Medications: Metformin (diabetes), Carvedilol (blood pressure), 
Losartan Potassium - HCTZ (blood pressure), Sertraline (depression), 
Memantine (cognitive impairment), Rivastigmine patch (cognitive impairment), 
Azelastine (sinus congestion), Mirtazapin
Preexisting Conditions: Sleep apnea, neuropathy, high blood pressure, high 
cholestrol, diabetes, depression, vascular cognitive impairment (moderate 
dementia), sinus/nasal congestion, gastro refulx, incontinence d/t previous 
prostate cancer radiation tx
Allergies: Cephalosporin antibiotic (localized swelling) Lisinopril (significant 
coughing)
Write-up: 3-7-21 spouse first noticed red spots on face by spouse; also bloody 
nose later; pt stated that two weeks prior (2-21-21) patient noticed spots on L 
leg (calf) and assumed it was a rash. Saw PCP on 3-8-21 at health clinic who dx 
petechiae and ordered a blood draw. Repeated blood draw 3-9-21. Transported 
via car to ER 3-10-21 and later transferred where he was treated by 
hematologist. Patient dropped to 0 platelets

ITP (plt 0)

1115428 1/4 58 F Fl 6 Other Medications: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: ER 1/21/21, multiple MRI''s, labs, 2 days in hospital, 
referrals to neurologist and ENT, neurodynamic testing continues to date.
Write-up: mild dizziness lasting <1min became more frequent over the course 
of a few days. Became extremely ill on 01/19/21 nausea, vomiting, unable to eat 
or drink, constant dizziness, hearing loss and tongue numbness on right side, 
unable to get out of bed. Went to ER 1/21/21. Dizziness has been constant and 
unchanged since.

Dizzy, hearing loss

1115412 2/24 83 F Ny 5 Other Medications: Albuterol, Lipitor, Flonase, ibuprofen, Synthroid, loratadine, 
metoprolol succinate, pioglitazone, torsemide,
Preexisting Conditions: Obesity, hypertension, hyperlipidemia, asthma, 
diabetes mellitus type 2, hypothyroidism, gout, chronic kidney disease stage III
Allergies: Penicillin
Diagnostic Lab Data: CT scan 3/12/2021
Write-up: Pulmonary embolism starting March 1

Pe

1115408 1/23 54 M Nc 24 Other Medications: losartan 100mg
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: 3/2/2021 D-Dimer 1,575 ng/mL; XR CHEST—
FINDINGS: No focal consolidation. Scarring/atelectasis right mid and lower lung 
field. No pleural effusion or pneumothorax. Stable cardiomediastinal silhouette. 
CTA CHEST W CONTRAST. FINDINGS: PULMONARY ARTERIES: PE in the 
RUL and RLL pulmonary arteries with extension into all the segmental and 
subsegmental branches of right lung. PE in the LUL are, lingular and LLL 
branches with extension into segmental and subsegmental branches. Dilated 
right-sided cardiac chambers with evidence of right heart strain. AIRWAYS, 
LUNGS, PLEURA: Clear central tracheobronchial tree. No lung consolidation. 
No pleural effusion. MEDIASTINUM: Cardiomegaly (dilated right ventricle). No 
pericardial effusion. Normal caliber thoracic aorta. No mediastinal 
lymphadenopathy. Dilated main pulmonary artery measuring 3.6 cm. Small 
hiatal hernia. IMAGED ABDOMEN: Unremarkable. SOFT TISSUES: 
Unremarkable. BONES: Unremarkable. IMPRESSION: Extensive pulmonary 
embolism involving the bilateral lobar, segmental and subsegmental arterial 
branches. There is evidence of right heart strain. Recommend 
echocardiographic correlation. Dilated main pulmonary artery measuring 3.6 
cm, consistent with elevated pulmonary arterial pressures.
Write-up: submassive pulmonary embolism R&L lungs

Submassive bilat 
PE

1115380 3/13 77 M Id 2 Other Medications: Aspirin
Preexisting Conditions: Remote atrial fibrillation 4 years prior s/p ablation
Allergies: No
Diagnostic Lab Data: Elevated troponin March 17 0.33
Write-up: Patient went into atypical rhythm junctions rhythm and atrial flutter 
and fib which was difficult to control. Our cardiologist says she?s been 
seeing a number of these post vaccine

A flutter, a fib

1115368 1/27 51 M Tx 6 Other Medications: Augmentin 875-125 mg tab, Z-pak 250 mg (continued on 
page 2)
Preexisting Conditions: History of Bell''s palsy per record, Current every day 
smoker, Hypertension, Hepatitis C, Congestive Heart Failure (dia
Allergies: Procaine/Novocain), Iodine, Lorazepam/Ativan
Diagnostic Lab Data: Platelet Count (in k/mL): 1/10/21=230;  2/2=1 , 2/3=2, 
2/4=3, 2/5=2, 2/6=1, 2/7=2, 2/8=6, 2/9=44, 2/10=100, 2/11=230
Write-up: presented to the ER on 2/2/21 with black tarry stools and nose bleeds 
over the past few days and petechiae over past few weeks. Patient was found 
to have thrombocytopenia felt to be ITP. Patient platelets dropped from 230 on 
01/10 to 4 on 02/01. Patient is currently not taking any blood thinners. Patients 
received dexamethasone on 2/2. Pt started on IVIG 50 gm daily x 4 days (total 
course ~ 2 gm/kg) on 2/3. Patient received tranexamic acid 1000 mg on 2/4 and 
2/5, Romiplostim 500 mcg IV (~4.5 mcg/kg) on 2/5. (Continued on page 2)

ITP (plt 1k)

1115344 2/24 56 M Al 5 warfarin patient’s INR increased from 3.5 before vax to 12.5 5 days after vax Elev INR

1115270 2/12 89 F Co 7 Other Medications: ACYCLOVIR; AMIODARONE; FLUCONAZOLE; LASIX; 
LEVOTHYM
Preexisting Conditions: AML
Allergies: fish, nsaids, penicillin, erythromycin 
Diagnostic Lab Data: Feb2021– Platelets: 7000; 2/19– platelets: 0; 2/20: Nasal 
Swab: Negative
Write-up: blood blisters; nose bleed; petechiae all over legs and arms; showed 
platelets at 7000/showed zero platelets; very sick; fever and chills; achy all over; 
reporter: patient.  DOSE#1– 22Jan2021. DOSE#2– 12Feb2021 (at 12:15) in 
right arm. The patient became very sick after vaccine with fever and chills and 
achy all over for 4 days, then on the 7th day her blood test showed platelets at 
7000. On 19Feb2021 (at 17:00), she had petechiae all over legs and arms and 
blood blisters and nosebleed for 2 hours. She visited emergency room (ER) 
were blood tests showed zero platelets so she was hospitalized on 19Feb2021 
for 3 days. She was infused with 5 units of plasma and she received also 
dexamethasone

ITP (plt 0)

1115118 3/6 63 M Pa 6 Other Medications: multi vitamin, Plavix, 81 mg aspirin, b-complex, garlic 
extract, neurontin, cinnamon suppl, glipizide, vit d, altace, tenormin, 
glucophage, fish oil, lipitor, norvasc, coq 10, hydrocodapap, medical marijuana.
Preexisting Conditions: Diabetes, high blood pressure, colon cancer 
remission.
Diagnostic Lab Data: CT Scan, MRI, Tracheotomy, Feeding Tube,
Write-up: Large IPH left basal ganglia

IPH L basal ganglia 

1115068 1/21 80 M Nc 21 Preexisting Conditions: HTN, HLD, a.fib w/ chronic anticoagulation
Allergies: NKA
Diagnostic Lab Data: PCR confirmed test
Write-up: Pt admitted >2 weeks after second dose w/ PCR confirmed 
COVID-19. Severe illness requiring hospitalization and ventilation.

Covid breakthrough 

1115046 2/24 62 F Az 0 DOSE#2– 24-Feb-2021. The patient experienced severe pain in a few hours 
and was taken to the emergency room, then, discharged. The patient was 
taken back to the emergency room on 25-Feb-2021 (Thursday night), and on 
26-Feb-2021 (Friday), she was paralyzed from the waist down, losing use of 
both arms. The patient was tested at the hospital for transverse myelitis, which 
was negative. Spinal tap for GBS was protein positive and she was given a 
definitive diagnosis of GBS. There was movement in fingers but could not pick 
up objects. 

GBS

1115035 2/11 81 M U 6 CVA CVA

1114722 3/11 35 F Ok 5 Other Medications: Estradoil, Fluoxetine, and Omniprozole
Current Illness: Gallbladder removal surgery 2/12/21
Preexisting Conditions: Migraines
Diagnostic Lab Data: CT Scan 3/16/21; bloodwork 3/16/21
Write-up: Sore arm for first few days. Woke up on day 5 feeling off. Had an 
aura start in the left side of vision and thought it was just a migraine. Took 
migraine medication and 45 minutes later had a seizure. This is the first in my 
life.

Sz (no h/o sz)

1114718 3/7 80 F Ny 9 Preexisting Conditions: Severe aortic stenosis, CHF, DM
Allergies: Penicillin
Diagnostic Lab Data: 3/17/21 hospital performed blood work, provided oxygen, 
3 iv antibiotics and covid test. Tested negative for covid.
Write-up: Difficulty breathing 3/16/21. Taken by ambulance to hospital 3/17/21. 
Hospitalized and treated for double pneumonia.

Cov- double 
pneumonia 

J

1114702 3/13 56 M Ny 2 amaurosis fugax. Temporarily lost vision in top half of right eye - lasted about 
15-20 seconds - blood clot in right eye. No past history of blood clots

Amaurosis fugax 
(ocular thrombus)

1114529 2/19 63 F Tx 10 Plt 8k Thrombocytopenia 
(plt 8k)

1114519 2/22 74 F Nh 2 Preexisting Conditions: HYPERTENSION, HYPERLIPIDEMIA, OBESITY
Allergies: SULFA ANTIBIOTICS -
Diagnostic Lab Data: 3/6/21-3/12/21 MEDICAL CENTER HOSPITAL, 2/27/21, 
3/1/21, 3/3/21, 3/4/21, 3/6/21, AND 3/17/21
Write-up: Patient developed SOB and DOE 2 days after 1st vax. she then was 
diagnosed with bilateral PE and left leg DVT on 3/6/21

Bilat PE, LLE DVT

1114461 1/25 17 F U 2 Anaphylactoid rxn in clinical trial test subject Anaphylactoid

1114428 3/12 63 M Nj 2 Other Medications: Metformin Victoza Alopurinol Lexapro Glimiperide Lipitor 
Pantoprazole Verapamil Tumeric Apple Cider Vinegar Vitamin C Vitamin D3 
Centrum Multivitamin Occuvite CBD Oil Probiotic Zinc
Current Illness: None
Preexisting Conditions: High Blood Pressure Heart Disease Diabetic Gout 
Gerd Sleep Apnea
Allergies: None
Diagnostic Lab Data: Blood test 3/14/2021 EKG 3/14/2021
Write-up: A-Flutter/A-Fib

A flutter/a fib

1114381 1/22 84 F Oh 10 Other Medications: SYNTHROID; METOPROLOL; TRIAMTERENE; 
MONTELUKAST; ATORVASTATIN 
Preexisting Conditions: HTN; Breast cancer (from 2009); Cancer surgery 
(Thyroid Cancer Removed 2003); Cataract extraction (both eyes, 2018); 
Hemorrhoid operation (2011); High cholesterol; Polymyalgia rheumatica (2018 & 
2020)
Allergies: morphine
Write-up: PE; report source: patient; dose#1– 22Jan2021 9:00 am, in R arm; 
PE at 01Feb2021 at 2:00 am. hospitalization for 3 days. Tx: apixaban 
(ELIQUIS). dose#2– 12Feb2021 9:00 am in arm right

1114380 2/16 68 F Mi 7 Other Medications: FOSAMAX; PREDNISONE; METHOTREXATE; 
HYDROXYCHLOROQUINE
Preexisting Conditions: Polymyalgia rheumatica
Allergies: nka
Diagnostic Lab Data: 2/33: COVID test (Nasal Swab): Negative
Write-up: SAH; report source: patient. A 68-year-old female; dose#1– 
16Feb2021 in L arm, at pharmacy or drug store. The patient experienced 2 
subarachnoid hemorrhages on 23Feb2021 and sent to emergency 
neurosurgery. hospitalization: 9 days

SAH

1114375 2/20 69 M Sc 1 Allergies: none
Diagnostic Lab Data: 2/23 Nasal Swab: Negative
Write-up: I suffered a stroke 24 hours after receiving vaccine; report source: 
patient; Dose#1– 20Feb2021 at 11:15 AM in L arm. The patient had no Covid 
prior vaccination. The patient suffered a stroke about 24 hours after receiving 
vaccine on 21Feb2021 at 10:30. hospitalization for 2 days. TX: blood thinner.

Cva

1114374 1/15 36 M Ca 2 Allergies: amoxicillin 
Diagnostic Lab Data: 1/17: Echocardiogram: normal; EKG: a fib, HR 170
Write-up: A fib; Heart racing; Sore arm; mild body aches; PVCs; report source; 
consumer reporting for her husband. A 36-year-old male patient; dose#2– 
15Jan2021 in L arm. Patient did not have COVID-19 prior to vaccination. The 
patient experienced a fib (caused hospitalization on 17Jan2021) on 17Jan2021 
at 09:00. Tx: metoprolol, flecainide and heart monitor for 2 weeks. He took 
metoprolol for the next week as a precaution but did not go back into atrial 
fibrillation.

A fib

1114370 2/21 67 F Tx 1 Other Medications: IMVEXXY; VITAMIN C; VITAMIN D; CALCIUM
Preexisting Conditions: Joint pain; Rheumatic fever (at age 7); Vaginal 
dryness
Diagnostic Lab Data: COVID: Negative
Write-up: Rash; Joints and fingers swelling/hands were swollen; wrist was sore; 
Freezing and chills; Felt like would pass out/felt so faint; Ate dinner but food 
came back up; SOB; Cheeks flushed; Achy; felt draggy/feeling tired; report 
source: patient. Dose#1– 28Jan2021. dose#2– 21Feb2021 in L arm  On 
Monday, 22Feb2021, the patient felt draggy, but did not think it was a big deal. 
She just thought it was from the shot and was feeling tired. The draggy feeling 
lasted a few days. On Tuesday, she started to feel achy and felt like that too 
was to be expected. The achiness went away on 25Feb2021. On Wednesday, 
24Feb2021, she was still achy but was busy. It dawned on her later when she 
was not feeling good. Late Wednesday afternoon it was like everything cratered 
and she felt horrible. She was freezing and had chills. It was a horrible feeling. 
She helps with her grandkids since she is retired. They were home from school 
and had to sit on the couch. She felt cold, yucky, and achy. She went home a 
couple of hours later. She told her husband she had to lie down on the couch 
because she felt horrible. She could not further describe horrible feeling. Her 
daughter had called her as well and was unable to describe how she felt to her 
daughter. She could only say she felt so sick but could not explain further. She 
felt awful and could not put her finger on it. She was laying down and when she 
got up, she felt like she would pass out. At that time, she had not eaten dinner 
yet. She ate dinner, took one bite and the food came back up. For a few 
moments she felt so faint, she felt SOB, but it was only for a few seconds. After 
that, she and her and her husband took a drive to go to hospital. However, by 
the time she got to hospital she was feeling better. She was also talking to a 
friend at that time who said all of this was probably form the shot as well. Since 
she was feeling better decided not to go into the hospital and went back home. 
At the time she was thinking this was all from the shot and no big deal. On 
Wednesday night, things got crazy and worse. That evening Wednesday she 
was getting ready for bed and noticed her cheeks were flushed. On Thursday 
she got up and noticed rash. She was covered all over her body. It did not itchy 
really, but it was a rash. Not a bumpy rash, it reminds her of Roseola. Her joints 
and fingers were starting to swell. Her hands were swollen. It started with her 
knuckles, it went to her fingers, up to her hands, wrist. Her wrist was sore. Her 
joint swelling was worse. On Friday, she tried to see her doctor, but could not be 
seen by the doctor. However, she got in with the PA. When she saw the doctor, 
it could be seen her hands were swollen. However, the main reason she went to 
the doctor was due to the rash. However, her joints were sore and swollen. 
Treatment for rash included Hydroxyzine, for joints and fingers swollen/ wrist 
was soreincluded prednisone 10mg one tablet every day for five days.

Rash (body), joint 
swelling of fingers, 
hands, wrists

1114366 2/24 39 25w Tn 3 Diagnostic Lab Data: 1/27: Nasal Swab: Negative
Write-up: Contractions and abdominal pain starting three days after receiving 
second dose of vaccine. Admitted to the hospital with contractions. Healthy 
pregnancy with no issues prior to vaccine; report from a contactable nurse 
(patient). A 39-year-old female patient; dose#2– 24Feb2021 in R arm. Dose#1– 
03Feb2021 08:30 in L arm. LMP: 05Sep2020. The patient was 25 weeks 
pregnant and is due on 12Jun2021. The patient experienced contractions and 
abdominal pain starting three days after receiving second dose of vaccine on 
27Feb2021. The patient was admitted to the hospital with contractions. Healthy 
pregnancy with no issues prior to vaccine. Tx: Procardia 10 mg, every 6 hrs, by 
mouth; Betamethasone steroid injections.

Contractions Nurs
e

1114275 2/3 75 F U 33 Difficulty breathing; Chest pains; Bilat PE; Bilat DVT; report source: patient''s 
daughter. Dose#1– 03 Feb 2021; Dose#2– 03 Mar 2021. The patient was 
completely wiped out for a couple of days and out of it. On an unknown date, 
over the weekend, the patient had difficulty breathing. On 08 Mar 2021, in the 
morning, the patient was hospitalized for chest pains and difficulty breathing. 
On the same day lab data revealed that she had blood clots in both of her 
lungs and both legs as well. hospitalized 08 Mar 2021 - 18 Mar 2021 and was 
in rehabilitation being monitored.

Bilat PE, bilat DVT 

1114262 2/19 50 F Mo 0 Other Medications: “oxygen tank;” “nebulizer medicines”
Preexisting Conditions: Asthma; Interstitial lung disease
Write-up: some trouble breathing; just a little wheezy at first; started not feeling 
well; Blood pressure reading high; Heart rate increased; report source: patient; 
Dose#1– 19 Feb 2021, in the left deltoid. About 8 minutes later, patient had 
breathing trouble, wheezy, high BP 210/112, and HR 160. On 19 Feb 2021, 
patient ended up in the hospital with IV steroids and other meds, she went 
home on 20 Feb 2021. On 22 Feb 2021, her breathing was worse and she was 
back in the hospital. On 26 Feb 2021 patient was discharged from the hospital.

Recurrent rxn of 
SOB, tachycardia. 
HTN

1114252 3/2 U M Vt 0 Diverticulosis Diverticulosis 

1114249 1/7 68 F Nv 0 Thyroid storm; report source: patient. Dose#1– 07-Jan-2021. The patient 
stated she did not have side effects from the vaccine first dose. Dose#2– 02-
Feb-2021; the same day, the patient got ill and was hospitalized 7 days due to 
thyroid storm.

Thyroid storm

1114245 2/13 U F Ga 0 Preexisting Conditions: lung CA
Diagnostic Lab Data: 2/27 D-dimer: High
Write-up: PE; DVT in her leg; Chest pain in her right chest; Breathing was 
labored; Breaking out in hives; report source: consumer. dose#1– 13 FEB 2021. 
The same day, the patient experienced chills, headache, and heart rate 
increased. On 27 FEB 2021, the patient experienced chest pain, dyspnea, 
urticaria, PE, DVT; hospitalization. increased D-dimer. Tx: Heparin and oral 
blood thinner.

PE, DVT

1114005 3/18 67 M In 0 Other Medications: Levothyroxine 25 mcg; Famotidine 20 mg; Viread 300 mg; 
Tamsulosin 0.4 mg; Atorvastatin 10 mg; aspirin 81 mg; multi-vitamin
Preexisting Conditions: Hepititis B carrier
Allergies: none 
Diagnostic Lab Data: Ct scans were done; blood work was done, X-ray of back 
and I was hooked up to heart monitor during my 26 hr stay at the hospital.
Write-up: Evening of vax: headache, muscle aches, nausea. About 4:30 am 
next morning I got up to use bathroom and passed out for unknown length of 
time. I tried to go back to bed and passed out two more times. The 3rd time my 
wife says my eyes rolled back in my head and she could not arouse me for 3 to 
5 minutes. I went back to bed to sleep. Several hours later I was still to dizzy to 
stand and had a knot on the back of my head from the falls. We called 911 and I 
went to ER at Hospital for further evaluation.

Syncope x3

1113967 3/8 77 M Nj 1 Preexisting Conditions: cardiac pacemaker; Cholesterol high
Write-up: He was having trouble breathing; His heart is working at 25% 
capacity; report source: consumer. A 77-year-old male patient, dose#1– 
08Mar2021. On 09Mar2021, the patient experienced trouble breathing, it was 
reported that his heart was working at 25%. hospitalized for 3 days

EF 25%

1113966 2/18 67 M Sc 8 Other Medications: TAMSULOSIN; LONSURF; ZESTORETIC; COLACE; 
LEVSIN/SL
Preexisting Conditions: HTN; Malignant neoplasm of sigmoid colon
Write-up: severe ARDS and pulmonary fibrosis; severe resp distress; report 
from a contactable Other healthcare professional (HCP). A 67-year-old male 
patient, dose#2– 18Feb2021 16:00 in R arm, at Store. Dose#1– 27Jan2021 
12:30 PM, right arm. Patient presented to the hospital on 26Feb2021 with 
severe respiratory distress. Currently intubated/paralyzed with ARDS and 
pulmonary fibrosis. Unknown if any correlation, Adverse event start date was on 
26Feb2021.

ARDS, pulm fibrosis

1113964 2/8 58 M Wa 5 Other Medications: HAART
Preexisting Conditions: HIV (well controlled on ART)
Allergies: sulfa
Diagnostic Lab Data: 2/18 Nasal Swab (Cepheid Xpert Xpress SARS-CoV-2 
test. Negative
Write-up: report source: Physician. A 59-year-old male patient received vax— 
08Feb2021. On 13Feb2021 the patient experienced GBS/AIDP leading to 
emergency room visit.

GBS/AIDP

1113962 2/16 U F Oh 7 Dose#1– 16Feb2021. one week after, on 23Feb2021, she experienced SVT 
that would not stop was pretty high like 250 and so, on 23Feb2021 and 
25Feb2021, had attack of a fib, she went to the hospital and had a cardiac 
operation surgery on 23Feb2021.

SVT, a fib

1113961 2/28 68 M Ny 1 Preexisting Conditions: HTN, DM, asthma
Medications: None 
Write-up: weakness in area spreading to groin area; Severe left hip pain; report 
source: patient. vax— 28Feb2021 11:00 in left arm. The patient did not have 
Covid prior vaccination. On 01Mar2021 08:00 AM, the patient had weakness in 
area spreading to groin area and severe left hip pain. The adverse events 
resulted in disability or permanent damage. No treatment was received for the 
adverse events.

Hip pain and 
weakness 

1113943 2/26 73 F Sc 0 Other Medications: AMLODIPINE BESYLATE 5 mg qam
Preexisting Conditions: HTN
Allergies: yes
Diagnostic Lab Data: CT, MRI
Write-up: TIA; report source: patient. dose#2– 26Feb2021. Dose#1– 
05Feb2021, and had no problem. Friday she went to get the second one, it was 
3 weeks later since the first dose, she had allergies, so they had her wait 15 
minutes, no problem. 15 minutes after dose#2, she felt really lousy and told her 
friend, they ''said'' she was having a TIA, and took me to the hospital and 
everything. An ambulance was called on 26Feb2021 at around 8:00 am. She 
was discharged the next day 27Feb2021 at about 7 PM. The patient had a CT 
scan of her brain, MRI of her brain, and then cardiac, something. The body 
weight right now was about 150 lb.

Tia

1113941 2/27 65 F Nv 0 Preexisting Conditions: Non-epileptic seizure (began 2017; she hasn''t had a 
seizure in 8 months)
Allergies: several
Diagnostic Lab Data: 2/27: Chest X-ray, EKG, EEG: Normal; Troponin: 
increased
Write-up: Seizures; throat swelled up; Troponin level increased; Mild heart 
attack; arm was hurting; breathing issues; Dry heaves; Mucus to come out; 
Nauseous; Dizzy; Headache; Ears became hypersensitive; Senses heightened; 
Threw up; report from a contactable other health professional (patient). dose#1 
— 27Feb2021. Within 15 minutes, the patient experienced the first seizure that 
lasted about an hour. The seizure was really bad, she had breathing issues, dry 
heaving like she was trying to throw up, mucus to come out. The paramedics 
checked her out, they stayed around until she came out of the seizure. The 
patient went home and then at 07:50 PM she started heavy shallow breathing, 
was nauseous, dizzy, had a headache, which also happened at the center. Ears 
became hypersensitive, it was so noisy like loud, but her husband and the 
paramedics said it wasn''t loud but she could hear it, all of her senses were 
heightened. She had a second seizure and didn''t known how long it lasted. 
Patient had another seizure at 08:25 PM, at 08:40 PM she had another one, at 
09:00 PM patient was coming back around and had another seizure and her 
throat closed up and that''s when she went to the hospital. While the patient was 
in the emergency room (ER) she had another seizure, she had 6 total seizures, 
she has never had this many before so she knows it was an adverse event to 
this vaccination. The seizures also increased the patient''s heart enzymes- 
troponin levels. The patient has an EEG, was given 4 baby chewable Aspirin. 
She thought the seizure increased her troponin. The patient mentioned that 
during the first event at the center, she was so into the seizures, she remembers 
grabbing her left shoulder, her arm was hurting. She was so into the seizure and 
trying to throwing up that it didn''t dawn on her. The patient got another 
headache and was dizzy and had shallowing breathing. Seizures recovered on 
28Feb2021.

Mult sz (h/o sz)

1113932 2/24 90 M Wa 1 Preexisting Conditions: Dialysis (He was receiving dialysis 3x/week); Walker 
user
Write-up: hip fracture; atrial fib; could not communicate; everything the 
patient''s wife touched he said "ouch"; rigors or chills; he was limp; loss the use 
of his legs; convulsion; Still not eating and confused; report source: patient''s 
wife. dose#2: 24Feb2021. When the patient came home from dialysis the next 
morning (2/25), he was limp, lost the use of his legs, could not communicate, 
everything the patient''s wife touched he said "ouch". They had to push the 
patient around on his walker. Her son was helping the patient in the bathroom 
and he called out and thought the patient was having a convulsion, although 
she thought it may be rigors or chills. The patient was brought back to the 
recliner and took his vital signs and he was in atrial fib. The patient was 
admitted to the hospital on Saturday (27Feb2021). The patient was still not 
eating and confused and he has been diagnosed with a hip fracture.

A fib 

1113928 2/23 91 M Al 2 Other Medications: LUMIGAN; NOVOLOG; HCTZ
Preexisting Conditions: Anemia; HTN; DM; Spinal stenosis; Visual impairment
Allergies: nka
Write-up: hallucinations; headache; hearing disturbing noises; nausea; 
stomach pain; diarrhea; vision became worse; report source: patient; dose#2– 
23Feb2021 at 12:30 PM in R arm. The patient had no COVID prior vaccination. 
The patient had other vaccine in four weeks, but not specified. 25Feb2021 at 
01:00 AM, the patient suffered headache, hallucinations, hearing disturbing 
noises, nausea, stomach pain, and diarrhea. Additionally, he has had poor 
vision, but following the shot, his vision became worse. hospitalization: 3 days. It 
was unknown if the patient received any tx for the events. The patient was not 
recovered from all the events.

Hallucinations, 
visual impairment 

1113869 1/13 78 F PR 5 Other Medications: SYNTHROID; PREMPRO
Allergies: sulfa, demerol
Diagnostic Lab Data: 1/18: COVID-19 test (Nasal Swab): Negative
CDC Split Type: PRPFIZER INC2021244349
Write-up: CVA, left occipital zone; report source: consumer. dose#1– 
13Jan2021, at 15:00. The patient had not experienced Covid-19 prior 
vaccination. Dose#2– 03Feb2021, in the left arm. On 18Jan2021, at 12:30 PM, 
the patient experienced CVA, left occipital zone. Hospitalization (stroke Center 
ICU care): 4 days

L occipital CVA

1113686 3/10 66 M AS 1 Other Medications: Fluticasone, Loratadine, Pseudephedrine, Ibuprofen, 
Metamucil
Current Illness: None
Preexisting Conditions: Overweight, headaches, oculocutaneous albinism, 
Seasonal allergies
Allergies: Penicillin, mushrooms, pollen (seasonal allergies)
Diagnostic Lab Data: MRI Brain 3/12/21, US Vascular Doppler 3/12/21, CT 
angio 3/11/21, CT head 3/11/21, Chest XR 3/11/21, troponin, chem labs, CBC, 
thyroid FT, coagulation, other labs 3/11/21
Write-up: Vax 3/10/21 3:00 PM. The next day, 27 hours post-vaccine injection, 
while in a store, patient noted at 6:06 PM onset of numbness/tingling Right foot/
leg with difficulty standing/lifting foot. He needed support of shopping cart to 
make it to car. Once in car, numbness/tingling, heaviness/clumsiness of right 
hand/arm noted. Then right side of lips/mouth affected with dysarthria. Wife 
witnessed evolution and drove directly to Hospital ER/stroke center by which 
time patient was vomiting and required wheelchair to enter ER. Stroke team 
evaluation neurologist concluded ischemic stroke and administered TPA. During 
TPA infusion, all symptoms resolved remarkably so that dysarthria cleared, 
numbness resolved and dysmetria/fine motor incoordination/right hand/arm/leg/
foot symptoms were markedly improved. Patient admitted to ICU for one day 
and then neurocare floor for one day. MRI showed 8 mm linear diffusion 
weighted lesion in right centrum semiovale which was deemed c/w acute/
subacute infarct. Attending neurologist in ICU and neurofloor noted that location 
laterality of MRI lesion did not correlate well with the right-sided patient 
symptoms, but could not identify other left brain lesions on review of scans. 
EKG, TEE and echo studies showed no cardiac lesions. Carotid studies were 
negative. CT and CT angio were uninformative; no hemorrhagic lesions or large 
vessel blockage. At discharge on 3/14/2021 around 6 PM, patient could walk, 
talk, and use hands essentially normally to outside observer although patient 
could relate intermittent brief episodes of possible numbness in lips or hands/
fingers or slight heaviness of foot which is slight and decreasing. Patient 
discharged on atorvastatin, amlodipine, fluticasone, Loratadine, 81 mg aspirin, 
Ibuprofen (for headaches) for further post-stroke follow-up.

Cva

1112853 1/29 39 F Tx 8 Other Medications: Paroxetine, metformin, atorvastatin, propranolol, 
alprazolam, omeprazole, Benadryl, zinc, vitamin D, vitamin c, b12 complex
Preexisting Conditions: iron-deficiency Anemia, asthma, panic disorder
Allergies: Penicillins, environmental allergies
Write-up: dose#1– 1/3/21; dose#2– 1/29/21; Dysautonomia symptoms, 
tachycardia, dehydration, labile blood pressure... about 1 week after dose#2

Dysautonomia

1112850 1/16 64 F Ca 35 Other Medications: Gabapentin, estradiol, trazodone, Zoloft, omega-3, vitamin 
D, multivitamin
Current Illness: No
Preexisting Conditions: No
Allergies: No
Diagnostic Lab Data: Chest CT, echocardiogram, doppler, labs, etc.
Write-up: Severe, bilateral pulmonary emboli and 3 DVTs in left leg

Severe, bilat PE 
and 3 DVTs

1112822 3/10 65 F Il 7 Other Medications: Calcium. Vit d. Metamucil. Eye vitamins.
Preexisting Conditions: None
Allergies: Penicillin
Diagnostic Lab Data: Ct of chest
Write-up: Pulmonary embolism one week after injection

PE J

1112779 2/26 65 F Ca 2 Other Medications: Hydralazine 100 mg 1 tab 7a.m. & 7p.m.; Telmisartan 80 
mg 1 tab 7a.m.; Furosemide 40 mg 1 tab 7a.m.; Levothyroxine 88 mcg 1 tab 
7a.m.; Klor-Con 10 meq. 1 tab 9a.m.; Metformin 500 mg 1 tab 9a.m. & 7p.m.; 
Metoprolol Succinate ER 100 mg 1 tab
Current Illness: None
Preexisting Conditions: HTN, Type II DM/no Insulin, Hypothyroid
Allergies: Sensitivity to Sulfa Ceam
Diagnostic Lab Data: What I can recall: #2 C.T. Scans, an M.R.I., an Echo-
Cardiogram, multiple daily (blood) labworks, Occup. Therapy, Phys. Therapy, 
constant neuro checks by a team of Neurologists and upon discharge they had 
placed on me a 30 day Heart Monitor.
Write-up: Just 38.5 hours after receiving dose#2, I suffered a CVA @ 5:05a.m. 
in our home. My entire right side was paralyzed & unable to speak. My husband 
alerted 911; @ the hosp. CT revealed #2 blood clots in the left side of my brain. 
Tx: Intravenous TPA & thrombectomy. Hospitalized 2/28 - 3/3

Thrombotic cva 

1112775 3/10 56 F Mn 2 Preexisting Conditions: blood pressure diabetes cholesterol HCM
Write-up: blood clot leading to brain stem stroke, intubation, shortness of 
breath and chest pain

Thrombotic cva of 
brainstem

1112768 3/6 55 M Ny 9 Other Medications: Tacrolimus, Aspirin, Everolimus, Famotidine, Pravastatin, 
Vascepa, multivitamin, Iron supplements, Magnesium, Prednisone
Preexisting Conditions: status post heart transplant with cardiac allograft 
vasculopathy
Allergies: None
Diagnostic Lab Data: 3/16/2021 Ultrasound of the Lower Extremities 
3/16/2021 hospitalization for acute DVT 3/19/2021 Interventional Cardiology for 
endovascular management of acute vascular thrombosis
Write-up: Patient developed an extensive acute, occlusive thrombus in the 
external iliac, common femoral, popliteal, and gastrocnemius veins

extensive acute, 
occlusive DVT in 
external iliac, 
common femoral, 
popliteal, and 
gastrocnemius 
veins

J

1112709 3/14 58 M Ca 0 Other Medications: Hydroclorothiazide 25mg po qD Tenofovir Disopfum 
300mg po qD Losartan 100mg po qD
Current Illness: None
Preexisting Conditions: Chronic HepB Hypertension
Allergies: None
Write-up: Respiratory and cardiac arrest about 9 hours post injection.

Resp and cardiac 
arrest 9 hrs later 

1112683 2/19 73 F U 24 Other Medications: Atorvastatin, Levothyroxine
Current Illness: None
Preexisting Conditions: Had part of thyroid removed 40 years ago, high 
cholesterol
Write-up: Extremely tired for the next month, and then was hospitalized with 2 
blood clots in lungs and severe anemia (cause not determined yet, as to 
whether not making platelets or losing blood). Had two blood transfusions and 
iron transfusion.

2 PE, anemia

1112649 2/19 83 M Tn 3 Other Medications: folic acid, vitamin C, vitamin D3 , Lorsartan, baby aspirin, 
Zyrtek, aldactone, trelegy, protonix, ferrous sulfate, Coreg, Simvistatin, albuterol 
sulfate
Current Illness: none
Preexisting Conditions: COPD, anemia, afib
Allergies: none
Diagnostic Lab Data: 02/22/2021 - 02/28/2021 Hospital 02/28/2021 - 
03/13/2021 Reabilitation
Write-up: Stroke, Acute Ischemic Left MCA Stroke

L MCA CVA

1112498 3/1 60 M La 5 Other Medications: atorvastatin 20 mg, cyclobenzaprine 10 mg, ergocalciferol 
(vitamin D2) 1,250 mcg (50,000 unit) capsule TAKE 1 CAPSULE BY MOUTH 
EVERY 7 DAYS, fenofibric acid (choline) 135 mg capsule,delayed release, 
gabapentin 300 mg
Preexisting Conditions: PMH of T1DM on insulin pump for 20 years, 
hyperlipidemia, HTN, hypothyroidism, celiac disease, OSA on CPAP
Allergies: NKDA
Diagnostic Lab Data: CT head which showed no acute abnormalities; ED labs 
showed no acute abnormalities; UA was without UTI; case was discussed with 
vascular Neurology and ED MD and recommendations were to obtain MRA/
MRIs; pt was admitted to observation; MRI was attempted with versed but could 
not be completed due to patient motion; an MRA of the brain showed nothing 
acute; labs showed bicarb 15 and anion gap 18, BG in the 300 range with 
normal lactic acid and beta hydroxybutyrate 1.3; he was started on IVF and 
insulin drip and transferred from ED to ICU; CTA was done and showed nothing 
acute; MRI was attempted again with Haldol/Ativan but still was a poor study; 
there was questionable small focus of restricted diffusion in the left insular 
cortex; he went into rapid atrial fibrillation and was then started on diltiazem 
drip; viral panel, HSV, cryptococcal antigen on CSF were negative, and CSF 
bacterial culture, HIV, and RPR were negative; MRI was finally repeated on 3/10 
and was normal with no evidence of stroke or viral encephalitis; he was at his 
baseline on discharge, ambulating well and speech fluent
Write-up: pt presented to emergency department on 3/6/21 with change in 
mental status first noted at 10am; per reports, his employees noticed he was not 
acting himself, and he went home to rest; ED notes indicate he reported a right 
sided headache and was confused and had difficulty with word finding, but did 
say, "I can''t remember anything." Pt also had elevated BP in ED; he was able to 
follow some commands but continued to have difficulty forming words and hand 
squeeze noted to be weaker on the right side and he could not keep his right leg 
elevated; pt fell asleep during exams; patient''s neice, who is an ED physician, 
reported that pt had become encephalopathic with severe DKA and AKI in the 
past; he was started on IVF and insulin drip and transferred from ED to ICU; he 
went into rapid atrial fibrillation and was then started on diltiazem drip; 
cardiology was consulted, adjusted medications, and anticoagulation was not 
recommended as the episode was transient; he started spiking fever with Tmax 
of 101; blood cultures were drawn and he was started empirically on 
ceftriaxone, vancomycin, and acyclovir; IR was consulted for LP with results 
showing WBC 123, RBC 41, 90% neutrophils, glucose 186, protein 100; he was 
seen by ID and noted that CSF profile was consistent with most likely an early 
viral infection

Likely Meningitis 
(aseptic vs early 
viral) causing AMS; 
new onset a fib

1112425 2/14 77 M Ct 15 Other Medications: Ascorbic acid, multivitamin with minerals,
Preexisting Conditions: Degenerative disc disease (lumbar), diverticulosis, hx 
LE DVT, osteoarthritis
Allergies: NKA
Diagnostic Lab Data: WBC 11.6, ESR 74, CRP 281. Left shoulder aspiration 
demonstrated 2 million RBC, 25,000 WBC, and a rare uric acid crystals. 
Cultures revealed MSSA. Tissue from L shoulder joint-MSSA.
Write-up: Progressive Left arm pain/shoulder soreness that began 5 days prior 
to hospital presentation. Seen in ambulatory clinic 7 days prior to presentation, 
given ibuprofen and percocet without relief. New swelling and erythema brought 
pt to hospital. Around time of vaccination, the pt was using triamcinolone for left 
forearm rash (described as small, more-spotty and resolved quickly). MRI 
revealed an abscess (10 x 6.8 x 1 cm) deep to the deltoid muscle and along the 
lateral aspect of the left proximal humerus. He also has another abscess within 
the posterior deltoid muscle (3.1 x 2.1 x 2.8 cm). There is surrounding myositis, 
fasciitis and cellulitis.

Abscess/myositis/
fasciitis/cellulitis of 
shoulder (deltoid 
and humerus)

1112424 3/5 74 F Pa 2 Other Medications: Prozac 40 mg Turmeric 1000 mg.
Current Illness: None
Preexisting Conditions: Sleep apnea anxiety migraines
Allergies: Amoxicillin
Diagnostic Lab Data: Ultrasound 3/7/2021
Write-up: DVT blood clot in leg

DVT

1112372 3/12 74 F Ca 1 Other Medications: Lisinopril 10mg QD, Keppra 500mg am,Keppra 750 at bed 
time, Metropolol Tartrate 12.5mg QD, Colace 100mg QHS, Melatonin Time 
Release 5mg 1-2 tab QHS, Seroquel 25mg BID, Vit D3 2000 IU QD, 
Alendronate 70mg Q weekly
Preexisting Conditions: Dementia, Early Alzheimer type, Paroxysmal Atrial 
Fibrillation, HTN, Diverticulosis, history of seizures
Allergies: NKDA
Write-up: Patient had a large stroke. Dose#1– 01/29/2021; seizure next day

Cva, sz (h/o sz)

1112336 1/29 74 F Ca 1 Other Medications: Lisinopril 10mg QD, Keppra 500mg am, Keppra 750 at bed 
time, metoprolol Tartrate 12.5mg QD, Colace 100mg QHS, Melatonin Time 
Release 5mg 1-2 tab QHS, Seroquel 25mg BID, Vit D3 2000 IU QD, 
Alendronate 70mg Q weekly
Preexisting Conditions: Dementia, Early Alzheimer type, Paroxysmal A fib, 
HTN, Diverticulosis, history of seizures
Allergies: NKDA
Write-up: Resident had a seizure on 01/30/2021 at approximately 3:15PM.

Sz (h/o sz)

1112236 3/9 85 M Ny 1 Other Medications: hctz, allopurinol, losartan, glimeperide, asa
Current Illness: covid 19 positive 2/11/21
Preexisting Conditions: HTN, DM-2, GOUT, past hx prostate ca
Allergies: vescicare
Diagnostic Lab Data: ct chest- no PE- dense b/l pneumonia UA neg for 
infection blood cx neg mrsa nares neg cxr b/l pna wbc nl, lymphopenia cmo 
normal except for sodium 133 covid 19 nasopharyngeal positive pcr
Write-up: Pt received his first covid 19 vaccine on —/—/— and tested positive 
for Covid 19 on 2/11/2021- he progressed to covid 19 pneumonia with hypoxia 
and was hospitalized from 2/25-2/27 for covid pneumonia treated with 
remdesivir, oxygen, decadron and antibiotics and was discharged home. He 
was doing well and recovering and then received dose#2– 3/9/2021 and the 
following day developed fever of 102 and shaking chills, severe weakness, 
cough and sob and 911 was called and he was admitted to the hospital with 
possible vaccine reaction/pneumonia. He tested positive on pcr for covid 19-
he was treated with zosyn, oxygen, ivf and PT and discharged on 3/12/21 
home.

Poss vax rxn 
(pneumonitis) vs 
pneumonia 

1112151 2/10 28 F In 15 Other Medications: prenatal vitamins.
Current Illness: No
Preexisting Conditions: migraines.
Allergies: amoxicillin.
Diagnostic Lab Data: Yes
CDC Split Type: vsafe
Write-up: I had fatigue, headaches, SOB, dizziness. I had a routine check up 
already scheduled and was seen at that appointment. My blood pressure was 
elevated; 148/106 at the time of my appointment. I was sent to Labor and 
Delivery to be seen, I had my blood pressure continued to be high so my OB 
admitted me. I was induced without complication. My baby was born early but is 
healthy and home. I had a normal pregnancy up until Dose 2 of the vaccine. 
I had an EDD of 03/17/2021 but delivered on 02/26/2021.

Htn in pregnancy, 
requiring early 
induction of labor 
(born abt 3 wk 
before EDD)

1112062 3/17 72 M Oh 1 Other Medications: Albuterol inhaler, aspirin, atorvastatin, Symbicort, 
carvedilol, escitalopram, gabapentin, Lantus, Humalog, loratadine, Myrbetriq, 
omeprazole, oxycodone, potassium chloride, sildenafil, torsemide, vitamin D
Preexisting Conditions: Degenerative disc disease, T2DM, COPD, CKD stage 
3, Gerd, htn, hyperlipidemia, diabetic neuropathy, OSA,  hepatic steatosis, 
generalized anxiety disorder
Allergies: NKA
Diagnostic Lab Data: Chest X-ray: positive for right mid and lower lung 
infiltrate COVID-19 rapid: negative
Write-up: Patient reports feeling well at time of vaccination and according to 
patient''s wife he appeared normal this morning before she left the house. The 
patient arrived to ED via ambulance with fever 103.1 F and altered mental 
status with disorientation. On chest X-ray, the patient has a right-sided 
pneumonia. The patient''s rapid COVID-19 test was negative. The patient 
received ceftriaxone and azithromycin, acetaminophen, and a bolus of 0.9% 
NaCl. The patient is being admitted to the hospital.

RML, RLL cov- 
pneumonia 

1112041 3/13 78 F Mt 5 Other Medications: Alprazolam, aspirin, buspirone, Citalopram, Citracal, 
Estrace vaginal cream, Fish Oil, Garlic oil capsule, Losartan, Mutlivitamin, 
Synthroid, Vitamin C, Vitamin D3, Vitamin E, Vitmain K2 tablet
Current Illness: Diarrhea / constipation
Preexisting Conditions: Depression, Ptsd, Diverticulitis, HTN
Allergies: Bupropion, Adipex-P Cipro, Fenfen, Lorazepam, Morphine, Prozac, 
Zoloft Hydrocodone
Diagnostic Lab Data: CT of chest on 3/18 showed pulmonary emboli in the 
right lower lung. D-Dimer on 3/18 was 954
Write-up: Patient was awakened at 0400 on 3/18/2021, with shortness of 
breath and her entire right side hurting. Pain was in the lower right chest, right 
upper abdominal quadrant and right flank pain. Presented to the ED. CT of 
chest /abdomen showed pulmonary embolus in the right lower lung. Patient is 
being treated with Eliquis and was sent home from the ED on 3/18.

PE RLL

1111992 2/27 31 30w Me 3 Other Medications: Pre-natal vitamins
Allergies: Penicillin
CDC Split Type: vsafe
Write-up: I went into labor 03-02-2021 at 2:00am. I delivered my baby at 
6:47am. I was 30 weeks pregnant at the time of delivery and my baby is in 
NICU. At this time baby is doing fine.

Preterm delivery 
(30w)

1111987 3/9 63 F Wa 5 Other Medications: aspirin, atorvastatin, bupropion, gabapentin, lamotrigine, 
levothyroxine, omeprazole, paroxetine40. promethazine, ranitidine.
Current Illness: no acute illness
Preexisting Conditions: atrophic gastritis, calculus of kidney, seizures, 
migraine, myalgia, stricture and stenosis of esophagus, HTN, hypothyroidism
Allergies: aspirin, codeine, morphine
Diagnostic Lab Data: CT scan CBC Blood gas
Write-up: Dose#2 March 09. 2021. PT was found unresponsive at 1:15pm on 
3/14/2021 at home. was taken via EMS to ER. Patient found to have 
subarachnoid hemorrhage. Critical care services provided in ICU pt diagnosis of 
diffuse SAH likely aneurysmal. pt prognosis life threatening.

Diffuse SAH (likely 
aneurysmal)

1111899 2/5 83 F Ct 9 patient came in for Moderna #2-reported she was hospitalized 2/14/2021-had 
GB removed-developed a stomach bleed which was cauterized-had a very fast 
heart rate that required IV medications to treat. States she is now on several 
new medications. Says she was hospitalized for 12 days.

Cholecystectomy, 
gastric hemorrhage 

1111889 2/16 82 F Wa 4 The patient reported feeling tired and dizziness beginning February 20, 2021 
and had a stroke later that day. She was treated in the hospital for 4 days and 
later released. She did not get her second dose.

Cva

1111874 3/5 92 M Il 0 Other Medications: ASA, prolia, doxazosin, furosemide, glipizide XL, HCTZ, 
metformin, metoprolol succ ER, MVI, olmesartan. calcium, pravastatin, 
tamsulosin
Current Illness: none
Preexisting Conditions: A-fib, CHF, CAD, HTN, hyperlipidemia, LV 
dysfunction, urinary retention with chronic Foley, DM2, Hx Colon and Prostate 
CA
Allergies: PCN
Diagnostic Lab Data: 3/16 - Hgb 8.2, Hct 28.4, PLT 279, stool positive for 
blood, Ferritin 17.5, Fe 18, IBC 392, Fe sat 5, Vitamin B12 212
Write-up: Developed bruising around the left eye orbit extending down to the 
left upper cheek. Admitted to the hospital approx 10 days later with anemia, 
positive stool blood. Required 3 units of packed red blood cells.

