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Name: m C KC ﬂ%’lﬁ DO\U AN pate: 09 - 10-1p

T'agree to allow Dr. Steiman to perform an independent medical examination (IME). In
connection with this, I understand, agree, and consent to the following:

1. Nature of an IME: An IME is not a substitute for medical care by my own physician. Dr.
Steiman is not my physician and I understand that a doctor-patient relationship does not exist
between myself and Dr. Steiman. Dr. Steiman will not offer me any advice, treatment, nor
will he discuss the conclusions of this IME with me. The IME will evaluate whatever medical
question(s) that were submitted by the source that referred me to Dr. Steiman.

2. Lack of Confidentiality: I understand that this IME is not completely confidential. I agree and
authorize Dr. Steiman to release and discuss the results of my IME with the requesting party.

I authorize Dr. Steiman to testify in any legal action of judicial or administrative proceeding

in which I am a party, or in which [ have any interest. 1 agree to waive any provisions of law,
relating to confidentiality, only to the extent that to do so would allow Dr. Steiman to prepare.a
report and/or discuss or testify, as previously set forth.

3. Scope of IME: [ agree that the IME may include details of how my injury/accident took
place, my current complaints, my past and present treatment, my general health, and my job
description. The physical exam may include, but is not limited to, an analysis of my strength,
sensation, tenderness, range of motion, and reflexes. ”\l"_l}g_rghysical exam is notintended to be
painful, and I agree that I will not perform any movement or activity that is beyond my abilities
or which may cause me pain or harm. I will tell Dr. Steiman, immediately, if pain occurs. Also,

as part of the history section of the IME, | may be required to complete several pain forms which
document how my pain affects my activities of daily living.

4. Recording of IME: I agree that digital photography may be taken, during the IME, by Dr.
Steiman or his staff, for the sole purpose of medical documentation. No audio, video, or other

recording devices can or will be used during the IME and I agree that 1 will not use any type of
recording device.

T HAVE READ THE ABOVE, UNDERSTAND IT, AND AGREE TO THE TERMS OF THIS IME.

EXHIBIT 1

STEIMAN

B/23/16
Reported hy: Mindy Davis

—
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Independent Medical Evaluation

Name: MUKQ/”Z?[C DU\V\S Date: (- 1() . 1o

Recognizing the importance of your current pain complaints and how.pain
affects your daily activities, please complete the enclosed forms. They allow
for a greater understanding of your pain and how it affects your function in
everyday life. Please take your time and answer each question with the

response that best describes your pain during the last week.

Please remember to sign or initialize every each page

Thank you.

5150 EAST MAIN STREET, SUITE100 = CoLuMBUS, QHIO 43213
PHONE: 614-864-8650 » Fax: 614-864-8970
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1) Please describe i1

de tall how {’our injury occurred.

i
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2) Please describe in detail your job activities at the date of injury. Include wei ghts,
distances, tools and all other important requirements.
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Signature
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Activities of Daily Living: Questionnaire

Please describe your ability to perform these various tasks by placing a checkmark in the appropriate
box. Complete both pages.

Little - No Moderate Can’t Perform
Difficulty Difficulty Without Help
Self-care / Personal Hygiene

Bathing Y
Dressing X
Brushing teeth X
Combing hair X
Eating X
Urinating X
Bowel control Z

Communication
Speaking X
Hearing X
Writing X

Physical Activity X
Standing v
Sitting X
Changing positions: bed-chair-stand h
Walking A
Climbing Stairs

Sensory Function Weax g jZEE !
Seeing \/ J
Smelling Y
Tasting
Feeling: sharp vs. dull X > Lipot
Feeling: hot vs. cold 5 > (. &pg

Hand Activities
Grasping X
Lifting Y
Co-ordination 3]

5150 EAST MAIN STREET, SUITE100 » CoLumBUS, OHIO 43213
PHONE: 614-864-8650 » FAX: 614-864-8970
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Activities of Daily Living: Questionnaire

Little - No Moderate Can’t Perform
Difﬁcultz Difﬁculg Without I-Ielg
Advanced Activities X

Preparing meals A

Working around the house / housework X

Managing money / checkbook Y

Taking medication %

Using the phone or writing letters Y 8

Shopping / carrying groceries X

Driving a car X

Using public transportation X

Social activities S

Sexual Activities X

Vigorous physical activity N\

Resiful sleep X )
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Pain Disability Questionnaire (PDQ)

Instructions: These questions ask for your views about how your pain currently affects how you

function in everyday activities. Please answer every question and circle the ONE number on EACH
scale that best describes how you feel.