GI bleed causing 
anemia from blood 
loss

1111864 3/9 70 F U 0 Other Medications: Metformin 500 mg bid, metoprolol 100 mg bid, mirtazapine 
30 mg daily, losartan-HCTZ 100-25 mg daily, rosuvastatin 10 mg daily, 
diazepam 10 mg bid
Preexisting Conditions: Diabetes, Obesity, Hypertension, Hyperlipidemia, 
Schizophrenia, Bipolar
Allergies: Demerol, sulfur, aspirin, celebrex
Diagnostic Lab Data: EKG negative (3/10/21), chest Xray negative for acute 
processes (3/10/21). troponin: 0.05 (3/10/21), <0.01 (3/11/21) Potassium: 3.1 
(3/10/21), 2.8 (3/11/21), 3.9 (3/12/21) CK: 17,518 (3/11/21), 15,778( 3/11/21), 
13,226 (3/12/21), 2,950 (outpatient follow up- 3/15/21)
Write-up: Symptoms began 2 hours after dose, including headaches, myalgias, 
and lower extremity weakness. Tried Tylenol with no relief. Symptoms 
progressively worsening. Fell and hit head the following day, denied loss of 
consciousness. Never had a reaction to vaccine before. No response to first 
dose. No lightheadedness/presyncope prior to falls. Came to ED after fall 
(evening of the day after receiving the vaccine). Found to have elevated 
troponin. CK elevated, aggressive fluid repletion initiated, determined to be in 
rhabdomyolysis. Hypokalemic. Patient improved with fluids and electrolytes, 
determined to be stable for discharge after 2 days.

Rhabdomyolysis, 
hypoK

1111862 2/1 83 F Ga 22 Other Medications: simvastatin warfarin furosemide pantoprazole amlodipine
Current Illness: no other illness at the time
Preexisting Conditions: a fib, cabg, CKD, GI bleed
Allergies: neosporin, sulfa
Diagnostic Lab Data: 2/23/21 ct of brain and neck
Write-up: 5 days after vaccination patient admitted to hospital with acute 
ischemic stroke. she was "dragging" her left leg

CVA

1111791 3/7 70 M Ma 8 Other Medications: Basaglar Lispro Aspirin Atorvastatin
Current Illness: None
Preexisting Conditions: Diabetes
Allergies: None
Diagnostic Lab Data: CT Brain MRI Brain Carotid Ultrasound
Write-up: My father developed a severe headache on the evening of 3/15, 
followed by left sided facial paralysis, facial droop approximately 7 days after 
receiving the first dose of the COVID-19 vaccine at a CVS pharmacy. He was 
admitted to hospital on 3/16 for acute stroke workup given his VERY CLEAR 
Facial droop, slurred speech. His CT Head was negative for acute bleed and his 
MRI Brain was negative for any acute stroke. He was seen by Neurologist while 
inpatient and was determined to have Bell Palsy and NOT an acute or subacute 
stroke. Prior to taking the vaccine, he had NO facial droop. After taking the 
vaccine, he received no new medications nor did he travel to any other places. 
Additionally, he lives in a city and has not been hiking in the woods.

Bell’s palsy 

1111765 2/26 80 F Ga 7 Other Medications: Mycardis, Spirinolactone, Nexium, Lantis, Eloquis, Ecotrin, 
Lanaprosp, Flovid, Flonase, Albuterol, Lipitor
Current Illness: arrhythmia, swollen salivary gland
Preexisting Conditions: DM II, HTN, Asthma, Narcolepsy, Sleep Apnea, 
Arrhythmia, Arthritis, Gastroparesis, Fibromyalgia, Glaucoma, High cholesterol,
Allergies: Sulfur, Iodine
Diagnostic Lab Data: MRI, Hematology, Chemistry, Urine, Neck CT scan. All 
procedure performed in emergency room on 15Mar21. Temporal Biopsy 
scheduled for 24Mar21 after wash out of blood thinner. Expected diagnosis of 
Giant Cell Arteritis (GCA)
Write-up: Severe pain on right side back of skull, headache, blurred vision , 
nausea, fatigue

Likely giant cell 
arteritis

1111727 2/16 71 M U 7 Other Medications: Revlimid, Aspirin 81mg.
Preexisting Conditions: Multiple Myeloma.
Allergies: NKDA
Write-up: Developed extensive DVT and PE

Extensive DVT and 
PE 

1111710 1/27 71 M Ny 2 Other Medications: Sertraline HCl, Pravastatin Sodium, Atenolol, buPropion 
HCl ER (SR), Tamsulosin HCl Vitamin D3, Acetaminophen, Claritin
Preexisting Conditions: HTN, CLL, CKD, Merkel Cell Carcinoma, Heart 
Murmur
Allergies: None
Write-up: Became dizzy and left leg feeling full. Stroke, Hospitalized in ICU, 
regular room, then rehab, now home health care

Cva

1111688 2/18 75 M Il 2 Other Medications: aspirin, atorvastatin carvedilol, fenofibrate, HCTZ , 
losartan, nifedipine, pantoprazole
Current Illness: None
Preexisting Conditions: hypertension, CKD, History of previous pulm 
embolism 2015, CAD, impaired fasting glucose
Allergies: NKAD
Diagnostic Lab Data: CT scan, CXR , hospitalization 3/11/2021
Write-up: Pt developed symptoms about 2 days after his 2nd vax and was 
diagnosed 2 wks later with L DVT and PE. This pt. likely has a predisposition to 
clotting as he has a history of PE in 2015

DVT and PE (h/o PE 
in 2015)

1111680 1/27 72 F Oh 12 Preexisting Conditions: HTN
Diagnostic Lab Data: CT Scan, lab work
Write-up: Developed severe back pain. which she went to the ER to have 
evaluated. Upon evaluation, she was diagnosed with a PE and blood clots in 
her spleen

PE and splenic 
thrombi

1111670 3/4 48 M Ny 6 Other Medications: Men’s multi vitamin, probiotic, b12, protonics, ginkgo 
balboa, magnesium, niacin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: MRI of brain, mri with contrast of optic nerve, blood 
testing all done starting 3/12 and still on going.
Write-up: Vision problems primarily in the right eye. Still on going. Was 
hospitalized. Diagnosed with Optic Neuritis

Optic neuritis 

1111633 2/17 66 M Co 14 Other Medications: prednisone 60 mg daily, Nexium 40 mg daily
Preexisting Conditions: Cerebral amyloid angiopathy
Allergies: Sulfa penicillin
Write-up: Developed sore throat on March 3, then had negative strep test. Sore 
throat persisted and saw ENT with normal exam. Lost sense of smell and taste 
on March 7th. Negative Covid test on March 10. Developed swelling in left leg 
on March 9, and had ultrasound on March 10 that showed DVT. Was 
hospitalized on March 10 and had second negative Covid test by PCR.

DVT

1111566 2/24 63 F Tn 4 Other Medications: atorvastatin 20 mg MVI Ca + Vit D supplement
Current Illness: none
Preexisting Conditions: none
Allergies: Codeine
Diagnostic Lab Data: 3/9/21 Venous Doppler - positive for extensive clot CT 
chest - multiple small pulmonary emboli (patient asymptomatic)
Write-up: Developed extensive DVT with pulmonary emboli 4 days after vax. 
Clot was evacuated with thrombectomy but reaccumulated 1 day later, despite 
being treated with Eliquis.

Extensive DVT, 
multiple small PE 
(recurrence next 
day after 
thrombectomy)

1111554 2/27 80 F Ma 11 Other Medications: Thyroid medication
Current Illness: No
Preexisting Conditions: No
Allergies: Slightly to apples Seasonal allergies Dermal allergies to some 
perfumes
Diagnostic Lab Data: CT scan 3/10/21, 3/15/21, 3/18/21 MRI 3/11/21, 3/17/21
Write-up: Multiple strokes resulting from blood clots starting 10 days past 2nd 
shot. Fuzzy headed with headache prior to strokes.

Mult thrombotic 
CVA

1111550 2/26 74 F Wy 2 Other Medications: Levothyroxine, Toprazole, Pantoprazole, Vitamin C, Zinc, 
vitamin D3, calcium, fish oil,
Current Illness: None.
Preexisting Conditions: None.
Allergies: None.
Diagnostic Lab Data: Blood work showed elevated cardiac enzymes. EKG''s 
suggested a heart attack. Cardiac cath showed 25% blockage, but nothing 
major. Echocardiogram that was insignificant, nothing to show anything of 
concern.
Write-up: She had the injection, had the usual side effects, did not have fever, 
nothing out of the ordinary. Then on Sunday 2/28/21 at approximately 8:00 AM 
she started having pressure in her chest, radiating to her left shoulder, left neck, 
left arm and across the shoulder blades. She never had any heart issues or 
blood pressure issues. Went to the ER and her cardiac enzymes were 
elevated, and her EKG''s indicated she was having a heart attack. She was life-
flighted to the next major hospital and had a cardiac Cath which found a 25% 
blockage in one spot. They are stating that they do not know what caused 
this. When she informed them that she had the vaccine they told her to report 
this information. Her BP was high in the hospital and did not come down much 
during the hospital stay. She was put on Cardizem, and Crestor, as well as 
started on 81mg aspirin. She is now under the care of a cardiologist, but has 
recovered from the initial reactions

MI

1111519 2/27 73 F Fl 12 Other Medications: eltrombopag, ondansetron, valacyclovir, simvastatin, 
venlafaxine, raloxifene, omeprazole, calcium carbonate-vitamin D, oxazepam, 
multivitamin
Preexisting Conditions: angiosarcoma of right breast with recently found bone 
mets, Sweet syndrome, hyperlipidemia, and CLL
Allergies: codeine
Diagnostic Lab Data: CBC with differential, CT head
Write-up: Patient was found to have abnormally low platelet count of 12 two 
weeks after receiving COVID vaccine. In last few days leading up to ED visit 
and hospitalization, started to have bruising which prompted blood count draw. 
Patient has cancer and undergoing XRT, but is currently not on any 
chemotherapy or bone marrow suppression treatment. Patient was treated with 
prednisone 40 mg daily and platelets increased to 17 then decreased to 14. The 
patient subsequently received IVIG and nplate treatment and was discharged 
with follow-up set up with Hematology outpatient.

ITP/
Thrombocytopenia 
(plt 12)

1111506 2/14 85 F Ma 0 Other Medications: cranberry, turmeric, probiotic
Preexisting Conditions: NONE
Allergies: Calcium Glucophage, Januvia, Nickel, Toujeo.tresiba, univasc,
Diagnostic Lab Data: 3/6/21-Head CT scan 3/8/21 Head/Brain MRI 3/8/21 
Physical Therapy for vertigo
Write-up: dose#1– 2/14/21-Immediately afterward, experienced pressure 
sensation in chest and breast. Greater on the right side, went up to the back to 
neck. The shock sensation went over the top of the head onto face with tingling 
bilateral. Resolved on 3/3/21. 3/3/21- Severe vertigo-hospitalized 3 days. On 
day 1 of vertigo sudden hearing loss.

Vertigo, suicide 
hearing loss 

1111455 2/24 60 M Tx 0 Other Medications: AMLODIPINE, TYLENOL, ZANTAC
Preexisting Conditions: HX OF COCHLEAR IMPLANTS
Allergies: NKDA
Diagnostic Lab Data: COVID NEG 2/28 COVID AB NEG 3/1 UDS OPIATE 
POS 2/28 WBC 12 2/28 LP CSF 2/28 STREP NEG A1C CHEST XRAY BLOOD 
CULTURES UA CBC, CMP
Write-up: THE PATIENT STARTED FEELING WEAK AND FATIGUED, AS 
WELL AS HAVING NECK PAIN SEVERAL HOURS AFTER RECEIVING THE 
MODERNA COVID VACCINE. THE NEXT MORNING, HE WAS BARELY ABLE 
TO GET OUT OF BED AND HAD SEVERE BODY ACHES AND FATIGUE, THE 
NECK PAIN WAS WORSE, HE HAD DEVELOPED A RASH ON HIS 
EXTREMITIES AND COULDN'T SWALLOW OR SPEAK. HE WAS 
EVALUATED AND TREATED FOR POSSIBLE MENINGITIS / GUILLAIN-
BARRE. PT WAS HOSPITALIZED 9 DAYS (FROM 2/26 TO 3/6/2021). HE WAS 
DISCHARGED HOME IN STABLE CONDITION .

Meningitis vs GBS

1111412 3/7 68 F Fl 4 CP (neg w/u)

1111331 1/29 52 F Tx 10 Other Medications: VITAMIN D
Preexisting Conditions: Vitamin D deficiency, sarcoidosis
Diagnostic Lab Data: MRI: Negative
Write-up: Dose#1– 29-Jan-2021, in the left arm. After receiving the shot, she 
began having balance issues, dizzy spells and was extremely weak. She stated 
that she constantly felt like she was going to pass out. Additionally, she 
endorsed a constant ringing in her ears as well as a feeling of fullness in her 
inner ear. She reported that she was unable to function normally. hospitalized 
2/8 - 2/11. MRI (w/wo) was negative. Patient complained of new onset anxiety 
following all of these events. Treatment included discharge prescriptions for 
promethazine and alprazolam.

Tinnitus, balance 
issues

1111306 1/24 65 M Mi 2 Other Medications: AMLODIPINE; ASPIRIN; WELLBUTRIN; CARVEDILOL; 
CITALOPRAM; ERGOCALCIFEROL; LANTUS; MELATONIN; METFORMIN; 
OMEPRAZOLE; SENNA
Preexisting Conditions: CAD s/p stent x3 (2008); Cryptogenic cirrhosis (s/p 
liver transplantation on 20Jun2020); Factor V Leiden mutation; Hyperlipidemia; 
T2DM on insulin
Allergies: NSAIDS, atorvastatin, promethazine, tolmetin
Diagnostic Lab Data: Feb2021 - lumbar puncture: no WBC and significantly 
increased protein to 107; 2/6 - Rapid SARS-CoV-2 (COVID-19) by PCR 
Nasopharyngeal swab: Negative
Write-up: areflexia throughout/decreased sensation to pinprick; B/L CN 7 
weakness; Bilateral LE weakness and pain/patchy weakness in RLE $g LLE; 
paresthesia in bilateral hands and legs; AIDP or Guillain Barre syndrome; 
reported by physician. Dose#1– 24Jan2021 at a hospital. Prior to vaccination, 
the patient was not diagnosed with COVID-19. 26Jan2021 (2 days after 1st 
dose), patient developed Bilateral LE weakness and pain and paresthesia in 
bilateral hands and legs and have continued to progress over the last 2.5 
weeks. His neurological exam now (10Feb2021) includes areflexia throughout, 
patchy weakness in RLE $g LLE, decreased sensation to pinprick and B/L CN 7 
weakness. His lumbar puncture showed no WBC and significantly increased 
protein to 107. This is all consistent with AIDP or GBS, likely secondary to 
COVID vaccination given temporal association in 2021. Hospitalization tx: IVIg

AIDP or GBS

1111305 1/22 71 M Sc 1 Preexisting Conditions: DM; HTN; Hypercholesterolemia
Diagnostic Lab Data: 2/6: Nasal Swab: Negative
Write-up: suspect anaphylaxis; passed out while driving.; entire body itching; 
vision issue; reported by a physician. dose#1– 22Jan2021 11:00, R arm. No 
covid prior vaccination. Patient got vaccine with no issues. 36 hours later he 
developed entire body itching. He then developed vision issues and passed out 
while driving. He was hospitalized and no cardiac or neurologic issues were 
found. The reporting physician suspected anaphylaxis since patient had severe 
itching with the event. There were no other likely triggers found during 
history other than the vaccine.

Syncope while 
driving, pruritus of 
entire body; poss 
delayed anaphyl 

1111287 1/21 76 F Tn 2 Other Medications: CITALOPRAM 40 mg; LEVOTHYROXINE 0.05 mg; 
ALBUTEROL [SALBUTAMOL]
Preexisting Conditions: COPD; Small Cell Lung Carcinoma with metastases 
to brain s/p surgery, chemotherapy and radiation in 2014; Dementia
Allergies: Codeine
Diagnostic Lab Data: 1/23 - CT, MRI: no acute intracranial hemorrhage, mass 
effect, midline shift, or extra-axial fluid collection. Extensive FLAIR hyperintense 
signal in the cerebral white matter. Mild hyperintense signal in the brain stem 
and medial cerebellum. Following contrast administration there is no abnormal 
CNS enhancement
Write-up: stroke; patient (reporter''s mother); dose#1– 21Jan2021 at 12:00 PM 
in left arm in the hospital. The patient did not have COVID prior to vaccination. 
The patient had what a stroke 23Jan2021 at 12:00 PM. A CT, MRI and an 
Echocardiogram were all performed on 23Jan2021. hospitalization 7 days. Tx: 
TPA

Cva

1111271 1/25 70 M Mi 0 Other Medications: FLOMAX
Preexisting Conditions: None
Allergies: nka
Diagnostic Lab Data: 1/28 Brain MRI: Stroke; Covid test/Nasal swab: Negative
Write-up: Stroke; Dose#1– 08Jan2021; Dose#2– 25Jan2021; report from a 
nurse. On 18Jan2021 06:00, the patient experienced right foot drop. Spine MRI 
on 18Jan2021 was negative. Stroke confirmed on brain MRI on 28Jan2021. 
Patient was sent to the ED at the hospital immediately after and was admitted 
from the ED to the hospital. Number of days of hospitalization was 2. The 
patient was not diagnosed with COVID-19 prior to vaccination.

Foot drop after 1st 
dose; CVA after 
2nd dose 

1111260 1/23 90 F Fl 2 Preexisting Conditions: TIA (3 events in 2020)
Diagnostic Lab Data: 1/26: MRI
Write-up: Dose#1– 23 Jan 2021. On 25 Jan 2021, the patient experienced 
dizzy lightheadedness and a fall, resulting in a head bump in her temple and ear 
caused by hitting the sink as she fell. The patient was hospitalized and 
diagnosed with TIA.

Tia

1111066 3/12 77 F Ny 0 Other Medications: Pravastatin, Miralax, Melatonin, Bumex, Toprol XL, 
Entrestoo,
Current Illness: none reported
Preexisting Conditions: hypertension, CHF, A-fib, Vtach, pacemaker/AICD, 
GERD
Allergies: no known allergies
Diagnostic Lab Data: pro BNP $g35000 ; BUN= 37; Cr= 2.34; WBC= 10.1; 
neutrophil = 84.5 Covid negative; tachycardia; HR= 92 ; tachypneic ; Lactic 
acid= 20
Write-up: On 3/14/21 @ 2304 : 77-year-old female patient presents emergency 
room with generalized fatigue body aches dry cough shortness of breath and 
subjective fevers as aggressive worsening since Friday. Patient received a 2nd 
dose of the pfizer COVID-19 vaccine on Friday 3/12/21 and states her 
symptoms worsened since then. Chest x-ray showed patchy bilateral infiltrates 
with concern for COVID pneumonia, also questionable vascular congestion as 
patient does have significant history of heart failure with pacemaker. EKG 
revealed paced rhythm 87 beats per minute. Emergency room patient was 
placed on BiPAP and responded well, patient was given vancomycin and 
cefepime for sepsis protocol.

Non-covid 
pneumonia 

1111065 2/11 80 F Fl 0 Other Medications: Oxybutin Prevastin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Have been to the eye specialist five or six times now and 
there''s not much they can do except let it heal but I have lost Vision in my left 
eye
Write-up: I developed bleeding of the left eye in front of the retina. Broken 
blood vessels. Had my second vaccine and it happened again 3 days later

Retinal hemorrhage 
causing vision loss

1111052 2/1 63 F Fl 27 Previous Vaccinations: Slightly ill after both shingles vaccinations
Other Medications: Mirtazapine, Valium suppositories
Preexisting Conditions: Chronic pelvic pain
Allergies: Compazine
Diagnostic Lab Data: MRI, brain cat scan, angiogram
Write-up: Twenty seven days after my second vaccination I developed Right 
side of face paralysis and went to ER. After steroids and valcyclovir I was 100 
percent recovered.

Likely Bell’s palsy 

1111043 3/18 74 F Ga 0 Anaphylaxis 

1110966 3/13 47 F Ny 0 Anaphyl J

1110935 3/12 42 M Nj 2 Other Medications: Wellbutrin Effexor
Current Illness: None
Preexisting Conditions: Depression/anxiety Heart murmur
Allergies: None
Diagnostic Lab Data: Cardiac catheterization Echocardiogram Cardiac mri
Write-up: Chest pain Myocarditis. Admitted to hospital. Diagnosis confirmed by 
cardiac mri.

Myocarditis 

1110876 2/26 81 M Fl 4 Other Medications: levothyroxine 112 mcg
Current Illness: none
Preexisting Conditions: hypothyroidism
Allergies: NKDA
Diagnostic Lab Data: MRI brain, CTA head and neck, TEE, hospitalization
Write-up: CVA, right thalamic

R thalamic CVA

1110669 2/4 87 F Il 14 Other Medications: Albuterol, fluticasone, Spiriva, Atorvastatin, Furosemide, 
Famotidine
Current Illness: Raynaud''s phenomenon.
Preexisting Conditions: HTN, Asthma, Dysphagia
Allergies: Codeine, sulfa
Diagnostic Lab Data: CT angio showed pulmonary embolism.
Write-up: Pulmonary embolism, asymptomatic, seen on CT angio.

PE

1110659 3/14 27 F Nj 0 Anaphyl

1110612 1/4 42 F Nc 36 Other Medications: Aspirin 81 mg daily, butalbital-acetaminophen-caffeine 50 
mg-300 mg-40 mg q 4 TO 6 HOURS prn, FLUoxetine 10 mg daily, levalbuterol 
HFA 45 mcg/actuation aerosol
Preexisting Conditions: Asthma, anxiety, depression, hypothyroid. No known 
or previous hypercoagulability through 2 previous pregnancies
Allergies: Sulfa and PCN: anaphylaxis
Diagnostic Lab Data: Venous Dopplers 10 Feb and 23 Feb 2021, CT 
Angiogram.
Write-up: EDC: 25 APR 2021 AE1: Superficial Venous Thrombosis: On 10 Feb 
2021, patient presents with RLL pain and swelling. Dopplers with non-occlusive 
Superficial Venous Thrombosis. Started on 40 Lovenox qd. On 23 Feb, had 
worsening pain and repeat doppler showed occlusive SVT. Her Lovenox was 
increased to 40 mg BID and referred to Hematology. Her hematologist 
increased her lovenox to 80 mg bid. SAE: Pulmonary Embolism: On 3/9 patient 
developed Shortness of breath and chest pain and went to ED where she was 
diagnosed with Bilateral pulmonary emboli. She was admitted to the hospital 
and started on an heparin drip. AE2: SVT: Patient developed a second SVT 
after discharge from hospital on 17 Mar 2021 that is located away from original 
SVT site.

1/4: vax 1
?: vax 2
2/10: non-occlusive SVT
2/23: occlusive SVT
3/9: bilat PE
3/17: second SVT

2 superficial venous 
thrombi, bilat PE (all 
progressing 

1110579 2/28 78 M Il 3 Other Medications: Lisinopril 5mg once daily Tamsulosin .4mg once daily
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: Hospitalization after 6 days of rapid heart rate
Write-up: Two days after vaccine I developed AFib.

New onset a fib 

1110563 3/4 79 F Ca 6 Other Medications: vitamin d3, losartan
Preexisting Conditions: HTN
Allergies: NKA
Diagnostic Lab Data: head CT 3/10 with right basal ganglia hemorrhage
Write-up: Sustained a hemorrhagic stroke in the right basal ganglia on 3/10/21 
requiring hospitalization

hemorrhagic stroke 
in the right basal 
ganglia 

1110534 2/21 68 F Tx 11 Other Medications: Calcium carbonate prn, Estradiol 1 mg daily, Fenofibrate 
145 mg QD, Fluoxetine 20 mg QD, Gabapentin 100-300 mg nightly, Losartan 50 
mg daily, Multivitamin Daily.
Preexisting Conditions: Anxiety, Depression, Hypertension, Hyperlipidemia, 
Tobacco dependance, Headache (due to trauma 14 years ago)
Allergies: Duloxetine (Constipation), Mango (Swelling), Pyridium (Stomach 
cramps)
Diagnostic Lab Data: Imaging studies performed yesterday revealed the 
following: MR brain: Mild chronic microvascular changes slightly progressed 
when compared to a prior study performed in 2013. Chronic encephalomalacia 
in the right frontal lobe associated with previous closed head injury. MR cervical 
spine: Multilevel cervical spondylosis associated with severe central canal 
stenosis at C3-4 and moderate-severe central canal stenosis at C4-5 without 
abnormal cord signal. MR thoracic spine: Abnormal enhancement of 2 ventral 
cauda equina nerve roots near the conus and questionable additional ventral 
nerve root enhancement bilaterally at the T10-T11 levels. MR lumbar spine: 
Multilevel degenerative changes without significant central canal stenosis.
Write-up: Patient presented to ED on 3/14/21 with new onset of inability to 
walk. Dose#1– 2/21/21. Recalls not feeling well on 3/4/21. She began to 
experience aching over the anterior thigh on the following day that progressed 
to involve the posterior lower extremity and forearms by Saturday, 3/6/21. She 
also began to experience numbness and tingling in the feet and fingers at that 
time. The sensory symptoms persisted over the following days in association 
with lower extremity weakness that culminated in a fall at home on Thursday, 
3/11/21. She was unable to walk without assistance at the time of her 
presentation. Initial examination in the ED revealed borderline antigravity lower 
extremity strength and absent lower extremity reflexes. A lumbar puncture 
performed on 3/14/21 revealed protein 218.1, glucose 76, WBC 8, and RBC 1. 
She was admitted to the hospital with the diagnosis of Guillain-Barre syndrome 
and received her initial dose of IVIG that evening. She has noted some interval 
improvement in lower extremity muscle strength since her admission to the 
hospital. The pain that she had been experiencing is less intense, though she is 
still prone to experience discomfort if she remains in the same position too long. 
She is continuing to experience tingling in the feet and fingers. She is not 
experiencing any shortness of breath or difficulty with chewing/swallowing. She 
is not experiencing any urinary bladder dysfunction. She is experiencing 
constipation.

GBS

1110453 3/10 67 M Ny 1 Other Medications: Seroquel, Cymbalta, baby aspirin, Vicodin, Metaformin, 
lisinopril
Current Illness: None
Preexisting Conditions: History of stroke, diabetes
Allergies: None
Diagnostic Lab Data: None
Write-up: Around 11:35 PM on Thursday March 12, my father dropped his dish 
and drinking glass. Awakened by the noise, we rushed to him and noticed that 
his speech was slurred and he was not walking well. His SpO2 was 94 and his 
heart rate was in the 140''s. His blood pressure was elevated. He has suffered a 
stroke in November 2020 and he was acting like he did on that day. Once he sat 
down, he could not get himself up. The paramedics and my brother had to help 
him into the ambulance where they administered oxygen. The paramedics took 
him to the hospital, where he was admitted to the ICU. An MRI did not reveal 
any damage to the brain. He was diagnosed with a TIA and discharged from the 
hospital on Sunday, March 14. I am not sure if the vaccine had anything to do 
with this episode, but I thought it should be reported just in case.

Tia

1110423 2/10 29 M Mn 16 Other Medications: Zinc, vitamin C, multivitamin with minerals.
Current Illness: None
Preexisting Conditions: None
Allergies: Cats
Diagnostic Lab Data: Kidney biopsy, several blood tests and urine samples.
Write-up: Minimal Change Kidney Nephrotic Syndrome- was hospitalized on 
3/3/21 - 3/6/21.

Nephrotic 
syndrome 

1110391 2/25 61 M In 9 Other Medications: 81 mg aspirin, Levothyroxine, Lisinopril, Loratadine, 
Metformin, Metoprolol, Pantoprazole, Pravastatin, Sulindac, Vitamin E, Vitamin 
C.
Current Illness: Seasonal allergies.
Preexisting Conditions: Quadruple bypass, diabetes, high blood pressure, 
high cholesterol, thyroid disease, arthritis.
Allergies: None.
Diagnostic Lab Data: Had blood work and a MRI of the head and neck which 
was clear.
Write-up: Received vaccine, and no reactions. Nine days after the vaccine 
slowly had drooping on the right side of his face, numbness on the right side of 
his face, mainly around the mouth, a little on the eye, hard to close the right eye. 
General soreness around his mouth when he tries to eat or talk a lot. Limited 
movement of his face due to swelling, difficulty closing his eye, and headache. 
Went to the ER on 3/7/21 and admitted him as they believed he had a blood 
clot, diagnosed him with Bell''s palsy on Monday 3/8/21. Was given 
corticosteroids for 9 days Prednisone 60 mg. The symptoms are slowly 
improving but still has the Bell''s palsy.

Bell’s palsy 

1110331 2/16 36 F Ga 6 Other Medications: Larin FE Zyrtec Famotidine
Current Illness: None
Preexisting Conditions: Seasonal Allergies
Allergies: Shellfish Zoloft
Diagnostic Lab Data: ER visits, CT scan, CTA scan, MRI, MRA, bloodwork
Write-up: Vertigo, Dizziness, Headaches, Tinnitus

Vertigo, tinnitus 

1110209 2/12 55 M Tn 3 Other Medications: Regularly Prescribed Physician Medications
Current Illness: None
Preexisting Conditions: Hypertension, Diabetes Type 2, GERD
Allergies: Allergy to Penicillin and Biaxin
Write-up: Hospitalization for Bradycardia

Bradycardia 

1110163 3/17 56 M Ne 0 Other Medications: Losartan-HCTZ 50-12.5mg daily Bystolic 10mg daily 
Aspirin 81mg daily Lipitor 10mg daily As per ER report
Current Illness: HTN Sleep Apnea
Preexisting Conditions: History of syncopal episodes with any type of trauma. 
Cardiac work up in 2014 for palpitations . History of blood clot pressing on 
subclavian between clavicle bone and first rib, requiring removal of rib.
Allergies: Sulfa
Diagnostic Lab Data: 3/17/21 EKG showed sinus rhythm with rate of 63. Blood 
sugar 93. labs ordered Cardiac markers, CBC with auto diff, CMP and D- Dimer 
with the following noted abnormal. WBC 10.9, Lymphocytes 3.4, 
Monocytes1.02,Carbon dioxide 20, Anion gap16.5, Glucose 116, Myoglobin 
446.2, D-Dimer0.32
Write-up: Received vaccine at 1103, 1110 noted decreased responsiveness, 
color became blue. Lowered to floor chest compression given and airway 
opened. Began to respond, did vomit, was diaphoretic. Was taken to ER, 
responsive at that time states last he remembers was feeling lightheaded and 
dizzy like he was going to pass out. Upon arrival to the ER he was diaphoretic, 
gray in color. C/O L) arm pain where received shot, felt like Charlie horse pain. 
Cardiologist consulted and ordered patient to be transferred to higher level of 
care. Was transferred via ambulance on 3/17/21

Immediate syncope 
requiring 
resuscitation 

1110067 1/8 65 M Tx 10 Other Medications: ALTACE; ASPIRIN; CRESTOR; LORATADINE; REPATHA
Preexisting Conditions: Hypercholesterolemia; Hypertension
Allergies: 
Diagnostic Lab Data: 1/20: MRI, CT scan—Normal; CRP—Elevated; Covid19 
test—Negative
Write-up: Developed Guillian Barre Syndrome with Miller Fisher variant; Bell''s 
palsy; report from a contactable physician (patient), 65-year-old male; dose#2– 
08Jan2021 at a school/student health clinic. The patient did not have COVID 
prior to vaccination. Dose#1– 18Dec2020. 10 days later, on 18Jan2021, patient 
developed Guillian Barre Syndrome with Miller Fisher variant. It began with a 
HA, then he lost the ability to use his hands/legs. he visited the ER on 
20Jan2021 and got hospitalized. He received 2 g/kg of IVIG over 4 days starting 
on 21Jan2021. On 22Jan2021, he was completely unable to walk. The patient 
also developed Bell''s Palsy on 24Jan2021. The patient got out of the inpatient 
rehab center on 03Mar2021. At the time of follow-up report (04Mar2021), he 
stated that he feels better but it is not recovered yet. hospitalization: 20Jan2021 
- 03Mar2021

GBS w Miller Fisher 
variant, Bell’s palsy 

MD

1110047 3/15 26 F Ga 0 Other Medications: Depo-Provera shot every 3 months
Current Illness: No illnesses
Preexisting Conditions: ADHD, intellectual disability
Allergies: NKDA
Diagnostic Lab Data: CBC 3/17 - Platelet count of 1
Write-up: vax 3/15 at 12/10 pm. 1.) Noticed redness of bilateral legs around 
2:10pm 3/15 2.) Woke up with epistaxis around 9:30am 3/16; rash on legs 
appearing petechial now 3.) Gums bleeding morning of 3/17, went to PCP, sent 
to ER, labs drawn -- $g Platelet count of 1

ITP (plt 1)

1110045 2/12 41 M Ca 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: WBC 23k, Lactate 9.8, Hgb 5.3/Hct 17.2, INR 2.9, AST 
99, ALT 68, Ammonia 72,
Write-up: Dose#2– 2/12/2021. Next day, developed headache, body aches, 
chills, followed by abdominal pain, vomiting and diarrhea over the next 3 days, 
then became confused per wife so he came to ED for evaluation on 3/16/2021. 
Also had black stools and vomiting blood. Dx: Septic shock, Gastrointestinal 
Bleeding with severe blood loss, Hepatitis with Hepatic Encephalopathy, Liver 
cirrhosis. hospitalization 2/16/2021- 2/21/2021. Since symptoms developed day 
after vaccination, I am compelled to report.

Septic shock, GI 
bleed, hepatic 
encephalopathy 

1110031 1/20 26 F Ut 1 Other Medications: Lexapro Wellbutrin
Write-up: The day after getting the shot, I started to experienced bad external 
tremors. I had to concentrate to even take a sip of water. I still have tremors 
now.

Tremors 

1109958 1/25 76 M Ca 1 Other Medications: diabetic medicine from VA, insulin, vitamins and minerals, 
Omega 3 .....
Current Illness: rheumatoid arthritis, osteoarthritis
Preexisting Conditions: diabetics, and arthritis
Allergies: sulfur drugs
Diagnostic Lab Data: none
Write-up: Moderate pain in joints over 3 week period. Pain in fingers, 
shoulders, elbows, wrists, Jaws, .... 2nd Moderna shot, one week of joint pain

Arthralgia

1109918 2/27 57 F Ny 0 Other Medications: Occasionally,Tylenol for headaches
Current Illness: None
Preexisting Conditions: None
Allergies: Reactions to shrimps, crabs, lobsters; allergic to penicillin
Diagnostic Lab Data: Doctor''s office- Blood Tests, Bilateral Carotid Study 
Report, Trans-cranial Doppler Study Report- 03/11/2021 Blood Tests, 
Ultrasound of the thyroid, X ray of the lungs- 03/12/2021. Tests on 03/12/2021 
were carried out while I was in the Emergency room- Blood Reports from the 
Doctor''s clinic as well as the Hospital revealed conditions consistent with acute 
thyroiditis. The ultrasound of the thyroid shows inflammation of the right thyroid 
lobe.
Write-up: Levels of TSH, among other indicators that pointed towards onset of 
hyperthyroidism. My doctor told me that this was acute thyroiditis. My heart rate 
was very high (122 bpm) when I visited my doctor''s office and it was 130 bpm 
when I was triaged in the Emergency Room. Upon my doctor''s advice, I went to 
the ER in the afternoon of 03/12/2021 where I was further tested. I was given 
medications to counteract inflammation, nausea and headache. In addition, I 
was given medication (beta blocker) to lower my heart rate. When my blood 
pressure was taken after a couple of hours, the readings revealed that my 
pressure had also started to fall. I spent overnight in the telemetry unit of the ER 
- I was given 2 liters of IV fluids to stabilize my vitals. The following day 
(03/13/2021), I met with endocrinologists who told me to what extent my 
thyroids were affected and what further medications to take. I had told them and 
other ER doctors as to what precipitated all of this. I was given anti inflammatory 
medication and a beta blocker that day before I was discharged in the evening. I 
have no history of thyroid issues or heart issues. I do not suffer from any 
chronic illness. I was not sick before I took the second dose of the 
vaccine. I started to feel ill within 5 hours of taking the vaccine shot, and 
the symptoms worsened over nearly the following two weeks. Now, 
following medical intervention, I am continuing treatment with various 
medications. I don''t feel well yet, and I understand that the process towards 
recovery is going to be slow and unpredictable. I wanted to report this, since I 
feel that scientists and researchers should have this knowledge that thyroiditis 
can happen as an adverse reaction to the COVID-19 vaccine

Acute thyroiditis 
(new onset)

1109913 3/8 31 M Ca 3 Appendicitis 

1109881 1/25 46 F Oh 9 Other Medications: LEVOTHYROXINE; PREDNISONE; TIZANIDINE; 
APIXABAN
Diagnostic Lab Data: 2/7 - temperature: 101.8; 2/9 - CXR, CT: found two new 
PEs in the right lung and an old PE in the left lung; 2/7 - covid-19: Negative; Feb 
2021 thyroid levels had doubled from her previously good thyroid levels 
checked in Oct2020.
Write-up: two PEs in right lung/Found old PE in left lung; report from a nurse 
concerning a 46-year-old, female patient; Dose#1– 30-Dec-2020, and patient 
had a sore arm, muscle aches and slight headaches. Dose#2– 25-Jan-2021. On 
03-Feb-2021 the patient started developing an unusual pain in her legs, hips, 
and lower back that eventually moved up to her arms, neck and jaw. She 
reported that she had a significant decrease in appetite that Saturday, 06-
Feb-2021, and on 07-Feb-2021, she had a temperature of 101.8. She reported 
feeling like she had the flu. Patient reported having a COVID-19 test that came 
back negative. The pain continued to increase between Sunday night and 
Tuesday morning. Patient then developed pain in her ribs when she would lay 
down. She wasn''t able to ambulate independently. On 09-Feb-2021, she went 
to the hospital. They did a chest X-ray and computed tomography (CT) scan. 
Those tests showed two new PEs in the right lung and an old PE in the left lung. 
Patient was hospitalized 09-FEb-2021 until 12-Feb-2021. She reported that her 
body was still inflamed. In her labs it showed her thyroid levels had doubled 
from her previously good thyroid levels checked in Oct 2020.

2 PEs in R lung; 
elev thyroid levels

1109729 2/27 62 M Me 9 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: blood work, EKG, echocardiogram, etc.
Write-up: 03/07/21: Onset of dyspnea upon exertion 03/09/21: Worsening 
dyspnea and non-productive cough 03/11/21: Primary care visit for diagnosis/
tests 03/12/21: Elevated BNP levels noted; chest X-ray 03/13/21: Further 
worsening of dyspnea 03/15/21: D Dimer test elevated (positive) 03/15/21: ED 
visit; CTA scan indicates pulmonary emboli (lots of clots); admitted to hospital; 
Heparin IV drip 03/16/21: (evening) Discharge on Eliquis 03/17/21: Moderately 
severe dyspnea upon exertion and non-productive cough continues Event: 
Pulmonary emboli

Several PE

1109677 2/22 76 F Md 7 Other Medications: Aspirin 325 mg twice weekly Vitamin D3 1000 iu daily 
Glucosamine/chondroitin Vitamin B12 Sublingual
Current Illness: None
Preexisting Conditions: Elevated cholesterol Osteoporosis Impaired fasting 
glucose, prediabetes, HgAIC 5.8
Allergies: Hogweed reaction in 2015: Hemolysis, thrombocytopenia, urticaria, 
ICU stay, transfusions
Diagnostic Lab Data: Evaluated at Eye Center 03/09/2021 and was diagnosed 
with stroke in right eye. Evaluated by retinal specialist 03/11/2021. Fluorescein 
scan of vessels revealed near blockage of right eye central vein. Treatment 
was given with injection of avastin, vascular endothelial growth factor inhibitor. 
Vision has improved but not back to baseline.
Write-up: Approximately a week after vaccination, developed vision problems 
with blue lights in right eye, followed by deteriorating vision 7 to 10 days after 
vaccination. 03/09/2021 was diagnosed with central retinal vein occlusion.

Central retinal vein 
occlusion 

1109669 2/25 54 M Ny 10 Other Medications: None
Current Illness: None
Preexisting Conditions: HTN
Allergies: lisinopril
Diagnostic Lab Data: tropinin $g30,000 bilirubin 3.2, ekg with acute stemi. cxr 
normal
Write-up: Pt presented to the er on 3/12/2021 with c/o 5 days of worsening 
chest pain and sob. found to have a inferior STEMI and transported to different 
hospital for urgent angiogram. acute lateral MI found on angio resulting in 
placement of drug eluding stent

Stemi

1109667 3/11 73 F Wa 1 Other Medications: ibuprofen had just stopped amoxicillin day prior oral 
estrogen levothyroxine
Current Illness: back pain some mild headaches
Preexisting Conditions: hypothyroidism
Allergies: none prior
Diagnostic Lab Data: MRI brain - no acute stroke, no temporal lobe lesions to 
suggest HSE CSF studies - ~ 65 WBCs, 3 RBCs, protein 63, and glucose 50. 
Diff showed 47% lymphs, 29 monos, and 20% eosinophils. CSF ME PCR panel 
was negative. Cryptococcus Antigen was negative. CSF culture was negative. 
Blood cultures - negative
Write-up: The day after the vaccine the patient had facial swelling and rash. 
Two days after the vaccine she awoke with aphasia. MRI of the brain was 
negative for stroke or obvious encephalitis. Then lumbar puncture showed an 
eosinophilic pleocytosis

Eosinophilic 
pleocytosis; facial 
swelling, aphasia, 
rash

1109662 2/19 67 F Mi 1 Other Medications: Alendronate, Cetirizine, Buspirone, Vit D3, Hair, Skin and 
Nails supp
Current Illness: none
Preexisting Conditions: none
Allergies: Sulfa
Diagnostic Lab Data: No test or Labs were done
Write-up: My entire upper left arm and shoulder/neck radiate with pain. I am 
unable to rotate or flex my arm without severe and radiant pain. My arm is weak 
and cannot raise, lift or rotate it above the elbow. Very difficult to maintain sleep 
with a throbbing arm. I have been taking Alleve and it helps but the pain is still 
there just milder. Muscles are not sore but something is aching deep in bone/
joints. I went to the Kinesiologist who told me the rotor cuff is the issue. He did 
an pressure point "adjustment" and the pain subsided for a day or two and now 
I''m back to being in pain during any level of movement again. I believe that my 
injection was given too high in my shoulder and caused SIRVA.

Shoulder/arm/neck 
pain, decreased 
ROM

1109637 3/3 61 F Wa 0 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: sulfa
Diagnostic Lab Data: 3/5/2021 CT head and head/neck angiogram
Write-up: acute subdural hemorrhage (presented as word finding difficulty and 
confusion for 2 days per son who convinced his mother to come in to ED)

Subdural 
hemorrhage 

1109614 3/12 70 M Nc 4 Preexisting Conditions: chronic kidney disease (stage unknown), stroke, 
diabetes, hypertension, pituitary tumor s/p transphenoidal surgery
Diagnostic Lab Data: BUN 73, Creatinine 8.24. Head CT scan showed known 
old pituitary mass. Neurosurgery gave opinion that known mass unlikely to be 
contributory.
Write-up: Presented with *acute sudden sensorineural hearing loss*, 
dehydration, poor appetite, and hypovolemic shock. Admitted to ICU for blood 
pressure support unresponsive to IV fluids. Given IV fluids and blood pressure 
support medicines in ICU, significant medical improvement after about 24 hours. 
His sensorineural hearing loss recovered after about 24 hours of rehydration. 
Workup for infection unremarkable.

Sudden 
sensorineural 
hearing loss, 
hypovolemic shock, 
aki

1109478 2/24 69 F Ca 1 Diagnostic Lab Data: MRI and CT scan showing the stroke and blood tests
Write-up: 2/25 woke up at 7:30 a.m. with fever, chills, and severe body aches 
all day 2/26 same as previous day plus lethargy 2/27 woke up at 3:30 a.m. with 
SEVERE headache and partial loss of vision Went to ER and they diagnosed 
me with a moderate stroke and mild cognitive issues with right hemisphere 
vision loss in both eyes.

Cva causing R 
hemianopsia

1109460 3/12 37 M Nh 3 Other Medications: depo Testosterone straterra biagra
Current Illness: none
Preexisting Conditions: Myocarditis x 2 Ptsd TBI Hypo gonadism
Allergies: none
Diagnostic Lab Data: Cardiac labs
Write-up: Headache Five days Elevated Troponin Myocarditis

Myocarditis (h/o 
myocarditis)

1109385 3/11 40 M Wi 4 Appendicitis Appendicitis J

1109382 3/12 42 M Ny 0 Acute cholecystitis Cholecystitis 

1109378 2/24 59 F Md 2 Other Medications: Vitamins
Current Illness: slightly elevated blood pressure
Preexisting Conditions: None
Allergies: Gluten and lactaid
Diagnostic Lab Data: Neurologist and Cardiologist consultation Lab tests 
including MRI, CTscan, ECG, EKG, Blood test
Write-up: I tested positive for Covid on November 11th 2020, and was 
asymptomatic. Within 48 hrs of getting the vaccine both my right hand and right 
leg started tingling and I had pins and needles sensation. I also woke up in the 
middle of the night with immense night sweating. My arm started becoming 
numb and cold. I talked to a doctor and she suggested I go to the ER right away 
as this could be indicative of a minor stroke. I was admitted in the hospital as 
they needed to run several tests. I spoke with other doctors who suggested not 
taking the 2nd shot as it could make matters worse. So I opted out of taking the 
2nd jab. I wonder if there is any study about adverse reaction for former Covid 
positive people and if they are better of only taking the 1st jab. Another Covid 
positive friend also had a similar reaction after the 1st jab. His right side of 
face became numb

Unilat arm and leg 
paresthesias 

1109364 3/5 65 F Il 5 Bell’s palsy (h/o Bell’s palsy 2005) Bell’s palsy 

1109322 2/5 54 F Ny 38 Other Medications: Lamictal and lexapro
Current Illness: None
Preexisting Conditions: Depression, svt, afib, vertigo, osteoarthritis
Allergies: None
Diagnostic Lab Data: I am scheduled for a labryinthectomy the week of March 
22, 2021 at Hospital. My physician stated that I may be hospitalized overnight 
and is recommending one month of physicial therapy following the procedure to 
address any residual dizziness.
Write-up: On March 16, I was sitting in a chair next to my kitchen counter when 
I felt like my body was being thrown. My head was thrown forward and I hit the 
counter hard and sustained a large contusion above my left eye. The room was 
spinning and I was dizzy for the next few hours. I never lost consciousness but 
had no control of my body for the few seconds of the episode. The episode was 
sudden and violent and I was just sitting when it happened. I spoke with my 
physician who diagnosed me with having experienced a Tumarkin otolithic 
crisis. He has instructed me to wear a helmet and not to leave my home. He is 
also recommending that I have a labyrinthectomy to treat the symptoms. While I 
have a history of vertigo, I have not had any dizziness for more than a year. I 
now feel dizzy on and off most of the day.

Tumarkin otolithic 
crisis (drop attack), 
vertigo (h/o vertigo)

1109297 2/21 70 M Pa 3 Other Medications: Aspirin 81 mg daily, dofetilide 500 mcg twice daily, 
apixaban 5 mg twice daily, lisinopril 5 mg daily, rosuvastatin 40 mg daily
Current Illness: Left knee replacement on 1/7/2021
Preexisting Conditions: Coronary artery disease with right coronary artery 
stent placement in 2018, paroxysmal atrial fibrillation with history of pulmonary 
vein isolation in 2019, hypertension, mixed hypercholesterolemia, iron 
deficiency anemia, history of bilateral hip replacement
Allergies: No known allergies
Diagnostic Lab Data: 3/8/2021: 2 view CXR 3/9/2021: COVID swab negative 
3/16/2021: respiratory virus detection panel (including COVID) negative, urine 
Legionella antigen negative 3/16/2021: 1 view CXR, CTA chest PE with and 
without contrast 3/17/2021: HIV, hepatitis B, hepatitis C, ANA, rheumatoid 
factor, anti-CCP pending 3/17/2021: CT high resolution chest without contrast 
showing reticulation and ground-glass opacities possibly due to NSIP, no 
definite honeycombing however UIP may be a possibility; prior granulomatous 
disease noted in the left lower lobe, left hilum, and spleen; mildly enlarged 
lymph node in the left mediastinum with no associated findings noted
Write-up: Patient has a progressive dry cough and dyspnea on exertion that 
started a few days after receiving the second dose of the COVID vaccine. He 
received a 10 day course of doxycycline for CAP as an outpatient without any 
improvement, hence he was admitted to the hospital for further workup. CT 
scan was performed revealing findings concerning for ILD. Of note a CT done in 
2018 shows some possible early signs of ILD. Pulmonology is seeing the 
patient and he was started on steroids today (3/17/2021).

Interstitial lung dz

1109279 2/23 59 M Oh 13 Other Medications: Lipitor
Current Illness: none
Preexisting Conditions: None
Allergies: Penicillin
Diagnostic Lab Data: Stroke tests (MRI, EKG, etc) performed at hospital on 
8-9 Mar 2021
Write-up: dose#2– 2/23; Dizziness that afternoon. On 8 Mar 2021 experienced 
extreme dizziness. Call 911. Dx: brain stem stroke.

Brainstem cva

1109272 3/8 44 M Tx 3 Other Medications: Levothyroxine Sodium 175 MCG Tabs BC HEADACHE 
POWDER OR FLONASE NA
Current Illness: post op right knee tibial tubercle excision with patellar tendon 
repair 12/2/2020
Preexisting Conditions: Abscess of forearm (March 2010), Family history of 
colon cancer in father (1987), Genital herpes in men (Summer 2008), Graves'' 
disease (2009), Hand injury (2007), Hyperlipidemia (since age 30''s), Lipoma of 
neck, Sleep apnea, and Unspecified chlamydial infection (12/8/2007).
Allergies: He is allergic to theraflu flu-cold [chlorphen-pseudoephed-apap], 
codeine, penicillins, and tylenol.
Diagnostic Lab Data: CT chest Echo Doppler US all on 3/11
Write-up: pulmonary embolus onset 3 days post 1st dose

Pe

1109241 3/3 69 F La 7 Patient developed pneumonia exactly 1 week after second dose. She had no 
issues before the shot, but had a high fever and breathing issues 1 week 
afterwards which was found to be pneumonia. While she is unsure if it is a result 
of the vaccination, she reported to the pharmacy and asked us to report to the 
manufacturer.

Pneumonia 

1109222 3/10 67 M Tx 1 Other Medications: Levothyroxine 175 MG
Current Illness: None
Preexisting Conditions: thyroid condition (since early 1990''s)
Allergies: Codeine
Diagnostic Lab Data: All necessary tests were performed on 3/11/2021 at the 
Hospital. I had 100% blockage in an inferior artery.
Write-up: I suffered a heart attack on March 11, 2021, at approx 145pm, while 
sitting at my desk - WFH. My symptoms were sweats, nausea, followed by 
chest pains beginning on the left side of my chest; sweats and nausea subsided 
for approx 1 hr, returning again, followed by chest pains radiating the across the 
full chest approx. I left my desk at the onset to wash my face, returning to my 
desk to talk a scheduled phone call at 2pm, lasting until 3pm. I left desk to walk 
outside to take in some fresh air, my wife ask me if I was ok, I said no. She ask 
if I was having a heart attack, to which I replied, I don''t know. shortly there after 
we left for the ER at arriving approx 4pm. At that point ER staff did a quick 
assessment, taking me to an ER patient room where i was advised by the 
attending Dr that they thought I was having a heart attack. Shortly thereafter I 
was taken to the Cath lab where a stent was inserted and then taken to ICU. 
Where I remained until I was released on 3/12/2021 at 3pm. There was no 
detectable heart damage and I was placed a regime of blood thinner, a beta 
blocker and cholesterol med. I do not have high blood pressure, high 
cholesterol or history of heart problems. My last physical was Feb 2021.

MI

1109091 1/9 49 F Mn 2 Other Medications: multi-vitamin; zinc; vit c
Current Illness: no
Preexisting Conditions: no
Allergies: no
Diagnostic Lab Data: CT Scan - thought it was diverticulitis ; coming up I have 
a colonoscopy
CDC Split Type: vsafe
Write-up: I started having cramping on the 11th, and then that got better. On 
the 14th, I started having bloody stools. I ended up in the hospital starting on 
15th - 18th. GI Bleed - It was a lower one. Treatments - Put me on antibiotics 
and I had to get two or three units of blood. Had a follow up with doctor - 
roughly, Feb 5.

Lower GI bleed 

1109036 3/4 59 F Ha 1 Other Medications: Phenazopyridine 200 mg tid prn painful urination, 
Cetirizine 10 mg daily
Current Illness: 2/19/2021 finger laceration seen in ED, Td updated
Preexisting Conditions: reportedly hypertension on and off for years, no 
documentation of other meds
Allergies: Codeine and penicillin
Diagnostic Lab Data: BP is 260/180. Per nurse, patient received 2nd dose of 
the covid-19 vaccines yesterday 3/4/21. CT the head demonstrated cerebellar 
hemorrhage/hematoma
Write-up: History provided by: Nurse; Patient is a 59 year old female with 
history of HTN presents to the emergency department with complaints of htn 
urgency with associated severe dizziness, headache, and vomiting. Per EMS, 
patient was at home sitting in her driveway when neighbors found her 
complaining of dizziness and headache. x1 emesis noted prior to arrival. When 
EMS arrived to the scene patient''s BP 200s systolic. Upon arrival patient''s BP 
is 260/180. Per nurse, patient received 2nd dose of the covid-19 vaccines 
yesterday 3/4/21. CT the head demonstrated cerebellar hemorrhage/hematoma 
in the patient was intubated for airway protection. She was placed on a 
nicardipine drip. During my exam the patient she had had to be intubated and 
was complaining of dizziness nausea and vomiting. She had been feeling this 
way the majority of the morning and they had never experienced these 
symptoms before.

Htn emergency 
(260/180), 
cerebellar 
hemorrhage 

1109011 3/1 40 M Ny 0 NSTEMI, possible myocarditis on MRI Nstemi, poss 
myocarditis 

1108941 2/20 72 F Co 1 Preexisting Conditions: home bipap
Allergies: morphine, diazepam, hydrocodone, depakote
Write-up: Presents to ED ~9 days after covid vaccine. Next day had fever, 
cough, muscle aches, diarrhea. Symptoms have persisted. Admitted for 
respiratory failure and possible pneumonia. D-dimer elevated, covid test 
negative, CTA chest negative for PE. D/C''d home after 1 week.

Resp failure, cov- 
pneumonia 

1108939 3/12 75 F U 2 Other Medications: Prozac, pantoprazole, Vesicare, Ropinirole, B12, Vit D3, 
Omega 3, CBD oil topical,
Current Illness: None
Preexisting Conditions: Restless leg syndrome, Obesity, Hyperlipidemia, 
GERD, depression
Allergies: Tylenol PM causes hyperactivity
Diagnostic Lab Data: Troponin negative ,CMP negative except BUN 25, Cr 
1.01 glucose 111, CRP 2.4, CPK 165, CBC negative , PT/PTT negative, CT 
brain negative, MRI- small acute infarct Right frontal region.
Write-up: Reported to ER 3/14 with left facial numbness and left arm 
weakness, Labs, Chest x--ray and Ct brain completed, transferred to higher 
level care facility, Echo/MRI brain completed 3/15 with noted small acute infarct 
Right frontal region, facial numbness resolved, Right arm weakness continues 
but improving, PT/OT exercises given, Discharged 3/16 to home

R frontal cva

1108914 3/8 62 F Oh 1 Bell’s palsy Bell’s palsy 

1108913 2/22 66 M Sc 13 perforated appendicitis, feculent peritonitis, open ileocecectomy perforated 
appendicitis, 
feculent peritonitis, 
open ileocecectomy

1108903 2/19 74 M Ca 25 Preexisting Conditions: TYPE 2 DIABETES
Allergies: PENICILLIN
Diagnostic Lab Data: unknown
Write-up: Pharmacy staff tried to contact patient to confirm appointment for 
second dose. Patient''s sister answered the phone and stated that the patient 
had a stroke on 03-16-2021, that he was in the hospital. She could not discuss it 
further because the patient''s mother was next to her, and did not know that her 
son went to hospital. Patient''s mother received vaccine the same day.

Cva

1108902 2/7 55 M Ca 3 Other Medications: Valsartan 320 MG
Current Illness: None
Preexisting Conditions: High Blood Pressure
Allergies: None
Diagnostic Lab Data: All Blood work and physical was conducted my Dr at 
Facility and 2 checkups by my ENT doctor.
Write-up: After taking the 1 shot of the Vaccine I developed very loud ringing of 
the both ears with a 10,000 Hz frequency. The ring has not stopped since 
getting the 1 st shot . I saw my Primary doctor and did all my blood work wand 
checkup and everything came back normal and refereed me to a ENT doctor 
Facility. He said everything look normal and said it must be the Vaccine that 
caused the Tinnitus.

Tinnitus 

1108893 3/3 54 M Ky 3 Other Medications: Toprol XL, Ezitembe, Fluvoxamine, Atorvistatin, Aspirin, 
Verapimil
Current Illness: None
Preexisting Conditions: Coronary artery disease
Allergies: None
Diagnostic Lab Data: ENT visit: 3-8-2021 ENT visit: 3-15-2021 Family MD 
consult: 3-17-2021 No specific vaccine testing
Write-up: Severe elevation of tinnitus starting on 4th day and lasting for 8 days/
Disabling event. Back to work now, but still experiencing symptoms.

Tinnitus 

1108886 1/20 89 F Al 54 Breakthrough covid (3/15) Breakthrough covid

1108885 3/3 53 F Mn 11 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Had 2-3 MRI. The results are that she had a stroke . 
There were no obvious clots etc. Dr. Described it as acute onset paralysis. 
Blood work
Write-up: 12 hours after receiving a shot I woke up from a sleep and when I 
went to walk her right leg collapsed under her. She hit her head at that point. 
Her leg remained unable to bear weight and Monday morning we went to the 
emergency room where they diagnosed her with a stroke. Her right leg is 
paralyzed and her right side weak.

Cva

1108811 3/2 61 M U 1 Preexisting Conditions: ESRD on HD, T2DM, CHF, HTN, ischemic 
cardiomyopathy
Allergies: NKDA
Diagnostic Lab Data: 
Write-up: Pt completed his COVID-19 vaccine series, receiving the second 
vaccine 4 weeks after the first vaccine. Each time the patient received the 
vaccine, he presented to the emergency department the following day with the 
following signs and symptoms: AMS, tachycardia, fever (Tmax 104.5), lactic 
acid 3.8, CRP 1.65, CPK 298, Troponin T 0.107, WBC WNL.

AMS, elev lactic 
acid and CPK

1108805 3/3 31 29w Va 8 Other Medications: Sertraline 100 mg, vitamin D 5000 IU, omeprazole, 
bonjesta, prenatal vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: 28 weeks 6 days pregnant, Preterm rupture of the membrane. 
Admitted to the hospital at 29 weeks. Delivered at 29 weeks 4 days. Pregnancy 
was an IVF pregnancy with no other complications. Baby delivered on 3/16 and 
weighed 3 pounds 7 ounces.

PPROM (29w)

1108761 3/11 75 F Pa 2 Other Medications: none
Current Illness: none
Preexisting Conditions: COVID-19 infection in December 2020
Allergies: gluten
Diagnostic Lab Data: CT chest 3/16 confirming extensive bilateral PE
Write-up: bilateral pulmonary emboli

Bilat PE

1108734 1/30 80 F Nj 4 Other Medications: Blood pressure medicine
Preexisting Conditions: High Blood Pressure and High Cholesterol
Allergies: Penicillin, naproxen
Write-up: Caused severe dementia symptoms for an active elderly female. 
Female was able to live independently and take care of every day activities, 
such as bills, cooking, cleaning, driving, grocery shopping, e.t.c. After 
vaccination, elderly female had symptoms of rapid dementia. Female needed 
constant supervision daily and was no longer independent. After 6 weeks, 
elderly female is able to continue every day activities with minimal supervision.

New dementia 

1108666 3/10 73 M Mn 2 Appendicitis Appendicitis 

1108656 1/13 70 F Co 1 Other Medications: Levothyroxine Brimonidine Latanoprost Timolol
Preexisting Conditions: Glaucoma Hypothyroidism
Diagnostic Lab Data: ECHO MRI Cardiac Cath Sonogram of heart Lab work
CDC Split Type: vsafe
Write-up: The next day, I had short term memory loss. I went to the hospital, 
and they said I had some type of heart episode. I was taken by ambulance to 
the hospital and was told I had a blood clot in my brain and had suffered a mini 
stroke. I was hospitalized for 4 nights. I was given blood thinner and I improved.

Tia

1108629 2/12 76 M Co 4 Other Medications: Amlodipine Atorvastatin Valsartan
Current Illness: 
Preexisting Conditions: Chronic: Hyperlipidemia, hypertension, BPH, 
prediabetes. PMH of basal cell cancer, abdominal aortic aneurysm
Allergies: NDKA
Diagnostic Lab Data: troponin of 445.36 d-dimer of $g20 with abnormal PE/
DVT index Chest x-ray was negative CT-scan resulted in Large burden of 
thrombus within the right lung. Small amount of thrombus within the left lung
Write-up: dose#2– 2/12; on 2/16, Patient developed shortness of breath upon 
exertion. He had an office visit on 3/3/21 with his PCP where he was found to 
have an elevated d-dimer. He was sent to the ED for a CT-scan that confirmed 
an acute bilateral pulmonary embolism with large burden of thrombus within the 
right lung. He was admitted from 3/3 to 3/11. He underwent a pulmonary arterial 
embolism on 3/5. He was also on a heparin drip while inpatient. He was 
discharged on Eliquis.

Bilat PE w large 
burden of thrombus 
in R lung

1108591 2/24 82 M Mn 0 Other Medications: norvasc, bayer, lipitor,plavix, covaar, fish oil, multivitamin
Current Illness: had cardiac stent placed 1/7/2021
Preexisting Conditions: high blood pressure-under control
Allergies: none
Diagnostic Lab Data: MRI 2/25/2021, EKG and bloodwork 2/25/2021,
Write-up: patient experienced TMI *(TIA) approx 2 hours post vacc presented 
with loss of balance and listed to right. diagnosed by MRI the next day.

TIA

1108568 3/4 69 F Fl 1 Other Medications: Tramadol 50 Mg Almodipine 10 Mg. Mobid 7.5 mg 
Hydroclordiazide 12.5 mg Alprazaolom 0.25 mg Womans VItamins
Preexisting Conditions: Pain in back from back surgery High Blood Pressure - 
controlled with medication
Allergies: Shellfish
Diagnostic Lab Data: EKG Echo Stress Test Labs
Write-up: Day after 2nd injection my blood pressure skyrockets to 200/104 with 
chest pressure. Admitted to medical center. All heart tests EKG, Echo and 
Stress Test came back normal.

Hypertensive 
urgency 

1108531 3/4 65 F Ms 2 Other Medications: Trelegy ellipta 1 inhalation daily Albuterol HFA 1 inhalation 
PRN
Preexisting Conditions: COPD HTN HLD
Allergies: Buspar Simvastatin Codeine Amoxicillin
Diagnostic Lab Data: 
Write-up: Patient was noted to have abrupt respiratory failure 2 days after 
taking the 1st dose. The patient was admitted to the hospital for acute 
respiratory failure with hypoxemia secondary to acute CHF exacerbation. The 
patient had a transthoracic echocardiogram performed 2 weeks prior to 
hospitalization that was noted to show a left ventricular ejection fraction of 
60-65%. At the hospitalization, her left ventricular ejection fraction was noted to 
decrease to 25-30%. Left heart catheterization was performed and showed no 
signs of ischemic heart disease (coronary artery disease). Patient was started 
on Entresto 24/26mg PO BID and Toprol XL 50mg PO daily and was diuresed 
with Bumex 1mg IV daily and was noted to have improvement in respiratory 
symptoms for which she was weaned off of BiPAP 15/5 with FiO2 of 50% down 
to room air. Patient had repeat transthoracic echocardiogram ordered prior to 
discharge and was noted to have an improvement in left ventricular ejection 
fraction to 48% prior to discharge. The only change was that the patient had the 
COVID-19 vaccination. Patient does not have any history of coronary artery 
disease or heart failure. Patient was worked up extensively for other etiologies 
of heart failure and none were found.

acute respiratory 
failure with 
hypoxemia 
secondary to acute 
CHF exacerbation; 
EF 25-30%, then 
improved (poss 
myopericarditis?)

1108512 2/22 70 F Nm 9 Other Medications: none reported
Current Illness: none reported
Preexisting Conditions: History of HTN, Bladder Prolapse (with pessary), HRT
Allergies: no food or drug allergies reported
Diagnostic Lab Data: 3/17/21 D-Dimer 2310 Eosinophils 2.0 VQ scan pending 
awaiting transport 3/16/21 elevated LFT Sed 44 Eosinophils 1.6 more labs avail. 
if need
Write-up: She is very active in her daily life as she continues to train race 
horses. She reports she had been feeling well. Dose#2– 2/22/2021. On 
3/3/2021 she began feeling achy, foods no longer tasted good to her, over the 
next day or so she developed nausea with dry heaves, diarrhea, and burning 
with urination. She then stopped eating. She has a dry non-productive cough. 
She denies any melena, hematochezia, hematemesis, chest pain, fevers, chills, 
shortness of breath. She is now complaining of generalized weakness. She 
denies any abdominal pain, but admits to some tenderness in the right side of 
her back. She denies any known ill contacts. She and her Husband mostly stay 
at home since COVID began. She reports they have not even traveled with the 
horses since COVID started. 3/15/21 In the ED she was found to have a right 
pyelonephritis, acute kidney injury, elevated LFT''s, leukocytosis. She had an 
abdominal CT that showed concern for dilated CBD. She went later for a 
gallbladder US. This showed no dilations of CBD. 3/16/2021: Today there was a 
significant improvement in leukocytes. Her blood pressure has dropped and is 
low to low normal. She continues to feel generalized weakness. She is eating 
ice chips and tried a jello this morning that she has kept down. She denies any 
further diarrhea or active vomiting overnight. She denies any abdominal pain, 
but does have tenderness to the epigastric area with palpation. Creatinine is 
unchanged this morning. I gave an IV fluid bolus this morning to support BP. 
She does continue to have the dry cough. She reports she had a rash to her 
right arm around the COVID injection site that was itchy for a couple of days. It 
has resolved. She denies any other rashes, joint inflammation or redness. She 
denies any shortness of breath. Eosinophilia, with 1600 AEC. Concerning for 
possible delayed hypersensitivity to COVID vaccine. Will continue to trend. 
Cough non-productive. Continue to monitor respiratory status/sx. CRP. LDH, 
ESR, and CRP added on to labs. Will draw D-dimer tomorrow morning as well.

Pyelonephritis, aki, 
elev LFTs, 
eosinophilia (1600 
AEC); poss delayed 
hypersensitivity to 
vax

1108476 2/6 86 M U 4 10 Dose#1– 2/6/21, per daughter''s report patient became ill 3 days later (cough) 
and was taken to local hospital and was discharged with diagnosis of CAP, 
NSTEMI and acute on chronic CHF exacerbation. Discharged home on 
hospice where he passed away at home on 2/20/21.

CAP, nstemi, acute 
on chronic CHF 
exacerbation 

1108465 3/11 50 F Ut 1 Heart was in A-fib, blood clot formed and had a Left Posterior Parietal Stroke A fib, thrombotic L 
posterior parietal 
Cva 

J

1108442 3/11 73 M Nh 0 Other Medications: Bupropion Asa Vit D Xyzal Famotidine
Current Illness: None
Preexisting Conditions: Depression
Allergies: GI intolerance to Erythromycin Seasonal allergens
Diagnostic Lab Data: Ekg Cat scan, dissection protocol
Write-up: Hospitalization pleurisy with Extreme pain upon breathing. Controlled 
with intravenous narcotics, oral agents at discharge Intermittent Atrial fibrillation

New onset a fib 

1108439 2/19 69 M Az 17 Other Medications: Metoprolol Succinate 50mg, Irbesartan 300mg, Amlodipine 
Besylate 5mg
Current Illness: None
Preexisting Conditions: High Blood Pressure
Allergies: None
Write-up: Acute Embolic Stroke

Embolic cva

1108389 2/25 70 F Nc 16 Other Medications: 3 Blood Pressure Medications Fibromyalgia Medication
Current Illness: None
Preexisting Conditions: Fibromyalgia, degenerative disc disease, high blood 
pressure
Allergies: latex, hydrocodone
Diagnostic Lab Data: EKG- normal (3/15/21) CT Scan (3/15/21) Shows fluid 
around the heart and in the lungs High Liver Enzymes
Write-up: Two weeks later, patient started to have a high fever, body aches all 
over, coughing, congestion, and oxygen levels would not remain stable. On 3/15 
she was admitted the hospital. She is still currently in the hospital and her blood 
oxygen levels remain around 80. She has fluid in her lungs and around her 
heart. Her liver enzymes remain highly elevated.

Pulm edema, 
pericardial effusion, 
elev LFTs

1108377 2/17 62 F Ut 6 Other Medications: Levetiracetam 2000 mg bid, Baclofen 5mg bid, 
Methylphenidate 2 mg qam, Simvastatin 20 mg qhs, Meloxicam 15 mg qam, 
Latanoprost 1 drop each eye qhs, Centrum Silver Multivitamin qam
Preexisting Conditions: Brain Cancer
Allergies: MRI contrast
Write-up: Started seeing her eye become bug eyes and hurting started to slur 
speech and not able to walk. Called her neuro doctor on 3-1-21 he said to take 
her to the eye doctor so I did. They told me her eyes are dry to put eye drops in. 
Called her neuro next day he told me to take her to the ER. They diagnosed her 
with Graves Disease and now she is showing symptoms of Graves Disease. 
She has never had any problem with her Thyroid. Had blood work done 
back on Jan 20th 2021

Grave’s dz

1108374 3/9 91 F Ma 1 found passed out on the floor by a friend. The ambulance was called. She was 
hospitalized for 24 hours and treated for dehydration. She had fever and 
diarrhea.

Syncope next day 
due to dehydration 
from diarrhea 

1108287 3/1 81 F Fl 2 Dose#2– 3/1; reports fever and lethargy for 3 days. Two days post dose, patient 
complained of her left leg hurting to her daughter. Daughter inspected leg and 
did not notice any swelling or warmth. Two days after that symptom started (4 
days post dose), patient''s leg felt better but she now had shortness of breath 
which she claims worsened for two weeks before presenting to the hospital 
where patient was diagnosed with a pulmonary embolism.

PE

1108154 3/8 85 F Md 0 Other Medications: Carvedilol Ramipril Apixaban Aspirin Atorvastatin 
Levothyroxine Methylprednisolone
Preexisting Conditions: High blood pressure Pacemaker
Diagnostic Lab Data: Cardioversion was performed on 3/15
Write-up: Loss of feeling in right arm within 10 mins and arm turned white/
black. Had chills nausea and fatigue **diagnosed a few days later with Atrial 
Fibrillation with rapid ventricular response

A fib w RVR

1108134 3/2 66 F Ma 0 Other Medications: 1. Simvastatin 20 mg PO QPM 2. Levothyroxine Sodium 
50 mcg PO DAILY
Current Illness: None
Preexisting Conditions: Hypothyroidism HLD Gallstones Breast cancer 
Psoriasis Idiopathic urticaria Osteopenia
Allergies: Prior allergic reaction to unknown seasonal vaccine while overseas 
in 2013 Sulfa (Sulfonamide Antibiotics)
Write-up: The evening after patient received vaccine, she started to develop 
low grade fever and urticarial rash at the vaccine site. The urticaria improved 
the following day, as did the fevers. Then 3/5, the fevers started again, several 
times per day, as high as 102 at home. In association with the fever she has 
had some mild nausea, x1 non-bloody emesis last night, as well as rigors/night 
sweats. She went to urgent care and eventually was admitted to the hospital for 
the following 9 days. During this admission, she continued to have fevers 
intermittently as high as ~103. She also developed more generalized urticarial 
rash (worst on trunk), and lab abnormalities including low platelets and elevated 
liver function tests. She had extensive testing, ultimately determined likely 
vaccine reaction, started on prednisone 40 daily and improved for discharge to 
home on 3/17 without fevers x48 hours and with improving labs.

Generalized 
urticarial rash

1108122 2/18 77 M Nh 15 Other Medications: Simvastatin 20mg qhs, Aspirin 81mg daily, HCTZ 25mg 
BID, Tamsulosin 0.4mg daily, Potassium Citrate 15mEq ER 2 tabs BID
Allergies: Bactrim - Rash
Write-up: Patient awoke the morning of March 5th feeling weak, fatigued, and 
unsteady. He went to his primary care provider 5 days later on the 10th of 
March, as his symptoms were not improving. He told his PCP there that the past 
few days he was suffering from unsteady gait, walking around like he’s "drunk", 
and bouncing off walls. It was thought his symptoms were caused by a low 
serum potassium value, so he was given a rx for potassium. 3 days later the 
patient presented to the emergency room where his problems persisted. He was 
still having trouble keeping balance when he walked around. One of the 
providers treating him reached out to neurology, who recommended that the 
patient be started on high dose steroids followed by a prednisone taper for 
transverse myelitis, The patient was then admitted and treated at Hospital.

Transverse myelitis, 
hypoK

1108097 3/9 40 M Mi 0 Other Medications: Dulera inhaler
Current Illness: None
Preexisting Conditions: Reactive airway disease (RAD)
Allergies: NKA
Diagnostic Lab Data: 3/14: U/A + ketones, protein, mucus and urobilinogen. 
LFTs: TP 6.3, total bilirubin 2.09, direct bilirubin 0.38, indirect bilirubin 1.71. 
Lipase and CBC with Diff were both within defined/normal limits. CT abdomen/
pelvis significant for inflamed appendix, appendicoliths, free fluid in the pelvis, 
and small right pleural effusion with compressive atelectasis.
Write-up: Pt''s significant other called nurse triage line on 3/14, stated that 
patient had not been eating since his second dose of the COVID vaccine and 
was having severe abdominal pain and was "doubled over in a fetal position 
and sweating profusely." Triage advised them to call EMS. Patient presented at 
the emergency department an hour later, was diagnosed with acute 
appendicitis, and was admitted to general surgery. Laparoscopic appendectomy 
was completed on 3/14 with successful removal of "acute gangrenous, 
perforated appendix" and patient was discharged home the same day with no 
complications.

Acute gangrenous 
perforated 
appendicitis 

1108090 2/25 72 F Ca 14 Other Medications: Levothyroxine, Estrace, Advair, Chlortrimeton, Proair, 
Melatonin
Current Illness: None
Preexisting Conditions: History of asthma, allergies History of Factor XI 
deficiency Hypothyroidism Urticaria
Allergies: No known
Diagnostic Lab Data: WBC 4.5, hgb 11.1, plt 8 on 3/16. On repeat in the ER, 
WBC 3.8, hgb 9.6, plt 5
Write-up: dose#1– 1/28; dose#2– 2/25. Developed epistaxis on 3/11. On 3/12 
noted petechiae then on 3/13 awoke with spontaneous periorbital hematoma. 
Evaluated on 3/16, platelets 8.

Thrombocytopenia 
(plt 5K), epistaxis, 
petechiae, 
spontaneous 
periorbital 
hematoma 

1108059 3/14 59 F Az 0 Other Medications: asa, lipitor, metformin, metoprolol succ, pantoprazole, 
insulin detemir, propafenone, effexor
Preexisting Conditions: Diabetes II, CAD, HTN, hyperlipidemia, paroxysmal 
afib s/p atrial appendage ligation, GERD, mitral valve disease, anxiety, 
depression, GERD, iron deficiency anemia,
Allergies: None
Write-up: afib and palpitation beginning evening of vaccine

Exacerbation of a 
fib 

1108029 3/16 48 M In 0 Other Medications: No home medications
Current Illness: No reported illness
Preexisting Conditions: No comorbidities
Allergies: No known drug allergies, No known food allergies
Diagnostic Lab Data: SARS-COV-2AG (-) Negative
Write-up: 48-year-old male who received his Covid vaccine states that he 
waited the mandatory 15 minutes and actually stayed over a few extra minutes 
after the vaccine and felt fine got in his car and decided to attempt to drive 
home when he was driving he became somewhat sweaty diaphoretic and felt 
lightheaded states that he thought himself he should probably pull over but 
proceeded to continue driving for short distance until he states the last thing he 
remembers was thinking he needed to merge into this traffic and then the next 
thing he knows he woke up to the onstar representative asking if he is okay he 
noted that he had struck a tree when EMS arrived the patient was 
approximately quarter of a mile into a field and then struck a tree. The patient 
states he was ambulatory at the scene he was having right-sided chest wall 
pain especially with movement or breathing he is noted to have seatbelt sign to 
that side. The patient denies being on blood thinners denies any other 
complaints at this time. Restraints: air bag deployed, lap and shoulder. Do to the 
severity of his syncope, he was admitted for observation overnight.

Syncope causing 
MVA immediately 
following vax

1107967 3/8 57 F Sc 2 Other Medications: Ibuphrofen
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: CAT scan, MRI, Blood Test
Write-up: Dose#1– March 8, 11:15. Second day after : chills, headache, fever, 
nausea, body aches. Second day 7:00am woke to Vertigo ( side to side), 
Migraine and tingling through my body (like electricity) to my extremities. I had 
had Covid at the end of November. I had a TDAP vaccine on 02/16/2021. All 
within the guidelines laid out for the Vaccine.

Vertigo, migraine, 
paresthesias 

1107944 1/22 35 12w Tx 14 Other Medications: Labetalol 200 mg
Current Illness: No
Preexisting Conditions: High blood pressure
Allergies: No
Diagnostic Lab Data: Sonogram, Bloodwork ABG level
CDC Split Type: vsafe
Write-up: After Dose1 I was 10 weeks pregnant went to doctor for sonogram. I 
went to doctor heart rate 160 doctor stated everything was fine I could start 
telling everyone I was pregnant. On 2/5 I started having a miscarriage the fetus 
was 12 weeks. My blood work was good no abnormalities from the enzymes.
(estimated of delivery 8/17/2021)

Miscarriage 

1107903 3/5 80 F Md 10 Preexisting Conditions: CHF, diabetes, aortic valve replacement
Write-up: 03/15/2021: Presented to the emergency department with worsening 
lower extremity edema and dyspnea on exertion. The patient was admitted for a 
congestive heart failure exacerbation for IV diuretics. Patient currently still 
admitted and now having lower GI bleeding on a heparin infusion.

CHF exacerbation, 
lower GI bleed 

1107887 3/5 61 F Ma 9 Other Medications: amlodipine, Vitamin D3, glipizide, Basaglar insulin, 
ketoconazole cream, lisinopril, metformin, nystatin powder, crestor, synthroid
Current Illness: none
Preexisting Conditions: Diabetes, high cholesterol, hypertension, OSA, 
hypothyroidism
Allergies: none
Diagnostic Lab Data: Platelets 32,000 on 3/16/2021 CT for adrenal mass and 
SAH on 3/16/2021
Write-up: weakness, nausea, dry heaving, abdominal cramping and headache 
for a 2 day duration. Abdominal CT showed 5 cm left adrenal mass consistent 
with acute adrenal hemorrhage. Platelets were 32,000 on admission. On the 
evening, the patient had a change in mental status; head CT revealed acute 
subarachnoid hemorrhage and small intraparenchymal hemorrhage.

Adrenal 
hemorrhage, SAH, 
intraparenchymal 
hemorrhage, 
thrombocytopenia 
(plt 32K)

J

1107881 3/13 82 M Pa 0 Other Medications: metoprolol, carbidopa/levodopa, Amlodipine-Valsartan, 
Singular, aspirin 81mg, finasteride, Colace
Current Illness: no
Preexisting Conditions: COPD, Parkinson''s, Hemorrhagic Stroke (2012),
Allergies: sulfa, penicillin
Diagnostic Lab Data: CT MRI Echo EEG Blood Work
Write-up: pt started slurring his words and his face started drooping about 8 
hours after taking the covid vax. pts wife took him to ER. They did a CT which 
did not show a hemorrhage. He was admitted to the floor but had a ''Stroke 
Code'' so was transferred to ICU. Next day he had an MRI which showed he 
had a stroke. The following day he was given another MRI since his symptoms 
were getting worse and it showed additional bleeding. Pt is awake and starting 
to move around some but unable to communicate which speech at this time.

Hemorrhagic cva 
(h/o same in 2012)

1107878 1/28 84 M Md 47 Preexisting Conditions: Diabetes, MI with stent in September 2020
Write-up: 03/16/2021: Presented to the emergency department with substernal 
chest pain/pressure. Patient was admitted for non-ST elevation MI, and 
currently awaiting cardiac catheterization.

Nstemi 

1107808 2/5 83 M Md 36 Preexisting Conditions: COPD on home oxygen
Write-up: 03/13/2021: Presented to the emergency department with cough and 
shortness of breath. The patient was admitted for pneumonia based on CT of 
the chest showing bilateral infiltrate on the upper part mainly on the right side 
along with bilateral pleural effusion mainly on the right. The patient is still 
admitted and has undergone a thoracentesis. Covid-19 negative.

Pneumonia w upper 
bilat infiltrate and 
bilat pleural 
effusion 

1107775 2/25 68 F Md 18 Preexisting Conditions: Diabetes, COPD, HTN
Write-up: 03/15/2021: Presented to the emergency department with left flank 
pain. The patient was admitted with an obstructing kidney stone with associated 
hydronephrosis. The patient had a ureteral stent placed and discharged the next 
day with outpatient follow up.

Obstructive 
nephrolithiasis and 
hydronephrosis

1107771 3/3 68 F Ok 8 Bell’s palsy 

1107752 1/25 49 F Me 7 Other Medications: None
Current Illness: None
Allergies: Iodine contrast, gluten sensitivity, cipro
Diagnostic Lab Data: 3/15/21 Audiology testing confirming low tone hearing 
loss in right ear.
Write-up: Sensorineural hearing loss in right ear which now may be 
progressing to left ear.

Sensorineural 
hearing loss 

1107736 2/10 74 F Md 23 Appendicitis; 10 days later, pelvic abscess Appendicitis, pelvic 
abscess 

1107717 3/4 67 F Mn 4 Preexisting Conditions: seizure disorder
Diagnostic Lab Data: EEG with seizure activity
Write-up: Dose#2– 3/4/2021, days later, the patient experienced increase in her 
baseline auras and seizures, requiring hospitalization for video EEG monitoring 
and titration of her anti-seizure medications. I am reporting this due to the 
temporal correlation.

Sz exacerbation 

1107700 3/5 97 F Md 10 Preexisting Conditions: CHF, diabetes, atrial fibrillation
Write-up: 03/15/2021: Presented to the emergency department with shortness 
of breath and not feeling well. The patient was admitted with pulmonary 
vascular congestion on imaging and UTI. The patient is currently still admitted.

Pulm vascular 
congestion 

1107682 2/27 76 M Fl 17 Other Medications: albuterol lasix metorpololo
Preexisting Conditions: HTN CAD OSA HLD
Allergies: none
Diagnostic Lab Data: Medical center admission for anaphylaxis 2/27/21 and 
with subsequent development of pulmonary embolism on 3/16 with elevated d-
dimer and PE on CTA chest
Write-up: Anaphylaxis Pulmonary embolism

PE

1107643 1/26 46 M Wa 0 Other Medications: Fexofendine, Flo Naze, One A Day Multivitamine for men
Current Illness: N/A
Preexisting Conditions: Allergies to many things (allergy test revealed I was 
allergic to everything they tested me for). I have also had back pain issues for 
11 years, degenerative disc disease.
Allergies: Penicillin, venom from bees and fire ants
Diagnostic Lab Data: I have been getting medical massage, seen a 
chiropractor many times, have seen a doctor, neurosurgeon, and waiting for 
MRI referral currently.
Write-up: Headache within an hour of the shot, left work. Muscle spasms in my 
upper back and neck within 4 hours. Major spasm that prevented me from 
turning my head or laying down at around 6-8 hours. Upper back, neck, and 
muscle pain in my head and jaw continue today (3/17/21) but symptoms are 
slowly decreasing in severity.

Neck, upper back, 
jaw mysc spasms 
(poss dystonic rxn) 
w/in hrs

1107620 3/10 58 F Ca 2 A few hours after receiving the vaccine, I had the muscle pain in my left upper 
arm, as expected. This time it felt a bit different and by the evening, I had my 
daughter check the site because it felt to me as if I had a hard metal plate 
protecting my arm. Everything looked good. The next day the pain continued, 
but it was a bit duller. That evening, however, I woke up with intense shoulder 
pain. I was confused why I was in so much pain. I was on my back and there 
was nothing obstructing my shoulder. When I got up the morning of 3/13, I was 
in intense pain and had limited mobility of my left arm. I took 600 mg of 
ibuprofen, but that didn''t help. I went in to see the doctor and she prescribed 
naproxen and has referred me to physical therapy. In the meantime, I continue 
to be in severe pain and my left arm (dominant arm :() is extremely limited.

Shoulder pain, 
limited ROM

1107611 2/17 75 M Md 26 appendicitis with focal peritonitis appendicitis with 
focal peritonitis

1107565 3/8 18 F Ny 6 Other Medications: cortef 5mg tid florinef 0.5mg bid birth control pill (name 
unknown)
Current Illness: none
Preexisting Conditions: congenital adrenal hyperplasia
Allergies: nka
Diagnostic Lab Data: 03/16/2021 ct pe study: bilateral lower lung pulmonary 
emboli and lower lung patchy infiltrates 03/16/2021: wbc 14.8 03/16/2021: d 
dimer 3970
Write-up: On 3/14/21 patient started with left flank pain that radiated to left 
shoulder and increased pain while taking a deep breath. Mother called on 
3/16/21 and patient was seen in primary clinic for issue. She had labs and xray 
done. Xray showed possible mild opacity in left lower lobe and to do ct scan. Ct 
pe study done same day showing bilateral lower lung pulmonary emboli and 
lower lung patchy infiltrates. Patient’s pain progressively got worsened and was 
seen in the er to be transferred to outgoing facility for care.

Bilat lower lung PE J

1107560 2/23 51 F Ny 5 Appendicitis Appendicitis 

1107545 2/25 77 F Md 16 Preexisting Conditions: thyroid ultrasound examination in 10/2013 which 
identified the presence of nodules in both thyroid lobes; which demonstrated 
stability when compared to a prior study done in 05/2011
Write-up: 03/13/2021: The patient was admitted after she suffered fracture of 
the right lower leg as a result of fall attributed to an episode of vertigo. The 
patient required surgical intervention for her right lower leg. Multiple thyroid 
nodules with associated calcification reported in CT imaging studies of the brain 
and cervical spine during this hospitalization. Review of the patient''s record 
confirms that the nodules were previously reported in thyroid ultrasound studies 
in 10/2013 and 05/2011.

Vertigo, leading to 
fall and leg fracture 

1107538 3/12 63 F Md 1 Other Medications: Hydroxyzine 25 mg 4x day for anxiety sertraline 50 mg for 
depression levothyroxin 88mcg
Current Illness: none
Preexisting Conditions: thyroid
Allergies: none
Diagnostic Lab Data: cat scan- ultra sound blood work, urine test all done by 
Medical Center 3/15/21 to 3/16/21
Write-up: Right side face droop -Hospital stay 2 days . Cleared on own after 4 
days

Bell’s palsy 

1107501 3/14 89 F Ny 1 Other Medications: Rabeprazole, Levothyroxine, Duloxetine, Midodrine, 
Carbidopa, Pravastatin, Amlodipine, Motelukast, Fludrocortisone, Vitamin D, 
MVI
Preexisting Conditions: Hypertension, Hyperlipidemia, Parkinsonism, 
Peripheral Neuropathy, Asthma, Hypothyroidism
Allergies: Shellfish, Penicillin
Write-up: Patient presented initially to the ED with complaint of body aches, 
myalgias, 24 hours following second dose of the Moderna COVID-19 
vaccination. Initial ED workup was unremarkable, including CBC, CMP, 
Troponin, CK, Magnesium, CXR and EKG. Her vitals were normal and she was 
subsequently discharged home with family. She then returned several hours 
later following a witnessed cardiac arrest. She was resuscitated and admitted to 
the ICU intubated and on multiple vasopressors in critical condition.

Cardiac arrest next 
day 

1107489 2/9 70 M Ga 0 Other Medications: Crestor, 20 MG
Current Illness: None
Preexisting Conditions: None
Allergies: sulfur
Diagnostic Lab Data: Echocardiogram, Heart Cath. and numerous EKG.''s
Write-up: Light fever on evening of shot then achiness like flu symptoms, then 
fever spiked during the evening and around 10:00AM on Feb. 10, the fever had 
reached 102. But, by 10:00 PM that evening it was 98.6. I returned to work on 
Feb. 11 and 12. Then on Feb. 13, I developed a severe pain in my chest and 
back area and it persisted all day and thru the night. I could only sleep sitting 
up. The pain was pretty severe when I laid down flat on my back. On Feb. 15 at 
7:00 AM my wife insisted I go to the ER . Initially, their computer showed I had a 
heart attack. So, I was admitted for Observation on Monday evening and Tue. 
morning the Dr. admitted me to the hospital and a heart cath. was conducted 
and ruled out that I had a heart attack, but they are treating me Pericarditis. I 
feel that this is a side effect of the second vaccine since I have NEVER had 
any heart concerns prior to this.

Pericarditis 

1107470 2/17 75 M Md 26 Allergies: History of anaphylactic shock not requiring intubation (unknown 
cause)
Write-up: 03/15/2021: Presented with angioedema and associated throat 
swelling with voice changes. Patient denies taking any medication prior to 
arrival. Patient denies any fever, chills, difficulty swallowing, skin rash, shortness 
of breath. Patient denies any new medication use, soaps, detergent, foods, or 
clothing. Symptoms improved with steroids, antihistamines, and famotidine. 
Patient believed to have acute attack of idiopathic angioedema and has 
outpatient follow up with immunology.

Idiopathic 
angioedema 

1107452 1/26 82 F Ok 29 Other Medications: Metoprolol 50mg HCTZ 25mg Vitamin D3
Current Illness: None
Preexisting Conditions: Hypertension
Allergies: NKDA
Diagnostic Lab Data: CBC 3/16/2021
Write-up: Pancytopenia

Pancytopenia 

1107421 12/30/20 75 M Va 7 Other Medications: Ozempic, glimepiride, losartan, chlorthalidone, Flomax, 
low-dose aspirin, multivit, chondroitin supplement, niacin, injectable 
testosterone, vitamin D 2, vitamin D3, PRN Ambien, rare NSAID
Preexisting Conditions: Diabetes, obesity, hypertension, osteoarthritis, central 
hypogonadism,
Allergies: Sulfonalamide antibiotics
Diagnostic Lab Data: Chest CT, EKG, cardiac monitoring throughout the 
hospital stay, right heart catheterization with ekos procedure, cardiac echo all 
done during that 2 1/2 days after hospital admission following the event
Write-up: I had sudden malaise, lost consciousness and my wife says was not 
breathing briefly. I revived and was taken to the hospital, and treated for 2 1/2 
days with heart catheterization and TPA injected into my clot in the pulmonary 
arteries with good resolution. I did have cor pulmonale with acute severe right 
heart failure as part of that, Dr. thought the clot came from my right calf by his 
examination. Diagnosis was confirmed by CAT scan cardiac Echo and right 
heart catheterization.

Saddle PE w cor 
pulmonale w R 
heart failure

1107370 12/22/20 51 F Sc 5 Other Medications: Norvasc 10mg, Clonidine 0.1mg, Hydralazine 50mg, 
Jardiance 10mg, Trulicity 1.5 units wkly, Topomax 150mg
Current Illness: None
Preexisting Conditions: HTN, DM2
Allergies: Morphine, Cefdinir
Diagnostic Lab Data: 1/5/2021 ENT appointment where doctor reported both 
ears were clears and free of wax and infection.
Write-up: 4-6 hours post vaccine, mild fever, pain at injection site left arm, 
itchiness and bumps all over. Ibuprofen and Benadryl 50mg taken. Symptoms 
resolved. 5 days later, tinnitus in right ear occurs and has been ongoing since 
then.

Unilat tinnitus 

1107354 3/1 42 F Fl 0 Other Medications: None
Preexisting Conditions: None
Allergies: NKDA
Diagnostic Lab Data: 3/16/21 Na: 111 CT Brain: Diffuse cerebral and 
cerebellar edema with effacement of sulci cannot rule out diffuse hypoxic 
ischemic injury.
Write-up: Patient received the vaccine about 1-2 weeks ago. She became 
nauseated and fatigued shortly afterward. This worsened until yesterday 
(3/16/21) when the patient became confused and polydipsic per the patient''s 
mother. In the emergency department the patient had a seizure. CT showed 
severe brain edema with a sodium of 111. We are unsure if there is any 
relations to the polydipsia, fatigue, and hyponatremia with the vaccine 
administration itself. However there is a time relationship with the start of the 
symptoms.

Sz, severe hypoNa, 
polydipsia, cerebral 
and cerebellar 
edema

1107342 1/22 81 M Oh 35 Other Medications: Lisinopril, donepezil, citilopram
Preexisting Conditions: COPD, dementia
Allergies: Penicillin
Write-up: Blood clot, stroke

Cva

1107330 3/6 48 M Co 0 Other Medications: amlodipine and lisinopril
Preexisting Conditions: hypertension
Allergies: penicillin hydrochlorothiazide
Diagnostic Lab Data: blood tests on 3/9 and 3/10 CT scan on 3/9 
Echocardiogram and heart catheterization on 3/10
Write-up: dose#2– Saturday 3/6 at 9:30. Saturday afternoon through Sunday 
evening felt feverish, chills, body aches. Felt fine Monday morning. Monday 
about 11 am began to feel tightness in chest, thought it was bad heartburn. Pain 
kept me awake Monday night, and continued into Tuesday morning. Called the 
doctor, was sent to urgent care. Urgent care detected elevated troponin and had 
me transported to the emergency room. Elevated heart rate and rising troponin 
levels had me admitted to the hospital. Given heparin and a beta-blocker, given 
a CT scan, and monitored over night. On Wednesday had a echocardiogram 
and then a heart catheterization and imaging, which showed a healthy heart, no 
plaque, no blockages. Troponin levels and heart rate returned to normal. 
Released from hospital on evening of 3/10.

Poss 
myopericarditis 
(elev troponin, other 
w/u neg)

1107219 1/14 35 M Fl 17 Dose#1– 14-Jan-2021. On 31-Jan-2021, approximately 17 days after receiving 
vaccine, the patient was diagnosed with bilateral unprovoked pulmonary 
embolisms after a chest computerized tomogram (CT) was performed. Tx: 
hospitalization and anticoagulation therapy. 

Bilat unprovoked 
PE

1107218 2/18 78 M Ca 1 Other Medications: ASPIRIN (E.C.), cholesterol medicine, BP medicine
Preexisting Conditions: Seizures (4 years ago); Stroke (long time ago)
Write-up: seizures; small stroke; report from wife of patient; Dose#1– 18 Feb 
2021, R arm. On 18 Feb 2021, the patient developed seizure, small stroke. 
Treatment was not reported. Doctors are not sure about the causality, but want 
to report it. They spoke to his doctor about not getting the second vaccine.

Sz (remote h/o sz), 
tia

1107210 2/26 67 M Oh 1 Dose#1– 29 Jan 2021, L arm. Dose#2– 26 Feb 2021, L arm. That night patient 
had aches/pains and a headache. The next day, on 27 Feb 2021, patient had a 
seizure. The patient shook so hard he came off the chair, the shaking was 
unbelievable. Hospitalized 2/27-3/3.