1. Does your pain interfere with your normal work inside and outside the home?

Work normally Unable to work at all

------ S S SO S 1)

2. Does your pain interfere with personal care (such as washing, dressing, etc.)?
Take care of myself completely

Need help with all my personal care

0 / ) - @ ------ R S R 7 e N 9oiee 10

3. Does your pain interfere with your traveling?

Travel anywhere I like Only travel to see doctors
0 -——f- I o 2 rermnns 3o R 5 6 -------- 7 —mmeeee 8 e L 10

4. Does your pain affect your ability to sit or stand?

No problems Cannot sit / stand at all
/R R 2 3 reemeeen *R— L—g 7 werneeen J— 9 10

5. Does your pain affect your ability to lift overhead, grasp objects, or reach for things?

No problems Cannot do at all
8 9o 10

- 6. Does your pain affect your ability to lift objects off the floor, bend, stoop, or squat?
No problems

. Cannot do at all
0 | S J— K J— 4o L — — y A— N ) W 10

7. Does your pain affect your ability to walk or run?
No problems C

annot walk /
- J— S EJ— P @ 6 7 ’@ 9 e £0)

8. Has your income declined since your pain began?

No decline .
[/ J— j R— 23 4o § e S B LR 9

LOSY JOWC
Please initialize _MQ

5150 EAST MAIN STREET, SUITE100 » CorLumsus, OHIO 43213
PHONE: 614-864-8650 « Fax: 614-864-8970



9. Do you have to take pain medication every day to control your pain?
No medication needed On pain medication througl@ke day

10. Does your pain force you to see doctors much more often than before your pain began?

Never see doctors m See doctors weekly
0 1 2- 3 R 5 6 \7/ 8 9 10

11. Does your pain interfere with your ability to see the people who are important to you as much
as you would like?

No problem Never see them
@ ——————— I - 2 e 3 e R 5 e 6 -—nmnee- 7 ammmenee 8 - Qe 10

12. Does your pain interfere with recreational activities and hobbies that are important to you?

No interference Total interference

0 RS S [ QS SRS S @ B S 10

13. Do you need the help of your family and friends to complete everyday tasks (including both
work outside the home and housework) because of your pain?

Never need help Need help all the time
0 ----——-- 1 - 2 ——-———@—— 4--—-35 -—6 i JESTS R L 10

14. Do you now feel more depressed, tense, or anxious than before your pain began?
No depression / tension

Severe depression / tension
[ j  JE— f J— 4o § 6 et 7 - Jmeme S 9 e 10

15. Are there emotional problems caused by your pain that interfere with your family, social, and /
or work activities?
No problems . —

Severe problems
/- J— P @ ----- Y [ J— P 7R 8 9 0

Please initialize ‘tﬁb

Pagez
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Lower Extremity Questionnaire

This questionnaire is designed to provide information as to how your lower extremity pain affects your

ability to manage your activities of everyday life. Please answer all of the questions and circle or check
the one statement that best describes your pain during the last weck.

1) During the past week, how stiff was your lower extremity?

l

Not at all

D
/ Mildly)
—

| Moderately

| Very | Extremely |
2) During the past week, how swollen was your lower extremity?
)
] Not at all | Mildly | w [ Very [ Extremely |

3) During the last week how painful was your lower extremity during the following activities?
Please put a check mark (V) in the box of the best response

Not Mildly | Moderately Very Extremely | Could not | Could not
Painful Painful Painful Painful Painful do because do for
of lower other
limb pain reasons
Walk on a
flat surface )(]
Go up or
down stairs )q
Lying in bed
at night )O
4) During the last week how difficult was it for you to take off or put on your socks?
Not at all A little bit Moderately Very Difficult Extremely Cannot do at
difficult difficul difficulty ‘ Difficult alt