Sz

1107197 1/25 52 M Tx 0 Diagnostic Lab Data: 3/1: SARS-CoV-2 antibody test: Positive; SARS-CoV-2 
PCR test: Negative
Write-up: lost strength in both his feet; loss feeling in his left side of the body 
mainly; Tongue swelling; couldn''t breathe; weakness of left facial area, arm and 
leg; tightness of neck; Bells Palsy; drooling/saliva on his pillow when he sleeps 
at night; nauseous; report from a health care professional concerning a 52-year-
old, male patient. dose#1– 25 Jan 2021, L arm. The same day, patient 
experienced nausea and couldn''t breathe, lost strength in his left face, arm, leg, 
developed Bell''s Palsy, and suffered from droopiness of the face a bit and 
drooling/saliva on his pillow when he sleeps at night. Dose#2– 01 Mar 2021, R 
arm. The sane day, the patient developed developed loss feeling in his left side 
of the body mainly, had tongue swelling, and lost strength in both his feet .

Bell’s palsy, unilat 
weakness and 
numbness 

1107193 2/9 67 F Pa 1 Joint pain in neck and hip; nausea; excruciating pain on the right side of her 
body from bicep to shoulder and neck area; report from a consumer concerning 
a 67 years old, female patient. Dose#1– 09 Feb 2021 in the left arm. Treatment 
in emergency room included methylprednisolone injection into tendon, 
ketorolac 15 mg intravenously, ondansetron 4mg for the indication nausea, 
fentanyl, ketorolac 15 mg and sodium chloride 1000 mg. 

Arthralgia of 
shoulder, neck, hip

1107187 2/5 89 F Oh 6 Blood clots in her legs and lungs; Dose#1– 05 Feb 2021. Hospitalized 
2/11-2/17

PE, DVT

1106925 2/1 53 F Mi 16 Other Medications: Lantus Navistar inj 30 units/day Novolog inj 20 units 3X 
daily before meals Duloxitene HCL 60mg 1X daily Pregablin 150mg 2XD 
Metoprolol Tartrate 50mg 1 pill 2XD for P.A.T. Ropinerol HCL 4mg 1 tablet at 
bedtime Trazadone HCL 100mg 1 at be
Preexisting Conditions: DM Peripheral artery disease Neuropathy
Allergies: Myacins Sulfa Macrobid
Write-up: I received my first vaccination on February 11, 2021. On February 
17th I was rushed to my local ER with a massive heart attack. I was rushed by 
helicopter to second hospital where I underwent an emergency Heart 
catheterization. It was discovered that I will need a triple bypass surgery. 
However, there is a HUGE blood clot that formed in my heart, and further 
treatment is on hold for now, until the massive clot has safely dissolved.

MI, cardiac 
thrombus

1106904 3/16 21 M U 0 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None/ NKDA
Write-up: High respiratory rate with shallow breaths, Rash on chest, 
Tachycardia, Altered Mental Status. EKG displayed no abnormalities, IV was 
placed in patients L Arm and provided 1,000 ML of Normal Saline, and 
administered supplemental O2 via simple mask. An Epinephrine Auto Injector 
0.3mg was also injected into the patients L thigh. Determination to transport to 
local treatment center was made by provider. Patient arrived at Medical Center 
approx. at 2245 and further evaluated there. Patient was then transferred to 
Level 3 Trauma facility to Hospital around 0100, 17 March. Admitted to the ICU 
for further evaluation. Update- Patient will be admitted until 18 Mar 2021. It was 
noted by Hospital Patient had a severe anaphylactic reaction.

Severe anaphylaxis J

1106891 3/10 54 M Co 1 Exacerbation of a 
fib 

1106802 2/23 75 M Ca 7 One week after 2nd Moderna, started coughing periodically in day and night 
chest congestion started to build at night. After three days of cough periodic 
and each night became more congested with problem being to not inhale 
deeply, and lower right side abdominal pain. Sought medical appointment 
March 20 but did not get appointment until March 9 with medical facility due to 
increasing pain and not sleeping from congestion. March 10 doctor visit 
ordered blood and urine tests and CT scan. Early Mar11 BNP was high (CHF), 
Doctor ordered chest xray, ekg and echogram. CT scan found clot in right 
lower lung. Told to go to ER Mar 10 evening, ER ordered Ultrasound images of 
the legs. BILATERAL LOWER EXTREMITY DEEP VEINS: Nonocclusive 
thrombus in the distal right femoral vein and popliteal vein extending into the 
tibioperoneal trunk. Thrombus is hypoechoic and expansile consistent with 
acute thrombus. Left lower extremity veins are patent and compressible. Left 
common femoral vein demonstrates normal waveform without loss of 
respiratory phasicity. Positive for right lower extremity DVT of the distal femoral 
vein, popliteal vein, and tibioperoneal trunk. CT;LUNG BASES: Small right 
pleural effusion with overlying compressive atelectasis and consolidation. 
There are addition, there are apparent filling defects within the subsegmental 
pulmonary arterial branches suggestive of emboli. Many /multiple blood tests 
March 9, 10 ,11 , 12 and 16 available to examine details..one perhaps low 
Platelets count 151 K/uL (range) 140 - 400 K/uL. 

PE RLL; DVT RLE 
distal femoral vein, 
popliteal vein, and 
tibiopernoeal trunk; 
R pleural effusion 

1106789 3/13 90 F Pa 3 Other Medications: Protonix, chlorthalidone, norco 7.5/325, gabapentin, other 
medications on med list that will need to get from patient
Current Illness: Hip and back pain, hypertension
Preexisting Conditions: Hip and back pain, hypertension, other conditions that 
need to get from MD
Allergies: None
Diagnostic Lab Data: ECHO, EKG, many different blood tests
Write-up: Patient is currently inpatient at Hospital with atrial fibrillation. She 
woke up with chest pain on 3.16.21 at 4am. She was taken by ambulance to the 
hospital where she was admitted. She is on heparin and has received an EKG, 
ECHO, and blood work. The medical team is evaluating next steps. Chest pain 
has not resolved.

New onset (?) a fib

1106731 3/5 48 F Ny 1 Appendicitis 19 hours after 2nd vax Appendicitis 

1106724 3/11 64 M Mi 3 COPD exacerbation 

1106702 3/3 71 F Ar 12 Other Medications: Clonazepam 0.5mg QHS, Zolpidem 5 mg QHS, 
Escitalopram 20 mg QHS, Norvasc 10 mg DAILY
Preexisting Conditions: ILLNESSES: 1. Obesity. 2. T2 DM. 3. Systemic 
arterial hypertension. 4. Dyslipidemia. 5. Anxiety disorder. 6. Endometrial CA.
Allergies: No Known Drug Allergy
Diagnostic Lab Data: 3/15/21 1211 WBC 15.42 H Hemoglobin 14.1, 
Hematocrit 44.0 %, Platelet 336 10^3, D-Dimer < 200 ng/mL, Sodium 138, 
Potassium 3.5, Chloride 105, CO2 26, BUN 11, Creatinine 0.7, Random 
Glucose 146 H, Calcium 9.1, Total Bilirubin 0.8, AST/SGOT 18, ALT/SGPT 53, 
Alk Phos 74, Troponin I High Sensitivity 6.6, NT-Pro-BNP 17, Total Protein 7.6, 
Albumin 3.9, Globulin 3.7, Albumin/Globulin Ratio 1.1, COVID-19 PCR 
NEGATIVE. CHEST 1 VIEW FINDINGS: Tracheal air shadow is normal. The 
aortic arch is not enlarged. Heart size is normal. No definite consolidation or 
effusion. IMPRESSION: No acute cardiopulmonary process. CHEST ANGIO/
PULMONARY, PE protocol chest CT: FINDINGS: No pulmonary embolus or 
signs of right heart strain. No thoracic aortic aneurysm or dissection. No 
enlarged supraclavicular or axillary lymph nodes. Small thyroid gland. Right hilar 
lymph nodes measure up to 1.3 cm in short axis. Heart size within normal limits. 
A small pericardial effusion. Normal appearance of the large and medium-sized 
airways. Scattered areas of subpleural ground-glass opacification. Suggestion 
of extensive centrilobular nodularity throughout both lungs without confluent 
consolidation. No pleural effusion. Small amounts of subsegmental atelectasis 
within the right upper, right middle, and left upper lobes. Normal appearance of 
the esophagus. No acute upper abdominal findings. 1 cm right adrenal 
adenoma. No acute osseous abnormality. IMPRESSION: 1. No pulmonary 
embolus or signs of right heart strain. No aortic dissection. 2. Suggestion of 
extensive centrilobular ground-glass nodularity throughout the lungs. Correlate 
with any atypical pneumonia symptoms. No pleural effusion. 3. Small-volume 
pericardial effusion. Heart size within normal limits.
Write-up: 3/15 Admission H&P — CC: Dyspnea and mild cough. HPI: 71 year-
old T2 diabetic female who presented to the ED late yesterday for evaluation of 
increasing shortness of breath. Also, reports she''s had a nonproductive cough 
for several days. Yesterday, her breathing just sufficiently severe that she could 
not walk through the house without stopping to catch her breath. No chest pain. 
She ultimately decided to summon EMS. They reported that her initial SaO2 
values to be in the low to mid 80% range. She was placed on 2 L/min of 
supplemental oxygen and given a SABA updraft in route. When she arrived at 
the ED, her SaO2 registered 92%. She denies any prior history of asthma or 
COPD. No ischemic or valvular heart disease. No history of CHF. No orthopnea. 
No pedal edema. No high fever. Of note, she completed her second COVID19 
vaccination approximately 10 days prior to onset of her chief symptoms as 
described. In the ED, her chest x-ray was felt to show no evidence of acute 
cardiopulmonary disease. Her d-dimer was normal. However, a CTA of the 
chest revealed extensive centrilobular ground-glass nodularity throughout the 
lungs. No pulmonary embolus or signs of right heart strain. Patient admitted with 
atypical pneumonia/pneumonitis and associated dyspnea, cough and 
hypoxemia. ASSESSMENT: 71-year-old T2 diabetic with hypertension presents 
with increasing shortness of breath and nonproductive cough, onset 
approximately 10 days post second COVID-19 vaccination. CTA of chest 
reveals an atypical pattern of extensive centrilobular ground glass nodularity. 
Clinically she has associated mild bronchospasm and hypoxemia.

Atypical 
pneumonia/
pneumonitis 

1106640 3/3 78 M Wa 5 Other Medications: amitriptyine HCL 25mg/day, omeprazole DR 20 mg/day
Preexisting Conditions: fybromyalgia
Write-up: During my earlier years working in an industrial area I had inhaled 
asbestos which caused me to have plural thickening in my lungs. Every year 
since that diagnosis I have been required to annual Pulmonary (lung and heart) 
testing. On February 11th I had my 30th annual Pulmonary exam consisting of 
EKG, Stress Test, and Chest X-ray. As in the past, results were all good. On 
March 3rd I had my 1st Pfizer vaccination. Five days later on March 8th I 
collapsed, was taken to the hospital by ambulance having suffered a massive 
Pulmonary Embolism affecting my heart and right lung. During my 2 hour 
operation, Surgeons used a flexible suction tube inserted thru my groan to 
remove a large blood clot (embolectomy). Pieces totaling about 14cm long, 2cm 
wide and 1/2 cm thick. I was discharged 3 days later and instructed to take 
blood thinning medication probably for the rest of my life. I am now 78 years old.

Massive PE (14cm 
x 2cm x 1/2cm) 
requiring 
embolectomy

1106591 12/31/20 68 F Or 4 Other Medications: Atorvastatin and Vitamin
Current Illness: none
Preexisting Conditions: Cholesteral
Allergies: none
Write-up: 4 days after I had the 1st shot I had an optic nerve stroke in my right 
eye with complete and permanent vision loss

Complete unilat 
vision loss from 
optic nerve stroke 

1106509 1/26 70 M Ga 21 Other Medications: Atorvastatin, Lexapro, famotidine, omeprazole, losartan 
potassium, carvedilol, folic acid, Nasacort, vitamin B12, ferrous sulfate, vitamin 
C
Preexisting Conditions: BPH, GERD, HLD, HTN, normocytic anemia, vitamin 
B12 deficiency
Allergies: NKDA
Diagnostic Lab Data: Venous Duplex doppler of LUE
Write-up: Pain/swelling in left arm. Sent for venous duplex doppler. Results 
show: DVT in LUE

DVT LUE

1106506 1/11 60 F Tx 5 Other Medications: Glucophage, crestor, olmasartan ,MVT
Current Illness: none
Preexisting Conditions: diabetes, cholesterol, HTN
Allergies: no
Diagnostic Lab Data: CT Brain, MRI, Blood work, Echocardiogram, Stress test, 
ultrasound kidney everything was normal
Write-up: experienced chills and body pain on the 3rd day after receiving the 
2nd dose vaccine. chills and body pain lasted for 2 days . on the fifth day felt 
like black curtain in front of my eyes and felt dizzy. checked my blood pressure 
was 170/90. Blood pressure went up to 200/100 . went to the hospital 
emergency and was admitted for observation overnight. CT, MRI , blood work 
done. BP controlled with medication Nefidefine 60mg. discharge home next day. 
was still having very light headedness and BP will shoot up to 190/90. physician 
had to change the medications couple of time. felt very exhausted . could not go 
to work almost 3 weeks because of the symptoms like lightheadedness. lasted 
at least 4 weeks to get back to work normal. never experienced this before. I 
was taking Olmasartan 5mg for blood pressure and my Bp always stated 
130/80s

Hypertensive 
urgency 

1106505 2/25 74 F Mi 2 Other Medications: Rosuvastatin 5mg, Levothyroxine 1mg, Baby Aspirin, 
CoQ10, D3, Tumeric
Current Illness: no
Preexisting Conditions: no
Allergies: Sulfur Drugs, egg based products
Diagnostic Lab Data: Did contrast dye on carotid artery, ECG, MRI
Write-up: Ocular stroke. A black curtain dropped down over right eye. Went to 
ER on the 28th, and was admitted. Had a blood clot in the right eye. Carotid 
artery right side did not have stenosis, they do not know why she had a 
stroke. Doctor can''t say that it was caused by the vaccine. She now has a 
permanent blind spot in right eye.

Ocular stroke/
thrombosis 

1106446 2/27 22 21w Ky 5 Other Medications: Smarty Pants Prenatal Vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CBC- normal within range for labor and delivery, normal 
also for postpartum hemorrhage and blood loss 3/6/21 and 3/7/21
Write-up: 20 weeks and 3 days pregnant with a girl at time of COVID vaccine, 
due date July 14th 2021. Anatomy scan on 2/26/21 and everything was normal. 
Two prior pregnancies both healthy and carried full term in 2017 and 2019. 
Spontaneous preterm labor on March 6th, 2021. Resulted in baby being born 
and dying about an hour and a half later due to how early she was. Labs came 
back normal, no signs of infection, placenta pathology came back normal. Baby 
was healthy as of 2/26/21 and was born alive.

Preterm delivery 
and infant death 
(21w)

1106430 3/12 70 F Ks 0 Other Medications: Prednisone
Current Illness: Multiple Sclerosis Lower GI Infection
Preexisting Conditions: Multiple Sclerosis
Allergies: None reported
Diagnostic Lab Data: Husband, reports that she has had numerous tests and 
is being seen by neurologist in Center along with numerous other specialists. Is 
off the ventilator and out of ICU as of 3/16/21 but is still recovering.
Write-up: Phone call from husband on 3/12/21 at 2:43 pm that after leaving the 
Health Department around 12:20 pm they drove to restaurant and his wife ate 
lunch. They drove home and she was resting in living room and he found her at 
1:30 pm unresponsive. He called ambulance and she was transported to the 
emergency department at Center. He reported that the doctor was running tests 
and he would let me know what they find out. 3/16/21 3:45 pm phone call to, 
husband and he said patient was sent by flight for life to Center on 3/12/21. He 
reports that it was determined she had a seizure and then had another in the 
emergency department and was intubated due to low oxygen levels.

New onset sz 

1106428 2/18 68 M Fl 20 Other Medications: Crestor, Zetia, Bystolic, Effient, BabyAspirin
Current Illness: none
Preexisting Conditions: coronary artery disease
Allergies: Lisinopril
Diagnostic Lab Data: Admitted to Facility on 3/10/2021 and had a battery of 
tests including: ultrasound, upper body CT Scan with dye, blood tests
Write-up: Sub-Clavian Vein Blood Clot

Subclavian vein 
thrombosis 

1106419 3/6 64 F Ky 1 Other Medications: Foursemide, levithroxine, potassium alpurinol, eliquis
Current Illness: Urtucaria vasculitis, factor V liden, stage 2 kidney disease, 
plaquenil toxicity
Preexisting Conditions: FactorV Liden Urtucaria Vasculitis
Allergies: None
Write-up: I have had my urticaria in remission for 7 years. By the morning after 
the injection, I had hives covering back and upper arms. I took 10 Mil 
prednisone for 3 days and hives subsided.

Urticaria 
exacerbation 

1106413 43 0 New onset of undiagnosed fibroid pain after both vax doses Fibroid pain, newly 
diagnosed 

1106398 2/9 26 6w Ca 9 Other Medications: Prenatal vitamins
Current Illness: No
Preexisting Conditions: No
Allergies: No
Diagnostic Lab Data: CBC unremarkable on 2/4/2021 and 2/18/2021. UA 
unremarkable 2/4/2021. Chlamydia/GC PCR negative, quantiferon TB negative, 
syphilis negative 2/4/2021. Varicella and Rubella titers positive for immunity 
2/4/2021. HgbA1c 5.0 2/4/2021.
Write-up: Initial prenatal visit on 2/4/2021, pregnancy measuring 6 weeks with 
visible cardiac activity. Vaccine received 2/9/2021. Repeat ultrasound 
2/18/2021, no cardiac activity seen, pregnancy still measuring 6 weeks. D&C 
procedure on 2/23/2021 for missed abortion.

Miscarriage (6w); 
D&C

1106350 2/16 46 F Ma 0 Allergies: Cashews, pistachios, cat dander. Anaphylaxis 

1106348 2/24 78 F Ca 5 Preexisting Conditions: Non-Hodgkin''s lymphoma
Medications and allergies: none
Write-up: Pancytopenia; This is a spontaneous report from a contactable 
Physician. A 78-year-old female patient received her second dose of BNT162b2 
(PFIZER-BIONTECH COVID-19 mRNA VACCINE), at Left arm on 24Feb2021 
at the Hospital. Patient has not tested positive for COVID-19 since having the 
vaccine. Patient had not a COVID-19 prior vaccination. On 01Mar2021 the 
patient experienced pancytopenia. The outcome was reported as not recovered. 
No treatment received.

Pancytopenia 

1106331 2/4 70 M Sc 15 Other Medications: BABY ASPIRIN; MELOXICAM, allergy med, 
antidepressant 
Write-up: developed two blood clots in his right calf; pain in his leg; report from 
a contactable consumer reporting for himself. A 70-year-old male patient. 
Dose#2– 04Feb2021. Dose#1– 15Jan2021. On 19Feb2021, the patient 
reported that he developed two blood clots in his right calf, one towards his 
ankle and one towards his knee and pain in his leg which required 
hospitalization on 22Feb2021. The patient was discharged on the same day, 
22Feb2021. Tx: abixaban (ELIQUIS) tablets as a blood thinner. The patient 
reported he never had blood clots in his life.

2 DVT (unilat)

1106325 2/23 43 M Ok 1 Other Medications: LOSARTAN; AMLODIPINE; OMEPRAZOLE
Allergies: None 
Diagnostic Lab Data: 2/27: covid Nasal Swab: Negative
Write-up: Acute Pancreatitis; report from a non-contactable consumer (patient). 
A 43-year-old male patient; dose#2– 23Feb2021 in R arm. Dose#2– 26Jan2021 
at 08:45 in the left arm. The patient experienced acute pancreatitis on 
24Feb2021 07:00. The patient was hospitalized for acute pancreatitis for 2 
days. The patient was admitted into hospital for observation. On unspecified 
date in 2021, patient underwent FMP, complete blood count (cbc) and chem-20 
labwork which determined that no history to contribute to chief complaint 
and diagnosis. Treatment administered for the events included IV fluids and 
unknown medications. No covid prior vaccination. Covid test post vaccination 
included covid test type post vaccination: Nasal Swab on 27Feb2021 with 
negative result.

Acute pancreatitis 

1106322 2/28 80 F U 1 Bleeding from 
ileostomy

1106308 2/4 34 F U 3 Other Medications: BLISOVI FE 1.5/30; PROBIOTIC 10; FOLIC ACID
Preexisting Conditions: None
Allergies: 
Write-up: confirmed appendicitis; report from a contactable Physician. A 34-
year-old female received vax on 04Feb2021 17:30. The reporter stated that 
abdominal pain that began at center of abdomen upon waking up at 8 am on 
07Feb2021 and progressively got worse throughout the day. Developed nausea 
and multiple episodes of vomiting around 15:00. Abdominal pain then moved to 
RLQ, was persistent, dull and achy, worsened with movement (on 07Feb2021, 
8:00). Pain was still present throughout the night and the next day, went to the 
ER for evaluation. There was concern for appendicitis. Labs were overall 
normal, CT abdomen was equivocal, abdominal and transvaginal ultrasound 
were normal but examination was concerning. Laparoscopic surgery was 
performed and confirmed appendicitis

Appendicitis 

1106291 2/15 68 M Wa 4 small ischemic stroke; elevated white blood count; fever; body aches; chills; 
headache; report from a contactable consumer (patient). A 68-year-old male 
patient; dose#2– 15Feb2021 in left arm. The patient''s medical history included 
a dental procedure on 18Feb2021 for a cracked tooth from an unknown date. 
The patient received procaine hydrochloride (NOVOCAIN) on 18Feb2021 for 
the dental procedure. On 18Feb2021 the patient experienced fever, body 
aches, chills, and a headache. The patient was hospitalized for the ischemic 
stroke on 19Feb2021. The patient underwent lab tests and procedures which 
included a Magnetic resonance imaging (MRI) of the brain on 20Feb2021 
which showed a small ischemic stroke and white blood cell count which was 
elevated (in the low 20s) on 19Feb2021 and on 20Feb2021, white blood cell 
count was normal. Therapeutic measures were taken as a result of the 
ischemic stroke which included Plavix. 

Cva

1106186 2/12 70 M Oh 2 Vertigo; report from a consumer concerning himself, a 70-year-old, male 
patient who developed vertigo. The patient''s medical history was not provided. 
Concomitant product use was not provided by the reporter. Dose#1– 12 Feb 
2021. On 14 Feb 2021, the patient presented to the emergency room with an 
extreme case of dizziness, nausea, and the inability to turn head his head left 
or right. The patient was diagnosed with vertigo and was hospitalized for 2 
days.

Vertigo

1106179 2/24 31 F Ca 10 Diagnostic Lab Data: 1/11/21 Platelet count: 238K; 3/6/21 Platelet count: 3K
Write-up: ITP; report from a thirty-one-years old physician reporting for herself. 
The patient''s medical history was not provided. No relevant concomitant 
medications were reported. Dose#1– 24-FEB-2021. On 06-MAR-2021, she 
experienced ITP with platelet was 3K and was treated with Platelet infusion. Her 
CBC done on 11-JAN-2021. (baseline) was 238K

ITP (plt 3k)

1106168 2/18 75 F Sc 1 Other Medications: FLECAINIDE
Preexisting Conditions: Atrial fibrillation (x3 yrs); Cardioversion
Write-up: Could not stabilize her heart rate (a fib) or rhythm (arrhythmia); build 
up of body fluids; report from a consumer concerning a 75-years-old, female 
patient. No concomitant medication were provided. Dose#1– 21 Jan 2021. 
Dose#2– 18 Feb 2021. On 19 Feb 2021, the patient''s heart beats per minute 
went up and down from 73 bpm to 128 bpm. The patient stayed in atrial 
fibrillation for four days and on an unknown date the patient went to the 
Emergency Room (ER). On 24 Feb 2021, Wednesday the patient was admitted 
to the hospital. Cardioversion was performed to return heartbeat to a normal 
rhythm as patient''s heart rhythm was not stable with intravenous (IV) 
medication. The patient was buildup of body fluid. Laboratory details included 
cardioversion. Treatment information for events could not stabilize her heart 
rhythm (arrhythmias) include Flecainide.

A fib exacerbation 

1106162 2/15 79 F Al 1 Preexisting Conditions: CHF, CAD; Immune system disorder; Peripheral 
arterial disease; Pulmonary disorder; regurgitating food; Stent insertion NOS (22 
stents placed in her heart)
Diagnostic Lab Data: Feb 2021 COVID 19: Negative; mycoplasma pneumonia: 
Positive
Write-up: Mycoplasma pneumoniae pneumonia; Chills; Violently sick; labored 
breathing; Oxygen saturation low; vaccination site pain; immunodeficiency; 
report from a consumer concerning a 79-year-old, female patient; dose#1– 11 
Jan 2021. Dose#2– 15 Feb 2021. The next day, she developed chills and 
became violently sick. Her oxygen was 94 at home but dropped into the 80s at 
the facility. She has had to have 40-50% oxygen. At first, they thought she might 
have aspiration pneumonia because she has had problems keeping food down 
and regurgitating in the past. They did tests and told us she has Mycoplasma 
pneumonia. The doctor said if she had a normal immune system, she could just 
take something over the counter, but not with her because her immune system 
is low. They did four COVID tests because they thought she might have had a 
false negative, but all of them have been negative. So, at least we know she 
doesn''t have COVID. Her oxygen has been in the 90s, but she still says she is 
having a hard time breathing and it is labored. She continues to be in intensive 
care.

Mycoplasma 
pneumonia next 
day

1105980 1/2 49 F Ma 5 Other Medications: daily prescriptions: Zanax - 1 mg twice daily if needed; 
Prozac - 40 mg daily; trazadone - 50 mg at bedtime; Protonics - 40 mgs daily
Current Illness: no
Preexisting Conditions: no
Allergies: Biaxin - makes me vomit; Kephlex - gives me hives; codeine - bad 
feeling in my stomach
Diagnostic Lab Data: Chest x-ray; CAT SCAN with angio gram - they did an 
echo-cardiogram; bloodwork; EKGs -Troponin levels which was 1900 and it was 
suppose to be at 8. - that test was repeated several time to make sure it return 
to normal
CDC Split Type: vsafe
Write-up: Rash started small area on my right arm (opposite arm of injection) - 
like eczema red; raised; itchy spot. As a couple of days went I got more and 
more spots. Sent pictures to my Dr - Pityriasis Roseola - Went to see 
dermatologist - he diagnosed me with the same thing (January 19th). He gave 
me cream for it - it was all over my entire body by the time I saw him. It was like 
a red petechiae rash over my whole body. I usd the cream as instructed per 
doctor. The following week on that Monday, I was short of breath and not feeling 
right and I worked. But next day I only worked a couple of hours and went 
home. I started having vomiting and diarrhea - I went to the ER twice - 1st time 
they diagnosed - Viral infection - and they discharged me and didn''t give me 
anything but told me to rest and they pushed fluids. The second time I went - 
they gave me medication and they said it might help with the pain in my 
abdomen. They didn''t do much. I had gone to ER - was there for four and half 
hours waiting to be seen but didn''t get seen. Two days after second ER visit - I 
went back to the hospital on January 26 and was admitted for heart failure and 
that is when cardiac symptoms occurred.

Pityriasis roseola, 
new onset heart 
failure 

1105963 2/22 79 F Az 5 Other Medications: Preservision Biotin
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: CT scan Medical Center 2/27/21 CT Scan Hospital 
2/28/21 MRI Hospital 2/28/21 Heart Sonogram Hospital 3?01/21
Write-up: I was hospitalized for loss of vision to left eye. It was diagnosed as a 
stroke to the eye.

Unilat blindness 
due to stroke to eye

1105911 2/24 71 F U 12 Other Medications: Ibrance, crestor
Preexisting Conditions: metastatic breast cancer, DM type 2, hypertension, 
hypothyroidism, hyperlipidemia
Allergies: iodine, rocephin, Zithromax, novocain
Write-up: RLE DVT

RLE DVT

1105870 3/13 30 F Pa 0 Allergies: Multiple other allergies, no hx anaphylaxis
Write-up: Pt had itchy throat, tight throat, sense of doom at 30 min obs mark. 
Was given EPI and transferred to local ED. Had rebound anaphylaxis days later 
(3 days after) resulting in 2nd ED trip.

Recurrent, delayed 
anaphylaxis 

1105817 3/9 60 M Az 4 Bell’s palsy (h/o 
Bell’s palsy)

1105807 3/10 21 F Mo 1 Other Medications: None
Current Illness: None
Preexisting Conditions: Hemiplegic migraines
Allergies: None
Diagnostic Lab Data: 3/13/21: Troponin I 2.370 -$g 4.360 -$g 1.290; CRP 8.0; 
ESR 7; 3/16/21: Cardiac MRI: Abnormal late gadolinium enhancement and T1 
signal hyperintensity in a subepicardial distribution within the inferolateral wall of 
the left ventricle at the base most compatible with myocarditis. Normal left 
ventricular ejection fraction (64%) and wall motion.
Write-up: Dose#1– 2/10/21 and had a large, red, inflamed area on her arm at 
the injection site for a few days, but otherwise tolerated vaccine well. Dose#2– 
3/10/21. The next day (3/11/21) developed fatigue and lightheadedness while 
exercising, which continued for the next few days. She developed acute onset, 
sharp chest pain on 3/13/21 AM which did not resolve so she presented to an 
ED. Vitals were normal but labs notable for troponin I which peaked at 4.36, CK 
758, d-dimer 640. CBC/CMP and EKG were unremarkable and initial TTE with 
EF ~45%. Repeat TTE obtained a few days later with normal LV and RV size/
function without any wall motion abnormalities. Cardiac MRI obtained with 
normal LV function (EF 64%) but late gadolinium enhancement in a 
subepicardial distribution within the inferolateral wall of the left ventricle at the 
base most compatible with myocarditis. ESR and CRP were normal. Further 
workup to determine etiology of myocarditis was negative (ANA, ANCA, RF, 
hepatitis panel, HIV, full respiratory viral panel, COVID-19 PCR). She was 
placed on metoprolol succinate 12.5mg XL daily and will follow up with a 
cardiologist as an outpatient. Family concerned that COVID-19 vaccine was the 
trigger/underlying etiology of her myocarditis.

Myocarditis 

1105782 2/14 82 F Ny 19 Other Medications: Sevelamer carbonate, simvastatin, lidocaine-prilocaine, 
furosemide, doxazosin, amlodipine
Preexisting Conditions: anemia, CKD, HTN, HLD, acidosis, cataract, bilateral 
sensorineural hearing loss, dyspnea on exertion, gout, lumbar spinal stenosis, 
lumbar discogenic pain syndrome, nephrotic syndrome, proteinuria, renal cyst, 
renal angiomyolipoma,
Allergies: None
Diagnostic Lab Data: MRI of the head
Write-up: Developed Bell''s Palsy 3/5/21 and was hospitalized 3/7/21 for 2 days 
.

Bell’s palsy 

1105771 2/1 70 F In 36 Other Medications: losartan, carvedilol, levothyroxine, prolia, citalopram, 
vitamin d-3, vitamin b-12
Preexisting Conditions: hypothyroidism, idiopathic thrombocytopenia purpura, 
hyperlipidemia, hypertension
Allergies: morphine, oxycodone
Diagnostic Lab Data: Platelet count 17,000; hemoglobin 10.6; hematocrit 32 
transesophageal echocardiography showed no evidence of clot present in atrial 
appendage; shocked with 360 joules to convert patient to normal sinus rhythm. 
Chest xray shows cardiomegaly and mild pulmonary vascular congestion.
Write-up: presented to emergency department in afib RVR with heart rate in 
180''s. Patient has no known history of afib, and stated that the heart rate of 
180 started several days prior to arriving to emergency department. Patient was 
given IV push of 15mg cardizem, heart rate came down to 130. Patient then 
placed on cardizem drip at 10 mg/hr. Afib still present, but heart rate controlled 
in 120''s. Patient underwent transesophageal echocardiography with 
cardioversion in order to convert patient back to normal sinus rhythm. Patient 
also stated that she slept for an extra 4 hrs/day for several days following 
vaccination and developed a scaly rash on injection site. Patient currently 
admitted in ICU under close monitoring.

New onset a fib w 
RVR

1105748 3/16 73 M Md 0 Other Medications: amlodipine (NORVASC) asprin (ECOTRIN) metoprolol 
(LOPRESSOR)
Current Illness: none
Preexisting Conditions: hypertension
Allergies: shellfish, iodine
Diagnostic Lab Data: CT Scan - March 11 MRI - March 11 Blood Tests - March 
11-13
Write-up: Thursday, March 11, 2021 (approximately 8:30 am) Patient 
experienced blurred vision, unbalance, and slurred speech and had an irregular 
heartbeat. March 11, 2021 (approximately 11:30 am) Patient was admitted to 
Hospital administered CT scan, MRI and multiple blood tests. Diagnosis - 
Ischemic Stroke

Cva J

1105716 LE weakness 

1105646 1/13 87 F Mn 2 2 days after vaccine developed severe abd pain and ischemic colitis requiring 
hospitalization.

Ischemic colitis 

1105602 Migraines, hypoNa

1105585 3/12 72 M Fl 0 Other Medications: levothyroxine, atorvastatin, zinc, vitamin d, vitamin c, 
elderberry juice plus high concentration fruit veggie gummy
Current Illness: pneumonia in right lung (found after admission to ER later on 
03/12/21) pulmonologist in hospital diagnosed as walking pneumonia
Preexisting Conditions: bronchial infections / cough
Allergies: none known
Diagnostic Lab Data: cat scan other medical tests not known by pharmacy
Write-up: Lethargy, fatigue, cough, fever 103, pulse ranging from 43-149 adm 
dx: a-fib, pneumonia

New onset a fib, 
walking pneumonia 

1105572 3/13 74 F Mn 1 Other Medications: acetaminophen (TYLENOL EXTRA STRGTH) 500 mg 
tablet Take 2 tablets tid. Max acetaminophen dose: 4000mg in 24 hrs. 
acetaminophen-caffeine-butalbital (FIORICET) 325-40-50 mg tablet Take 1 
tablet by mouth q4hrs prn
Preexisting Conditions: Hypothyroidism 05/23/2018; Gastric ulcer 05/23/2018; 
CVA 09/13/2020; UTI due to extended-spectrum beta lactamase (ESBL) 
producing E. coli 09/10/2020; Spondylolisthesis at L23, 34, L5-S1 level 
09/02/2020; Migraine 05/23/2018; Hypercholesterolemia 05/23/2018; 
Hyponatremia 05/23/2018; S/P lumbar spinal fusion; HTN 04/26/2016( Mitral 
insufficiency 04/26/2016; Psoriatic arthropathy 09/16/2008; Left lateral hip pain 
w/ radiating numbness into Left leg and foot 09/16/2008; Post poliomyelitis 
syndrome 09/16/2008
Allergies: Codeine (N/V), Contrast Dye [Iodinated Contrast Media] 
(Angioedema), Darvon [Propoxyphene] (N/V), Darvocet ? Depakote [Divalproex 
Sodium] (Hallucinations), Levo-Dromoran [Levorphanol] (Hypotension), Lyrica 
[Pregabalin] (Dizziness), Macrobid [Nitrofurantoin] (Rash Fever and chills), 
Miralax [Polyethylene Glycol 3350] (Vomiting), Neurontin [Gabapentin] 
(Dizziness), Nsaids (GI Upset ulcers), Talwin [Pentazocine] (N/V and Dizziness), 
Ultram [Tramadol] (Dizziness), Vicodin [Hydrocodone-Acetaminophen] 
(Dizziness and Vomiting)
Diagnostic Lab Data: MRI 3/15: IMPRESSION: 1. Small acute infarction within 
the posterior left corona radiata. 2. Stable mild chronic microvascular ischemic 
changes.
Write-up: Initially had chills, fatigue for two days, then on 3/15 awoke with 
severe weakness in the right lower extremity. Presented to ER, MRI showed 
acute stroke (Small acute infarction within the posterior left corona radiata). 
Admitted for stroke stabilization and rehab evaluation. Will be discharged to 
home with outpatient PT and OT

CVA (posterior L 
corona radiata)

1105545 2/22 77 F Ny 1 Other Medications: UNKNOWN
Current Illness: H/O VERTIGO
Preexisting Conditions: UNKNOWN
Allergies: NONE
Write-up: Patient states that she experienced pain in her left arm within hours 
of the injection; she went to bed that evening with increased arm pain and 
generalized body aches; patient denies taking any pain meds or any type of 
treatment for the pain. Patient states she slept well but ''knew her arm was in 
pain. The morning of 02/23/2021 patient awoke as usual but said she was still in 
extreme pain and felt her vertigo beginning. She did not take any of her vertigo 
medication. The last memory she has at home that morning was walking into 
the bathroom. her next memory was being in a helicopter. Patient reports that 
when she lost consciousness in the bathroom, she fell and sustained a head 
trauma. her husband called an ambulance that transported her to Medical 
Center; she was then air lifted to Hospital. Patient states she spent 10 days in 
ICU to treat an intracranial bleed. She is now in a rehab facility and expects to 
be there for 2 weeks before being discharged to home.

Exacerbation of 
vertigo, syncope 
leading to head 
injury w ICH

1105535 1/5 63 M Ny 10 Other Medications: Meloxocam Pantoprazole SOD DR 40 Mg daily 
Fexofenadine (Allegra) 180 Mg Daily Ambien 10 Mg as needed Fluticasone 50 
MCC/ACT per nostril daily Fibercon 625 MG Daily Senna 8.6 mg daily Vitamin 
C 1000 MG Daily Multi Vitamin Daily
Allergies: Sulfa based
Diagnostic Lab Data: Contrast dye MRI 1/23/1021 Ultrasound of legs 
1/23/2021 Echocardiogram 1/23/2021
Write-up: Multiple blood clots in right leg (DVT) and multiple blood clots in lungs 
(PE)

Mult Bilat PE and 
mult DVT

1105534 2/2 37 F Pr 4 Other Medications: Topamax, synthroid, Wellbutrin.
Current Illness: Mitral valve
Preexisting Conditions: Thyroid
Allergies: Shellfish
Diagnostic Lab Data: Doppler of lower extremities. DX: DVT on the left leg with 
partial obstruction of the popliteal vein.
Write-up: Tachycardia for couple of days after the vaccination. Shortness of 
breath since the moment of the first dose. Pain on both legs after first dose. 
Severe Migraines on the second dose of the vaccine that lasted for 3 weeks. 
Hematoma on the leg without pain, with swelling. Leg pain with warmth 
sensation.

DVT LLE w partial 
obstruction of 
popliteal vein

1105513 3/5 66 F Me 8 Other Medications: Magnesium Multivitamin
Current Illness: None
Preexisting Conditions: Osteoporosis/osteopenia
Allergies: None
Diagnostic Lab Data: Platelet count 5 on 3/15
Write-up: Thrombocytopenia-ITP. Platelet undetectable <5

ITP (plt <5)

1105495 1/21 26 M Ca 2 Other Medications: N/A
Current Illness: NONE
Preexisting Conditions: NONE
Allergies: N/A
Diagnostic Lab Data: 2/15/21- CBC 2/18/21- Sed Rate 18, Chem Panel, 
Mycoplasma Lyme Disease 2/19/21- Covid Negative 2/22/21- ANA (pending), 
HSV lgm (pending).
Write-up: Two days after second shot Patient experienced: tingling/numbness 
in both hands; A rash to his face,chin and to both arms; Itching with bumps, 
swollen fingers and toes; Rash and swelling moves around body with elevated 
joint/bone pain; fevers on/off. 2/13/21- Went to Urgent Care, given Keflex with 
no change.2/15/21- Urgent Care second visit, Keflex stopped.2/17/21- Clinic, 
Benadryl & Tylenol PRN and labs done with no change in rash, Covid test 
negative. 2/18/21- Dermatology Appointment- Doxycycline 100mg BID, 
Hydroxyzine PRN, Zyrtec OT, Punchbx left ankle. 3/11/21 - No diagnosis made 
in Hospital or from follow-up visit with Dermatologist. Continue to have 
occasional area of transient redness and some numbness and tingling in hands.

Paresthesias, 
pruritic rash, joint 
swelling

1105485 3/13 72 F Md 1 Preexisting Conditions: ESRD on HD
Write-up: 02/14/2021: Presented to the emergency department with shortness 
of breath and lower extremity edema. Imaging showed pulmonary edema, and 
patient was admitted for inpatient hemodialysis (ESRD on HD prior to arrival) 
and monitoring.

Pulm edema 

1105484 3/4 66 M Wi 1 Other Medications: Tylenol, Albuterol HFA, Amoxicillin PRN prior to dental 
procedures, Eliquis 5 mg, Atorvastatin 80mg, calcium, Celebrex 200 mg, 
Vitamin D3, Docusate Sodium 100 mg, Lidex cream 0.05%, Flnase, Furosemide 
20 mg, Keppra 1000 mg, Lisinopril 10 m
Current Illness: None
Preexisting Conditions: hypercalcemia, Dyslipidemia, Atrial Fibrillation, Aortic 
Stenosis, Hypertension, NSTEMI, Chronic Diastolic congestive heart failure, 
Ascending Aorta, dilation, Obstructive sleep apnea, GERD, elevated LFT''s, 
Dysphagia, Meniere''s Disease, Tonic clonic seizures, Transient cerebral 
ischemic attack, polymyalgia rheumatica, inflammatory arthritis, spondylosis of 
lumbar spine, Normocytic anemia, chronic use of systemic steroids, hernia
Allergies: Ranitidine, HCTZ/Triamterene, Hydroxychloroquine
Diagnostic Lab Data: Multiple blood tests, Echocardiogram, EKG, MRI of 
Brain, Xray of Abdomen, Xray of Chest, CT of Abdomen, CT of chest, Video 
EEG X2
Write-up: Dose#1– 3/4/2021. Seizure like activity 3/5/2021. Became 
unresponsive. Does have a Hx of seizure X1. strong family Hx of seizures. was 
transported to Hospital Via EMS, Admitted to ICU.

Sz (h/o 1 sz)

1105442 3/16 49 M Fl 0 Other Medications: Montelukast 10 Mg Albuterol 90 mcg inhaled Ipratropium 
0.5/Albuterol 3 mg Neb Sol Pantoprazole Sodium DR 40 Mg Clonidine 0.1 Mg 
Trazodone HCL 50 Mg Atorvastatin 20 Mg Hydrocodone/Acetaminophen 10mg/
325mg Magnesium Lactate 84 mg
Current Illness: Syphilis unsp.
Preexisting Conditions: COPD, Dyslipidemia, HTN, Major depressive 
disorder, recurrent, in full remission Chronic back pain GERD, Tobacco use
Allergies: Penicillin Bee sting allergy
Diagnostic Lab Data: Patient was asked to come to clinic to discuss lab results 
done 2 wks prior to vaccination. Patient was found RPR +. Treatment could not 
be initiated due to vaccination event
Write-up: Tachycardia, Dyspnea, Dysarthria, within seconds after receiving the 
vaccine injection. injection site showed no erythema, edema or tenderness. 
patient could not verbally describe what he was feeling. patient was given 
Epinephrine. After epinephrine patient stated improvement, but as patient was 
being moved the observation room symptoms returned mainly the dysarthria 
which was accompanied by cogwheel rigidity, petechias and global muscle 
contraction. EMS was called, benadryl injection was given as EMS arrived. 
Patient was then taken to ED.

Myotonic allergic 
rxn - cogwheel 
rigidity, global musc 
contractions; 
petechiae 

1105416 2/27 79 F Ha 3 Other Medications: Metformin 500mg/ day, Lasix 20mg/day, Allopurinol 
100mg/ day,
Current Illness: Leukemia
Preexisting Conditions: High Blood Pressure
Allergies: None
Diagnostic Lab Data: 3/4/21- Covid Test, negative 3/4/21- Chest x-ray and 
diagnosed w/ pneumonia
Write-up: Tiredness and fever began on 3/1. On 3/2/21, patient had phlegm in 
her lungs but unable to cough up. She was admitted to the hospital on 3/4/21 
and stayed for 5 days.

Cov neg 
pneumonia 

1105352 3/11 52 F Ny 3 Other Medications: omeprazole, Synthroid, venlafaxine, vitamin
Current Illness: none
Preexisting Conditions: gastroparesis, Hashimoto hypothyroidism, epilepsy
Allergies: Tree fruits
Diagnostic Lab Data: Troponin 3/14/21 @1445 was 0.255, @ 2008 was 0.218 
and 3/15/21 at 0002 was 0.159 EKG - 3/14/21 - low voltage qrs and t wave 
abnormality EKG - 3/15/21 - prolonged QT interval or TU fusion, Diffuse T Wave 
Inversions anterior and lateral leads ? Ischemia Cardiologist diagnosed her with 
pericarditis
Write-up: Patient woke with severe chest pain and difficult to take deep 
breaths. Chest pain extended over her shoulder and around her neck. Pain 
worsened during the day, went to ER, found to have positive troponins and 
subsequent ecg were abnormal. Echo was negative and angiogram showed no 
blocked arteries. Cardiologist diagnosed her with pericarditis

Pericarditis 

1105349 2/18 91 M In 1 Other Medications: Gevity 1.5 cal 8oz four times per day. Plavix 75mg daily. 
Celebrex 100mg daily. Coreg 6.5mg twice daily. Atorvastatin 10mg daily. 
Lisinopril 50mg twice daily. Nemada 10mg twice daily. Potassium 7.5mg daily.
Current Illness: none
Preexisting Conditions: Alzheimer''s Disease, History of TB, COPD, HTN, 
Anemia, Rheumatica.
Allergies: Sulfa Antibiotics
Diagnostic Lab Data: CPK and troponin levels to Diagnosis M.I Chest Xray for 
fluid on lungs EKG rhythm of the heart diagnosis Atrial Fibrillation
Write-up: Facility transfer resident to ER due to respiratory failure. Symptoms 
included decrease oxygen stats, difficulty breathing and chest pains. ER 
transferred to Hospital with diagnosis of myocardial infraction. Admitted to ICU 
on telemetry. Placed on 50% Bipap for Hypoxia. Placed on IV Amiodarone and 
Ceftriaxone. Resident was stabilized and discharged back to facility on 
2/24/2021.

MI, a fib, pulm 
edema 

1105331 3/5 70 M Ny 1 Other Medications: atorvastatin 20 mg, Vitamin D 1000 IU
Current Illness: None
Preexisting Conditions: Mixed hyperlipidemia, Palpitations
Allergies: Sulfa, Cipro
Diagnostic Lab Data: EKG, Chest X-ray, CT Scan, ECG, Cardiac 
Catherization, CBC, Troponin significantly elevated
Write-up: There may be a connection between the Pfizer COVID-19 vaccine 
and a recent heart attack that I experienced. Some history: I have been 
experiencing pain in my upper back that frequently radiated to my chest for 
about four years. After visits to my primary care physician, a rheumatologist, an 
orthopedic surgeon, a cardiologist and a visit to the emergency room, the only 
consensus was that this was not cardiac related, but was probably caused by a 
pinched nerve in my spine. This pain occurred primarily while walking, but was 
light to moderate and disappeared as soon I as stopped. In December 2020, I 
consulted a cardiologist for heart palpitations. He recommended that I receive a 
calcium score test. Since this showed moderate risk in two arteries, he referred 
me for an echocardiogram and a nuclear stress test, both of which were normal. 
Based on these results, he felt that my condition was stable and recommended 
against catheterization. Dose#1– 2/12/2021. The only initial side effect was a 
sore arm that lasted for a day. However, about two weeks after the first shot, I 
went for a two mile walk. Soon after I started, I experienced intense pain in my 
back that radiated to my chest and left arm. I returned home and the pain 
subsided quickly. Given my history, I attributed the pain to my supposed pinched 
nerve. I tried walking on a couple of successive days, with the same result. 
dose#2– 3/5/2021. I began to experience intense pain in my back that radiated 
to my chest and left arm about 16 hours later. This pain occurred despite resting 
the entire time. At first it was intermittent, but became steady after a couple of 
hours. I then decided to go to an emergent care center, where I was told that I 
was experiencing a heart attack. I was transferred to the emergency room at 
Hospital, and later admitted to the hospital where I underwent a catherization in 
which a stent was inserted in one artery and the other artery was unclogged. I 
may have contracted covid in July, 2020. At that time I experienced a mild sore 
throat, fatigue and body aches. A covid test (PCR) was negative. However, the 
sore throat persisted for several months. My primary care physician 
recommended against an antibody test.

MI

1105310 2/5 50 F Id 3 Other Medications: Omeprazole, anastrazole, clonidine, zyrtec
Preexisting Conditions: HTN, hx of breast cancer
Allergies: percocet
Diagnostic Lab Data: CT angio
Write-up: Began having SOB 3 days post immunization. worsened over then 
next 2 days when she was seen in clinic and sent for CT angio where 
submassive PE was discovered and she was experiencing significant right heart 
strain which led to hospitalization. while hospitalized additional DVT was 
discovered. received catheter directed TPA. now on likely lifelong xarelto

Submassive PE, 
DVT, R heart strain

1105307 2/26 72 F U 10 Patient had a slight left sided mouth droop on 3/8/2021- went to ER states 
EKG, CXR, and CT of head all negative. Kept overnight and had MRI 3/9/2021 
in AM revealed "mini stroke" TIA per neurology. She was discharged with 
Plavix and Lipitor. Has follow up appointment with neurologist 4/8/2021 and 
cardiologist 4/1/2021. Patient states she was on Amiodarone and Bystolic prior 
to having this TIA. Patient is scheduled for second dose of vaccine 3/19/2021 
and wants to receive it. She is cleared to receive from our stand point. 

Tia

1105292 2/12 83 F Mt 15 Other Medications: Levothyroxine multiple dietary supplements (not sure 
which ones)
Current Illness: None
Preexisting Conditions: GIST hypothyroidism
Allergies: Avalox
Diagnostic Lab Data: 2/27 and 2/28 Tests -- elevated D-dimer, chest CT, 
Doppler of legs
Write-up: DVT left calf -- $g Pulmonary Embolism

Unilat DVT, PE

1105283 3/10 58 M Co 5 Preexisting Conditions: Hx: Nephrostomy of L kidney in February, heart 
failure, acute kidney failure, renal carcinoma, atrial flutter
Diagnostic Lab Data: 
Write-up: Ablation procedure for pericarditis occurred on 3/5/21. Received 1st 
dose of Moderna on 3/10. That night experienced fevers (101.7F) and fever like 
symptoms (sweats, chills, body aches). Continued to "not feel well". 3/15/21, 
presented to ED with chest pains and dx with pericarditis again. Treated with IV 
Vanco x1 and IV Zosyn x2 until blood work came back and cultures were 
negative. Due to no infection and negative for an MI, Dr. determined 
pericarditis was a rxn to the vaccine. Other tests results include: Elevated 
BNP, BUN, and CRP. CT of chest, abdomen, and pelvis is clear. 5 covid tests 
since admission, all negative. IgG antibodies for COVID negative. PT currently 
is stable and bloodwork somewhat improved. On O2, fluids and Morphine for 
chest pain. An acute Hepatitis panel is currently pending

Recurrence of 
pericarditis 

1105251 1/18 42 F Ca 1 Other Medications: vitamin c, d and zinc Lutera OCP
Current Illness: NONE
Preexisting Conditions: NONE
Allergies: NONE
Diagnostic Lab Data: ct chest/abd. cxr, ekg, doppler echo,lower extremity echo
Write-up: n/v, chills, SOB, pulmonary embolism, pericardial effusion

PE, pericardial 
effusion 

1105218 2/16 80 M Pa 11 Stroke 11 days (2-27) after dose#1 (2-16), discharged the following day (2-28). 
Spoke to PCP''s office (nurse) who states stroke was likely due to patient''s 
own decision to discontinue his blood pressure medications without doctor''s 
approval. Stroke unlikely related to vaccination and determined patient should 
receive second dose on 3-16.

Cva

1105198 2/1 60 M Az 31 Other Medications: Modafinil, Tramadol, Fenofibrate
Preexisting Conditions: Myotonic Muscular Dystrophy type 2
Allergies: None
Diagnostic Lab Data: CT Scan3/10/21, ultrasound 3/10/21
Write-up: 3/4/21 out of breath , peaked 3/08/21. 3/09 pain in right lower leg 
Hospitalized 4 days - 5 hour procedure for Acute DVT and Acute Saddle 
pulmonary Embolus

DVT and saddle PE

1105195 2/16 74 M Mi 1 Other Medications: Atorvastatin, Finasteride, Rainbow Light Men''s One 
Vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 2/19/21 VASC RIGHT LOWER EXTREMITY VENOUS 
(DVT)DUPLEX Acute deep venous thrombosis (DVT) is noted involving the right 
femoral vein, popliteal vein, gastrocnemius vein(s), posterior tibial vein(s), 
peroneal vein(s) and soleal sinus. No evidence is seen of any superficial venous 
thrombosis in the right leg.
Write-up: Pain in upper right thigh on day after vaccine and next day. Badly 
swollen calf on third day after vaccine. Hospitalized with "Right femoral acute 
thrombosis; no compression; no flow detected."

RLE DVT of femoral 
vein, popliteal vein, 
gastrocnemius 
vein(s), posterior 
tibial vein(s), 
peroneal vein(s) and 
soleal sinus

1105147 3/13 80 M Mi 1 Other Medications: Aspirin 81mg, cholecalciferol 1000u, clopidogrel 75mg, 
empagliflozin 10mg, esomeprazole 40mg, glimepiride 4mg, losartan 25mg, 
metoprolol 50mg, rosuvastatin 10mg, levothyroxine 100mcg
Current Illness: Was in his normal state of health immediately preceding the 
vaccination. He has a history of ventricular tachycardia and had discontinued 
amiodarone 6 weeks prior, with no other anti-arrhythmic control at the time of 
vaccination.
Preexisting Conditions: History of ventricular tachycardia as above, with ICD 
placed. Also has a history of heart failure with reduced ejection fraction, 
coronary artery disease, bioprosthetic aortic valve, chronic kidney disease, 
thrombocytopenia, hypertension, diabetes mellitus, hypothyroidism, GERD, 
prostate cancer
Allergies: ticagrelor, sitagliptin, lisinopril, losartan, candesartan
Diagnostic Lab Data: CBC, 3/14/21: 10.8K WBC, 12.7 hemoglobin, 51K 
platelets Serum creatinine, 3/14/21: 1.71 (baseline 1.3-1.5) High-sensitivity 
troponins, 3/14/21: 22 pg/mL at admission, 22 pg/mL 2 hours later BNP, 
3/14/21: 477 pg/mL EKG, 3/14/21: Sinus tachycardia with occasional premature 
ventricular complexes, left axis deviation, incomplete left bundle branch block. 
Transthoracic echocardiogram, 3/15/21: Dilated cardiomyopathy with 
moderately decreased left ventricular systolic function, Normal overall right 
ventricular systolic function, Anterior mitral valve prolapse and restricted 
posterior leaflet with eccentric, mild-to-moderate mitral regurgitation, Stented 
bioprosthetic aortic valve replacement with MPG 4 mmHg and no aortic 
regurgitation, Dilated ascending aorta, No obvious valvular vegetations.
Write-up: Around 4:30am on the day after administration of the vaccination, 
patient went into ventricular tachycardia and his ICD attempted anti-tachycardia 
pacing (ATP). Per electrophysiology note after interrogation of patient''s ICD: 
"Multiple VT episodes beginning around 4:30 AM, and continuing intermittently 
through 10:15 AM, approximately. There were 19 treated VT episodes, mostly 
terminated with ATP therapy. There was a single 24J shock delivered at 9:43 
AM after a VT episode lasting 1 min, 4 seconds, with average ventricular rate 
171 bpm. This appeared to be an appropriate shock after exhausting 8 ATP 
attempts. On 5 other occasions the patient required 4 or more ATP sequences 
to terminate VT. The remainder terminated with 1-2 ATPs. Reviewing the far 
field electrograms, there appear to be 2 distinct VT morphologies. Average 
ventricular rates for both are about 170-180 bpm." Patient presented to the 
emergency room, where he received amiodarone IV, and was admitted to an 
inpatient cardiology service. He was restarted on amiodarone and was noted to 
be hemodynamically stable and not in VT; however, he opted to leave the 
hospital AMA on 3/15. As noted previously, he has a history of VT and had 
discontinued amiodarone due to side effects about 6 weeks prior to this 
episode. As amiodarone has a half-life of around 45 days, it is thought that his 
rhythm control was suboptimal at the time of this vaccination, and there is no 
evidence that it was the vaccination that caused the VT episodes on 3/14.

V tach (h/o v tach), 
thrombocytopenia 
(plt 51k), aki

1105119 2/10 68 M Ca 20 Other Medications: Baby aspirin, Vitamins B & D and Omega 3 up to day of 
vaccine
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: MRI, CAT Scan, Echo Cardiogram and numerous lab 
tests as well as 6 hyperbaric chamber treatments.
Write-up: Permanent loss of vision in right eye three weeks after receiving first 
COVID 19 vaccination. Diagnosed with Branch Retina Artery Occlusion 
(BRAO) clotting of the retinal artery. Emergency Room admittance and 4 day 
stay at Hospital at direction of Retina Specialist Dr.

Branch retinal 
artery occlusion 
causing blindness 

1105077 3/12 45 F Wi 0 Other Medications: Benlysta monthly infusion, multi vitamin , b12, calcium w 
vitamin d
Preexisting Conditions: LUPUS
Allergies: Sulfa drugs, celcept, lisinopril
Diagnostic Lab Data: Emergency kidney stone removal
Write-up: I had kidney stones that had to be removed not sure if connected to 
vaccine & happened right after shot. Happened suddenly right after I has 
symptoms

Nephrolithiasis, 
uterolithotomy

1105045 3/12 79 F Ma 4 Other Medications: Lisinopril, Simvastatin, Atenolol, Vitamin D, Calcium, and 
Levothyroxine
Current Illness: None
Preexisting Conditions: Hypertension, Hypercholesterolemia
Allergies: Vancomycin, Amoxicillin
Diagnostic Lab Data: CT/CTA Brain, right M3 occlusion
Write-up: Acute stroke. Left facial droop with dysarthria. Admitted to the 
hospital and received tPA.

Cva right M3

1104841 2/3 76 M Az 7 Other Medications: Hydrochlorothiazide 25mg, Atorvastatin 20mg, Doxycycline 
HYC 50mg, Ranitidine 150mg, Melatonin 5mg
Current Illness: Started having cough sometime during February, was taking 
the Doxycycline for a case of Rosacea on his face, was being weaned off the 
Doxy in February
Preexisting Conditions: High Blood Pressure, Elevated Cholesterol
Diagnostic Lab Data: He is still in the hospital at this time.
Write-up: My husband received dose#1– Feb 3, 2021 he developed a cough 
afterwards, cough would come and go. He was scheduled to receive 2nd dose 
on March 11 and I was concerned about having a cough at the time of 2nd 
vaccine. He went to walk-in clinic and got a covid test was negative, he said his 
exam was normal, they gave him prescription of Benzonatate 100mg he took 
one and it did not help so he never took any more. On March 5 while working in 
the yard he collapsed, paramedics arrived and he was in cardiac arrest, they 
started CPR, they used AED was in vfib, he was taken to Hospital then 
transferred to second hospital. I was told he had blood clots in both lungs, 
one in his leg, and possible clots in the mesenteric area of abdomen. His 
heart stopped due to the blood clots in his lungs. He remains in the hospital in 
the Intermediate Coronary Care Unit. He has not yet gained full consciousness.

Cardiac arrest, v 
fib, bilat PE, DVT, 
poss mesenteric 
thrombosis

1104826 3/11 35 M Ca 3 Other Medications: Clopidogrel (Plavix) 75mg each morning; Levothyroxine 
(Synthroid) 50mcg each morning; Simvastatin 5mg x 2 two tablets each night; 
Pantoprazole (Protonix) 40 mg 30 minutes before breakfast each morning,; 
Vitamin D-3 125mcg (5000 iu) each mor
Current Illness: 1 month prior, infection in middle finger of left hand. Completed 
a 10 day course of antibiotic.
Preexisting Conditions: Down Syndrome History of stroke and TIA
Allergies: None
Diagnostic Lab Data: Blood tests; urine test; CT Scans; MRI; X-ray; EKG; 
EEG. All tests came back in normal range.
Write-up: Small seizure at 1pm on 03/14/2021. Followed by Grand mal seizure 
at 5:30pm on 03/14/2021.

New onset sz 

1104721 2/26 65 F Mi 5 Other Medications: Lisinopril, vitamin C, vitamin D
Current Illness: none
Preexisting Conditions: mild hypertension
Allergies: amoxycillin, bee venom
Diagnostic Lab Data: 3/5/21 Urinalysis and comprehensive blood panel 3/5/21 
CT scan to diagnose appendicitis 3/5//21 - 3/7/21 numerous lab tests pre and 
post-surgery
Write-up: On day 5 after vaccine, I experienced fever, chills, headache, and 
increasing pain in my lower right abdomen. Symptoms increased until I went to 
Urgent Care and then hospital ER where I was diagnosed with appendicitis on 
March 5. Had appendectomy late on March 5 and discovered appendix had 
ruptured. 2 days in hospital after surgery.

Appendicitis 

1104718 3/13 86 M U 2 Other Medications: ALLOPURINOL, ASPRIN, CARTIA, DOCUSATE, 
CARDURA, NEURONTIN, HYDRALIZINE, HYDROCODONE, POTSSIUM
Preexisting Conditions: CORONARY ARTERY DISEASE, HEART FAILURE, 
CHRONIC KIDNEY
Allergies: MORPHINE, NORVASC, STATINS
Write-up: FLASH PULMONARY EDEMA, HYPOXIA (O2 SAT IN 60S)

Flash pulm edema, 
hypoxia

1104713 3/4 65 M Mi 9 Bell’s palsy Bell’s palsy 

1104706 1/9 38 F Or 21 Other Medications: Zyrtec, Metoprolol, Fluvoxamine
Preexisting Conditions: Hypertension, PCOS, Sleep Apnea
Allergies: Septra, Azithromycin, Lamotrigine
Diagnostic Lab Data: CTA / d-dimer 1/30
Write-up: Unprovoked Pulmonary Embolism - symptom onset week of 1/18, 
hospitalized 1/30-1/31 - treated with oral anticoagulants

PE

1104693 2/26 69 M Pa 0 Other Medications: Triumeq, calcium, vitamin D3
Current Illness: none
Preexisting Conditions: HIV
Allergies: none
Write-up: Light-headedness for several hours following vaccine, followed by 
massive heart attack.

Mi

1104689 2/24 65 F Nj 5 Other Medications: Synthroid & Simvastatin
Current Illness: After my 1st Moderna COVID shot on 01/26/2021 had some 
small blister type hive and itching but did not realize it was from the shot.
Diagnostic Lab Data: Had several blood tests etc. that can be obtained from 
Medical Center. Was also seen by Dr and by Dr advised that I avoid mRNA 
vaccines in future, Dr. said I had ? Allergic reaction to COVID vaccine, 
delayed-serum sickness type reaction.
Write-up: Had serious hive, rash, swelling of tongue, lips, throat, beginning on 
3/1/21 early am. Ended up in hospital on 3/1/21 as throat closed up, needed 
medical attention. Was hospitalized over night and then had another severe 
attack where breathing was obstructed and was taken to hospital by squad on 
03/04/21 was treated and given an EpiPen.was on Prednisone, Benadryl, Xyzal 
etc.

Delayed anaphyl 

1104680 2/22 68 M Tx 18 Other Medications: Losartan 50 mg, once daily, OTC Multivitamin, once daily, 
OYC Zinc 15mg, once daily.
Current Illness: Hypertension.
Preexisting Conditions: Prosthetic aortic valve.
Allergies: None.
Diagnostic Lab Data: 03/12/2021 CT Head WO Contrast. 03/13/2021 MRA 
Head W/WO Contrast, MRA Neck W/WO Contrast. 03/13/2021 MRI Brain W/
WO Contrast. 03/12/2021 EKG. 03/12, 13, 14/2021 Numerous Blood and Urine 
Tests
Write-up: On 03/12/2021 at 0630 fell out of bed, wife witnessed tonic clonic 
seizure of 5+ minutes duration, when EMS arrived patient was postictal 
(confusion).

New onset sz 

1104666 1/14 79 F Ga 50 10 Covid breakthrough, death Covid 
breakthrough, 
death

1104658 2/24 72 F Md 0 Vertigo Vertigo

1104607 2/8 74 M Nj 3 Other Medications: Xarelto, Diltiazem, vitamin D3
Current Illness: A fib/A Flutter
Preexisting Conditions: A Fib
Allergies: No
Diagnostic Lab Data: Blood work, EKG, CT Scan MRI. MRI confirmed stroke 
occurred in cerebellum of the brain due to blockage from blood clot
Write-up: Stroke on 2/11/2021 caused by a blot clot

Thrombotic 
cerebellar cva 

1104565 1/19 74 M Az 2 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Sulfa Antibiotics
Diagnostic Lab Data: CT Scan...and many, many blood draws, etc.
Write-up: BLOOD CLOT. Began feeling ill 2 days after 1st vaccine...headache, 
cold and tired. Developed pain in my abdomen area quite noticeable 4 days 
later. 6 days later had major pain, vomiting, bloody diarrhea. Went to ER 
morning of the 7th day....spent 4 days in hospital. Had a blood clot--Portal Vein 
Thrombosis. Put on Heparin drip in hospital...and Eliquis blood thinners after 
released. I have never been sick like that...never been on any 
prescription...always been healthy, walking 3-5 miles per day. My family feels 
that there must be a connection with the vaccine. One of my doctors said 
no...another said didn''t think so, but unknown at this time.

Portal vein 
thrombosis 

1104554 2/1 77 F Pa 13 Other Medications: Metoprolol tartrate
Current Illness: NONE
Preexisting Conditions: High Blood Pressure, but it has been under control for 
years with medication.
Allergies: NO
Diagnostic Lab Data: BlOOD WORK MRI CAT SCAN, EKG PT , OT AND 
SPEECH I
Write-up: I had quite an adverse reaction to the second MODERNA vaccine. 
That afternoon and evening I developed symptoms. I was experiencing chills, 
fever, body aches, headache, sore throat, shaking and nausea. As the week 
went on, my reaction became worse. I was sweating profusely and had 
shortness of breath accompanied with burning pain on the top of my hands and 
feet and a rash. On Friday morning, 5 days after the vaccine, I collapsed and 
had a stroke. I was rushed to hospital and was admitted. It was confirmed that I 
had a stroke. through a Cat Scan and MRI. On Saturday, I had another stroke. 
This time I was transferred to hospital. I had a huge blood clot on the left side of 
my brain which has effected my speech and walking. My entire life has been 
effected and changed. I had a plethora of tests done, MRI, CAT SCAN, EKG, 
BLOOD WORK etc. I also have to have speech therapy, physical therapy and 
occupation therapy. I spent about weeks in the hospital. The doctors think it is 
a possibility that the 2 Moderna vaccine caused my two strokes. What can 
be done about this? I will have problems for the rest of my life.

2 cva

1104545 2/27 65 M Nh 1 Preexisting Conditions: DM, HTN, high cholesterol
Diagnostic Lab Data: EKG - 2/28 CT SCAN - 2/28, 3/1, 3/12 MRI - 3/1
Write-up: stroke

Cva

1104520 2/16 33 M Ny 4 Other Medications: aspirin, cholrhexidine, divalproex, levetiracetam, 
lorazepam, multivitamin with minerals, sertraline, topiramate
Current Illness: none
Preexisting Conditions: seizures
Write-up: headache, seizures more than usual spent 7 days in hospitals trying 
to get them under control

Sz exacerbation 

1104469 1/27 82 M Fl 1 Other Medications: Metformin, Clipiside, Forosemide,Alogliptin, Amlodipine, 
Provestin, Gabepentin, Losartan, Caruedilol
Preexisting Conditions: Diabetes, high blood pressure, neuropathy
Allergies: none
Diagnostic Lab Data: too many to list
Write-up: Excruciating leg pain from knee to groin began on day after first shot 
1/28/2021 then after 2nd dose was given on 2/24//2021 a massive stroke 
occurred within 8 hours.

Cva

1104431 1/19 83 M U 1 0 Diagnostic Lab Data: 1/20/21 - vital signs prior to event included temp 97.8 
and O2 sat 96% (on chronic oxygen) 1/20/21 - sodium 134 (L), CO2 12.2 (L), 
BUN 19 (H), Creatinine 1.7 (H), eGFR 36, glucose 171 (H), AST 41 (H), albumin 
2.9 (L), Ca 7.7 (L) - remainder of chem within normal limits; WBC 16.8 (H), RBC 
3.27 (L), HGB 9.6 (L), Hct 30.1% (L), RDW 15.9% (H), Plt 123 (L)
Write-up: Cardiac arrest; 82 year old, male, Dose#1– 12/30/20. On 12/31/20, 
patient was febrile with increased lethargy and UTI was suspected so patient 
received a dose of ceftriaxone and levofloxacin. Within 30 minutes he became 
wheezy and short of breath, developed hives and tongue swelling. He required 
intubation and admission for treatment of acute respiratory failure, acute kidney 
injury and significant lactic acidosis. Treatment included epinephrine, H1 and H2 
blockers, and steroids. He recovered and was extubated on 1/3/21 and 
discharged back to the facility on 1/6/21. Attending physician noted that 
antibiotics were most likely contributor to event, but recommended that patient 
not receive the 2nd COVID vaccine dose. Patient was referred to an allergist to 
assess this event, with an outpatient visit on 1/14/21. Patient expressed interest 
in receiving the 2nd dose. Allergist determined that the antibiotics were the 
cause of anaphylaxis, and recommended skin testing to take place 6 weeks 
after his reaction. Allergist determined the reaction was not due to the COVID 
vaccine and advised patient that he could receive the 2nd dose. Dose#2– 
1/9/21. The patient was lethargic and running a fever the morning of 1/20/21. At 
1500 on 1/20/21 patient was noted to be lying supine in bed, visiting with aides. 
At 1508 nurse entered room and noted patient to be lying on floor supine and 
nurse was unable to get patient to respond to shaking or calling his name. 
Breathing was noted to be labored, and nurse was unable to detect a pulse. At 
1509, 911 was called and CPR initiated. Spontaneous pulse and breathes 
resumed just before ambulance arrived at 1522. On arrival at the ED patient 
was responsive and breathing spontaneously, however, hemodynamically 
unstable. Patient went into cardiac arrest and code blue called at 1535. 
Received treatment with epinephrine, methylprednisolone, diphenhydramine, 
amiodarone, atropine. Patient was intubated. EKG obtained and showed acute 
MI. At 1622 he again went into cardiac arrest and time of death was called.

AMI, delayed 
anaphyl-type rxn 
after both doses

1104421 2/26 77 F Md 11 Preexisting Conditions: CAD, COPD, Afib, Pulmonary hypertension
Write-up: 3/11/2021 Patient presented with severe upper back muscle spasms 
and shortness of breath for the last 2 days. Diagnosed with pneumonia and 
hypoxia, confirmed by imaging. Covid test negative on admission

Cov- pneumonia 
and hypoxia

1104379 2/22 75 M Mi 10 Other Medications: Amlodipine 10 mg , Aspirin 81
Current Illness: no
Preexisting Conditions: hypertension stable , kidney stones , history of 
prostate cancer in remission , last PSA in January and negative
Allergies: no allergies
Diagnostic Lab Data: bilateral popliteal DVT and pulmonary embolism , patient 
was admitted to the hospital and he is currently on anticoagulation
Write-up: SOB and fatigue

Bilat popliteal DVT 
and PE

1104351 2/21 72 F La 8 Previous Vaccinations: Tetanus vaccine (horse tetanus serum)/shock/4 years 
old
Other Medications: Albuterol, Fluticasone, Amlodipine, Multivitamins, B12, Fish 
Oil, Vitamin D, Lutein, Calcium, Loratadine, Curcumin/Tumeric 500mg
Preexisting Conditions: RA, COPD, and environmental allergies
Allergies: Tetanus vaccine and toxoids, naproxen sodium, adalimumab, 
Moxifloxacin
Diagnostic Lab Data: No tests. I strictly communicated with the doctors via 
internet and sent them photos and a description of my condition and I started to 
take anti inflammatory medication.
Write-up: Synovitis on right and left hand finger knuckles and wrist joints with 
evident damage to the joints soft tissues with the formation of lumps the size of 
petit poi?s on both of the joints described above. Joint damaged evolved in a 
matter of four days. Tendinitis on all tendons on right and left forearms. between 
wrists and elbow. Excruciating pain on my hands and forearms. I have dealt with 
all kind of joint issues during my 15 years battle with rheumatoid arthritis but I 
have never seen joint damaged developed in such a short period of time.

UE synovitis and 
tendonitis 

1104254 1/25 71 M Ny 3 TIA; report from a Physician concerning a 71 year old, male patient, Dose#1– 
25 Jan 2021. On 28 Jan 2021 the patient experienced TIA and was 
hospitalized for 24 hours and then was discharged. 

Tia

1104252 3/10 84 M U 1 0 Death Narrative: Dose#1– 1/29/21. On 2/12/21, patient was hospitalized with 
"leaking and swollen legs." On 2/13, patient had a vascular surgeon consult, 
where patient was diagnosed with lower extremity ischemia and acute diastolic 
heart failure. A bilateral, common endarterectomy with bovine angioplasty and 
bilateral iliac stent placement was performed on 2/17/21. Patient was 
discharged to a skilled nursing facility on 2/26/21. He was due to receive his 
second dose on 2/26/21, however, the appointment was moved to 3/10/21 since 
patient was hospitalized. Dose#2– 3/10/21. Patient was hospitalized again 
(reason for hospitalization unknown) where he passed away 3/11/21 at hospital.

LE ischemia, acute 
diastolic heart 
failure 

1104227 2/9 80 F Pa 32 Other Medications: albuterol (PROVENTIL HFA,VENTOLIN HFA) 90 mcg/act 
inhaler amLODIPine (NORVASC) 5 mg tablet amoxicillin (AMOXIL) 500 mg 
capsule anastrozole (ARIMIDEX) 1 mg tablet dicyclomine (BENTYL) 10 mg 
capsule docusate sodium (COLACE) 100 mg capsule fol
Current Illness: Elevated troponin I level Elevated brain natriuretic peptide 
(BNP) level Dyspnea Chest pain Atrial fibrillation with rapid ventricular response 
(HCC) Hyponatremia Hyponatremia
Diagnostic Lab Data: 03/12 0700 - 03/13 0659 - 03/13 0700 - 03/14 0659 - 
03/14 0700 - 03/15 0659 - 03/15 0700 - 03/16 0659 Time: 1008 0338 0351 0406 
0421 0906 0924 1008 1240 1309 0514 1217 1441 1606 2344 0626 0827 1805 
0035 0619 CHEM PROFILE Sodium 125 121 124 122 125 126 129 129 130 
Potassium 3.6 4.2 3.9 3.5 3.3 3.3 4.2 4.5 3.9 Chloride 93 86 87 87 88 91 92 95 
94 CO2 24 25 29 28 30 30 32 30 29 Anion Gap 8 10 8 7 7 5 5 4 7 BUN 14 15 
17 15 14 13 15 15 13 Creatinine 0.53 0.54 0.63 0.57 0.48 0.51 0.53 0.47 0.40 
Glucose, Random 138 107 114 108 107 101 115 103 112 Calcium 9.2 8.8 8.5 
8.7 8.6 8.5 8.9 8.8 9.0 CORRECTED CALCIUM 10.2 AST 23 12 ALT 26 27 
Alkaline Phosphatase 96 75 Total Protein 6.4 6.7 Albumin 2.3 3.5 TOTAL 
BILIRUBIN 0.59 0.42 eGFR 90 89 85 88 93 91 90 94 99 Magnesium 2.0 2.0 
Troponin I 0.07 0.04 0.04 NT-proBNP 12,149 Iron 21 Ferritin 200 Iron Saturation 
11 TIBC 188 OSMOLALITY, SERUM 266 254 WBC 10.22 9.11 8.17 7.34 Red 
Blood Cell Count 3.29 3.27 3.22 3.31 Hemoglobin 10.9 10.8 10.6 10.6 HCT 31.7 
31.3 31.1 32.0 MCV 96 96 97 97 MCH 33.1 33.0 32.9 32.0 MCHC 34.4 34.5 
34.1 33.1 RDW 13.9 13.8 13.8 13.9 Platelet Count 235 222 250 304 MPV 10.1 
10.1 10.6 10.2 nRBC 0 0 DIFFERENTIAL Neutrophils % 80 77 Immat GRANS 
% 0 0 Lymphocytes Relative 7 9 Monocytes Relative 10 10 Eosinophils 3 4 
Basophils Relative 0 0 Immature Grans Absolute 0.02 0.03 Absolute Neutrophils 
8.26 6.89 Lymphocytes Absolute 0.68 0.86 Absolute Monocytes 0.97 0.92 
Absolute Eosinophils 0.26 0.37 Basophils Absolute 0.03 0.04 Cortisol - AM 25.7 
THYROID TSH 3RD GENERATON 0.445 0.525 INFLU A PCR Negat... INFLU B 
PCR Negat... RSV PCR Negat... SARS-COV-2 Negat... T& B LYMPHOCYTES 
nRBC 0 0 URINALYSIS Color, UA Yellow Clarity, UA Clear SL AMB SPECIFIC 
GRAVITY_URINE $g1.045 Glucose, UA Negat... Ketones, UA Negat... Blood, 
UA Negat... Nitrite, UA Negat... Leukocytes, UA Negat... pH, UA 6.0 POCT 
URINE PROTEIN Negat... Bilirubin, UA Negat... SL AMB POCT 
UROBILINOGEN 0.2 Osmolality, Ur 195 Legionella Urinary Antigen Negat... 
EKG ECG 12-LEAD OTHERS C-REACTIVE PROTEIN 213.0 D-Dimer, Quant 
2.30 XR CHEST PORTABLE XR NOVEL CORONAVIRUS (COVID-19), PCR, 
INFLUENZA A/B, RSV PCR, SLUHN COVID19, LEGIONELLA ANTIGEN, URIC 
ACID
Write-up: Chest Pain Pt has been having flu like sxs the past few days and 
tonight was woken out of her sleep by chest pain. (3/13/2021) pericarditis, atrial 
fibrillation, and CHF

pericarditis, atrial 
fibrillation, and CHF

1104222 2/4 72 M Mo 7 Preexisting Conditions: History of previous stroke
Write-up: Client suffered a stroke on 02/11/21 which caused client to fall while 
getting into shower. Client hit his head during fall causing a brain bleed and also 
broke his left shoulder. Client was transferred to hospital via ambulance and 
admitted to hospital. hospitalized 20 days

Cva, ich from fall

1104196 1/28 84 F Mo 1 Preexisting Conditions: CHF, HTN, Hx of Stroke
Allergies: PCN, Sulfa
Write-up: Client fell at home on the night of 01/29/21, woke up on 01/30/21 with 
left sided weakness, dysarthia, left sided facial weakness, left hand pain and 
swelling. Client transported via ambulance and admitted to Hospital. Transferred 
to rehab care on 02/02/21 and discharged on 02/16/21.

Unilat weakness, 
dysarthria

1104160 2/8 78 M Tx 7 Other Medications: Fish oil, aspirin, levothyroxin, doxazosin, losartan, Lipitor, 
escitalopram, ezetimibe, imiquimod, hydralazine hydrochloride, nifedipine, zinc, 
D3, Vitamin C
Current Illness: none
Preexisting Conditions: Cardiovascular issues, no thyroid, high cholesterol 
and hypostatic blood pressure
Allergies: none known
Diagnostic Lab Data: hospitalization, MRI head, neck and MRA, CTs 2/23, 
2/24, 2/25
Write-up: fell, hit head, confusion, memory loss, balance disorder, tremors and 
shaking, vomiting, headache, high blood pressure, TIA, CVA, aneurysm

Cva

1104155 2/12 67 F In 5 Other Medications: Levothyroxine, Fosamax, Vitamin D.
Current Illness: None.
Preexisting Conditions: Stem cell transplant in 2008 for AML (cured), 
hypothyroidism, osteopenia.
Allergies: Cephalosporins and Iodine dye.
Diagnostic Lab Data: CAT scan came back with vasogenic edema, high right 
frontal parietal junction with scattered parenchymal calcifications within the 
brain, no hemorrhage. Atrophy and small vessel disease changes related to 
age. Mild bilateral mastoid air cell effusions. Then she had two MRI''s of the 
brain one with contrast and one without that showed stroke, left sided 
numbness. EEG did not reveal any worrisome pattern on 2/17/21.
Write-up: Five days after the vaccine she was on the phone, sitting in a chair 
and she lifted her arm up and it felt heavy and it just dropped. She then started 
to raise the arm and she was not able to do it. She then suddenly lost sensation 
in her left arm. She then could not control it, would raise when it wanted to but 
was not able to feel it or control it. (had the feeling that it was not connected to 
her body and it was just floating around). Then started having involuntary 
muscle spasms in her mid torso region. The same thing then happened again 
and the muscle spasms were more intense and she waited around and lasted 
for minutes. She never lost consciousness, but then it happened again and was 
spreading on her left side. It then encompassed from her hip up to her shoulder. 
The involuntary muscle spasms were moving from the side toward her chest to 
where she felt it would impact her breathing. She then went to the ER and they 
started doing testing, and she had more spasms, and then started having 
double vision. In talking with the doctor about all of this she had a CVA with 
complex partial epilepsy with recurrent seizures and that the double vision was 
related to the infarct in her brain and that the stroke triggered the seizure that 
she had. She did not lose any memory, loss of consciousness, no weakness or 
loss of sensation. These episodes only lasted minutes and a refractory time of 
minutes and when she got to the ER she the other episode when they were 
trying to test her. They were not able to do the EKG or EEG due to the 
involuntary movements and these resolved. She is now completely recovered 
other than the fatigue with no residual. She saw a neurologist on 2/24/21 who 
felt like that she had a stroke and put her on Keppra and is going to FU in 3 
months at IU. It was ruled out that there was no relationship of her transplant to 
this reaction. She is now on Keppra, Atorvastatin for the swelling in her brain, 
and also put on aspirin 81 mg. Her blood tests that were done were all drawn 
and were all within normal limits except for kidney function, but is only a minor 
#''s for her secondary to the transplant. She then had some titers drawn for 
CMV and that was also negative. Then she had a COVID test that was 
negative. Then she had spinal tap that came back normal results.

Cva, new onset sz 
(partial complex 
epilepsy)

1104114 3/9 19 F Va 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Ct scan 3/10 & 3/12 Brain Mri 3/14 Spinal Tap 3/13 
COVID Test 3/12 & 3/13 EEG study 3/13-3/15
Write-up: 3 Seizures on 3/10 8 Seizures on 3/12 Placed on Ventilator 3/12 
Removed on 3/13 5 seizures on 3/13 Placed back on vent 3/13 Removed from 
vent 3/15 Seizure on 3/15

Mult sz, requiring 
intubation (no h/i 
sz)

1104071 3/11 72 M Ga 1 Other Medications: atorvastatin 40 mg PO HS #90 tablet carvedilol 3.125 mg 
PO BIDBB #60 tablet doxycycline hyclate 100 mg PO BIDCC #14 tablet.dr folic 
acid 1 mg PO DAILY furosemide 40 mg PO DAILY PRN #14 tablet PRN 
Reason: WEIGHT GAIN furo
Preexisting Conditions: hypertension, hyperlipidemia, coronary disease, 
ischemic cardiomyopathy with EF less than 20%, AICD with history of atrial 
arrhythmias versus V. tach.
Allergies: NKA
Write-up: Patient with known history of ventricular arrhythmia s/p AICD 
placement. Per patient, no defibrillations in past 5 years.  Dose#2– 3/11, started 
to feel ill that night into the following morning. States he felt like someone 
punched him. AICD monitoring program called patient to notify of defibrillation 
and sent to ED on 3/12. ED evaluated, wrote for amiodarone, and discharged 
home. Patient had two additional defibrillations at home and returned for 
admission 3/13. Patient has had repeat bouts of pulsatile ventricular tachycardia 
while inpatient. Placed on amiodarone infusion, AICD evaluated and adjusted 
per cardiology. Remains inpatient as of 3/16 when submitting this report.

Pulsatile v tach (h/o 
controlled v tach)

1104040 3/8 69 M De 0 Other Medications: 1 aspirin (325mg)/day
Current Illness: No
Preexisting Conditions: stents
Allergies: No
Diagnostic Lab Data: Extreme hypertension and fluid in lungs.
Write-up: Progressively worsening difficulty breathing, culminating in collapse 
and NEAR DEATH, on 14/03/2021. Results from the E.R.: extreme 
hypertension and fluid in lungs. Intubated (breathing) for a day. In E.R. for at 
least 2 days.

Hypertensive 
urgency, flash pulm 
edema 

1104037 3/5 35 F Tx 2 Other Medications: No
Current Illness: No
Preexisting Conditions: No
Allergies: No
Diagnostic Lab Data: Electrocardiograms, EKG, blood work, ct scans, chest X-
rays, heart monitor, numerous visits to emergency room
Write-up: Tremors, non stop permanent rapid heart beat, heart palpitations, 
dizziness while standing, dizziness, brain fog, vomiting. Migraine. Hospitalized 
11 days 

Tremors, 
tachycardia, 
palpitations, 
dizziness 

1103978 2/11 96 F Wi 24 Other Medications: Aspirin 81 mg daily, Lipitor, Tums, Chlorthalidone, Vitamin 
D, Lasix & potassium chloride every other day , Lidoderm patch to right knee, 
Areds
Diagnostic Lab Data: Several labs and urine, EKG, Cat Scan of Head, MRI 
Brain-all normal per Emergency Doctor
Write-up: Bell''s Palsy Left side-3/08/2021 Seen at Emergency Room and was 
given treatment of Prednisone, ValAcyclovir, and ointment to left eye at night. 
She experienced severe left sided neck and left ear pain on Saturday 3/06/2021 
and then got drooping of left mouth and left eye around 3 pm on Sunday, 
3/07/2021, and was seen at healthcare Clinic and Emergency Room 3/08/2021. 
Dose#1– 1/21/2021; Dose#2– 2/11/2021

Bell’s palsy 

1103930 3/12 51 F Ca 2 Other Medications: None
Preexisting Conditions: Celiac sprue
Allergies: Gluten, tetracyclines
Diagnostic Lab Data: cbc, electrolytes, BUN, Cr, ALT, AST, total bilirubin, alk 
phos, lipase (573)
Write-up: Acute gallstone pancreatitis 3/14/2021 1AM. Underwent 
cholecystectomy (laparoscopic) 3/15/2021

Obstructive 
pancreatitis 
(gallstone), 
cholecystectomy 

J

1103902 3/2 34 M Nc 0 Other Medications: Chewable multivitamin taken at 5:00 am
Current Illness: none
Preexisting Conditions: A fib, gout
Allergies: none
Write-up: Diplopia 03/09/2021 Acute onset diplopia Vertical and torsional 34 yo 
M here with double vision. Pt states a week ago he started to notice double 
vision. No childhood strabismus. Vax— 3/2/2021 at noon. The same night felt 
that his vision was blurry and split. 2 weeks ago severe migraine 3/3/2021. His 
depth was off. Similar that Tuesday his vision was blurry and split. 3/4/2021. 
Woke up with definite vertical diplopia Stable since that day With chin down he 
can see single  On examination Severe limitation to downgaze rotation right eye 
worse in the field of action of the right inferior rectus muscle There is also 
moderate limitation to full abduction right eye On motility he has right 
hypertropia, esotropia and incyclotropia No pain No conjunctival injection 
Differential diagnosis Acute ophthalmoplegia Rule out orbital apex or cavernous 
sinus No ptosis no pain. Isolated donwgaze Myositis IR LR vs SR and MR with 
restriction and weakness Unlikely TED unusual presentation no family history 
Brain inflammation affecting 3rd nerve, 6th nerves Always MG is within the 
differential diagnosis

Diplopia- 
ophthalmoplegia of 
CN 3 and 6

1103867 2/18 88 M Ny 11 Other Medications: sinemet, vit d, plavix, entresto, proscar, levothyroxine, 
metoprolol, rasagiline
Current Illness: None
Preexisting Conditions: Parkinsons, hypothyrodism, HTN, CAD, gerd, bph
Allergies: none
Diagnostic Lab Data: CT head, no acute abnl, chest x ray normal, cmp, cbc 
normal, covid 19 neg, blood cx and ua negative. troponin neg.
Write-up: Dose#2– feb 18, 2021 and 2 weeks later developed sudden chorea 
like movements which progressed to where his wife thought he might be having 
a seizure and he was brought in and hospitalized on 3/13/2021. Pt admitted with 
acute choreaform movement pattern, possible encephalopathy (having acute 
mental status changes) and acute functional decline. Pt prior was independent 
with ADL''s, had smooth speech pattern and walked independently with a 
walker. there have been no recent medication changes or illnesses.

Chorea, poss 
encephalopathy 

1103835 2/6 80 F Ny 10 Other Medications: None
Current Illness: None
Preexisting Conditions: Diabetes mellitus Old stroke without residual deficits
Allergies: ACE inhibitors
Diagnostic Lab Data: CBC on 2/17/21: Platelet count 1/uL
Write-up: Immune thrombocytopenia

ITP (plt 1)

1103742 2/19 64 F Ms 9 Other Medications: Bactrim, celcept, Keppra, Aspirin, Lipitor, Calcium, Prograf, 
Prednisone, Calcitriol, Pepcid
Preexisting Conditions: Kidney Transplant-October 17, 2020 Nephrectomy 
December 29, 2020 Sarcoidosis 1991
Allergies: Sulfa, Adhesive
Diagnostic Lab Data: MRI February 28, 2021 Cat Scan February 28, 2021 
Spinal Tap March 11, 2021
Write-up: Beginning February 28, 2021 stroke, seizure, fever, headache and 
weakness.

Cva, sz

1103638 2/8 41 M Dc 11 Diagnostic Lab Data: initial derm bx: suggesting bullous em; Infection w/u neg
Write-up: diffused rash with initial derm bx suggesting bullous em; report from 
physician. A 41-year-old male patient received vax on 08Feb2021. The patient''s 
medical history and concomitant medications were not reported. The patient 
experienced diffuse rash with initial derm bx suggesting bullous em but repeat 
biopsy is pending. Multiple infection work up (w/u) negative, more esoteric 
immune work up (w/u) pending. The events occurred on 19Feb2021 with 
outcome of recovering. The patient was hospitalized for seven days

Bullous erythema 
multiforme (rash)

1103553 3/4 41 M Ut 6 Other Medications: none
Current Illness: none
Preexisting Conditions: none
Allergies: none
Diagnostic Lab Data: I consulted this day 3/15 an audition specialist at Clinic 
who performed some acuity tests. They confirm that I recently lost 20db on the 
right hear with a strong degradation of the clarity (~50%)... They gave me 
steroid...
Write-up: After first shot of Moderna, I had light headaches during the first 5 
days. Then I start hearing noise in the right ear.. when walking every steps is 
resonating in my ear. I can clearly hear a degradation of my hearing. Driving a 
car makes some noise in the ear

Hearing loss 

1103549 1/28 77 F Ca 0 Other Medications: calcium, multivitamin, B12 1000mg, allergy, omaprazole 
DR 20mg,
Current Illness: None
Preexisting Conditions: None
Allergies: Codeine
Diagnostic Lab Data: Sonogram, blood work, ekg, cat scan February 2, 2021
Write-up: Ache in back of left leg. Thought it was a muscle strain from working 
in yard. Did not go away so went to Clinic February 2nd, 2021. They asked me 
my symptoms and then sent me for a Sonogram and discovered a DVT and 
later a Pulmonary Embolism in my right lower lung. I am now on Eliquis.

DVT, PE RLL

1103516 2/1 37 M Or 4 At the administration site in my left deltoid my muscle feels numb/weak. Having 
difficulty with pain, range of motion and lifting anything including the weight of 
my arm.

Shoulder pain, 
decreased ROM

1103510 2/25 85 M Nc 11 Other Medications: Aspirin, Allopourinol, Cyanocobalamin, Linzess, Protonix, 
Lossartan, Zocor, Trulicity, Donepezil, Caevedilol, Atrovert, Claritin, Nitroglycerin
Current Illness: No
Preexisting Conditions: Diabetes, High Blood Pressure,
Allergies: Metronidazole
Diagnostic Lab Data: MRI of brain and blood tests.
Write-up: Patient had a stroke about two weeks after the last dose was given.

Cva

1103473 2/12 81 F Oh 7 Other Medications: Hydrochlorothiazide 25 Mg/day 81 Mg Aspirin/day
Current Illness: None
Preexisting Conditions: None...patient has been "healthy as a horse" ALL her 
life!
Allergies: None
Write-up: patient fainted @ 11:30 PM on 3-2-21. Taken to emergency room, left 
in hallway until 11:30 AM, got admitted to room. Blood draws done, Dr., 
Hematologist, consulted. Diagnosis...Leukemia. We feel this is related to/ the 
blame for it because of Covid. As said earlier, patient has been "healthy as a 
horse" ALL of her life. Had an Aunt that lived to 102!!!

Leukemia 

1103395 2/12 60 F Pa 29 Current Illness: none
Preexisting Conditions: none
Allergies: Percocet
Diagnostic Lab Data: 3/11/21 HGB 8.3 3/11/21 Platelets 12
Write-up: Patient had severe fatigue and poor appetite following vaccination for 
1 month, upon having blood work done on 3/11/2021 patient was found to have 
pancytopenia and was sent to the hospital. Patient had a platelet count as low 
as 4, and required multiple platelet transfusions along with PRBC transfusion. 
Patient believed to be having an immunologic response to the 2nd 
moderna covid vaccine.

Pancytopenia (plt 4)

1103349 2/26 82 F Mi 3 Previous Vaccinations: 1st Moderna shot resulted in hip joint pain for several 
days.
Other Medications: Atorvastatin, Furosemide
Current Illness: Heart attack
Preexisting Conditions: Irritable Bowel Syndrome (IBS)
Allergies: No known allergies
Diagnostic Lab Data: Office visit to my PCP for evaluation. Concluded that the 
joint pain and swelling was due to the vaccination. No tests taken.
Write-up: Several days after receiving the 2nd Moderna vaccine for COVID 19, 
I began have pain in all the joints in my hands, shoulder. Unable to use my 
hands due to excruciating pain. The pain began 3-4 days after the 2nd shot, 
starting in 2 of my fingers and progressively moved to all the joints in all of my 
fingers, wrists and my shoulders. In addition there is swelling. I have very little 
use of my hands, requiring assistance to care for myself. I have never had joint 
pain in my hands before. The pain has continued for 2 weeks non-stop. At the 
doctors recommendation I have been taking Tylenol for Arthritis, however this 
does not alleviate the pain, only reduces some of the discomfort.

UE and shoulder 
arthralgia and 
swelling 

1103326 2/10 74 F Ct 14 Other Medications: cyanocobalamin, omeprazole, cholecalciferol, tramadol, 
allopurinol, gabapentin, losartan, metoprolol
Current Illness: None
Preexisting Conditions: CKD, PMR, HTN, spinal stenosis
Allergies: NKDA, NKA
Diagnostic Lab Data: Unable to obtain CSF despite fluoroscopic guided LP. 
EMG pending.
Write-up: Patient developed Bell''s Palsy 14 days after vaccination. Another 10 
days after that, she developed symptoms of right leg weakness that have 
progressed to bilateral lower extremity weakness plus sensory symptoms that 
meet criteria for Guillain Barre Syndrome.

GBS, Bell’s palsy 

1103235 2/11 67 M Co 14 Other Medications: Allopurinol, tamsulosin, Depakote, amiloride, la, 
finasteride, lithium, vitamin D3, vitamin B12, ginkgo biloba
Preexisting Conditions: Bipolar 1 disorder, chronic kidney disease, traduce 
dyskinesia
Allergies: Niacin
Diagnostic Lab Data: CT scan, bloodwork 2/26
Write-up: His left eye started looking funny on Thursday night, 2/25/21. Friday 
morning the left side of his face wasn?t able to smile. Took him to medical 
center where, after CT scan and blood work, he was diagnosed with Bell?s 
palsy. Unfortunately the treatment for this is a steroid and antiviral medication. 
By Sunday night he was exhibiting signs of mania.