5150 EAST MAIN STREET, SUITE100 « CoOLUMBUS, OHIO 43213

PHONE: 614-864-8650 « FaX: 614-864-8970

Please initialize _MD



5) Durng the last week which of the following statements best describes your ability to get around
most of the time? Please circle the best response.
@ I did not need support or assistance at all
2. I'mostly walked withbut support or assistance
I mostly used one cane or crutch to help me get around
I mostly used two canes or crutches to help me get around

I used a wheelchair

I used other supports or someone else to help me get around

N kW

I was unable to get around at all

Please initialize
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IME Survey

Upon compiletion of today’s IME please answer the foll

owing two questions. Your responses are
utilized for quality assurance. No signature is required

1) Was Dr. Steiman polite and courteous during today’s IME? Yes: X] No:

2) Did Dr. Steiman cause yon any unnecessary pain or make your current pain worse?

Yes: _ Noe: &_

Suggestions or Comments?

5150 EAST MAIN STREET, SUITE 10 = CoLumBsus, OHIO 43213
PHONE: 614-864-8650 e Fax: 614-864-8970
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L 125 West Central Parkway ¢ Cincinnati, Ohio 45202 » 513-721-1504
T drodermiller.com

July 1, 2016

Gerald S. Steiman, M.D.
Steiman Neurology Group
5150 E. Main Street, Suite 100
Columbus, Ohio 43213

Re:  McKenzie Davis v. Dungeons of Delhi et. al.

Dear Dr. Steiman,

Enclosed please find the Functional Capacity Evaluation performed by Dr. Rick
Wickstrom for our office regarding the above referenced case. Please review and contact our
office if you have any questions regarding the enclosed.

Very truly yours,
DE){ER & MILLER CO.,, I.P.A.
By Renee Mason, Paralegal

Enclosures
2016 07 01 Ltr 1o Steiman re: Wickstrom Repaort



Bradley A. Powell, Ext. 201
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April 12,2016 - ).)5 )
Y

Gerald S. Steiman, M.D.
Steinman Neurology Group Inc.

5150 East Main Street, Suite 100

Columbus, Ohio 43213

Re:  Davis v. Dungeons of Delhi, et al.

Dear Dr. Steiman,

Thank you for agreeing to assist us in the evaluation of McKenzie Davis in the above-
case. We represent the Defendant, Dungeons of Delhi, in a lawsuit brought by the Plaintiff,
McKenzie Davis. This lawsuit arises out of a September 28, 2012 incident, where Plaintiff
alleges that the Dungeons of Delhi was negligent for causing her to fall on the parking lot outside
of a haunted house. As a result of Plaintiff's alleged fall, she alleges that she sustained the
following injuries/conditions:

- Left ankle sprain

Reflex Sympathetic dystrophy (RSD)/Complex Regional Pain Syndrome (CRPS)
- Os Trigonum Syndrome

We are providing you with copies of all of the medical records and reports that we have
obtained in this case, cither from Plaintiff’s counsel or from the medical provider, directly. These
records cover treatment both before and after this incident. We are also providing you with a
copy of a Life Care Plan that has been prepared on behalf of the Plaintiff in this case. We would
like for you to review and respond to the Life Care Plan, as well.

For your ease and convenience, we have enclosed a “chronology” of the medical
treatment Plaintiff has received both before and after this accident. We consider this document to
be Attorney Work Product. We believe that all of the information set forth in the “chronology™ is
contained in the actual medical records, for which you would be basing your findings,
conclusions and opinions on, anyhow.

This will confirm that we have scheduled an Independent Medical Evaluation with
Plaintiff, McKenzie Davis for May 25, 2016 at your Miamisburg location. I have enclosed a
copy of the Notice of Physical Examination that we are filing with the court in this case,

125 West Central Parkway | Cincinnari, OH 45202-1006 | 513.721.1504 | Fx: 513.721.0310 { www.drodermitler.com
Ohio, Kentucky, Indiana



April 12,2016
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If you require any additional evidence to assist you in evaluation of the Plaintiff’s
condition, do not hesitate to contact either myself or my Paralegal, Renee. I look forward to
hearing from you regarding the above.