Bell’s palsy 

1103212 2/11 70 F Ca 0 Other Medications: Vitamin D
Preexisting Conditions: Pectus excavatum Scoliosis Restrictive lung disease 
Pneumonia Bronchial atresia TB Calculus of gallbladder Migraine Tingling 
hands and feet Double vision Supraventricular tachycardia
Allergies: Dairy products Sulfa Animal products
Diagnostic Lab Data: None
Write-up: Immediately after administration, entire body started to tremble. 
Continued to the entire time at facility, was sent home after 3 hours of 
observation. Over the next few days, trembling improved. One week ago, major 
entire body tremors began, woken up from a sound sleep. Very severe, could 
not function., all small movements such as typing impossible. Over time, 
tremors has lessens but now chronic and present. Much fear and concern about 
taking second dose which is scheduled for this coming Sunday , March 21st. 
Concerned that this may be permanent.

Tremors

1103132 3/13 81 M U 0 Allergies: PENICILLIN; PENICILLINS; SUCRALFATE; VIT E-NONOXYNOL 9-
ALOE VERA
Write-up: A-fib; Acute hypoxemic respiratory failure; Acute on chronic 
congestive heart failure, unspecified heart failure type; Arrhythmia; Febrile; 
Multifocal pneumonia; SOB (shortness of breath) on exertion

A fib, acute on 
chronic CHF, 
hypoxemic resp 
failure, pneumonia 

1103119 1/6 58 F Fl 48 Other Medications: Aromasin, Calcium, Vitamin D3, Ozempic, Taltz, Crestor, 
Losartan, Ambien, Taltz
Current Illness: None
Preexisting Conditions: Psoriasis, Diabetes Type 2, High Cholesterol, HBP
Allergies: Albuterol
Diagnostic Lab Data: Head CT (2/23/2021)
Write-up: Bell''s Palsy

Bell’s palsy 

1103107 2/26 76 M Tx 1 Other Medications: Gabapentin, lisinopril, metformin, simvastatin, aspirin, 
ciprofloxacin, flagyl, fluticasone nasal spray, lantus, glipizide
Current Illness: diverticulitis
Preexisting Conditions: Type 2 DM, uncontrolled, with renal manifestations 
peripheral neuropathy due to type 2 dm HTN hyperlipidemia polycythemia lung 
cancer, in remission seasonal allergies
Allergies: NKDA
Diagnostic Lab Data: There are many, recommend request of medical records
Write-up: Patient presented to ER the following day after receiving first dose 
with hemolytic anemia. He is still receiving work-up, but at this time, the cause 
of this event is unknown.

Hemolytic anemia 

1103106 1/15 80 M Ms 1 8 Began exhibiting symptoms similar to Covid 1 day after vaccination. Cov-type sx, death J

1103091 3/11 87 F U 0 A-fib; AKI; AMS; Dehydration; Hyperkalemia; UTI without hematuria A-fib; AKI; AMS; 
Dehydration; 
Hyperkalemia

1103070 3/11 81 F U 1 Bradycardia; Chest pain; Shortness of breath; Sinus bradycardia; Symptomatic 
sinus bradycardia

Sinus bradycardia 

1103066 3/12 71 M Ca 0 Other Medications: amlodipine, aspirin, atorvastatin, donepezil, fenofibrate, 
glipizide, linagliptin, metoprolol
Current Illness: none that we know of
Preexisting Conditions: congestive heart failure, COPD, diabetes type 2, 
hypertension, renal cell carcinoma, kidney disease, hypercholesteroremia
Allergies: nka
Write-up: Approximately 20 mins after he received covid vaccine, patient got up 
and began walking with his cane and assistance from his nephew. Patient 
stopped walking and said "my legs aren''t working" and then began to slowly 
fall. Patient assisted to the floor by his nephew. Dr. notified by MA. Vital signs 
taken and monitored. Patient remained alert and able to answer questions. 
Patient denies dizziness, pain, SOB, or any other discomfort. Per nephew, 
"something feels off about him". BP went to 70s/40s with HR 60s. Notified Dr. 
and he assessed patient. Patient advised to go to the ED for syncope episode. 
Nephew agreed with plan and felt comfortable taking pt to the ED now. Patient 
discharged via wheelchair at 1645.

Hypotension, 
bradycardia

1102998 12/31/20 31 F Ri 0 Preexisting Conditions: Mild Asthma Anxiety
Allergies: Peanut tree nut Pine nut Apple Mango
Diagnostic Lab Data: CT labs chest x-ray
CDC Split Type: vsafe
Write-up: It was 7 mins after the shot, I started feeling my throat closing up, like 
a golf ball. they gave me an epi pen it helped a little bit but went to the ER. 
When the epi wore off I was having issues, I had it again 4-5 times. I had a hard 
time getting air in and out. I was admitted to the ICU for an Epi drip. The stayed 
over night and they winged me off the Epi and sent me home. I was home for a 
couple days, and in my kitchen not doing anything I felt like my air way was 
closing, my husband gave me Epi pen and took me to the ER. They have more 
IM Epi (3x) and steroids and Benadryl. I had a CT of my brain because I had the 
worst headache and it came back ok. I was there for 6-8 hours and it cleared up 
after 3 doses of Epi. A week after I was eating in the Cafeteria, my throat started 
to itch and took the Epi pen and gave myself a dose and took Benadryl, it did 
not get better. I ended up really struggling to catch my breath, I went down to 
the ER and they gave me another Epi and started Epi drip- I went again to the 
ICU for the night, more Epi, steroids and Benadryl. By the morning I felt a lot 
better and went home. I have seen my PCP and waiting to see my Allergist. 
Randomly I have just been getting rashes, my face, cheeks and nose, patchy 
rashes that will come and go.

Severe 
Anaphylaxis- 
recurrent; rash

1102935 3/4 47 F Ca 0 Other Medications: For HTN
Preexisting Conditions: HTN
Write-up: PATIENT UNRESPONSIVE. SPOUSE REPORTING FOR PATIENT, 
PER SPOUSE, "My wife felt bad after the first shot, she complained of body 
soreness, weakness and headaches that did not go away until she had the 
stroke on 03/12/2021". Patient is now hospitalized and unresponsive.

Cva

1102909 2/5 43 F Az 19 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: 2/2/2021 d-dimer test with very elevated levels 2/2/2021 
CT scan with contrast to confirm clots in lungs, confirmed and located on both 
sides 2/2/2021 echocardiogram to check heart, some signs of stress but no 
clots and no need for catheter procedure 2/3/2021 ultra sound to check for clots 
in legs, confirmed DVT in left leg
Write-up: Starting on February 24, 2021, I started to have shortness of breath. 
This slowly got worse until on March 2, 2021 I was unable to breathe in all the 
way and was getting a sharp pain in my side/back when I tried to breathe in 
more than half way. I then went to the emergency room recognizing the 
symptom as likely being a pulmonary embolism, as I had experienced one four 
years earlier. It was, in fact, a PE. I was in the hospital for five days as they 
treated the clots with blood thinners. I slowly got my breathing more back to 
normal and was discharged. They are still running myriad tests to try to 
determine the cause or causes, but I thought it wise to report here in case the 
vaccine is a factor. I received my second dose on 2/26/21, a few days before I 
went to the hospital but my symptoms started a few days before that.

Dvt, bilat PE (h/o 
PE)

1102893 3/2 78 F U 1 Other Medications: High blood pressure medication, multi vitamin, cholesterol 
medication
Preexisting Conditions: High blood pressure, high cholesterol
Allergies: Latex
Write-up: Patient began to experience headaches. Familiar with high blood 
pressure symptoms, she took her blood pressure, it was extremely high (220). 
She called the doctor, doctor prescribed her a second blood pressure pill. A 
couple of days after second pill, blood pressure remained high. Patient was 
admitted to the hospital where she stayed overnight to be administered blood 
pressure medication intravenously.

Hypertensive 
urgency 

1102817 3/11 79 M Wi 1 Other Medications: allopurinol, amlodipine, aspirin, atorvastatin, levothyroxine, 
lisinopril
Preexisting Conditions: hypertension, hyperlipidemia, hyperglycemia, 
hypothyroid, history of gout
Allergies: NKDA
Diagnostic Lab Data: CT the head suggest a right pontine infarct. CT 
angiogram of the head neck show posterior circulation stenoses in inclusions, 
but likely none that coincide with pontine infarct. He has had no episodes of 
sensing palpitations. He has not had previous TIAs. He is compliant with his 
medications which include blood pressure, statin, and aspirin. MRI actually 
confirms a significant right pontine infarct, and CT angiogram of the head neck 
showed significant posterior circulation stenosis.
Write-up: Patient is an 79 year old male who had his 2nd Moderna vaccination 
in his dominant right arm Thursday afternoon. Upon awakening Friday morning, 
he had difficulty walking. His legs were strong enough to hold him, but he was 
unstable. He also had some numbness on the palmar surfaces of some index 
and middle fingers of his left hand. His speech was somewhat garbled, but 
when his wife would encourage him to repeat himself, he could enunciate more 
clearly. He had some nonspecific difficulty swallowing. He attributed this all to 
adverse reaction to the vaccination, which would pass... Friday mid day his wife 
took him to the barber, and on return home he was briefly nauseated and 
vomited. Later in the day on Friday they went for car ride, and on return home 
he was briefly nauseated and vomited. He had no other episodes of nausea. He 
had no fevers or chills. He had no visual disturbances. He had no other 
numbness or paresthesias. He was aware of no clear weakness. Finally today, 
the gait instability persisted and the numbness in the left hand, so he came to 
the ER for evaluation. Patient is currently recovering in the hospital

Gait disturbance, 
aphasia, numbness 
of hand

1102813 2/11 79 F Mi 10 Other Medications: Losartan Potassium 50 mg -pm Omega Q Plus 200 mg , 
CoQ 10 200mg, Vitamin C 500 mg, D3 2000mg
Current Illness: None
Preexisting Conditions: Diabetes, High Blood Pressure, High Cholesterol
Allergies: None
Diagnostic Lab Data: vas venous duplex lower ext lt 02/26/21 13:13 acute 
nonocclusive DVT
Write-up: Developed an Acute nonoocclusive DVT in left leg 10 days after my 
first vaccine. Decided to decline my second vaccine. I do have a history of 
having blood clots, but last one was 32 years ago.

Non-occlusive DVT 
LLE (h/o DVT)

1102735 Covid breakthrough   
(25 days after 2nd 
dose)

1102714 3/7 32 F Sc 0 Other Medications: Sulfasalazine Ortho-Cyclen
Current Illness: None
Preexisting Conditions: Currently meeting with rheumatologist for possible 
juvenile rheumatoid arthritis.
Allergies: None
Write-up: Emergency Room Visit - 3/7/21 : Initial anaphylaxis reaction, blood 
work and given EpiPen, steroids'', Pepcid, Benadryl, and fluids requiring an 
overnight stay. Follow-up visit with general practitioner Emergency Room Visit - 
3/12/21: Secondary anaphylaxis reaction, blood work and given steroids'', 
Pepcid, and Benadryl requiring 3-4 hours of observation

Anaphyl J

1102708 2/11 67 M Wy 0 Patient stated he had a seizure four hours after receiving the first dose and 
fell and hit his head. He was life flighted and was hospitalized for several days. 
He does not know if this was a reaction to the vaccine and said the hospital was 
not sure either, but he has never had a seizure before.

New onset sz 

1102639 2/18 51 M Pa 14 Other Medications: Lisinopril, loratadine, metformin, allopurinol, atorvastatin, 
brimonidine, cosopt
Current Illness: None prior
Preexisting Conditions: Hypertension, glaucoma, diabetes
Allergies: None
Diagnostic Lab Data: LP/CSF (3/10): - WBC - 7 - RBC - 5302 - Glucose - 79 - 
Protein 399
Write-up: Progress weakness developed over two weeks consistent with 
Guillain Barre

GBS

1102633 1/30 74 F Wi 5 Other Medications: levothyroxine, venlafaxine
Preexisting Conditions: hypothyroidism, depression
Allergies: none
Write-up: Client claims she had a stroke d/t covid vaccination. She developed 
symptoms of weakness, nausea/vomiting 5 days after receiving first dose of 
Moderna (February 4, 2021). On Feb. 5th client fell 3 times while at home and 
on Feb. 6th her daughter took her to the ED where she was diagnosed with 
having a CVA. Client was hospitalized 2/6/2021 thru 2/16/21. On 2/16 she was 
transferred to another hospital where she had another stroke and was 
discharged 2/23/2021. Please note client received her second covid vaccine on 
02/27/2021. PCP also stated client had diagnosis of hypertension prior to stroke 
but did not have any record of medications to treat hypertension on file prior to 
stroke.

Cva

1102566 2/26 74 M Ca 0 Other Medications: prednisone, omeprazole, meloxicam
Preexisting Conditions: 
Allergies: adhesive tape
Diagnostic Lab Data: Left heart cath 03/02/21, and repeat 03/15/21
Write-up: The patient had an acute heart attack, diagnosed a week later

MI

1102565 1/27 36 F Oh 30 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: In addition to CBC/BMP while admitted, patient 
underwent MRI of brain (3/10), cervical spine (3/11), and thoracic spine (3/12). 
She also had an LP performed on 3/11 which was unremarkable except for 
lymphocytosis
Write-up: Patient presented to hospital with concerns of numbness in all 
extremities. Initial symptoms began two weeks prior to hospital admission when 
patient developed numbness in left arm following working out. Paresthesia 
progressed into right hand and arm and then finally to lower extremities which 
originated in feet and progress up the legs.

Paresthesias of 
arms and legs

1102559 3/15 66 M Va 0 Other Medications: Sertraline, Levothyroxine, Lovastatin, Vitamin D3, 
Melatonin, Aspirin, Fish Oil
Current Illness: None
Preexisting Conditions: Osteoarthritis, Premature Ventricular Contractions, 
Mucosal sinus disease
Allergies: None
Diagnostic Lab Data: MRI, Brain and IAC without and with contrast, 2-10-21. 
"Impression: No significant or acute intracranial pathology, or abnormality 
involving the CP angles or IACs or temporal bones. Significant mucosal sinuses 
disease demonstrated."
Write-up: I had the Pfizer vaccine in my left arm on Jan. 23rd. I had no side 
effects at the time, other than a sore arm, as with any shot. However, two days 
later I lost all hearing in my left ear. I had no history of ear infections or other ear 
or hearing problems, except for wax buildup two or three times. On Jan. 26th, I 
saw an ENT. To my dismay, there was no wax. He prescribed the standard 
treatment of Prednisone for Sudden Idiopathic Hearing Loss. No change after 
the first round, so I had a second round, and also had the series of three ear 
injections with Dexamethasone. Had an MRI, as well, which was normal. A 
couple of weeks into all this, I began to have a bit of sound-generated static in 
my ear, and this continues today. (Fortunately, I?ve only had the most minor of 
tinnitus in that ear, and even it is pretty much gone now.)

Sudden hearing 
loss 

1102547 3/13 64 F Mi 1 Other Medications: levothyroxine 125 mcg daily, Lisinopril 30mg daily, singulair 
10mg daily, Prilosec 20mg daily, Effient 10mg daily, crestor 40mg daily, Zoloft 
200mg daily, ALLEGRA 180 mg daily, Ipratropium Bromide (solution) 
ATROVENT 0.02 % Take 2.5 mL (5
Preexisting Conditions: Hypertension Hyperlipidemia Asthma Insomnia 
Seasonal allergies CAD (coronary artery disease) Sleep apnea, obstructive 
Atrophic vaginitis Microhematuria Kidney stone on left side SLE Seasonal 
affective disorder Generalized anxiety disorder Major depressive disorder, 
recurrent episode, in full remission Dysthymic disorder Vitamin D deficiency 
Hypothyroidism due to acquired atrophy of thyroid S/P CABG x 2 10/26/2017 
Renal artery stenosis (*) Obesity (BMI 30.0-34.9)
Allergies: latex- rash, sulfa antibiotics
Write-up: J&J vax: 3/13/21- patient was screened twice and denied receiving 
any vaccines in the past 2 weeks. after administration it was noted today 
(3/15/21) that the patient received the Moderna COVID vaccine (one dose) on 
3/4/21. I attempted to reach out to patient to discuss and noted that she is 
admitted to Hospital for a NSTEMI. Per chart notes patient reported symptoms 
of fever, nausea, malaise on 3/13/21 after vaccination. The next day 3/14/21 
developed syncope and chest pain. Patient reported to emergency room and 
was admitted with NSTEMI

J

1102522 3/6 77 F Ne 5 Other Medications: albuterol, aspirin, atorvastatin, lisinopril, metoprolol, 
pantoprazole, preservision, spironolactone, torsemide, warfarin
Current Illness: CHF exacerbation
Preexisting Conditions: anemia associated with chronic renal failure, asthma, 
GERD, heart failure, coronary disease, dyslipidemia, HTN, long term 
anticoagulation, mild major depression, pulmonary hypertension, CKD stage 4
Diagnostic Lab Data: Immunizations -CoV-2 (COVID-19) mRNA-1273 vaccine 
03/06/2021; influenza vaccine, inactivated 10/21/2020; 03/12/21 06:35:53 - 
Sodium 139, Potassium 4, Chloride 105, CO2 27.5, Anion Gap 6.5, Glucose 93, 
BUN 38 High, Creatinine 1.7 High, BUN/Creat Ratio 22, GFR AA 33, GFR Non 
AA 29, Calcium 9.5, Bili 0.7, Alk Phos 69, AST/SGOT 20, ALT/SGPT 14, Protein 
6.5, Albumin 2.8 Low, Globulin 3.7, A/G Ratio 0.8, BNP 1690 High; WBC 4.65, 
RBC 2.55 Low, Hgb 9 Low, Hct 28.2 % Low, MCV 110.6 High, MCH 35.3 High, 
MCHC 31.9 Low, RDW 17.1 % High, Platelet 62 x10^3 Low, MPV 11.1, Auto 
Lymph % 8.6 % Low, Auto Neut % 79 % High, Auto Mono % 7.3 %, Auto Eos % 
4.3 %, Auto Baso % 0.6 %, Auto IG % 0.2 %, Lymph Abs# 0.4 x10^3 Low, Neut 
Abs# 3.67 x10^3, Mono Abs# 0.34 x10^3, Eos Abs# 0.2 x10^3, Baso Abs# 
<0.04, IG Auto <0.04; 03/11/21 12:45:00 - PT 29.2 High; INR 2.9 High; UA 
Glucose Negative, Ketones Negative, Spec Grav 1.015, Blood Negative, pH 
5.5, Protein Negative, Urobilinogen 0.2, Nitrite Negative, Leuk Est Negative, 
Bilirubin Negative
Write-up: Hospitalized CHF Exacerbation and abdominal pain, increased 
swelling,

CHF exacerbation 

1102521 3/12 56 M Ok 0 A few minutes into his 15 minutes of vax monitoring he passed out fell and his 
head on the floor. Blood pressure 79/40 Pulse 39. He awakened and was able 
to sit up with help take a few drinks of soda. States he had not ate breakfast. 
He then stated he started to feel dizziness and wanted to lay back flat on the 
floor. Blood pressure rechecked and increased to 110/70 with a heart rate on 
69. EMSA called and transported him to Medical Center. Followed up with 
client today and he states they evaluated him in the ER, gave him something to 
eat and sent him home. States only symptom he has currently is arm soreness.

Immediate 
bradycardia and 
hypotension 

1102517 3/3 69 M De 7 Other Medications: Metformin Glimepiride Loratadine Lipitor Proscar Atenelol 
Lisinipril 81mg aspirin
Current Illness: No
Preexisting Conditions: Diabetes type2
Allergies: Pneumonia vaccine
Diagnostic Lab Data: 3/10/21 - head ct, chest X-ray, spinal tap 3/11/21 Brain & 
neck mri/mra, EEG; 3/12/21 - Chest CT
Write-up: Dose#2– 3/3/21 6:00pm On 3/9/22 late afternoon, fever 101.4 On 
3/10/21 1:25 or so... while sitting in recliner, starting seeing very bright light? 
couldn?t see anything but bright light.... within seconds starting convulsing/ 
seizure- for about 30 -60 seconds- was unaware of what was happening- eyes 
open but not focused... arms, legs and whole body convulsing. after it stopped 
within a minute or two, started vomiting uncontrollably? was able to hear me at 
this point. 911 was called at 1:35.... Taken to Hospital Admitted

Sz (new onset)

1102493 2/8 77 M Fl 0 Other Medications: Flecainide, Metoprolol, Pentasa, Six MP, Lexapro, 
Welchol, Budesonide, Famotidine, Trazodone, Hematenic/folic acid, Colchicine, 
Carafate, multivitamin, Vitamin D3, B12 injection.
Current Illness: None.
Preexisting Conditions: Crohn''s disease, renal cell carcinoma, high 
triglycerides, HTN (under control), chronic kidney disease.
Allergies: Sulfa, contrast dye.
Diagnostic Lab Data: Low hemoglobin, iron infusion given, scheduled for 
repeat on Wednesday, last was 8.5. Did have blood work and C-reactive 
protein, and all blood work are elevated.
Write-up: He had the injection, had the sore arm and approximately 3 hours 
after the vaccination he began to experience severe chest pain across his entire 
chest and into his jaw, which was exacerbated upon taking a deep breath. He 
called his cardiologist who advised him to go to the ER. He was worked up, 
subsequently admitted from 2/8/21 to 2/11/21, a lot was ruled out but no specific 
diagnosis made at that time. They did note some pleural effusion and pericardial 
effusion at that time. Upon discharge on 2/11/21, starting Thursday evening he 
continued to have pain in the chest, but not as severe as when he entered into 
the hospital. Every evening including last night has began with severe night 
sweats, low grade fever and the chest pains have continued. Went to see his 
PCP, Cardiologist and his Electrophysiologist several days later the following 
after discharge, he does have a pacemaker, and was told by all three of them 
that he has pericarditis and that the reaction could have been related to the 
vaccination. It seemed more than coincidental that the symptoms did not 
appear until 3 hours after the vaccine. Was put on Colchicine to treat the 
pericarditis and then received a 2nd opinion and has reinstituted the colchicine. 
His low grade fever has finally dissipated. During the day he feels okay, but still 
continues with the chest pains and the night sweats. His hemoglobin dropped in 
the hospital possibly related to the heparin and then put on Eliquis postop, and 
now discontinued, and received an iron infusion to boost his hemoglobin. He is 
scheduled for another iron infusion this Wednesday. He went to see GI 
physician and feels that he may have a bleed due to the infusion. He has had 
an anastomosis due to Crohn''s disease and feels that''s where the bleed may 
have been coming from as he did have an ulceration at last colonoscopy. He did 
have atrial flutter due this and was advised to have an ablation, and trying to 
reduce the pericarditis and FU later with other heart related problems.

Pleural effusion, 
pericardial effusion, 
pericarditis, a flutter 

1102485 3/5 76 F Tx 1 Other Medications: Calcium 600 mg 1x Daily; Atorvastatin Oral 80 mg 1x 
Daily; Fluoxetine Oral 40 mg 1x Nightly for Depression; Gabapentin Oral 300 
mg 3x Nightly for leg twitching at night; Levothyroxine Oral 112 mg 1x Daily for 
Thyroid; Pantoprazole Oral 40
Current Illness: None, In fact the day prior to the Moderna vaccine being given 
I was given a clean bill of health by my heart doctor, Dr. The Day of the 
Moderna Vaccine my primary care doctor, Dr. once again asked if I had it and 
suggested I get it.
Preexisting Conditions: Myasthenia Gravis under control with med; Had Aorta 
and Triple Bypass and Stints in Heart 7 yrs earlier but no complications 
currently.
Allergies: CIPRO
Diagnostic Lab Data: 3/6 ER; 3/8 ER
Write-up: Fell; Severe Stiffening and Cramping up of all muscles for hours; 
Worse Severe Unbearable pain in body ever felt; Stiffening of muscles; Worse 
pain in neck and head ever. Went to the ER twice and finally got an appt at 
primary care, now seeking another primary care Dr.

Myalgias, muscle 
cramping 

1102480 3/5 41 F Nc 2 Other Medications: Sertraline 50mg, Vitamin C, D3, Multi gummies, Mirlax.
Preexisting Conditions: Nutcracker Syndrome, May-Thurners Syndrome, 
Pelvic Congestion Syndrome
Allergies: no
Diagnostic Lab Data: Bloodwork, EKG, Ultrasound for DVT and 5 days in the 
hospital in ICU
Write-up: Dose#1– 2/5. Dose#2— 3/5: Sore arm and muscle aches like the first 
dose. Woke up March 7th with swollen lips/throat/tongue. went to urgent care 
and received an EpiPen and steroid. Monitored for a couple of hrs and went 
home for a nap. (refused the ER at this time as I felt better). Woke up around 
2:30 and my symptoms worsened . We to ER and received another Epipen for 
anaphylactic shock. Remained at the hospital for 5 days. Had 5 episodes while 
there. Also, had tightening in chest and what felt like a heart attack. Been 
resting, still very tired and swollen nodes in my neck and sore throat as well as 
aches. Also, might be developing thrush. Didn''t run a fever and Ive never had 
an allergic reaction before this.

Delayed, protracted 
anaphylaxis 

1102472 3/8 34 F Ca 2 Other Medications: Jolessa birth control, fluoxetine, women''s multi vitamin, 
omeprazole
Preexisting Conditions: Polyarthralgia (no definitive diagnosis), IBS, SVT
Allergies: Sulfa allergy (sulfasalazine caused Stevens Johnson Syndrome)
Diagnostic Lab Data: chest x ray, d dimer, ct scan with contrast (3/12)
Write-up: Pulmonary embolism: DOSE#2– 3/8, symptoms (shortness of breath, 
rapid heart beat) began 3/10, diagnosed at medical center 3/12. (Also 
experienced typical"flu like" symptoms beginning 12 hours after vaccine and 
lasting ~48 hours.) Being treated with anticoagulants.

PE

1102462 3/3 92 M Ne 7 Other Medications: aspirin, synthroid, lisinopril
Current Illness: Admitted for dehydration, weakness, and diarrhea
Preexisting Conditions: aortic stenosis, basal cell carcinoma, DJD, 
diverticulosis, GERD, HTN, hypothyroidism, inguinal hernia, trigeminal neuralgia
Allergies: NKMA
Diagnostic Lab Data: CT head with contrast, EGD with colonoscopy, 03/11/21 
12:28:11:  Sodium 140, Potassium, Chloride 111 High, CO2 18.2 Low, Anion 
Gap 10.8, Glucose 88; BUN 65 High, Creatinine 1.37 High, BUN/Creat Ratio 47 
ratio High, GFR AA 52, GFR Non AA 44, Calcium 9, Bili Total 0.2 mg/dL 
03/10/21 11:33:00: Alk Phos 79, AST/SGOT, ALT/SGPT 20, Protein Total 4.8 
Low, Albumin 2 Low, Globulin 2.8 gm/dL, A/G Ratio 0.7 Low; 03/11/21 12:28:11: 
WBC 17.51 High, RBC 1.92 Low, Hgb 6 Critical, Hct 18.2 % Low, MCV 94.8 
High, MCH 31.3, MCHC 33, RDW 15.8 % High, Platelet 161 x10^3, MPV 10.8, 
Auto Lymph % 9.4 % Low, Auto Neut % 82.7 % High, Auto Mono % 4.9 %, Auto 
Eos % 0.5 %, Auto Baso % 0.3 %, Auto IG % 2.2 % High, Lymph Abs# 1.64 
x10^3, Neut Abs# 14.49 x10^3 High, Mono Abs# 0.86 x10^3 High, Eos Abs# 
0.08 x10^3, Baso Abs# 0.06 x10^3, IG Auto 0.38 x10^3 High; Blood Glucose, 
Capillary. POC 95 mg/dL (Patient had stroke like symptoms just prior to check); 
03/10/21 11:25:00 ABO/Rh A POS, ABSC Negative TRANSFUSED 03/10/21 
17:33:00 A positive PRBC 4/5/2021 23:59 mL -- 350 -- A positive PRBC 
3/29/2021 23:59 mL -- 350
Write-up: Days of bloody stools, lightheaded, GI bleed given 2 units of blood, 
fluids given, hypotension tachycardia, weakness, TIA while inpatient, transferred 
to higher level of care

GI bleed. TIA

1102448 1/31 83 F Tn 18 Other Medications: 1 arthritis strength Tylenol at bedtime
Current Illness: None
Preexisting Conditions: None
Allergies: Cefalexin
Diagnostic Lab Data: 3/1 hearing test, bilateral steroid injections into each ear 
3/8 hearing test (no improvement), bilateral steroid injections into each ear, 
prescription of Valtrex (1 tablet 2x/day for 10 days) added 3/12 MRI 3/15 
hearing test (no improvement), bilateral steroid injections into each ear Return 
in 10 days for follow up hearing test. Referral procedure started for Cochlear 
implant testing.
Write-up: Severe bilateral sudden onset hearing loss hearing 2/18/2021

Sudden bilat 
hearing loss 

1102415 2/25 21 M Mo 0 CP 12 hours after dose#2. Patient did not report to the ER until 28Feb21. It 
was discussed that he has myocarditis v pericarditis, elevated D-Dimer of 770, 
swollen lymph nodes, and elevated Troponin. Patient was transferred to 
Research Medical Center due to no available beds. Patient was referred to a 
Case Manager and Cardiology. The patient completed a follow up appointment 
with 509 MDG on 9Mar21 and reported Dull pain that has been affecting sleep. 
Cardiology reports shows Troponin was elevated to 9.1 decreased to 4.2 and 
back up again to 13.4. Cardiac revealed late gadolinium enhancement, 
possibly representing myocarditis and then at discharge possibly myocarditis.

Myopericarditis 

1102412 1/29 77 F In 2 Other Medications: Atorvastatin
Current Illness: None
Preexisting Conditions: High Blood Pressure, Overweight
Allergies: None known
Diagnostic Lab Data: She was admitted to Hospital emergency room wherein 
they performed blood tests, and EKG, and an MRI (which showed the stroke 
damage).
Write-up: Approximately 2.5 days following my mother’s fist covid-19 vaccine 
dose, she had a stroke and was admitted to the emergency room. She survived 
the stroke and following a brief stay at a skilled nursing facility, is still 
undergoing physical, occupational, and speech therapy.

Cva

1102404 12/16/20 44 F Ok 1 Previous Vaccinations: Flu vaccine(7 yrs ago)
Other Medications: Cyclopentane, Ibuprofen, Lorazepam, Duloxetine, 
Trazodone, Progesterone, Mitrodrine
Current Illness: No
Preexisting Conditions: Pacemaker, Bradycardia
Allergies: No
Diagnostic Lab Data: Autoimmune test, (3)Covid, Flu, Antibody(test results 
negative), 24 hour Urine(kidney infection), Blood work, Chest X-ray
CDC Split Type: vsafe
Write-up: I thought was a sinus infection exp wheezing, headache, achiness. 
By week two went to ER got tested diagnosed with pneumonia was prescribed 
two inhalers. On week three started running fever even after two antibiotics.Im 
recovering still exp shortness of breath at times.

Cov- pneumonia 
(sx next day)

1102403 3/3 74 F Fl 3 74 years old female, vaccinated 03/03/2021 @1300. patient reported that on 
03/06/2021 @0400 she woke up with cloudy vision on both eyes. patient 
reported on 03/06/2021 she went to the eye doctor to check on her eyes. 
Patient reported 03/07/2021 she developed a black plaque on her left eye lead 
to vision loss in the left eye. patient was sent to the hospital stayed there for 3 
days she was diagnosed with stroke in the eye. patient reported penicillin 
allergies. patient reported no medical history. patient reported no current 
medications.

Ocular CVA

1102369 2/16 84 F Ne 18 Other Medications: amlodipine, atenolol, furosemide, ventolin, warfarin
Preexisting Conditions: asthma, cerebral artery occlusion with cerbral 
infaction, edema, hx breast cancer, hypertension, paroxysmal atrial fibrilation, 
warfarin anticoagulation
Allergies: augmentin, vioxx
Diagnostic Lab Data: 3/6 UA, PT 15 seconds, INR 1.4, CBC within normal 
limits with exception" gludose 159mg/dL, and alk phos 120 unit/L
Write-up: Nausea, vomiting, dizziness, weakness. Weak and dizzy, room is 
spinning. Admitted to hospital through emergency department for vertigo. 
Placed on scopolamine patch and given meclizine, admitted for IVF and 
monitoring, edemawear, PT/OT eval adn treat. Discharged 3/8

Vertigo 

1102317 3/12 80 F U 1 Patient presented to ED with AMS, GCS 8, elevated troponin within 48hrs of 
receiving vaccination. Initial dx NSTEMI

NSTEMI

1102281 2/25 73 F Ne 9 Other Medications: aspirin, atorvastatin, clonidine, guaifenesin, lorazepam, 
metoprolol, lisinopril, cephalexin, gabapentin
Preexisting Conditions: CKD, history of septic arthritis, HTN, obesity
Allergies: acyclovir, ants, bees, spiders
Diagnostic Lab Data: 3/6: UA, CBC, CMP, carotid doppler all within normal 
limits
Write-up: ER visit for stroke like symptoms, aphasia, weakness. Transferred to 
long term inpatient acute rehabilitation

Aphasia, stroke-like 
sx

1102272 2/16 74 F Ut 1 Diagnostic Lab Data: Ddimer very elevated. CT angiogram confirming B PE.
Write-up: Patient developed B PE''s within a week of the vaccination. She has 
had a DVT before, but no other known risk factors

B PE (h/o PE)

1102249 2/3 51 F Wv 3 Other Medications: Crestor, Vitamin D, Multivitamin
Allergies: Zithromax
Diagnostic Lab Data: Urinalysis, CT scan (2), bloodwork, spinal tap
Write-up: Herpes outbreak that turned into viral meningitis and severe UTI. 9 
days in the hospital on IV medications. Transported by ambulance to hospital in, 
3 hours away and out of state. Initial symptoms were vaginal burning/itching 
followed by rash. Low grade fever, inability to urinate. Finally, severe, 
debilitating headache, stiff neck, severe pain between my shoulder blades.

Herpes meningitis 

1102229 3/12 78 F Wi 0 Preexisting Conditions: Diabetes Hypelipidemia Hypertension
Allergies: Lisinopril (cough), Pioglitazone (ankle swelling), Sulfa (rash
Write-up: Admitted to hospital 3/13 with encephalopathy for monitoring. 
Discharged 3/14. At the beginning of ED visit, Patient did not know her 
daughter''s name. She was unable to lift her legs at home when daughter tried 
to help patient to dress. At ED patient was given Tylenol and fluid. Patient now 
recognizes her daughter and was able to get up to the bathroom with only minor 
assistance. During encounter, patient is awake and able to follow directions. 
Patient is not oriented to time, though she know she is in the hospital. Patient 
states that she had COVID this morning and that is the reason why she was in 
the hospital. Daughter at bedside helped history. Patient received 2nd dose 
yesterday. Daughter called but patient did not respond at noon. daughter went 
over to see the patient. Patient could not finish the sentence to questions. 
Patient could not get her dressed up by herself. Patient went to bathroom for 
urination but she wiped the toilet, and folded the towel. But she did not do what 
she was there for. Also she could not life her legs to get helped to get dressed to 
come to the hospital. Now patient is able to shuffle to the toilet. Now she is able 
to answer her name and birthday. But still patient looks confused and not her 
baseline. Patient has difficulty remembering her medications. Patient does 
remember her children''s name and home address. Patient lives alone at home 
and daughter wishes patient to be monitored as she has not recovered 
completely. Hospital Course/Treatment Rendered 78/F, CC : altered mental 
status PMHx Endometrioid adenocarcinoma stage IA, grade 2, status post 
hysterectomy and BSO on 04/06/2015. Diabetes type 2. HTN. HLD. Altered 
mental status, Encephalopathy, metabolic, likely related to COVID 19 
vaccination. Neuro status as well as hemodynamics been monitored. Fall 
precaution. PT/OT was consulted for home safety evaluation as patient lives 
alone. Neurology, Dr. was consulted. Patient refused lumber puncture in ED. CT 
chest - no pneumonia or Pulmonary embolism. UA - ketone positive and 
dehydrated but no UTI. In the morning of 3/14/2021, patient has improved and 
mental status back to baseline. PT deemed patient able to go home safe. 
Uncontrolled hypertension at ED. Gentle hydration as patient has 
dehydration(urine specific gravity 1.026) and continue antihypertensives such 
as losartan. SBP 145-165mmHg, Asymptomatic. Will continue home 
medication. High D-dimer. CTA chest - excluded DVT. Venous duplex US of 
Both Lower extremity in AM done and no evidence of DVT. Type 2 Diabetes 
Mellitus. continue to monitor blood glucose and continue glipizide. controlled 
with blood glucose 188-135.

Metabolic 
encephalopathy 

1102228 2/19 71 M Ma 0 Allergies: Yes history of multiple episodes of anaphylaxis in life time.
Write-up: Nearly immediate onset of throat tightness, facial swelling, difficulty 
breathing. Became unable to talk. Epinephrine, benedryl and zofran were 
immediately administered by on-site paramedics. Was able to talk after 
administration of Epi. Was transported to hospital via ambulance. We later 
heard that he had another episode within the hour and was admitted for 
observation.

Anaphylaxis 

1102210 3/9 77 F Tx 3 Previous Vaccinations: Tetanus. At 75. Arm swelled and red after 3 weeks
Other Medications: C, D3, B Complex, Zinc, Glucosamine Chondroitin, 
Loratadine.
Current Illness: None
Preexisting Conditions: WPW.
Allergies: Gluten intolerant . Tetanus shot.
Diagnostic Lab Data: A- Fib with HCC
Write-up: Have WPW with no complications until 03/12/2012 . I was taken to 
hospital after experiencing heavy chest and hard to breathe. I was released on 
03/13/2021 after heart settled down. Only thing I can say is this episode came 
on quite differently than other episodes of WPW.

A fib w HCC (new 
onset)

1102166 1/31 34 33w Ma 2 Other Medications: Prenatal vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Was seen in Labor and delivery on 2/5/21, was induced 
on 2/8/21. I was continually monitored during that time for contractions.
Write-up: Dose#1– 1/31/21. I was 33 weeks pregnant, with an estimated due 
date on 3/21/21. This was my first pregnancy and I had no complications up to 
that point. On 2/2/21 I began experiencing menstrual type cramps, which 
continued for a few days. On 2/5/21, my OBGYN suggested I be examined in 
Labor and Delivery, where it was determined I was in pre-term labor. 
Contractions were temporarily stopped, however my water broke on 2/7/21 and 
it was suggested that I be induced. I was induced on a later date at 34w1d 
pregnant and delivered my son, who weighed in at 4lbs. 15oz.

Preterm labor/
delivery 

1102151 1/10 45 F Nj 6 Other Medications: Apri (oral contraceptive)
Current Illness: Swollen painful lymph node in neck 8 days prior to vaccination; 
resolved at time of vaccination
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: R lower extremity doppler 2/6/21 and bilateral lower 
extremity doppler 2/13/21 Lab results indicating heterozygous for prothrombin 
mutation (2/15/21)
Write-up: Developed R calf pain on 1/16/21, progressively worsening over 3-4 
weeks. Diagnosed with R posterior tibial DVT on 2/6/21 and started on 
apixaban.

R posterior tibial 
DVT 

1102138 1/28 66 F Tx 3 For several weeks, starting on the day of the vaccine, I have been immobilized 
and barely able to walk. I have pain in my bones in my back and my legs, and 
my arms. Much pain in my neck and shoulder.

Immobility, pain 
throughout 

1101806 2/5 53 F Ky 20 Left femoral DVT Left femoral DVT

1101760 3/10 36 F Nc 0 Other Medications: Epi-pen, Tylenol prn, Bentyl PO TID, Motrin prn, Ativan prn 
PO TID, Percocet PO every 4 hrs prn, Seroquel PO hs, Maxalt PO prn, Crestor 
PO hs.
Preexisting Conditions: Abdominal pain, agitation, anxiety, back pain, colitis, 
constipation, depression, dizziness, headache, high cholesterol, insomnia, 
irritable bowel disease, kidney calculi, myalgia, neck pain, photophobia, 
syncope, ulcerative colitis, visual disturbance, vomiting
Allergies: Shellfish, Hydrocodone, Covid-19 Vaccine, Mrna (Pfizer)
Diagnostic Lab Data: Troponin I, BMP, ECG 12 lead, CBC with diff. ECG 
showed global ischemia likely secondary to rate and epinephrine 
administration(according to ED note).
Write-up: anaphylaxis. Onset of symptoms occurred five minutes after receiving 
vaccine. Urticarial rash occurred on chest and abdomen. Shortly after, she 
developed a wheeze. EMS was onsite so they administered 
methylprednisolone, diphenhydramine, Zofran, Phenergran and epinephrine IM. 
Second and third dose of epinephrine was administered due to partial response 
from previous doses. Patient was taken to Health care hospital for further 
evaluation and treatment.

Refractory 
anaphylaxis 

1101755 2/8 64 F Pa 8 Other Medications: Probiotic, Vitamin D, 1 a Day women''s multi vitamin, 
calcium
Current Illness: None
Preexisting Conditions: None
Allergies: Morphine, Zithromax, erythromycin
Diagnostic Lab Data: On 2/17 I had an echo cardiogram, a cat scan, mri, ekg
Write-up: On 2/16/21 I suffered an occlusive stroke. No health problems. No 
prescriptions meds. BP was always around 120/70''s. Height: 5''4", Weight: 126 
lbs. All blood work within normal range No high cholesterol, etc. I was scheduled 
for 2nd vaccine on 3/1, I was advised to reschedule, which I did for 3/23. I spoke 
to a couple of health care professionals and asked them if they would proceed 
with the 2nd vaccine if it were them and was told "no". I am very afraid to get the 
2nd vaccine. I would like to discuss this with someone.

Cva

1101709 Covid breakthrough 

1101676 2/10 74 M Az 25 Other Medications: tamsulosin
Current Illness: none
Preexisting Conditions: prostate cancer
Allergies: NKDA
Write-up: Guillain Barre syndrome; He reports that he started to experience 
tingling of his feet and hands about 6-7 days ago. He came to ED at that time 
and was given pain medication for his back pain and muscle relaxants, which 
has since resolved but he feels stiffness in his lower back since then. At that 
time he was also noted to have low potassium and sodium, reports that he was 
given IVF and potassium repleted. He notes that walks everyday but noticed 
that for the first time his legs began to give out even when he was walking short 
distances within his house about 6 days ago. 2 days ago he was unable to walk 
short distance in his house at all and began to use a rolling chair. At that time he 
was still able to transfer from chair to the toilet seat. On the day of presentation 
he started to use a wheelchair around the house (unclear where it was 
obtained, no assistance at baseline). He no longer is able to transfer himself 
from the chair to the bed or toilet seat. Feels that his hands are beginning to feel 
weak as well. He cannot tell if he is at the peak of his weakness yet. Denies 
difficulty with swallowing, breathing or speech. No shooting pains down his legs, 
no change in sensation in saddle area, no loss of control of bowel or urinary 
movements.

GBS

1101349 3/9 78 M Sc 2 Admitted with altered mental status, generalized weakness, and fever. Went 
into cardiac arrest and required intubation. Currently with questionable seizure 
activity and requiring warming.

Cardiac arrest 

1101325 3/9 62 F Mo 1 Previous Vaccinations: Pt has not had any other vaccines during her life due 
to a "severe reaction" from a childhood vaccine.
Other Medications: Gabapentin 400mg daily, mertazepine 45mg Qd, Prozac 
40mg BID.
Preexisting Conditions: Polymyalgia rheumatica, fibromyalgia, depression, 
breast cancer, anxiety reaction.
Allergies: Beef, codeine, dilaudid, seafood, PCN, xanax
Write-up: vaccinated on 3/9/21 at facility in the morning. She developed a 
headache later that day. She woke up on 3/10/21 around 1145 with facial/neck 
swelling, urticaria, and shortness of breath and presented to the ER at 1250. 
Upon arrival she was given 50mg benadryl IVP, 20mg Pepcid IVP, and 125mg 
Solu-medrol IVP. Soft tissue neck xray showed subglottic narrowing and 
thickened epiglottis. She had some improvement after IV medications but was 
admitted to ICU for observation overnight. She was discharged 3/12/2021 in 
stable conditions on steroids and antihistamines.

1101295 2/22 48 F Ny 19 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None known
Diagnostic Lab Data: Im taking a hearing test on 3/16
Write-up: On 3/13/21 I started to notice a buzz sound in my head when trying to 
take a nap. A High pitch sound like static. It hasn?t gone away since then. Im 
seeing an ENT on 3/16/21 to have this checked. About 25 minutes after my 
covid shot I felt a strong cold feeling on the top of my head for about 30 -60 
minutes . It went away. Now I wonder if this was also related.

Tinnitus 

1101283 3/4 68 M Il 1 Other Medications: Multi vitamins
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: CT PE showed extensive right PE
Write-up: PE onset 1-2 days following 2nd dose. No other precipitating 
events found

Extensive R PE

1101175 2/19 77 M U 1 Other Medications: several
Current Illness: torn meniscus in left leg
Preexisting Conditions: high blood pressure, heart blockage
Allergies: none
Diagnostic Lab Data: none to date, doctors have no idea
Write-up: foot and lower leg in leg with torn meniscus in knee, swelled up next 
day after 2nd dose of moderna. today, almost month later they are still swelled 
up

Unilat LE edema

1101164 2/22 40 F Ny 4 Appendicitis Appendicitis 

1101163 2/23 58 F Nj 11 Other Medications: CLONAZEPAM
Preexisting Conditions: None
Diagnostic Lab Data: 2/23 COVID Nasal Swab: Negative
Write-up: First chills; Vomiting; body aches; Head still doesn''t feel normal; 
severe dizziness; head pressure; report from a contactable consumer. A 58-
year-old female (not pregnant) patient, dose#2– 12Feb2021. The patient 
experienced First chills, vomiting, body aches, head pressure, severe dizziness 
and vomiting. Head still doesn''t feel normal (The events were reported also to 
happen then 12 days later), all events started 23Feb2021 0600. hospitalized 3 
days. Tx: Meclizine, Zofran. EKG, MRI, CT of head. 2/23 covid swab test: 
negative result.

Vertigo 

1101161 2/27 78 F Tx 0 couldn''t move her body at all; lay there unable to move or crawl or even pull 
herself up for 6-7 hours before she was discovered; no recollection of this 
episode of what happened to her or what she was doing at the time it occurred; 
she fell to her garage floor; speech was gargled; brain fog and difficulty; 
residual confusion; local reaction limited arm movement; local reactions such 
as pain; report from a consumer concerning a 77-year-old, female patient who 
received Moderna''s COVID-19 vaccine and experienced local reactions such 
as pain and limited arm movement (vaccination site movement impairment/
vaccination site pain), fell to garage floor, couldn''t move body at all, lay there 
unable to move or crawl or even pull self up for 6-7 hours before discovered 
and taken to hospital, brain fog and no recollection of this episode of what 
happened or what she was doing at the time it occurred (amnesia), speech 
was gargled (dysarthria), and brain fog is improved now but still has some 
residual delirium. The patient''s medical history was not provided. Relevant 
concomitant medications were not reported. Dose#2– 27 FEB 2021, in the right 
arm. On 27 FEB 2021, the patient experienced vaccination site movement 
impairment and vaccination site pain. On 28 FEB 2021, the patient 
experienced paralysis, amnesia, fall, dysarthria, and feeling abnormal and due 
to these events hospitalization was required. On 04 MAR 2021, the patient 
experienced Delirium. Laboratory details was provided as CT Scan on 28 FEB 
2021 and the result was normal. Treatment information was not provided.

Shoulder pain and 
decreased ROM, 
paralysis, 
dysarthria, amny

1101160 2/20 75 F Md 0 Other Medications: LISINOPRIL; METFORMIN; ATORVASTATIN; IRON; 
VITAMIN C 
Preexisting Conditions: HTN (x20 yrs), 5 episodes of epistaxis requiring 
hospitalization due to thin lining inside nose, DM II (x20 yrs)
Write-up: Horrific nosebleed; BP 70/46 mmHg; Fatigue for a couple days; Pain 
in the arm; report from a consumer concerning 75-years-old, female patient; 
dose#1– 20 Feb 2021, at 1:40 PM. On 21 Feb 2021, approximately at 9:00 
morning, the patient was awakened by the feeling of something in her throat 
which she described as a horrific nosebleed. She stated that she was unable to 
stop the bleeding and went to an urgent care facility and was then transported 
to the hospital. On the same day, the patient reported that she was admitted, 
and her blood pressure reading was 70/46 mmHg. On 23 Feb 2021, she was 
released after two days of stay. The patient reported that the hospital did not 
provide an explanation for the cause of the nosebleed. The patient reported felt 
pain in her arm and felt fatigued for a couple of days after receiving her first 
dose of the vaccine. She stated that she felt that because she was tired and 
because she lost a large amount of blood due to her nosebleed, that was why 
she required hospitalization. The patient did not take blood thinners. The patient 
was feeling better now.

Epistaxis 

1101154 1/26 87 M Fl 5 Preexisting Conditions: Seizure; Stroke
Write-up: Husband experienced seizure lasting 30min. after taking 2nd vaccine. 
Dose#1– 1/26. Dose#2– 2/23. 5 Days after; the Ambulance took husband to 
hospital & Dr put the patient on a seizure med Levetiracitam 500mg; report from 
a consumer, concerning 87-year-old male patient, who received his second 
dose of Moderna''s COVID-19 vaccine and experienced seizure that lasted 
about a half an hour. Medical history included: seizure 37 years ago during a 
stroke. There were no concomitant medications reported. Dose#1– 26-
Jan-2021, dose#2– 23-Feb-2021. On 28-Feb-2021, five days post receive the 
vaccine, the patient experienced a seizure which lasted about a half an hour. 
The patient was taken to hospital and was treated with Levetiracitam 500mg.

Sz (h/o sz 37 years 
ago)

1101152 2/2 72 F Tn 15 Preexisting Conditions: (The patient''s mother and brother had blood clots)
Diagnostic Lab Data: 2/17: CT Scan chest: moderate size blood clot on right 
lung; Covid 19 test: Negative
Write-up: Blood clot on right lung; soreness in arm; report from a 72 year old 
female patient who had family history of blood clot (mother and brother). No 
concomitant product use was reported. Dose#1– 02-Feb-2021. The patient had 
soreness in the right arm which subsided couple of days later. The patient also 
experienced shortness of breath for a week after vaccine administration. On 17-
Feb-2021, the patient went to the hospital and underwent COVID-19 virus test, 
the results of which were negative. On 17-Feb-2021, CT chest showed 
moderate size blood clot in right lung. On 18-Feb-2021, the patient was 
discharged from the hospital on recommendation to initiate and continue lifetime 
treatment with Eliquis (apixaban, 5mg every 12 hours). According to the 
physician, moderate size blood clot on right lung of the patient could be 
attributed to the genetic history (patient''s mother and brother also had blood 
clot). The patient also followed up with primary care physician, who informed 
that it was genetic and not related to vaccine.

PE

1101070 2/19 58 M Il 1 Preexisting Conditions: Hypertension
Diagnostic Lab Data: 2 head CTs ECHO w/ Bubble study ECG
Write-up: Patient woke up the morning following vaccine administration with 
numbness and weakness of his right arm and hand. He later woke up from a 
nap that afternoon with numbness and weakness also in his right leg.

Numbness and 
weakness of 
extremities 

1101062 2/26 68 M Nh 0 Other Medications: Duloxetine
Diagnostic Lab Data: CT scan 2/27 Blood tests 2/27
Write-up: Chest and Shoulder pain, shortness of breath, extreme pain when 
inhaling, Pulmonary Embolism diagnosed at hospital after ct scan and blood 
tests showed several lung infarctions, given xarelto for 6 months and follow up 
with gp. and tylenol for pain

Mult PE

1101025 3/12 57 F U 0 Flushing, pruritus Pt was in COVID Vaccination clinic and c/o itching, chest 
reddened, small hives noted on chest, ears itching, no respiratory symptoms or 
difficulty. Speech clear, no stridor noted. Pt stated does have a significant 
allergy history and sees an allergist. Medicated with Benadryl 50 mg po and 
immediately to ED, registered right away, pt then c/o head and back itching, 
and taken into triage for assessment by triage nurse. Per Hospital Note: Patient 
initially developed hives and itching with progression in symptoms to include 
shortness of breath and throat tightening. She reported feeling as though her 
tongue were swelling and having difficulty speaking and having difficulty 
swallowing. Concerns of impending loss of airway prompted administration of 
IV Solu-Medrol, Benadryl and 2 doses of intramuscular epinephrine which were 
unsuccessful and therefore emergent intubation was performed. Patient 
apparently has had prior anaphylactoid reactions in the past including bee 
stings and shellfish.

Severe anaphylaxis 
requiring intubation 

1100972 2/27 97 M Fl 3 Other Medications: HCTZ
Preexisting Conditions: HTN
Allergies: NKA
Write-up: Patient had a heart attack with Afib (new onset) several days after the 
vaccine.

MI, new onset a fib 

1100962 3/11 55 M Mi 2 Other Medications: APAP 325MG TABS, CHOLECALCIFEROL 2,000 U TAB, 
Ibuprofen Oral Tablet 400 MG, MULTI-VITAMINS W/MINERALS/FE TABS
Current Illness: none
Preexisting Conditions: chronic post traumatic headache,
Allergies: PCN
Write-up: Nursing staff was informed that the patient was having a hard time 
walking and was not able to speak, just mumble. Presented with rapid eye 
movement, lip smacking, equal grips bilaterally although difficulty lifting arms. 
When asked about pain, pointed to R forehead. 136/99, 79, 20, 99.6. Appears 
uncomfortable and continuous mumbling. To local hospital via ambulance and 
admitted. Presumed CVA

CVA, tardive 
dyskinesia

1100869 1/11 69 F Ny 13 Other Medications: Lisinopril 5 mg daily, PremPro 0.3 mg CE plus 1.5 mg MPA 
daily
Current Illness: None
Preexisting Conditions: None
Allergies: Sulfa
Diagnostic Lab Data: All blood test were normal... all clotting factors were 
normal. Otherwise very healthy. Normal weight, non-smoker, minimal alcohol 
use. I am a professional RN
Write-up: Symptoms= extreme short of breath and elevated heart rate. Time = 
13 days after 1st dose vaccine symptoms started. Went to ER on January 30th. 
CT scan showed bilateral pulmonary emboli. Doppler showed no sign of DVT. 
Negative COVID and chest X-ray was clear. ECHO cardiogram showed right 
heart distress. Treatment= IV Heparin followed by IM Lovenox. ICU X 2days 
and released to home on Eliquis BID. Follow up with Hematologist and 
cardiologist.

Bilat PE RN

1100865 3/13 77 M Mi 1 0 Other Medications: Cefuroxime, Lansoprazole, Sulfasalazine, Azulfidine, 
Amoxicillin, Lisinopril, Fluticasone Nasal Spray, Tenormin, Atenolol,
Current Illness: Hospitalized for Pneumonia 2-8-2021
Preexisting Conditions: Hypertension, obesity
Allergies: Unknown
Diagnostic Lab Data: Decedent is currently at facility awaiting further 
examination/investigation.
Write-up: Patient died within 24 hours of vaccine. Unknown at this time if 
related.

Died same day J

1100745 3/1 84 M U 7 Other Medications: amlodipine, lisinopril, lipitor, hctz, multivitamin
Current Illness: none
Preexisting Conditions: HTN, HLD
Allergies: none
Write-up: Developed ascending bilateral symmetric weakness ~under one 
week after receiving second Moderna shot. MRI negative, LP with elevated 
protein, low cell count. Guillain-Barre suspected, neurology consulted likewise 
agrees, has been started on IVIG and is hospitalized presently

GBS

1100710 2/2 44 F Nv 0 Other Medications: Trulicity SQ Metformin Pravastatin Bystolic Eye vitamin 
Farxiga Loratadine Naproxen
Current Illness: None
Preexisting Conditions: DM, HTN, HYPERLIPIDEMIA
Allergies: None
Diagnostic Lab Data: Hospital ICU admission 2/16/2021
Write-up: Slight right facial numbness half hour post administration lasting 30 
mins. Chills and Rt arm site pain and swelling on the first night. 2nd night, chills 
and increased swelling, pain to right arm site with slight weeping, warm to touch 
and redness. Throughout the first two weeks, I would have intermittent chills 
and right arm site redness, swelling, pain, warmth was gradually getting better 
but did not have any fever the first 13 days. The night of 2/15/2021, I felt the 
chills, body aches and went to sleep. All night I felt I was about to get a fever. I 
was in bed until 1pm the next day on 2/16/21 when I started to have the severe 
tremors with my chills, back spasms, abdominal pain, and nausea. I got out of 
bed, took my temp and it was 101.5 F orally. I tried to take Tylenol but I could 
not because as soon as I sipped some water, I started vomiting yellow emesis 
first and then later on I was already vomiting greenish bile. I was getting weaker, 
lethargic and my tremors and chills were getting worst as well as my back 
spasms and abdominal pain. My husband, then brought me to the ER around 
2:30-3pm. I was admitted in ICU for septic shock with unknown source on 
that day, 2/16/2021. I was on levophed drip via right chest central venous 
catheter for 48 hours and was given multiple antibiotics until discharged to 
home on 2/20/21. I developed red facial rashes more prominent to the right side 
on the second day of admission. Two days after discharge, I had headaches for 
two days with right shoulder pain. But, on the next day which was the 3rd day 
post hospitalization, I broke out with generalized reddened, raised, itchy and 
burning rashes. My husband brought me back to the ER on that day on 2/24/21. 
ER MD loaded me with dexamethasone steroid IV and Benadryl IV and sent me 
home with oral dexamethasone and anti-histamine orally. I saw my primary MD 
on 2/26/2021 for hospital follow up and referred me to Infectious disease MD 
and endocrinologist. On March 3rd, I was started on insulin SQ due to my blood 
sugars running 300?s to almost 400. As of now, my MD is still adjusting my 
insulin dosage due to persistent high blood sugar readings of 300-400 mg/dL.

Septic shock of 
UKO

1100701 3/14 34 M Ny 1 Severe anxiety, nervousness, panic feeling, pacing, shaking, aches, chills, 
irritability, headache. Unable to function mentally due to severe irritability. 
Experiencing similar symptoms to when actually tested positive for 
COVID 19 in March of 2020.

Nervous, panic, 
AMS

J

1100607 3/12 55 M Nv 1 Other Medications: NIL
Current Illness: NIL
Preexisting Conditions: NIL
Allergies: NIL
Diagnostic Lab Data: Head CT wo - normal EEG - normal Covid-19 NP swab 
PCR neg Mild thrombocytopenia
Write-up: Seizure

Sz, 
thrombocytopenia 

J

1100494 1/5 79 U Tn 0 headache; Chills; Jaw pain; Tiredness; Nausea; Vomiting; was bleeding, my 
stool was black from blood; stress on my heart; have no energy and I cannot 
breathe; report from a contactable consumer (patient). A 79-year-old patient of 
an unspecified gender received dose#1– 05Jan2021. The patient''s medical 
history and concomitant medications were not reported. the patient has also 
been in the hospital with this. The patient had bad jaw pain. The patient had 
the first shot on 05Jan2021 and had the problems since then, and then the 
patient got the second shot dose#2– 26Jan2021 and it got worse. The 
patient reported having several doctors which includes a cardiologist and 
stomach doctor. The patient was bleeding, stool was black from blood, and the 
patient was vomiting blood. The patient reported that "I had stress on my heart 
and I did not have a heart attack but I had stress on my heart." The patient 
mentioned having no energy and the patient cannot breathe.

Jaw pain, melena, 
hematemesis, 
fatigue 

1100472 2/2 61 F U 2 Other Medications: LEVOTHYROXINE; TRAZODONE; PEPCID 
[FAMOTIDINE]; VITAMIN B 12 [CYANOCOBALAMIN]
Preexisting Conditions: Hypothyroidism
Diagnostic Lab Data: Covid Nasal Swab: Negative
Allergies: codeine
Write-up: I had a stroke; report from a non-contactable Nurse. A 61-years-old 
female patient received dose#2– 02Feb2021 in L arm in hospital.  Dose#1– 
12Jan2021, in left arm. No Covid prior vaccination. The patient stated I don''t 
know if it was a result of the Covid shot. But I don''t have any comorbidities and 
I had a stroke on to four which was two days after the shot on 04Feb2021 09:30 
with outcome of recovering. hospitalization (2 days)

CVA

1100272 2/13 76 F Nc 10 CVA CVA

1100271 2/8 82 F Wi 2 Other Medications: Blood thinner
Current Illness: Dementia; Diabetes
Write-up: Paralysis; syncope; could not talk; report from a Consumer 
concerning about a 82 years old female patient. Dose#1– 08 FEB 2021. On 10 
FEB 2021, the patient experienced Paralysis, Syncope, Mobility decreased and 
Aphasia. Due to these events patient''s required hospitalization and on oxygen. 
Laboratory details was not provided. Treatment information was not provided.

Paralysis, syncope, 
aphasia 

1100269 1/11 U M Fl 8 Other Medications: LIPITOR; RAMIPRIL; METOPROLOL SUCCINATE; 
ASPIRIN; FISH OIL
Diagnostic Lab Data: Tested for COVID-19 multiple times and was negative
Write-up: acute pancreatitis; Pneumonia; edema; fever; fatigue; nausea; 
bloating; Major bowel movement; loss of appetite; muscle pain; report from a 
male patient. The patient''s medical history was not provided. Dose#1– 11 Jan 
2021 in right upper arm. On 19 Jan 2021, approximately eight days after the 
vaccine, patient started experiencing muscle pain, major bowel movements, 
loss of appetite, bloating and nausea. On 26 Jan 2021, the patient was 
hospitalized due to fatigue, fever and some GI issues. Patient was diagnosed 
with acute pancreatitis, pneumonia, and some edema. Patient was given some 
antibiotics and Eliquis for treatment. Dose#2– 08 Feb 2021. He did not report 
any symptom on his second dose.

Pancreatitis, 
pneumonia 

1100261 12/31/20 44 M Oh 0 Pain in arm; Loss of range of motion in arm; Injected into bursa space in the 
shoulder joint; report from a consumer concerning a 44 year old, male patient. 
The patient''s medical history was not provided. Concomitant medication was 
not provided. Dose#1– 31 DEC 2020. Dose#2– 02 FEB 2021, was injected into 
bursa space in the shoulder joint. On 02 Feb 2021, the patient experienced 
severe pain in the arm and loss of range of motion in the arm. The patient was 
hospitalized on 03 FEB 2021 and released on 04 FEB 2021. Treatment 
information was not provided.

SIRVA (shoulder 
arm pain, loss of 
ROM)

1100252 2/3 87 M Ia 0 Other Medications: AMIODARONE
Preexisting Conditions: Atrial fibrillation
Write-up: AFib. Heart Rate 150 BPM; report from an 87-year-old male patient, 
dose#1– 03-FEB-2021. On the same day, he experienced Atrial fibrillation - 
Heart Rate of 150 BPM, for about 9 days.  Doctors changed some of his 
medications that has helped with his condition. No treatment information was 
provided. Dose#2– 04-MAR-2021, and had no issues with AFib

Exacerbation of a 
fib 

1100245 2/5 70 F U 0 report from a consumer who was also a 70 year old , female patient who 
received Vaccine and who developed sharp, severe pain in the rib area under 
the arm "where I had had the injection"/ Musculoskeletal chest pain, impossible 
to take a deep breath/ Dyspnoea , could barely communicate/ Lack of 
spontaneous speech, pleurisy, daytime oxygen levels were in the 88-89% level 
during the day/ Oxygen saturation decreased, pressure in my lungs have risen, 
but not high enough to be medicated/ Pulmonary arterial pressure increased. 
The patient''s medical history included bronchitis and supplemental oxygen at 
night. Concomitant product use was not provided by the reporter. Dose#1– 05 
Feb 2021. approximately two hours later, the patient experienced sharp, severe 
pain in the rib area under the arm "where I had had the injection"/ 
Musculoskeletal chest pain, impossible to take a deep breath/ Dyspnoea , 
could barely communicate/ Lack of spontaneous speech, pleurisy, daytime 
oxygen levels were in the 88-89% level during the day/ Oxygen saturation 
decreased two hours later. At the emergency room, blood tests, rib X-ray, and 
computerized tomography (CT) of the lungs were done. The CR scan showed 
some changes, which the radiologist said could be asthma or chronic 
bronchitis. The patient spent the next three weeks on supplemental oxygen 
during the day. On 23 Feb 2021, an echocardiogram indicated that pressure in 
her lungs have risen, but not high enough to be medicated/ Pulmonary arterial 
pressure increased. Treatment for the event was not reported. 

Pleurisy, elev PAP

1100242 1/11 U M Fl 21 Other Medications: CARAFATE; PENTASA; METOPROLOL; LEXAPRO; 
TRAZODONE; MERCAPTOPURINE; WELCHOL; FAMOTIDINE; 
MULTIVITAMINS; VITAMIN D3; B 12; FLUOCINONIDE
Write-up: Pericarditis; Atrium flutter; Extremely anemic; Night sweats; report 
from a consumer concerning a male patient. The patient''s medical history was 
not provided. Dose#1– 11 Jan 2021. Dose#2– 8 Feb 2021, the same day, the 
patient presented to the emergency room with severe chest pain across his 
entire chest and entire jaw that was exacerbated when he took a breath. A 
pulmonary function test and electrocardiogram were performed (results not 
provided). The patient was admitted to the hospital with pericarditis and 
discharged 3 days later. Treatment included colchicine. In Feb 2021 (date not 
specified), the patient experienced night sweats and had a blood test (result not 
provided) that showed extreme anemia. The patient also developed atrial flutter. 
Treatment for atrial flutter included cardiac ablation and apixaban.

Pericarditis, atrial 
flutter

1100240 2/22 64 F Mi 1 report from a pharmacist regarding a 64-year-old female, who experienced 
intracranial hemorrhage, chills, fatigue, and dyspnoea. The patient''s medical 
history was not provided. Concomitant product use was not provided by the 
reporter. On 22 Feb 2021, prior to the onset of symptoms, the patient received 
one of her two planned doses of mRNA-1273. 7 hours post-vaccination, the 
patient developed symptoms of chills, fatigue, and a "really bad" shortness of 
breath with a pulse oximetry reading of 81% on room air. On 23 Feb 2021, the 
patient was hospitalized and subsequently transferred to a sister hospital for an 
intracranial hemorrhage/brain bleed.

ICH

1099429 2/1 39 M Nj 11 Other Medications: Diatalizem, Clonidine, Zubsolv
Current Illness: None
Preexisting Conditions: High Blood Pressure
Allergies: None
Diagnostic Lab Data: Conductive hearing test at Primary Physician - 02/16 
Hearing test @ ENT - 02/17 Brain MRI with and without contrast @ Hospital - 
02/19 Hearing test @ ENT - 02/24 Hearing Test @ ENT - 03/03 Hearing Test @ 
ENT - 03/10
Write-up: Dose#1– 02/01. Flu like symptoms for 3 days. Followed by overall 
fatigue. The. 10 days after shot ear symptoms began. Complete hearing loss in 
right ear. Began as 3 days of tinnitus. Then complete hearing loss. Put on 
steroid blast (60mg of Prednisone) by my primary. Referred to ENT. ENT ran 
hearing test and concluded that the hearing loss was complete. 12 days of 
complete hearing loss. Then repeated hearing test. Slight improvement. ENT 
delivered shot of steroids directly into my right ear. Hearing test repeated 10 
days later. Slight improvement again. Now currently about 90% of hearing had 
returned to my right ear.

Tinnitus, hearing 
loss 

1099414 Posterior fossa hemorrhage in 4th ventricle 

1099369 3/4 66 F Ct 0 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: The ortho doctor took an X-ray to rule out any shoulder 
issue separate from the poorly placed landing mark of the volunteer and there 
was no issue except for that caused by the 2 needles. Examinations and 
ongoing testing.
Write-up: The volunteer chose a landing mark for the needle which when stuck 
into my shoulder joint area, hit something, so he immediately withdrew that 
needle. He then took a new second needle and chose a 2nd landing mark that 
was close to the first needle "stick" and delivered the vaccine. I felt immediate 
burning and that continued for much of the day. The burning proceeded into 
intense pain. I returned to the Senior Center at 7:30 a.m. the next morning and 
reported the error the volunteer made and showed the head nurse the bruise 
that was high - at my upper arm - and nearly on my shoulder. The head nurse 
said it was "high." She asked me what I wanted her to do. I responded that she 
should report the error and I would like it documented, as I was now afraid I 
might have endured a shoulder/joint injury. I also called the health department 
and the Covid-19 Help Line and reported the error. I had two days of intense 
pain, where I could not physically, not just the excruciating pain, lift my arm. I 
emailed an Orthopaedic doctor who specialized in shoulders and made an 
emergency apmt with him. I also made an apmt with my primary. My ortho 
doctor is treating me for SIVRA, I am on anti-inflammatories, I am having 
physical therapy on my left shoulder, as there is constant pain. I am scheduled 
for return visits to my orthopaedic doctor and this appears to be a concern as far 
as damage, time course and outcome. I hope the head nurse DID report the 
injury to my shoulder area. She promised to record the event in "my file,"

SIRVA (shoulder inj/
pain/weakness)

1099363 2/19 41 F U 12 Other Medications: patanol, fish oil, vitamin D, super B complex, magnesium, 
eye promise, sublingual allergy drops
Current Illness: none
Preexisting Conditions: history of tinnitus and hearing loss L ear (ongoing and 
stable since 2013); history of allergy induced asthma (well controlled with no 
use of inhaler or medication in greater than 1 year)
Allergies: sulfa, environmental allergies
Diagnostic Lab Data: March 10, 2021 bloodwork all normal except potassium 
on lower side of normal March 12, 2021 bloodwork for SED normal and lyme''s 
disease (awaiting results) March 12, 2021 EKG normal awaiting further testing 
once insurance auth for MRI of the brain and auditory canal approved 
scheduled appointment for audiologist April 2021 and dizzy and hearing 
specialist in April 2021
Write-up: Onset of leg weakness and instability that has progressively 
worsened. Constant imbalance noted more in standing and with walking 
resulting in feeling like I am "rocking on a boat" constantly. Increased sway in 
static standing that is more pronounced with rotational movements, eyes closed, 
and decreased base of support. Ataxic movements and lateral veering with 
walking at times. Episodes of low blood pressure/significant decrease in blood 
pressure from sitting to standing, tachycardia, and resting tremors in the hands 
that are intermittent in nature. Feeling of head being "in the clouds" constantly 
where something is not right.

Ataxia, vertigo, 
resting tremors, 
orthostatic 
hypotension 

1099357 3/4 30 F Az 7 Other Medications: aripiprazole, ethinyl-estradiol-norethindrone, hydroxyzine 
hydrochloride, lamotrigine, levothyroxine, liothyronine, lisinopril, rosuvastatin, 
omeprazole, venlafaxine
Current Illness: none
Preexisting Conditions: hypertension, obesity, GERD, depression, Turner 
syndrome, hypothyroidism
Allergies: sulfa
Diagnostic Lab Data: echocardiogram 3/14/2021 shows ejection fraction of 
40-45%
Write-up: patient developed chest pain on the date specified. Presented to 
emergency department at Medical Center on 3/14/2021 and was found to have 
pericarditis and myocarditis. Admitted to hospital 3/14/2021. No follow up 
available as yet.

Myopericarditis 

1099335 2/19 76 F Nj 6 Other Medications: Hydrochlorothiaz, Vitamin D, Vitamin C, Areds 
Pantoprozole, Paroxitine, Baby Aspirin, Levothyroxine
Current Illness: None
Preexisting Conditions: High Cholesterol, High Blood Pressure, Thyroid 
Removed, Neuropathy,
Allergies: None
Diagnostic Lab Data: MRI 2/27/2020, CT Scan 2/25/2020
Write-up: Stroke (ischemic - isolated) occurred 6 days after vaccine 
administration

CVA

1099333 3/12 25 M Ca 0 Other Medications: 20MG if doxycycline twice daily
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: Dose#1. Injection site was above deltoid muscle and next to shoulder 
bone. Felt pain almost immediately that same day. Continued to be in pain and 
was admitted to hospital where they conducted blood tests, X Ray and MRI. 
Determined it was SIRVA.

SIRVA (shoulder inj/
pain)

1099283 1/14 50 F Md 1 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Latex, bananas, peanuts
Diagnostic Lab Data: None
Write-up: Transcription of a text I sent to my colleagues: Hi all--I''m not sure 
who has received the second vaccine, but I wanted to update as to my 
experience. I got sick with the first one from about 4ish hours after until the next 
mid morning maybe? Then I felt bad again that second night. I had my vaccine 
(second) yesterday at 4 PM, and I felt OK going to bed but had a pretty pitiful 
night. I woke up at 5 AM and I felt horrible. That felt like someone took a pair of 
metal cymbals and slammed them together on my head. The tinnitus was 
strong. I also had body aches and joint pain and felt like I had the flu. I felt a little 
better around 1 PM, but felt bad again around 330. Now I''m miserable again 
with terrible body aches and chills (this was at 7:38 PM). I''m sure I will feel 
better in the morning, just wanted to share my experience." Sadly, since then, I 
have had tinnitus with a metallic ringing in both ears along with hearing loss. I 
had some vertigo one day but unsure if this was related. The tinnitus makes me 
very sad. I am a hospitalist and am happy to have been vaccinated, still. It has 
been 2 months today, and it remains, unrelenting. It is worse in the morning and 
at night. The hearing loss is difficult.

Tinnitus, hearing 
loss 

MD

1099270 2/12 69 M Ny 3 Other Medications: Oxycodone Clarithromycin Ambien Trazadone Lyrica 
Lipitor Aspirin Daily Multi Vitamin B Complex Vitamin D Neuro Mag Garlic 
Supplement Vitamin E
Current Illness: Lyme Disease
Preexisting Conditions: Chronic degenerative nerve disease in lower back.
Diagnostic Lab Data: ER/Hospital Admission 02/19/2021 Blood test 
02/19/2021 Urine Test 02/19/2021 Brain MRI 02/20/2021 Spinal MRI 
02/20/2021 EKG 02/20--19/2021 ER Admission 03/12/2021 Blood test 
03/12/2021 Urine test 03/12/2021 EKG 03/12/2021
Write-up: Extreme fatigue, Muscle Weakness, Weakness in limbs, 
Disorientation, Memory loss, Inability to stand or walk, Delusion, Depression, 
Loss of Appetite

Weakness, AMS

1099241 3/10 1 F Ca 1 Patient is breastfed by mother, who was vaccinated on 3/10. Patient developed 
jaundice 3/11, and was admitted for evaluation of hemolytic anemia. Evaluation 
ongoing. Likely not related to vaccine, but occurred within 2 days of possible to 
vaccine components via breastmilk

Hemolytic anemia 
and jaundice in 
nursing infant

1099221 3/3 75 F Va 1 Other Medications: Losartan, Metoprolol, Diphenoxylate-atropine, prn bentyl
Current Illness: C-diff which had resolved, urinary tract infection
Preexisting Conditions: Coronary artery disease, asthma, NASH w/cirrhosis/
splenomegaly, high blood pressure
Allergies: propylene glycol, latex, shellfish/dyes, penicillin, sulfa meds, 
nitrofurantoin, tape
Diagnostic Lab Data: BNP was elevated, no infection. Treated with diuretics 
and inhalers.
Write-up: The day after the shot started coughing and short of breath which 
worsened until shortness of breath was severe enough to go the ER on 3/9/21 
at which time admitted to the hospital with fluid overload and hypoxia. Stayed in 
the hospital until 3/12/21, discharged home on oxygen and still coughing 
intermittently. Additional symptom of extreme fatigue.

Fluid overload, 
hypoxia

1099218 2/1 63 F Ny 20 Other Medications: Levothyroxin,clarinex,Singulair, and Valsartan.
Current Illness: None.
Preexisting Conditions: Hypothyroidism Hypertension since Feb 2020
Allergies: Shellfish, N95 Masks,Latex
Diagnostic Lab Data: 2/23/21. Cat Scans of abdomen and chest 2/24/21. 
Doppler Study of both lower extremities 2/24/21 echocardiogram Multiple blood 
tests 2/23-25 3/8/21 Transesophageal echocardiogram
Write-up: On 2/21/21 I had severe abdominal pain that lasted for 10 hours. The 
pain came back on 2/33/21, and moved from the abdomen to the left side. 
When I was unable to sit or stand or lie down, I went to the Hospital ER. They 
did a CAT scan, and found a splenic infarct.

Splenic infarct

1099193 2/9 46 F Ny 1 Other Medications: Metoprolol 25 QD Atorvastatin 80 qhs Acetazolamide 250 
mg
Current Illness: IIH HTN
Preexisting Conditions: IIH HTN
Diagnostic Lab Data: Mildly low AT3 as per neurology team CT Ch/Abd/Pelvis: 
bilateral enlarged, axillary LN. measuring up to 1cm.
Write-up: Went to bed around 10pm on 2/10, experienced right arm stiffness 
and hemiparesis. Lived by herself, unable to reach her until 1/11. Admitted with 
Left MCA infarct, several foci on left occipital lobe points to cardioembolic 
etiology. No motor deficits, mixed aphasia. Central embolic etiology. No fam hx 
of coagulopathy.

Cardioembolic L 
MCA CVA

1099173 1/21 98 F Fl 3 6 L MCA CVA L MCA CVA

1099119 3/11 71 M Ok 0 Other Medications: unknown
Preexisting Conditions: obstructive sleep apnea, hypertension, Heart attack, 
diabetes, chronic kidney disease, stroke, atrial fibrillation
Allergies: none
Write-up: Patient received vaccine, went home, had shortness of breath, was 
brought to ER, coded, intubated and brought to ICU for liver and kidney failure.

Resp, liver, kidney 
failure same day

1099034 3/13 33 30w Il 0 Other Medications: Keppra, Luvox , ability, prenatal vitamin
Current Illness: None
Preexisting Conditions: SVT
Allergies: None
Diagnostic Lab Data: Blood work was done to check white blood cell count for 
infection. The white blood cell count was in normal range. Collected and 
resulted 3/13/2021
Write-up: 30 weeks pregnant at time of receiving vaccine. Estimated due date 
May 20, 2021 Had dull headache immediately following vaccine. At 4pm I had 
chills and then started having contractions every 5 minutes. I called my OBGYN 
who recommended that I drink fluids and lay on my side to decrease the 
presumed Braxton Hicks contractions. This did not decrease the contractions. I 
came to the hospital where I was admitted to labor and delivery with 
contractions 2-4 minutes apart and a 99.6 degree temperature. I was given an 
oral medication to stop the contractions, a 2 part series of injections to speed up 
lung development of my unborn child, and IV fluids were administered.

Preterm labor (30w) J

1098995 1/7 33 F Nv 0 Other Medications: Venaflexacine 150g bid Seroquel 200g 1pm Lyrica 75g bid
Current Illness: None
Preexisting Conditions: Endometriosis
Allergies: Naxproxen Onions
Diagnostic Lab Data: 01/07/21 - 01/11/21 I had X-rays, CT scans, ultrasounds, 
blood tests, neurological tests & more. 01/11/21 Video appointment with pain 
doc 2/1/21 Had physical therapy 02/15/21 Pain doc appointment 03/10/21 Had 
an EMG on my left & right leg 3/12/21 Doctor appointment for pain
Write-up: Within 3 hours of getting the vaccine my blood pressure went up, my 
breathing became difficult & the whole left side of my body went into paralysis. I 
was taken to the ER, later that day was admitted to the hospital. I spent 5 days 
there getting tested. I was released with 0 use of my left arm or hand, and my 
left leg was weak. It?s been 3 months and I still can?t use my left arm. I am 
seeing multiple different doctors to try & help me.

Hemiparesis 

1098987 1/25 78 F Ga 2 Other Medications: Levothyroxine, Vitamin D, Methyl B Complex, 
Saccharomyces Boulardii, Magnesium Glycinate, Calcium,, L-Glutamine,Tru 
BifidoPro Trizomal Glutathione, Fish Oil, Multi-Vitamin, Multi-Mineral , 
Conjugated Linoleic Acid, Lutein, , Lycopene, B
Current Illness: NONE
Preexisting Conditions: Hyperthyroidism. Heart flutter ablated 9/2015.
Allergies: Amoxicillin, Doxycycline Hyclate, Erythromycin, Azithromycin, 
Quaternium, thimerosol, ethylmethylisothiazolin, mycins Chlorine, adhesive 
rash. Crab & Shrimp, Patch tests; positive for Nickel Sulfate (1); Colophony (2); 
Quaternium 15 (1); Fragrance mix (1); Cobalt dichloride), disperse blue
Diagnostic Lab Data: 1/27/21 EKG, various lab tests were run./ 1/28/21 
Ultrasound, another EKG, more lab tests.
Write-up: 2 days later, at night, I began an episode of rapid and irregular 
heartbeats. I was taken to hospital where atrial fibrillation was diagnosed, After 
about 12 hours it converted to regular sinus rhythm. I was kept under 
observation for another 24 hours and then released. I have had several 
episodes since then.

A fib

1098953 1/11 79 M Fl 8 Other Medications: Morning: Finasteride 20 mg, Lipitor 5 mg, Ramipiril 5 mg. 
Additional information for Item 9: Evening. Ramipiril 5 mg, Metropolol succinate 
25 mg, Aspirin 81 mg, Lipitor 10 mg, Omega-3-fatty acid esters, Famotidine 20 
mg
Current Illness: None
Preexisting Conditions: Hyprtension
Allergies: None
Write-up: Dose#1– Mon. Jan 11. Symptoms started Tuesday, January 19, 2021 
1st hospitalization, 1/27-1/29: Diagnosis: High leukocytes, inflammation. 
Diagnosis, acute pancreatitis. 2nd hospitalization, 2/2-2/4: Diagnosis: DVT) of 
popliteal vein and pneumonia. EVENTS AFTER VACCINATION 
PROGRESSION OF SYMPTOMS TUES. JAN 19: At night, felt like hunger 
pangs ? but not really relieved by eating. In the morning tried 2 Tums. Had 
temporary relief for about an hour. Had symptoms for the last three days. 
Chronic, varied between almost negligible to mildly annoying. Bowel habits 
usually very regular. WED. JAN 20. Had major bowel movements in the middle 
of the night THUR. JAN 21. Had major bowel movements in the middle of the 
night FRI. JAN 22. Extremely mild feelings of bloatedness over the last couple 
of weeks (0.5 on 1 to 10). A slight loss of appetite, but did not interfere with 
eating. Sometimes slightly nauseous. (0.5 on 1 to 10) SAT. JAN 23. Extremely 
mild feelings of bloatedness over the last couple of weeks (0.5 on 1 to 10). A 
slight loss of appetite, but did not interfere with eating. Sometimes slightly 
nauseous. (0.5 on 1 to 10) SUN. JAN 24. Extremely mild feelings of 
bloatedness over the last couple of weeks (0.5 on 1 to 10). A slight loss of 
appetite, but did not interfere with eating. Sometimes slightly nauseous. (0.5 on 
1 to 10) MON JAN 25. Extremely mild feelings of bloatedness over the last 
couple of weeks (0.5 on 1 to 10). A slight loss of appetite, but did not interfere 
with eating. Sometimes slightly nauseous. (0.5 on 1 to 10) TUES. JAN 26. 
Problems persisted and got worse. On Jan 26, Daughter GP suggested getting 
blood analysis to test for inflammation. WEDS, JAN. 27. Hospitalized. Findings: 
High leukocytes, inflammation. Diagnosis, acute pancreatitis. THURS. FRI. JAN 
28. Hospitalized. FRI. Jan 29. Discharged. Wt 193 lbs! Usual, ~176-183. 
MONDAY FEB 2. Readmitted to hospital. Felt feverish, easy fatigue, bilateral 
stiffening of the calves, some edema. Diagnosis, DVT of popliteal vein and 
pneumonia. Given an iv bolus of a broad spectrum antibiotic. Started on Eliquis 
two 5mg pills twice a day for one week and the one tablet am and one pm. 
Given Lasix bolus and then started on 5 mg Lasix/day. Swallowing tests more or 
less OK WEDNESDAY FEB. 4. Discharged. MONDAY, MARCH 8, Check up 
with GP, Blood pressure 127/76. Lasix discontinued. THURSDAY, MARCH 11, 
Check up with GI doctor, Blood pressure consistently 150/90. Sent to adjacent 
cardiologist''s office (next door). High BP reading confirmed and reconfirmed the 
next day. Dose of Metropolol succinate increased to 5 mg 2xday. Note 1: Still 
have the DVT. Note 2: Received 2nd dose of Moderna vaccine on Feb 11. Note 
3. All medical records available either through hospital, GP or by contacting me. 
Note 4: This is not a crank report. I have had 50 years teaching and doing 
funded research in 3 medical schools rising to the rank of full Professor in each.

Pancreatitis, DVT of 
popliteal vein, 
pneumonia 

1098942 3/13 34 M Tx 0 Other Medications: Cefdinir 300 mg BID, Hydrocodone+Chlorpheniramine 
10/8 mg BID,
Preexisting Conditions: Gastroesophageal reflux disease
Allergies: NKDA
Write-up: 34 y.o. male with GERD who presents with syncope and question of 
PEA arrest. He went for COVID 19 J&J vaccine on 3/13/2021. A few minutes 
after getting the vaccine he started feeling nauseated. His lips became gray. He 
went unresponsive and was taken out of the car. He had agonal respirations. He 
had 90 seconds of chest compressions and returned to his normal state of 
health. He was seen in ED where labs were remarkable for mild hyperkalemia 
(serum potassium 5.5). Given worrisome syncope, chest compression he was 
admitted for observation. He did well overnight, No arrhythmias of telemetry and 
was discharged with Holter monitor.

PEA arrest minutes 
after vax

J

1098856 3/2 77 F Ny 0 1 Other Medications: Lexapro; Mementine; Calcitonin; Iron; Magnesium; Areds; 
Vitamin D; Serequel; Vitamin C; Donepezil
Current Illness: Dementia
Preexisting Conditions: Dementia
Allergies: Sulfa Compazine
Diagnostic Lab Data: CT Scan and blood work on 3/2/2021 in ER. CT showed 
brain hemorrhage.
Write-up: Four hours after vaccine shot, she began with a headache then 
severe vomiting. She became incoherent and when brought to the hospital she 
had a brain hemorrhage. She passed away on 3/3/2021 at 3:05pm.

ICH 4 hours later, 
death next day

1098844 1/27 31 M Oh 14 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Diagnostic Lab Data: Auditory exam shows normal hearing. MRI shows normal 
brain and auditory canals.
Write-up: Severe bilateral tinnitus

Bilat tinnitus 

1098818 3/3 68 F Ca 1 Other Medications: amlodipine, aspirin, atorvastatin, clonidine, donepezil, 
insulin,
Current Illness: N/A
Preexisting Conditions: DM, HTN, hyperlipidemia, CKD stage 3,
Allergies: Iodine
Diagnostic Lab Data: Creatinine baseline 9/2020 1.8 mg/dl Creatinine on 
admission 3/13/2021 14.5 mg/dl
Write-up: Weakness, anorexia, chills. 10 days

Aki

1098756 3/3 65 M La 10 Preexisting Conditions: Hypertension
Diagnostic Lab Data: CTA Lung and venous doppler
Write-up: Patient has rt lower lobe Pulmonary emboli and rt popliteal dvt

RLL PE, R popliteal 
DVT

1098752 3/2 68 F Nh 3 3/2/2021 got vaccine - 3/5/2021 had visual issue, bright spinning colorful lights, 
dizzy. 3/12 had grand mal seizure after same issue. taken away in ambulance. 
1st time in my life having a seizure.

Grand mal sz (no h/
o sz)

1098641 2/28 27 24w 6dTx 11 Other Medications: Prenatal Vitamins
Current Illness: None
Preexisting Conditions: None
Allergies: NKDA
Diagnostic Lab Data: Upon admission to the hospital the only abnormal lab 
was an elevated WBC at 19k. She was slightly anemic with h/h 10.6/31.1. Her 
urine had large blood in it but it was a clean catch and culture was negative.
Write-up: The patient began having vaginal bleeding and contractions on 
3/11/21 at 24 weeks 6 days and presented to labor and delivery in preterm 
labor. We were able to delay delivery for about 24 hours but she did deliver at 
25 weeks 0 days. Earlier in her pregnancy she had some vaginal spotting (last 
time was on 1/15/21 and her cervix was closed on sonogram). In her first 
trimester she had significant hyperemesis treated with medication and IV fluids 
but this resolved after the first trimester.

Preterm labor 
(24w6d), vaginal 
bleeding 

1098627 2/27 72 F Ny 5 Other Medications: synthroid
Current Illness: none
Preexisting Conditions: asthma, thyroiditis
Allergies: none
Write-up: developed Tinnitus. Going to Otolaryngologist for further evaluation. 
There is no cure for Tinnitus.

Tinnitus 

1098624 1/20 43 F Nm 34 Other Medications: Benadryl Naproxen
Current Illness: Lupus (SLE)
Preexisting Conditions: High blood pressure Lupus (SLE)
Allergies: None
Diagnostic Lab Data: CT scan and blood tests in ER on 2/27/21.
Write-up: Pulmonary embolism diagnosed through CT scan on 2/27/2021. Pain 
started on 2/23/21.

PE

1098611 3/11 74 F Ca 1 Other Medications: Albuterol, Amitiza, Lipitor, Coreg, Vitamin D, Aricept, 
lexapro, gabapentin, lamictal, Levothyroxine, singulair
Preexisting Conditions: COPD, GERD, Type 2 DM, Hypothyroidism, A fib, 
CVA, Seizure disorder,
Allergies: Zosyn
Write-up: Lethargic, SOB, emesis, Altered mental status, respiratory failure 
Starting day after 2nd vaccine dose of Thursday afternoon

AMS, resp failure 
next day

1098602 3/6 18 F Va 6 Appendicitis, appendectomy Appendicitis, 
appendectomy 

1098524 3/11 73 F Mt 1 Other Medications: Tylenol; albuterol; xanax; eliquis; simvastatin; symbicort; 
D3; flexeril; diltiazem; lasix; gabapentin; ibuprofen; levothyroxine; meclizine; 
metoprolol tartrate; zofran; percocet; protonix; potassium; compazine; requip; 
sertraline; spironol
Allergies: prednisone; adhesive/tape; cefuroxime; methotrexate
Write-up: Presented with fever and hypoxia - determined to be SIRS. No 
infectious source found. Other symptoms included confusion, lethargy, aches, 
headache and fever.

SIRS

1098511 1/21 62 F Fl 15 Other Medications: Cymbalta, levoxyl, metoprolol, vitamins C, D3, zinc, fish oil
Current Illness: None
Preexisting Conditions: None
Allergies: Aspirin
Diagnostic Lab Data: CT scan on the neck, chest x-ray, chest CT, CT of the 
brain, laryngoscopy
Write-up: 2 weeks after receiving the 2nd dose, do you feel loved left neck 
lymphadenopathy and sore throat, had pharyngitis laryngitis was seen by urgent 
care and emergency room and tested negative for Covid and strep. Developed 
left vocal cord paralysis and constant flu like symptoms that have lasted for six 
weeks. My vocal cords will need to be injected due to paralysis

Unilat vocal cord 
paralysis 

1098510 3/6 65 F Nc 0 Other Medications: Iron, Zoloft and synthroid.
Current Illness: None
Preexisting Conditions: Hypothyroidism and anemia
Allergies: Seasonal allergies and penicillin.
Write-up: Swelling of face and eyes, itching and redness of face and residual 
right eye vision impairment.

Swelling/pruritus/
erythema of face 
and eyes, unilat 
visual impairment 

1098473 1/25 83 F Mi 5 19 Other Medications: naproxen amlodipine folic acid omeprazole methotrexate 
fosomax dorzoltimol latanoprost
Current Illness: taking a steroid for a lung infection.
Preexisting Conditions: Pulmonary issues, rheumatoid arthritis, 
bronchiectasis, macular degeneration, glaucoma
Write-up: My mother had the shot on January 25. On the 30th, she became 
confused and was having trouble swallowing. I took her to the hospital on the 
31st (Sunday). She was admitted with pancreatitis and was unable to drink 
water. She was then admitted to the ICU. She became septic and her mental 
status declined. By Tuesday, she was placed on a ventilator. She then had renal 
failure and died on February 18th.

Pancreatitis, sepsis, 
arf, death

1098437 2/19 67 M Mi 9 Other Medications: albuterol, Vytorin, Flovent, losartan,
Current Illness: none
Preexisting Conditions: asthma
Allergies: none
Diagnostic Lab Data: CBC daily, Ivig, Rituxan infusion
Write-up: Developed Idiopathic thrombocytopenic (ITP), admitted to the 
hospital with platelet count of 6, hospitalized for 8 days. Received steroids, Ivig 
treatment and rituxan infusion.

Itp (plt 6)

1098376 3/9 67 F Ny 0 Other Medications: amlodipine, aspirin, atorvastatin, Plavix, vitamin B12, 
Nexium
Current Illness: TIA 2/19/21
Preexisting Conditions: Hypertension, dyslipidemia
Allergies: IV dye
Diagnostic Lab Data: labs from 3/13/21 significant for creatinine 1.24, WBC 
23.3, CRP 9.2. 3/13 creatinine normal at 0.79, WBC coming down to 15.2. blood 
cultures no growth to date, COVID 19 negative.
Write-up: 3/9/21 PM headache, 3/10/21 AM fever, generalized achiness, 
3/11/21 bilateral hand swelling and rash on hands, diffuse itching. 3/14/21AM 
swelling around eyes. continues itching. continued fever. swelling in hands 
improved.

Swelling bilat UE 
and eyes, pruritic 
rash, aki, 
leukocytosis 

1098339 2/17 64 F In 9 My mother became short of breath over the course of the week after her 
second dose of the the Pfizer Covid19 vaccine. She was taken to the 
emergency room and was diagnosed with pericardial effusion and admitted for 
treatment that included draining fluid from the sac around her heart. She was 
released and then developed the same symptoms again within a week. She 
again had pericardial effusion, and was told she had severe emphysema with 
no prior diagnosis. She is still hospitalized and is now suffering heart failure 
with no clear diagnosis as to why, no acceptable plan of treatment, and a 
prognosis of wait and see. She has consistently tested negative for Covid19.

Pericarditis 
effusion, 
pericardiocentisis, 
heart failure, new 
emphysema 

1098260 1/4 64 M In 7 Other Medications: Amlodipine, Losartan, Metoprolol, Rosuvastatin, Vit. D, 
CoQ10, Prostate supplement, Fish Oil, Daily Vitamin capsule, Ceftin
Current Illness: Sinus Infection
Preexisting Conditions: High Blood pressure, Chronic sinusitis, Enlarged 
Prostate
Allergies: None
Diagnostic Lab Data: COVID test Negative, Balance testing--PERMANENT 
damage to lamellar nerve on the left side
CDC Split Type:
Write-up: Low grade fever, severe fatigue/malaise, cough, severe vertigo, loss 
of appetite,

Vertigo due to unilat 
lamellar nerve 
damage

1098242 3/10 92 F Mi 0 Other Medications: prednisone, methotrexate, amlodipine
Preexisting Conditions: osteoarthritis, pityriasis rubra pilaris (PRP), 
degenerative disc disease
Write-up: Approximately 4 hours after receiving the vaccine (left-arm), my 
mother began to have moderate pain in her left arm, particularly in the left 
shoulder area. The pain continued to increase throughout the afternoon, until it 
became so severe (10 on a 10-point pain scale) by 8:30 pm on 3/10/21 , that 
she could no longer lift her arm. She took 500 mg of Tylenol to attempt to relive 
the pain and went to bed early. At 2:45 am on 3/11/21, she needed to go to the 
restroom, and I (daughter) had to assist her to get out of bed, as she had no use 
of her left arm due to severe pain in that arm. While seated on the toilet, she 
indicated that her arm was extremely painful and she felt that she was going to 
pass out and felt nauseated. Within a minute, she lost consciousness and I 
called emergency services. EMT arrived within 5 minutes and stated that her 
blood pressure was extremely low and she needed to be placed on the floor. 
They placed her on a gurney and took her to the ambulance, where they started 
an IV and took her to her local hospital. I followed shortly thereafter, where she 
was taken to the ER. She was admitted to the hospital for observation and given 
Ativan (she refused any opioids) She was ultimately diagnosed with vasovagal 
syncope due to the pain in her left arm. Two days later, the pain has subsided.