BAP:kac
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May 10, 2016

Steiman Neurology Group Inc.
5150 East Main Street, Suite 100
Columbus, Ohio 43213

Via Facsimile (614)864-8970

Re:  Davis v. Dungeons of Delhi, et al.

Dear Dr. Steiman,

This will confirm your May 13, 2016 independent medical evalvation of the Plaintiff,
McKenzie Davis at your Columbus, Ohio office. Once you have had an opportunity to review
the information contained in the medical records that my office previously forwarded to your
attention and have completed your examination of her, | would appreciate you preparing a report
addressing your opinions on the following questions:

(1) Did Davis develop RSD/CRPS or exhibit any signs or symptoms of RSD/CRPS as a
direct resuit of this alleged fall?

(2) 1f so, does Davis currently exhibit any signs or symptoms of RSD/CRPS as a direct
result of this alleged fall?

(3) What signs or symptoms or RSD/CRPS does or did Davis exhibit, if any?

(4) If applicable, can you distinguish between whether the more accurate diagnosis
would be RSD or CRPS?

(5) If you find that Davis currently exhibits any signs or symptoms of RSD/CRPS, will
she continue to experience these signs or symptoms in the future?

(6) 1f you find that Davis has/had RSD/CRPS, was the medical treatment she received
reasonable and necessary to address these conditions?

(7) 1f you find that Davis has RSD/CRPS will Davis need medical treatment in the
future to address these conditions?
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(8) If you find that Davis does have RSD/CRPS is her condition permanent?
(9) Does Davis have an impairment or restriction as a result of RSD/CRPS?

(10) If you find that Davis did not develop RSD/CRPS as a direct result of this accident,
do you find that she sustained any injury/condition as a direct resuit of this alleged fall?

(11) If so, what injury or condition did she sustain as a direct result of this accident?

(12) f you find that Davis did not develop RSD/CRPS as a direct result of this accident,
but did sustain some injury/condition as a direct result of this alleged fall, what, if any,
medical treatment was reasonable and necessary?

(13) Do you agree with the assessment and evaluation regarding the future treatment and
care that Davis may require, as set forth in the life care plan?

Before you finalize your opinions and begin to draft your report, I want to make certain
you have had an opportunity to review all of the information generated in this case. To that
extent, I would like to discuss this case with you to confirm that you have all of the information
necessary to assist you in completing your evaluation. I can meet with you in your Columbus
office or we can set up a conference cail. It may be more efficient to meet, unless time
constraints prevent us from doing so. In either event, thank you for your assistance in this case
and [ look forward to speaking with you regarding the above.

Very truly yours,

BAP:kac
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May 31, 2016

Bradley A. Powell, Esg.
Droder & Miller

125 West Central Parkway
Cincinnati, Ohio 45202-1006

RE: McKenzie Davis
DOI:  09/28/12
DOE: 05/10/16

Dear Mr. Powell:

After obtaining informed consent I performed an Independent Medical Evaluation of Ms. Davis with
respect to the events of September 28, 2012, 1did not act as her treating physician, establish a doctor-
patient relationship, prescribe treatment nor offer medical advice. The format of this report is based on
the American Medical Association’s Guides to the Evaluation of Permanent Impairment (Guides).

HISTORY: Ms. Davis was asked to write down the details of how her accident and/or injuries
occurred. “T was walking up a walkway to enter the haunted house when a character runs out of the

door and chases me until I fell. Then he was gone. I screamed that [ hurt my ankle, then went to the
hospital.”

Ms. Davis indicates that she was walking up a ramp to a haunted house when a character came out of the
house and chased her down the ramp. The character continued to chase her until she tripped and fell.
Ms. Davis indicates she rolled her left ankle. Ms. Davis indicates she had marked discomfort and pain
in her left ankle. Later that night she went to the emergency room and recalls being told she might have
fractured her left ankle. She went to see Dr. Burger, an orthopedic surgeon whom she had seen in the
past. Repeat x-rays were obtained and she was placed in a boot and given crutches. Ms. Davis was
started on physical therapy and given medication. She was sent o a pain manager who gave her a series

of three injections into her low back. Ms. Davis indicates the injections provided no improvement or
relief. She recalls an MRI of her ankle.

Ms. Davis was referred to Dr. Amis, another orthopedic surgeon. In February 2013, Dr. Amis
performed surgery. At first, her pain improved. A few months later, she twisted her ankle and the pain
returned. She went back to Dr. Amis. She was sent to Dr. Smith at Cleveland Clinic and recalls being
told she had reflex sympathetic dystrophy.

5150 EAST MAIN STREET, SUITET100 o CoLumsus, OHIO 43213
PHONE: 614-864-8650 ¢ Fax: 614-864-8970
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Ms. Davis was referred to Dr. Sammarco, another orthopedic surgeon. She recalls having had an MRI
She was told she was not a candidate for surgery. Ms. Davis indicates Dr. Smith referred her to Dr.

Orlando, a pain manager, who gave her multiple injections into her low back. The injections helped for
a month or two but then the pain returned, almost back to baseline.

After Dr. Orlando, Ms. Davis began to see Dr. Caneris, another pain manager. Dr. Caneris arranged for
a spinal cord stimulator trial and insertion. Ms. Davis indicates the spinal cord stimulator seemed to

help for a while but then it became a problem. Ultimately, she had to see a doctor and have the spinal
cord stimulator removed.

After Dr. Caneris, Ms. Davis began to see Dr. Lee, a pain manager. Dr. Lee has given her multiple
injections into her low back and leg. The injections seemed to help for a while but then the pain
returned. Ms. Davis indicates she had undergone multiple MRI studies.

In December 2014, Dr. Amis performed a second operative procedure on her left ankle. Once again, the
surgery helped. Ms. Davis returned to Dr. Lee. She had a number of injections but still her pain
persisted. In the summer of 2015, Dr. Amis performed a third operative procedure. Ms. Davis is
uncertain of the details but believes it was to stretch a tendon.,

Presently, Ms. Davis is followed by Dr. Lee, a pain manager, with office visits every two weeks, Ms.
Davis 1s scheduled to undergo a radiofrequency ablation involving the left lower extremity in June 2016.
Dr. Lee has prescribed Hytrin, Topamax, Percocet, and morphine sulfate. Ms. Davis had taken 4-5
Percocet per day for the last year. Dr. Braun, a family physician, prescribes iron, hormonal medication,
and Cymbalta. Ms. Davis indicates that her mother referred her to an acupuncturist to see if that would
help. Ms. Davis receives physical therapy once a week to her left leg and back. She does home
exercises four times a week. One or two times a week she wears orthotics although they hurt her feet.

PAST HISTORY: Ms. Davis indicates she has a history of anxiety and depression which began during
her sophomore year at high school. She has been treated with medication although was not on
antidepressants immediately prior to the captioned event. Ms. Davis denies prior work-related injuries
or unrelated surgeries. She specifically denies a history of prior left ankle pain.

OCCUPATIONAL/EDUCATIONAL HISTORY: Ms. Davis was asked to provide a description of
her job activity at the time of her accident and/or injuries. “I was a patient transporter. This included a
lot of walking and transferring patients. 1 had to quit this job due to the injury. Also worked at LaRosas
call center and had to quit due to the pain.”

Ms. Davis was a senior in high school at the time of the injury. She would miss school primarily to see
a doctor ot when recovering from surgery. She graduated on time, in May 2013.

During the summer of 2013 she worked at Good Samaritan Hospital where she would transport patients.
She quit in August 2013 and started nursing school. In December 2013, she worked at a call center for
one month. Her job involved sitting and doing phone and computer work. She began her nursing
clinicals in January 2014 and is currently in the Good Samaritan College of Nursing Associates Degree
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program, and is scheduled to graduate this coming Thursday. As of May 2016, she is scheduled to start

as a PCA at the University of Cincinnati. In the fall, she will start her Bachelor’s of Nursing Science
Degree.