Shoulder/arm pain/
weakness, syncope 

1098206 3/10 25 F Pa 0 Other Medications: Ethinyl Estradiol-noreldestromin transdermal film 
150-35mcg
Current Illness: none
Preexisting Conditions: Asthma Anxiety
Allergies: bee stings sulfa drugs
Diagnostic Lab Data: CTA chest confirming submassive PE 3/12/21 Troponin 
0.28 3/12 BNP 216 3/13 CRP 12.2 3/13 Pending Workup: Antiphospholipid 
Syndrome Antibody Protein C deficiency Protein S deficiency Antithrombin III 
deficiency Lupus Anticoagulant Panel Homocysteine
Write-up: Submassive pulmonary embolus

Submassive PE

1098178 1/25 76 F Dc 0 10 Other Medications: Donepezil, famotidine, mirtazapine, senna, quetiapine, 
tramadol, sinemet, Tylenol
Preexisting Conditions: hypertension, parkinson''s disease, dementia, 
incontinence
Allergies: sulfa antibiotics
Write-up: dose#2– 1/25/21 AM. Dose#1– 12/28/2021. Patient had a change in 
condition noted same day PM, which included worsening mental status with 
increased confusion such as disorientation and decreased functional status, as 
well as opening of pressure ulcer on coccyx. Patient became lethargic. Patient 
condition worsened over the next few days. Patient decreased oral intakes, 
including medications. Care and comfort measures were in place. Patient 
expired on 2/4/2021.

AMS, worsening of 
condition, wound 
dehiscence 

1098163 2/13 70 M Nj 4 Other Medications: Timolol eye drops
Current Illness: none
Preexisting Conditions: Glaucoma, under control diabetes A1C 5.6
Allergies: Four days after the first Moderna vaccination, I experienced severe 
hair and color loss. It persists to this day (3/14/2021) I''m still losing hair and hair 
is white.
Diagnostic Lab Data: Blood test done for diverse alopecia areata. Results 
negative.
Write-up: Dose#1– 2/13/2021. 4 days later, I experienced severe hair and color 
loss. It persists to this day (3/14/2021) My hair continues to fall out and is white 
in color.

Hair loss, hair 
turned white

1098162 3/13 36 F Mn 0 Previous Vaccinations: flu vaccine, age 25 at vaccination, severe reaction, lost 
sensation in my lower legs, guillain-barre reaction without motor loss
Current Illness: no
Preexisting Conditions: on oxygen 9+ months post Covid 19 infection March 
2020, started oxygen in the summer fibromyalgia since having Covid 19 eating 
disorder, weight stable
Allergies: avocado flu vaccine hepatitis b vaccine zidovudine vraylar
Write-up: First I felt lightheaded/dizzy, then became nauseous, and my feet and 
hands were numb and tingling, I felt like my tongue was getting bigger but the 
primary care dr at the clinic didn''t think so. They eventually after monitoring me 
for awhile sent me down to ER, by then my voice was raspy and scratchy, my 
lower lip was big, my tongue still felt big. I still felt nauseous. The dr asked me if 
my eyes are usually swollen and red and I said no. My extremities were still 
numb and tingling. I got epi and other drugs, zofran, benadryl, pepcid, I think a 
dose of steroids. The symptoms continued so I ended up getting a 2nd dose of 
epi. I went home around 5pm. When I woke up that evening to do a neb 
treatment I was nauseous, my lower lip again big, my tongue felt thick and this 
time my upper throat felt swollen, I gave myself epi and took myself to ER, they 
monitored me for 3 hrs the dr was gonna hospitalize me if I got worse, I still felt 
nauseous and the numbness and tingling feeling in my hands and feet when I 
left but was not having any airway issues when I left. Not sure if the numbness/
tingly is gonna go away in my hands and feet.

Recurrent anaphyl 
and angioedema 

1098028 3/13 32 M Ny 1 Other Medications: levothyroxine
Preexisting Conditions: Hypothyroidism, MVP, valve repair
Write-up: Cardiac arrest, death approx 12 hours later

Cardiac arrest, 
death same day

1098001 3/13 49 F Va 0 Anaphylaxis Anaphylaxis 

1097924 2/19 26 F Il 2 Other Medications: desvenlafaxine Syeda birth control Omeprozol
Preexisting Conditions: Acid reflux
Allergies: Seasonal allergies
Diagnostic Lab Data: MRI, CT scan, EKG, blood tests, lumbar puncture, urine 
test
Write-up: Syncope, hypothermia, shock, hypotension, arrhythmia, diarrhea, 
vomiting

Syncope, 
hypothermia, 
shock, 
hypotension, 
arrhythmia, 

1097895 2/28 73 F Or 2 Other Medications: Vitamin D Atorvastatin Warfarin Vitamin B-12 Losartan 
Atenolol
Current Illness: None
Preexisting Conditions: Blood pressure AFIB
Allergies: Adhesive
Write-up: On 3/2 as I was driving I realized that the signs did not appear as 
clear as they did on the Day I received the vaccination. I verified that my vision 
had changed by sitting in front of my computer and doing several normal tasks 
that I had done on 3/1 during my normal work day. In all cases it was apparent 
that my distant vision had substantially changed. It was true for both eyes. I saw 
an ophthalmologist who said their was no organic problems but suggested 
cataracts. I asked if cataracts could change so dramatically and also asked how 
my cataracts compared to the last visit. Basically nada. Since I work on the 
computer every day as a CPA

Cataracts, 
decreased visual 
acuity 

1097867 3/12 33 F Or 0 Preexisting Conditions: BMI $g 40
Allergies: No known allergy
Diagnostic Lab Data: CT/CTA head - absent or hypoplastic L ACA A1 segment. 
CTP done, neurology consulted and decided to give tPA
Write-up: Headache, nausea, and vomiting starting about 2 hours after vaccine 
and got worse overnight. Patient reported intractable vomiting the next morning 
and feeling weak so she called EMS in the evening. She developed sudden 
onset of right lower extremity paralysis and numbness. In ED, stroke was called 
and Alteplase was given on 3/13/21

CVA

1097830 3/11 59 F Tx 0 Other Medications: Keppra, Clonazepam, amitriptillyn, protonix, advil, kratom,
Current Illness: Yeast infection, UTI, Shingles
Preexisting Conditions: Tachycardia , IC, Shingles , Immune defenincy, 
anemia, Seizures
Allergies: Adhesives, pennicillin (all cillin) levaquin, contrast dye, sulfa meds, 
tetracycline, phenagran , animal dander, seasonal allergies
Write-up: Heart palpatations, shortness of breath, nausea , later extreme 
tiredness, but could not sleep heart too fast, muscle spasms, jaw pain lack of 
feeling in arms and legs, @ 10pm I had a seizure in bed w husband, next day 
feeling exhausted, today still feeling pre seizure

Sz (h/o sz)

1097807 2/7 41 M Or 20 Sudden cardiac arrest due to thrombosis in the LAD Sudden cardiac 
arrest, thrombus in 
LAD

1097783 3/13 79 M Mn 0 Other Medications: Coreg, Lisinopril, fosamax, baby ASA, neurontin, Vit D, 
calcium carbonate
Current Illness: diabetic
Preexisting Conditions: history of myeloma, Stem cell transplant in 2015, 
diabetic
Allergies: Niacin, Statins, Citalopram
Diagnostic Lab Data: CT chest and abdomen, Mg+ 1.3, BNP 247, Creat 1.29 
BUN 27, Procalcitonin .44, sinus bradycardia 49-50 with frequent PVCs
Write-up: 5 min after vaccination had abdominal pain, emesis x1, bradycardia, 
bigeminal PVCs, rigors, chills, fever 101.2, low Mg+ 1.3, SOB , ground glass 
opaque appearance on CT chest in lungs bilat, needing 2L O2, and normally 
only needs room air. Admitted to hospital medical unit.

Bradycardia, PVCs, 
aki, hypoMg, 
hypoxia 

1097779 3/12 42 M Ny 1 Other Medications: Levothyroxine 225MCG, Metoprolol SUCC ER 25MG, 
Omega 3,6,9, Vitamin D 5000MCG, Vitamin B complex, Biotin 5000 mcg, 
Omeprazole 25MG
Current Illness: Stomach issues with acid reflux
Preexisting Conditions: Thyroid Cancer, AFIB
Allergies: Penicillin, Ceclore
Write-up: Fever chills aches. Heart rate went into tachycardia with a heart rate 
up to 200BPM. Rush to the ER by ambulance. Treated and sent home with a 
heart rate of 95-100BPM

Tachycardia 

1097764 2/17 66 M In 14 Other Medications: 1)Synthroid 137mcg/day 2)Metformin XR 500mg/day 
3)Hydrochlorothiazide 25mg/day 4)Atorvastatin 20mg/day 5)Famotidine 10mg/
day 5)Vitamin D 2000IU/day 6)Melatonin 5mg/hs
Current Illness: none
Preexisting Conditions: 1)Hypertension 2)Hypothyroidism 3)Osteoarthritis 
4)Acid reflux 5)Coronary artery calcifications per CT heart scan 6)Metabolic 
Syndrome
Allergies: Sulfa-urticaria Fenofibrate-photodermatitits
Diagnostic Lab Data: Audiograms and tympanograms-performed with findings 
suggestive of sensorineural hearing deficit Brain MRI to assess for auditory 
nerve pathology-pending. Follow-up ENT clinical evaluation and functional 
testing follow up scheduled for 4/16/2021
Write-up: I received the vaccination on the morning of 2/17/21 with no resulting 
initial sequelae other than injection site tenderness. Approximately 2 weeks 
post-injection, I developed coryzal symptoms of nasal stuffiness and congestion 
without fever, chills, headache, or myalgias. On, or about, 3/3/21, I noticed 
diminution of hearing in the left ear without signs of drainage, fever, or 
dizziness. This was treated with a Z Pac, nasal and oral decongestants, and 
nasal steroids. Over the course of 10 days, the hearing decline had improved, 
but a clinical exam and testing by an ENT on 3/12/21 confirmed evidence 
suggestive of sensorineural hearing loss, with asymmetric impairment in the 
affected (left) ear.

Sensorineural 
hearing loss 

1097711 3/4 50 M Fl 2 Other Medications: Atorvastatin Lisinopril Jardiance Daily probiotic Vit B12 Vit 
D
Current Illness: None
Preexisting Conditions: Type 1 diabetes Kidney stones
Allergies: None
Diagnostic Lab Data: CT
Write-up: Kidney stone that was already present for 2 years moved and 
passed. Started moving 48 hours after the vaccination.

Nephrolithiasis

1097670 2/3 65 F Ca 0 Preexisting Conditions: history of thyroid cancer s/p thyroidectomy 2011, 
chronic sinusitis, hyperlipidemia
Diagnostic Lab Data: 3/3/2021 MRI Orbit with an extensive, contrast-
enhancing, right optic neuritis, with visible optic disc edema on MRI. No other 
brain or spinal cord lesions suspicious for demyelination.
Write-up: right frontal/temporal throbbing headache on 2/3/2021 (day of 
vaccine) followed by right eye optic neuritis on 2/8/2021. No history of 
demyelinating disease.

Optic neuritis 

1097625 3/13 33 F Va 0 Other Medications: Advair, cetirizine, fexofenadine
Preexisting Conditions: Poorly controlled moderate-persistent asthma
Allergies: NKDA
Write-up: Patient immediately developed respiratory distress and wheezing 
concerning for anaphylaxis. Was given an IM injection of epinephrine alone with 
albuterol nebs which didn''t improve her symptoms. She was not responsive to 4 
albuterol nebs and an epinephrine drip and ultimately require intubation and 
mechanical ventilation. She stabilized on the ventilator but required a 
MEDEVAC to a civilian hospital for ongoing care.

Severe anaphylaxis 

1097520 3/10 64 F Va 0 Other Medications: Levothyroxin 88 mcg PO qday Minoxidil 5% topical qday
Current Illness: None
Preexisting Conditions: Hypothyroidism
Allergies: NKA
Diagnostic Lab Data: Multiple labs were drawn. Only the troponin values were 
critical. Troponin x 4 results were as follows: 3-11-21 4:53 AM - 1.71 ng/mL; 
3-11-21 9:31 AM - 1.78 ng/mL; 3-11-21 2:46 PM 1.97 ng/mL, and 3-11-21 7:58 
PM - 1.78 ng/mL . AP Chest x-ray - no acute findings. 12-lead EKG - sinus 
tachycardia with incomplete right bundle branch block. Echocardiogram 
summary: Left ventricular ejection fraction is normal with an estimated ejection 
fraction of 60-65%; left ventricular segmental wall motion is normal, left 
ventricular wall thickness is normal; no valvular abnormality. Per CTA report 
"The right coronary is dominant with a 20% proximal stenosis. Left main is 
widely patent. Circumflex is small. The proximal LAD is a good caliber vessel 
with a large first diagonal. The LAD proper then quickly tapers into a very small 
caliber vessel and is very difficult to visualize beyond its first 1 cm. Functional 
analysis demonstrates no wall motion abnormality. Ejection fraction is 
approximately 68%. Impressions were stated as follows: "The LAD past the first 
diagonal is diminutive, this may be due to chronic disease, congenital variant or 
spontaneous coronary artery dissection. The favored diagnosis is SCAD due to 
the fact that the patient has no other significant atherosclerotic disease seen on 
the study." SARS CoV 2 was not detected. Follow up is planned to attempt 
further visualization of the LAD, if possible, and verify the SCAD diagnosis that 
was indicated. At discharge, low-dose aspirin 81 mg PO qday and metoprolol 
succinate XL 25 mg PO qday were prescribed.
Write-up: I experienced fever, chills, tiredness, and headache approximately 
five hours after administration of the vaccine on 3-10-21. Symptoms became 
severe within 30 minutes thereafter, at which time I experienced difficulty 
standing. After five hours with no improvement, I used my home blood pressure 
monitor to check my BP and HR; BP was high for me, 120/90 sustained, and 
HR varied between 135 and 150, with 143 being the most consistent value after 
multiple readings. I seemed to be experiencing a "severe allergic reaction" per 
the instructions I was given and called 9-1-1. I was transported to Hospital, 
treated in ER, and then admitted to the intermediate care unit. I was discharged 
to home on 3-12-21.

SCAD 
(spontaneous 
coronary artery 
dissection)

J

1097490 3/1 38 M Va 3 Other Medications: Klonopin and Buspar
Current Illness: None
Preexisting Conditions: None
Allergies: Ceclor, sulfa meds, poultry
Diagnostic Lab Data: MRI, CT Scan, Hospitalization, multiple medication 
prescriptions, etc from 3/5 to 3/11
Write-up: Extreme muscle spasms and contractions, leading to cervical spine 
damage and cervical spine impingement

Muscle spasms 
causing cervical 
nerve impingement 

1097478 3/11 80 F Fl 1 Diagnostic Lab Data: She''s still in hospital. All testing is non-conclusive of 
anything. Plastic surgeon admitted that he believes vaccine is contributor 
to what happened. He has had had to see a number of people post 
"vaccine."
Write-up: She got out of bed at 2AM to go to bathroom and doesn''t remember 
a thing. She fell face down on tile floor.

Syncope, amnesia 

1097458 3/1 62 M Tx 3 Other Medications: Benacar (10mg daily); RAW B-Complex; RAW CoQ10 
(200 mg)
Current Illness: None
Preexisting Conditions: high blood pressure; sporadic numbness in both legs 
since October 2020
Allergies: None
Diagnostic Lab Data: 3/4/21: Family practice visit; in-office EKG/Normal; blood 
pressure/normal; blood work/slightly elevated glucose (104), A/G ration is 2.4; 
urinalysis normal; 3/12/21: follow-up visit; brain MRI prescribed for week of 
3/15/21 for suspected TIA
Write-up: Vertigo, slurred speech, difficult swallowing, numbness on left side of 
face/chin area; extreme weakness in both arms and both legs but more 
pronounced in left arm & left leg; blurred vision, extreme fatigue

TIA

1097383 3/5 79 M Ky 3 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: Urticaria and angioedema with nausea/vomiting 48 hours after 
vaccination. Symptoms persisted responded to treatment but came back 6 days 
later and required further treatment with steroids.

Urticaria and 
angioedema 
(delayed and 
recurrent)

J

1097343 2/27 73 M Pa 7 Other Medications: None
Current Illness: None
Preexisting Conditions: None
Allergies: Belladonna
Diagnostic Lab Data: CT scan with contrast, showed several clots, March 8, 
2021 Echo Cardiogram, no heart involvement, March 8, 2021 Doppler 
Sonogram on legs, no addition signs of additional clotting, 3/8/2021 Chest X-
Ray, no adverse outcome, 3/8/2021 Blood tests to determine Heparin saturation
Write-up: Pulmonary Embolism in right lung, lower lobe. Heparin for two days in 
hospital and Eliquis starter pack once I was discharged

Mult unilat PE RLL

1097323 1/6 50 F Al 0 Previous Vaccinations: complete arm swelling after flu vaccine October 2020 
for 24 hours
Other Medications: cryselle birth control pills, Flonase, Symbicort, Singulair, 
Spiriva
Current Illness: bronchitis in December 2020
Preexisting Conditions: asthma, allergies
Allergies: penicillin, sulfa
Diagnostic Lab Data: Multiple hearing tests show slight hearing loss, then 
slight improvement after a few weeks of medicine. I have had 2 tele-health visits 
with my internist. I have had 3 in office visits with an ENT ear specialist.
Write-up: Almost passed out after injection. Had immediate disorientation, head 
pressure, ear ringing, and slight hearing loss. I stayed 1 hour after at facility . 
The next day disorientation was better. The head pressure was better after 2 
weeks. The hearing loss has slightly improved. The ear ringing worsened 
significantly and is still going on now, 9 weeks later. It has improved some now 
after seeing an ENT ear specialist. I have been taking medicine to try to help the 
ear ringing for about 7 weeks. The severity of the ear ringing has gone from an 
8 out of 10 in loudness to about a 2. It is not gone and may never go away.

Tinnitus, hearing 
loss 

1097284 2/5 78 F Nv 2 Other Medications: xarelto, atorvastatin, nexium, amiodarone, 81 mg aspirin, 
multi vitamin, tylenol, zolpidem
Preexisting Conditions: arthritis, acid reflux, mild heart attack, high blood 
pressure
Allergies: penicillin, bactrim, lovenox
Diagnostic Lab Data: hospitalized for 8 hour bloody nose, nose cauterized, but 
bleeds continued. now have low blood count of 9, light headed, short of breath
Write-up: frequent gushing bloody nose, 1 lasting 8 hours

Epistaxis 

1097177 3/4 58 M Ny 2 Other Medications: multivitamin, fiber tab, vitamin d, calcium citrate, b-12, iron 
all daily
Current Illness: none
Preexisting Conditions: obesity
Allergies: none
Diagnostic Lab Data: Brian MRI, Contrast CT, Chest xray, ekg, TEE and 
cardioversion to get me back into sinus rhythm...countless blood draws while on 
IV heparin
Write-up: went into AFIB 3/6/21 ....ER and inpatient from 3/6 to 3/9 No 
previous heart events whatsoever Hospital cardiac nurse said she had 
recently been made aware of several cases of Pfizer shot leading to 
AFIB....said she was on a committee

A fib

1097159 2/18 65 M Fl 2 Other Medications: metformin, atenolol, multiple supplements (Mg, zinc, biotin, 
vit C), aspirin, atorvastatin, glipizide, saw palmetto
Current Illness: none
Preexisting Conditions: DM, HTN, hyperlipidemia
Allergies: none
Diagnostic Lab Data: on 3/13 ESR 117 CRP 119 (highest on 3/1 was 335) 
ferritin 1542 (highest was 1884 on 3/9/21) albumin 1.4 hgb 8.7 plt 949 WBC 19
Write-up: Patient developed fevers the day after vaccine, arthralgias/myalgias. 
daily fevers persisted, and he was eventually admitted to the hospital for FUO 
workup. fevers finally stopped after prednisone initiated on 3/11 (3 weeks after 
vaccine) presumed Still''s disease type phenomenon from vaccine (has high 
ferritin, high WBC, low albumin, mild LFTs abnl, persistent fevers), never had 
rash

Still’s dz (arthralgia, 
myalgia, high 
ferritin)

1097013 2/26 66 F Ca 10 Other Medications: Ozempic .5 once a week Amlodipine Besylate. 10 mg once 
daily
Current Illness: None
Preexisting Conditions: Diabetic High BP
Allergies: Codeine HcTZ
Diagnostic Lab Data: EKG Echocardiogram, ultra sound of legs, cat scan of 
chest, cat scan of abdomen. Blood work. Elevate Troponin levels at ER
Write-up: Saddle blood clot in lung. Place in ICU for 1 day. Then regular room. 
Heparin drip to Apixaban. No activity. All medical tests indicated no cause of 
blood clot. Vitals great. Passed out twice and threw up night it started

Saddle PE

1097000 2/19 69 M Pa 7 0 Other Medications: Eliquis, Ezetimibe/Simvast, Humira, Hydrochlorothiazide/
Valsartan, Mercaptopurine, Metformin HCl
Preexisting Conditions: History of DVT/PE Fatty liver Diabetes High 
Cholesterol High Blood Pressure Ulcerative Colitis
Allergies: None known
Write-up: No adverse events were immediately reported, but patient died on 
7th day following vaccine

Died 7 days later 

1096966 2/24 28 F Ca 7 Other Medications: Nora-Be Rizatriptan
Allergies: Cephalosporins
Diagnostic Lab Data: Doctor examination March 9th- nothing visibly wrong 
with ears. Audiogram scheduled.
Write-up: 1 week after injection, tinnitus began in my left ear (same side as 
injection) and has not stopped since. No history of tinnitus.

Tinnitus (unilat)

1096952 2/12 73 M Mi 18 0 Patients cancer progressed quicker than expected Rapid progression 
of CA

1096913 1/13 85 M Ca 11 17 They said that something triggered the heart attack. We told them about the 
vaccination on 1/13/2021

MI, death

1096879 2/27 44 M Pa 2 PE PE

1096867 2/4 49 F Ca 14 Other Medications: nasonex, albuterol, zyrtek, ibuprofen, tylenol
Current Illness: none
Preexisting Conditions: allergies, asthma
Allergies: cipro, flagyl, belladonna, theophyline, nightshades, almonds,
Diagnostic Lab Data: CBC metabolic panel lupus test
Write-up: Bilateral swelling of big toe, 2nd toe, and 3rd toe on left/right feet. 
began with swelling. blisters, then developed. inflammation, heat, and pain also 
present. became difficult and painful to wear socks. shoes were also 
uncomfortable. swelling and sensitivity were present all day, but flare ups 
occurred in evening which included further swelling, pain, redness, and tingling 
sensation. PCP diagnosed anti-fungal and said would improve. after 7 days on 
anti-fungal ointment, no improvement. Referred to dermatologist. Dermatologist 
diagnosed Pernio/Chilblain, likely related to 2nd Vaccine. prescribed topical 
steroid and suggested keeping toes and feet warm at all times.

Chilblain 

1096852 3/3 72 M Tn 1 Other Medications: atorvastatin 10mg daily
Preexisting Conditions: posterior tibialis tendinitis for about 3/4 weeks prior to 
vaccination
Allergies: none
Write-up: About 27-28 hours after injection felt strong pain in left lung area. Got 
progressively worse, especially at night when lying in horizontal position. The 
pain became extreme, could hardly breathe (inhalation causing extreme pain) 
and couldn''t really walk on morning of March 6 (about 66 hours after 
vaccination. Called General Practicioner and he said to go to Emergency Rm. A 
catscan showed a small blood clot in each lung. Given blood thinner injection. 
Subsequent Ultrasound of legs showed no clots there. Released 48 hours later, 
put on Eliquis -- 5mg -- two each time, twice a day for 6 days, then one each 
time twice a day. for 3 months.

Bilat PE

1096803 2/1 71 F U 0 Other Medications: Losartan, vitamin B12, Calcium, Vitamin D
Preexisting Conditions: HTN, sick sinus syndrome, carcinoid tumor, RA, 
hypothyroidism
Write-up: Pulmonary embolism, Patient began becoming short of breath shortly 
after receiving her first vaccine, and then became worse with her second one. 
She presented with syncope and was found to have multilobar embolic burden 
as noted above with evidence of right-sided heart strain

Mult PE

1096768 3/9 70 M Tn 0 Other Medications: Lisinopril 10mg, Omeprazole 20mg, Atorvastatin 20mg, 
Metformin 250mg, Lysine OTC 500mg
Current Illness: GERD, borderline diabetes
Preexisting Conditions: GERD, borderline diabetes
Allergies: None
Write-up: dose#2– 3/9/2021 at 8:30am. At 9:00pm started having upper 
respiratory distress leading to vomiting and diarrhea (every 10 to 15 min) on 
3/10 at 10:00 pm. Went to ER on 3/11 at 1:00am. Admitted to ER with initial 
diagnosis (following lab work, x-rays, etc.) of Anaphylactic Shock. Symptoms 
were allergic reaction, chest pain, hypotension, acute kidney failure, diarrhea, 
DM2, hives/rash/itching. Multiple IVs of saline, antibiotics, steroids were 
administered. Remained In critical care/ER for ~12 hours until stable and 
transferred to hospital room. Discharged on 3/12/2021 at 11:00 am.

Anaphylactic 
shock; aki

1096759 3/2 32 M Co 1 Other Medications: albuterol, vitamin D3, clindamycin gel, vitamin B12, 
famotidine, fenofibrate, imiquimod cream, regular human insulin, lisinopril, 
metformin, methocarbamol, fish oil, omeprazole, ondansetron, pioglitazone, 
prochlorperazine, tramadol
Current Illness: muscle cramps, uncontrolled diabetes, hypertriglyceridemia, 
residual cough from prior COVID-19 infection (date not known)
Preexisting Conditions: hypertriglyceridemia, obesity, vitamin D deficiency, 
vitamin B12 deficiency, type 2 diabetes mellitus, diabetic retinopathy, GERD, 
pancreatitis, hepatospenomegaly, chronic kidney disease, anemia, 
hypogammaglobulinemia, diabetic neuropathy, insomnia
Allergies: None reported
Diagnostic Lab Data: First ED encounter: Blood glucose: 402 mmol/L Serum 
sodium: 129 mmol/L, chloride 95 mmol/L, CO2 20 mmol/L; other electrolytes 
within normal ranges Triglycerides: 1693 mg/dL CBC, lipase within normal 
ranges Second ED encounter: Blood glucose: 302 mg/dL
Write-up: patient presents to ED one day after second dose of vaccine 
reporting polydipsia, polyuria, nausea, vomiting, and myalgias but no abdominal 
pain. Vitals within normal ranges except blood pressure 127/100 mmHg and 
pulse 110 beats per minute. Administered antiemetics, analgesics, intravenous 
fluids, antidiabetic medications and discharged to home in late afternoon. When 
additional triglyceride results became available patient contacted to go to ED for 
nausea and other symptoms in setting of elevated triglycerides. Shortly after 
midnight the next day patient presented to ED nauseated and fatigued. Vitals 
within normal ranges except for blood pressure 162/96 and pulse 107 beats per 
minute. Patient admitted with diagnoses of mild DKA and mild pancreatitis. 
Administered antidiabetic medications, intravenous fluids, antiemetics and 
discharged the next day with improvement in symptoms and laboratory values.

DKA, pancreatitis 

1096757 2/2 33 17w Co 8 Other Medications: prenatal vitamin
Current Illness: none
Preexisting Conditions: morbid obesity with body mass index of 46
Allergies: Cefaclor
Diagnostic Lab Data: At this writing, the cause of fetal death is unknown. In 
this situation, we often never know the cause of death.
Write-up: Dose#1– 1/6/21; dose#2– 2/3/21. On 3/3/21 at her routine prenatal 
visit, she was diagnosed with an intrauterine fetal demise. Based on the fetal 
measurements, the demise happened at 17-18 weeks of gestation, which would 
be sometime between 2/6/21 and 2/13/21. Medically, I don''t suspect that the 
demise is related to the vaccine, but for the sake of accurate tracking, I feel 
compelled to report the sequence of events.

Miscarriage 

1096749 3/8 68 F Va 0 Other Medications: Flonase Sensimist, vitamin D3, Niacin, vitamin C, B 
complex, pro-biotic,
Current Illness: None.
Preexisting Conditions: Lymphedema in right arm since March of 2000, post 
cancer treatment in 1995. Allergies to mold, dust mites, dogs and pollen - have 
been on shots for 6 years.
Allergies: Adverse reaction to Levoquin in 2021 - tendonitis in both arms. No 
allergies to foods. Have allergies to mold and dust mites. Sensitive to codeine.
Diagnostic Lab Data: CBC on FRI March 12, 2021. White blood count was 
higher than usual. I was given Keflex antibiotic and advised to take Benadryl.
Write-up: On MON evening after the shot, at 11:00pm I experience severe 
chills that lasted for hours. Tuesday morning I awoke with a bad headache and 
had body aches all day as well as tendonitis- like pain in both lower arms. I felt 
somewhat better on WED but I did notice that my compression sleeve on my 
right arm (lymphedema arm) felt more snug than usual. That night I had severe 
chills and fever of 101. I slept until 11:45am on THU and felt aches all over. Very 
fatigued. Went back to sleep from 2:00pm until 6:00pm. Temp was down to 
99.8. When I woke and removed my compression garment, my arm was red 
and swollen, also rash-like bumps, and was very warm to the touch. FRI 
morning it looked worse, so I contacted my lymphedema specialist and then my 
PCP. This is NOT a good situation for anyone who has lymphedema and will 
necessitate months of treatment.

Tendonitis J

1096713 3/5 54 M Pa 0 Other Medications: Xyzal
Current Illness: None.
Preexisting Conditions: Asthma, High Blood Pressure.
Allergies: Asprin, Penicillin.
Diagnostic Lab Data: Ear exam and ear drops 3/6/2021. Ear exam 3/9/2021. 
Hearing and ear function test. 3/10/2021 Injection in ear 3/10/2021.
Write-up: Sudden hearing loss in left ear.

Unilat sudden 
hearing loss 

1096709 3/11 17 F U 1 Other Medications: Briviact 10 mg/mL solution, 7 mL (70 mg) PO twice a day 
Miralax 1 capful daily PRN
Preexisting Conditions: - Seizure disorder (no seizures since hippocampal 
ablation in Nov 2020) - Cortical dysplasia - Monosomy Xq26 and Trisomy 
6p21.3 - Autism - Global developmental delay - Overactive bladder - Asthma
Allergies: Unasyn ? severe urticaria - Oxcarbazepine 300 mg (Trileptal) ? skin 
rash, fever, leukopenia, elevated liver labs - *Clobazam ? skin rash, 
angioedema
Diagnostic Lab Data: BMP: Na 139, K 3.6, Cl 104, CO2 23 BUN 12, Cr 0.66, 
Glu 124, Ca 9.0 Lacate 1.0 CBC: WBC 14.8, Hgb 13.9, Hct 40.1, Plt 342. 90.5% 
neutrophils, 4.5% lymphocytes, 4.7% monocytes, 0% eosinophils, 0.3% 
basophils, no bands ASAP SARS-CoV-2 Rapid: No pathogen detected RVP 
negative CRP 26.3
Write-up: Fever of 103 F, received Tylenol, then developed tonic-clonic seizure 
activity for about 20 minutes (received 10mg intranasal midazolam and 0.5mg 
buccal clonazepam while awaiting EMS)

Tonic clonic sz (h/o 
controlled sz)

1096672 1/11 46 F Fl 0 Preexisting Conditions: Diabetic type 2
Allergies: IPV dye
Diagnostic Lab Data: Heart surgery
CDC Split Type: vsafe
Write-up: About 16 hours later I had a heart attack, 20% plaque and the rest 
was a blood clot that acute my artery. I was in the Hospital for two days. I ended 
up having angioplasty and a stent. When I went home I had post heart attack 
issues and a sore arm for about 3 weeks.

MI 16 hrs later; 
80% from 
thrombus

1096602 2/25 78 F Me 0 8 Other Medications: Dorzolamide-timolol eye drops, clonazepam, guaifenesin, 
ipratropium-albuterol, latanoprost eye drops, oxygen 5 liters via nasal cannula, 
refresh eye drops, ventolin HFA. Also possible hospice medications (atropine 
drops, haloperidol, loraze
Preexisting Conditions: Idiopathic pulmonary fibrosis, asthma, COPD, anxiety, 
CKD3, macular degeneration, GERD, glaucoma, hypercalcemia, HLD, 
hypothyroidism, osteoarthritis, migraines, osteopenia, post-menopausal 
bleeding of undetermined significance, b12 deficiency, vitamin D deficiency
Allergies: Tetracyclines (hives)
Diagnostic Lab Data: None.
Write-up: Hospice nurse reported patient started experiencing fatigue, nausea, 
dizziness, decreased appetite and shortness of breath immediately following 
vaccination. Hospice medications were ordered and patient began receiving 
morphine and nebulizer treatments. She then started having dysphasia. She 
then died on 3/5/21 from presumed respiratory failure.

Rapid 
decompensation, 
death

1096600 2/23 59 M Mo 1 16 Other Medications: Per Hospital: Patient was not taking any medications.
Current Illness: Unknown
Preexisting Conditions: Per Hospital: hx of atrial fibrillation, diverticulitis, 
morbid obesity (BMI of 52)
Allergies: NKA
Write-up: Per the patient''s spouse and Hospital: The patient received a rapid 
COVID test at clinic prior to vaccination, which read negative. The patient 
received vaccination on 2/23/21 and the following day (2/24/21) began to 
experience breathing difficulties. The patient was admitted to the emergency 
room at Hospital on 2/26/21 and diagnosed with hypoxic respiratory failure d/t 
COVID-19 (oxygen saturation < 50%). Patient was intubated on 3/2/21. Per 
Hospital pharmacist, patient expired on 3/12/21 at 6:40pm.

Rapid 
seroconversion and 
covid hypoxic 
death

1096573 1/21 31 F Co 32 Other Medications: I was taking a prenatal vitamin.
Current Illness: No
Preexisting Conditions: No
Allergies: No
Diagnostic Lab Data: No
CDC Split Type: vsafe
Write-up: I went into labor during which I started bleeding and was rushed into 
have an emergency C-section. I had a placenta abruption. Both mom and baby 
are doing fine. Estimated due date was 03/01/2021. Birth weight was 6 lbs 14 
oz

Placental abruption, 
cesarean section

1096569 2/26 45 F U 11 Preexisting Conditions: Oral lichen planus
Diagnostic Lab Data: EKG noticed tachycardia, and bloodwork was normal.
Write-up: I am quoting this from my mother as she is currently unable to type 
due to the shaking and shivering. "It started with red hot places on both arms, 
and then it moved to my face. 2 1/2 hours later I began getting really nauseated 
and began shaking/shivering uncontrollably. I then went to urgent care and on 
the way there my heart was pounding and racing. After I was admitted they told 
me that I had tachycardia and my blood pressure was high (I do not usually 
have high blood pressure). They did an EKG at urgent care and noticed small 
changes. I was then sent to the ER and was given IV Benadryl and oral 
steroids. I was put on a heart monitor, and they were able to get my heart rate to 
go down, but a few hours later it jumped back up. At that point I was referred to 
a cardiologist and given a prescription for steroids, and then I was discharged. I 
saw the cardiologist 2 days later, during those two days I still experienced red 
hot spots on my arm, shortness of breath, Tachycardia, and shivering. When I 
went to the cardiologist, they did another EKG and said I still have tachycardia 
and did some bloodwork. The results of the bloodwork were normal and the 
cardiologist diagnosed it as an unspecified delayed severe allergic 
reaction. I am still experiencing symptoms and still having to use Benadryl and 
steroids."

Delayed allergic rxn 
(rash, tachycardia, 
hypertension, 
tremor)

1096519 2/5 69 M Mi 1 Other Medications: Carvedilol , lisinopril
Current Illness: None
Preexisting Conditions: None
Allergies: Penicillin
Diagnostic Lab Data: Contrast CT scan verified clots, all blood work normal. All 
other test normal. 2 day hospital stay. On eloquis after IV drip of heparin. 
Fortunate to survive this event.
Write-up: Multiple pulmonary embolisms both right and left lungs , coughing up 
blood 5 days after second moderna shot. Very healthy non smoker , no history 
of heart problems. Non drinker, Heath professional DDS degree.

Mult bilat PE 
(healthy); 
hemoptysis

Dent
ist

1096501 3/2 74 F Oh 0 Other Medications: amLODIPine (NORVASC) 2.5 mg bid; aspirin, enteric 
coated 81 mg daily. Resume after 28 days of Aspirin 81 mg twice daily
Current Illness: None
Preexisting Conditions: Hypertension, hyperlipidemia, hypothyroidism, 
arthritis, generalized anxiety
Allergies: Oxycodone, Hydrocodone, codeine, contrast dole
Diagnostic Lab Data: 3/3/21 - CT of abdomen with colitis noted of descending 
and proximal sigmoid colon; confirmed by sigmoidoscopy on 3/3/21 . Biopsy 
results confirmed ischemic colitis.
Write-up: Episode of ischemic colitis of proximal sigmoid colon occurring within 
6 hours of receive vaccine. This required hospitalization.

Ischemic colitis of 
prox sigmoid colon 
6 hrs later 

1096497 3/11 48 M Fl 1 0 Other Medications: Setraline, Methocarbamol, Pantoprazole, Gabepentin, 
Benztropine, Hydroxyzine, Zyrtec, Ferrous Sulfate, Memantine, Donepezil, 
Lamotrigine, Fluticasone, Propranolol
Current Illness: Bipolar Disorder, Hypertension, Allergic Rhinitis
Preexisting Conditions: Bipolar Disorder Hypertension Chronic Back Pain
Allergies: None
Diagnostic Lab Data: None
Write-up: Notified by police department that patient was found dead at his 
home on 3/12/21. Per the officer, the family reports patient reported diarrhea on 
3/11/21 and fatigue on 3/12/21. The family found him in his home deceased 
later in the day on 3/12/21

Found dead in 
home  next day

1096491 2/27 57 M Ma 12 Immune thrombocytopenia requiring hospitalization and platelet transfusion ITP

1096464 2/25 72 M Co 1 Other Medications: lisinopril-hydrochlorothiazide, simvastatin
Current Illness: pancytopenia
Preexisting Conditions: malignant melanoma, hypertension, chronic kidney 
disease, hyperlipidemia, colon polyps, chronic right M1 occlusion
Allergies: None reported
Diagnostic Lab Data: During emergency department stay: MRI brain: no acute 
intracranial infarction or hemorrhage; chronic right M1 occlusion CTA brain, 
head, neck: no visible acute infarction or hemorrhage; decreased perfusion 
related to chronic right M1 occlusion and Moya Moya type phenomenon; 
calcified atherosclerosis along the ICA and vertebral arteries with stenosis 
Electrolytes: within normal ranges except BUN 26 mg/dL Complete blood count: 
WBC 2.2 10*9/L, RBC 4.73 10*12/L, platelets 142 10*9/L; other values within 
normal ranges, including peripheral smear SARS-CoV-2 RNA: negative Liver 
function tests, PT/INR, serum lipids within normal ranges
Write-up: one day after receiving vaccination patient presents to emergency 
department (ED) with fever and intermittent, acute onset confusion with word 
finding difficulty and weakness. During observation in ED symptoms almost 
completely resolved. Vital signs within normal ranges except temperature 39.5 
degrees Celsius. Exam documented alert patient in no distress and no focal 
deficits. Patient admitted, administered antibiotics and anti-platelet agents, and 
discharged to home medically stable with symptom resolution.

Aki, pancytopenia 
(wbc 2.2, rbc 4.73, 
plt 142); AMS, 
aphasia

1096461 3/12 86 F Pa 0 0 Patient received vaccine at 10:35am, was observed for 15 minutes then 
returned home with family. Patient began to not feel well, experienced cardiac 
arrest as witnessed by son, was taken to hospital Emergency Department 
where she expired at 12:50pm.

Cardiac arrest and 
death same day 

1096414 2/25 66 F Md 2 Other Medications: Robaxin 500 mg qid Synthroid 0.137 mg qd Prednisone 10 
mg qd Seroquel 200 mg qs Rispiridone 1 mg qd Cogentin 0.5 mg bid 
Pravastatin 80 mg qhs Melatonin 3 mg qhs Aspirin 81 mgm qd Ativan 0,5 mg 
q8hr PRN Bystolic 5 mg qd CoQ10 100 m
Preexisting Conditions: Systemic Lupus Erythematosis Anti-phospholipid 
antibody syndrome Depression Neuropathy
Diagnostic Lab Data: urine and blood cultures negative
Write-up: Dose#2– Feb 25, 2021 afternoon. (had no significant reaction to first 
dose 4 weeks earlier). Patient is handicapped with severe Lupus neuropathy but 
lives alone. Around 1 AM of Feb 27 fell when arising from chair. Called 911 but 
refused EMT suggestion to go to ER. At 8 AM her daytime aide found her on 
floor, confused. Called 911 and EMTs took her to ER where she was admitted to 
hospital with BP 84/40, Temp 103.1. Dx dehydration vs infection. Responded to 
IV fluids. After 3 days in hospital was discharged to facility for rehab. Doing well 
and plan is for discharge to home on Marc 19, 2021.

Dehydration, 
hypotension 

1096381 2/24 49 F Co 0 Other Medications: Gabapentin, Meloxicam, omeprazole, estradiol, vitamin D, 
vitamin e, multi-vitamin, probiotic.
Current Illness: None
Preexisting Conditions: Migraines, polyneuropathy.
Allergies: Reglan, Flagyl, Benadryl, dairy, wheat.
Write-up: Neurological response/trigger - severe leg pain and weakness in both 
legs. Extremely difficult to walk and not able to climb stairs. Disrupted sleep 
(woke up in pain throughout the night). This lasted for a couple of weeks, the 
worst (debilitating) being 48 hours from initial onset. I also had difficulty 
breathing and nausea about 15m after injection which lasted for about 24 hours, 
then subsided. I contacted my neurologist, Dr., early next morning, and notified 
her of what happened and she advised that I increase the dosage of gabapentin 
until symptoms resolved. After 48 hours, I began to walk without experiencing 
so much pain and weakness, and it slowly subsided over the course of a couple 
of weeks. I still experience flares of pain in both of my legs periodically.

LE pain and 
weakness 

1096354 2/4 44 F Ny 7 Previous Vaccinations: Histamine reaction after flu shot in 2015
Other Medications: Chlorthalidone Spironolactone Andrew Lessman Hair Skin 
Nails Supplement
Current Illness: None
Preexisting Conditions: M?ni?re?s disease IBS Eczema HTN
Allergies: Sodium lauryl sulfate Ammonium chloride Carmine White and navy 
beans Pineapple
Diagnostic Lab Data: Hearing test on D6 (3/3/21) after second vaccine showed 
mild hearing loss R ear, but hearing loss escalated the day after the visit on 
3/4/21. I am now on high dose prednisone, NAC, betahistine and extra blood 
pressure medicine with no recovery of hearing. Next hearing test and 
intratympanic dexamethasone scheduled for 3/16/21.
Write-up: Acute hearing loss unilaterally (right ear) beginning D7 after dose 1, 
peaking at D10-13 after dose 1 with moderate recovery by D15. Again, acute 
hearing loss after second vaccine (R$gL) beginning on D7, peaking on D11-16. 
Today is D16 with no recovery whatsoever.

Unilat hearing loss 
after both doses

1096336 2/5 74 M Fl 2 Other Medications: Baby aspirin
Current Illness: None
Preexisting Conditions: Prostate cancer and an ablation of the heart 2008
Allergies: Yes , amlodipine medication , tennis shot, alpurinoal
Diagnostic Lab Data: Feb 06 medical center :::::::: fast heart rate low blood 
pressure and admitted
Write-up: transported to the hospital by ambulance due to low blood pressure 
and fast heart rate 48 hours after 1 st dose

Tachycardia, 
hypotension 

1096333 2/22 30 F Mn 4 Other Medications: Prenatal vitamin
Current Illness: None
Preexisting Conditions: None
Allergies: None
Write-up: I have been experiencing tinnitus and potential hearing lose in right 
ear. When I first noticed it, I had a numbness by my right ear which subsided but 
three weeks later, I still have a ringing in my ear which I have never had issues 
with my ears and I am nervous to get the second dose. There are multiple 
reports of this very thing on website and it is concerning.

Tinnitus with 
hearing loss 

1096261 3/8 59 M Co 1 Other Medications: Synthroid, B12, daily asprin 81mg
Current Illness: none
Preexisting Conditions: Back surgery over 20 years ago
Allergies: none known
Write-up: Severe nerve pain lower left back. Left leg gives out when walking. 
Left front of leg numb below knee to ankle. Ongoing Discussed over the phone 
with on call MD. Asked for consult with neurologist. Pending appointments

Back pain, LLE 
weakness and 
numbness 

1096139 2/11 65 F Tx 3 Other Medications: Atorvastatin CoQ10 Zyrtec Turmeric Fish Oil 81mg Aspirin 
Vitamin D Undenatured Collagen/Hyalurinic Acid
Current Illness: None
Preexisting Conditions: Seasonal allergies
Allergies: No Known Allergies
Diagnostic Lab Data: Lynk heart monitor detected afib on 2/14/2021
Write-up: Adverse event: 36 hrs of Atrial Fibrillation. BP157/107 HR 158 
Treatment: Rx blood thinner (Eliquis) and beta blocker (Metoprolol) No further 
adverse event to second Pfizer Covid Vaccine dose on 03/21/2021 while on 
prescribed treatment. Ok now while on meds until appointment with cardiologist 
in May 2021 (FYI-My sister also had similar adverse reaction to Moderna 
1st dose)

New onset a fib 

1096116 3/9 33 F Ca 0 Other Medications: Metoprolol 12.5mg, Lisinopril 2.5mg once a day. 
Magnesium supplement 400mg once every other day
Current Illness: None
Preexisting Conditions: Cardiac arrest in March 2019 (ventricular fibrillation)
Allergies: none
Diagnostic Lab Data: Ran the report on my subcutaneous ICD to determine 
that it was vFib initiated by a PVC. Multiple 12-lead EKGs from 3/9-3/12.
Write-up: Felt lightheaded for a few seconds and then went into an arrhythmia 
leading to ventricular Fibrillation . Was shocked my by subcutaneous-ICD. Went 
into the ER and was admitted to the hospital for monitoring. Doctors changed 
medication to an antiarrythmic beta blocker, Sotalol (80mg 2x/day). Still being 
monitored in the hospital to make sure that I tolerate the drug. I had not had a 
cardiac event since by initial one in March 2019.

V fib

1096097 2/24 66 F Il 8 Other Medications: Insulin, blood pressure medications, angina medicine, 
pepcid, vitamin C, Iron, Vitamin D3
Preexisting Conditions: Chronic Kidney Disease, Diabetes, Hypertension, 
Hypothyroid, Sleep Apnea, Angina
Allergies: ShellFish, Iodine, Tetracycline
Diagnostic Lab Data: Blood Tests, C.T. Scan, EEG, EKG, and MRI on March 
4th and 5th
Write-up: Had a Seizure and was transported to hospital by Ambulance, was 
admitted and kept overnite to run test. Shaking and Unresponsive.

Seizure (no h/o sz)

1095921 1/9 41 F Tx 17 Other Medications: Tylenol PM
Current Illness: None
Preexisting Conditions: None
Allergies: I had no allergies to food or medication prior to getting the first 
Moderna vaccine.
Diagnostic Lab Data: I?ve had a series of tests run on me since the first 
instance of my tongue and mouth swelling up. Those were blood tests, urine 
tests and allergy test completed by my doctor, the allergy specialist, and 
Hospital where I was seen for the last occurrence that cut off my oxygen supply. 
I can supply all my medical records to you all.
Write-up: I?ve experienced severe allergic reactions to many things. I?m now 
allergic to soy, yeast, wheat, coffee, casein (dairy) peanuts, green beans/ 
legumes, eggs, onion and celery. I?ve had a huge rash that broke out on my left 
arm that started at the spot where I received the injection. Now I?ve been 
experiencing my mouth and tongue swelling to the point that my throat has 
closed up. I?ve been hospitalized as air wasn?t going through my body. I had to 
inject an Epi-pen in my leg, and be taken to the hospital. I?m currently on high 
dosage prednisone, Benadryl and several other meds to address the swelling in 
my tongue that happens daily. I am desperate to find out if there is anyway to 
stabilize anything that vaccine had in it to see if this condition will get better.

Protracted 
anaphylaxis; mult 
new allergies
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