C(_)MPLAINTS: Ms. Davis complains of discomfort and pain worse in the left lateral ankle. She has
pain in the tips of her toes. On occasion, the tips of her toes turn red and get hot. She has cramping in
the left heel and the bottom of her foot. On occasion, the left ankle will swell. She is sensitive on the

dorsum of her foot. Ms. Davis indicates she is better now than she was six months ago and better today
than she was one year ago.

ACTIVITIES OF DAILY LIVING ASSESSMENT: With respect to activities of daily living, Ms.
Davis perceives little or no difficulty with bathing, dressing, brushing teeth, combing hair, eating,
urinating, bowel control, speaking, hearing, writing, seeing, smelling, grasping, lifting, coordination,
working around the house/housework, managing money/checkbook, taking medication, using the phone
or writing letters, and using public transportation. She perceives moderate difficulty with standing,
sitting, changing positions: bed-chair-stand, walking, climbing stairs, preparing meals,
shopping/carrying groceries, social activities, sexual activities, and restful sleep. Ms. Davis indicates she

requires assistance to perform feeling: sharp vs. dull, feeling: hot vs. cold, and vigorous physical
activity.,

PAIN PERCEPTION: Ms. Davis was asked to complete an assessment to document her perception of
how her accident and/or injuries have affected her life. Ms. Davis’ Pain Disability Questionnaire (PDQ)
score of 86 indicates she has a moderate pain-related impairment.

On the lower extremity questionnaire, Ms. Davis has a normative score of 30 placing her in the 64"
percentile. Normative values provide a methodology for interpreting and comparing the results of a given
patient's functioning to a healthy population. The mean normative scale score derived from the general
United States population is 50 with a standard deviation of 10, A score above 50 is above the general,
healthy population's norm while a score below 50 is below the norm.

SOCIAL HISTORY: Ms. Davis was born in Ohio. She does not smoke and rarely will she drink
alcohol,

MEDICAL RECORD REVIEW: In April 1995, Ms. Davis was evaluated by Dr. Schwartz, a
cardiologist, and diagnosed with a benign systolic murmur. In March 1998, Ms. Davis presented to
Franciscan Hospital Emergency Room. Historically, she was a restrained child in a rear seat when
involved in a motor vehicle accident. Ms. Davis was diagnosed with a contused area to her lower neck.

In April 2001, an x-ray of the right hand revealed soft tissue swelling. Ms. Davis was evaluated at West
Side Pediatrics in August 2001 with episodes in which her head was drooping. She was advised to
undergo an EEG. In September 2001, an EEG appeared normal. In October 2001, an MRI of the head
was allegedly normal. Dr. Holder, a neurologist, evaluated Ms. Davis in October 2001 due to
complaints of a drooping head. Dr. Holder opined a movement disorder consistent with motor tics.
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In July 2004, Ms. Davis returned to West Side Pediatrics with right elbow pain. She was diagnosed with
tendonitis.

Ms. Davis was evaluated at Cincinnati Children’s Hospital Emergency Room in February 2007, with
right-sided chest pain. She was diagnosed with atypical chest pain. She returned to the emergency
room in June 2007. While at a water park, she fell down three steps onto the bottom. An x-ray of the
sacrum, coccyx, and pelvis appeared normal. Ms. Davis returned to the emergency room in October
2007 with complaints of chest pain. Her evaluation revealed no evidence of cardiac disease. In
November 2007, Dr. Xanthakos, a gastroenterologist, evaluated Ms. Davis with chest and right upper
quadrant pain. She was diagnosed with episodic pain related to her diet.

Ms. Davis returned to West Side Pediatrics on August 4, 2008, with complains of left ankle swelling
related to a bug bite. She was diagnosed with cellulitis. On August 15, 2008, Ms. Davis went to the
emergency room with left hand pain after stubbing her left ™ finger. She was diagnosed with a strain.
Dr. Haverkos, an orthopedic surgeon, evaluated Ms. Davis on October 15, 2008, due to right knee pain.

Historically, she played a lot of sports. A right knee x-ray allegedly revealed a skeletally immature
knee. Dr. Haverkos opined patellofemoral disease.

On February 20, 2009, a right knee MRI was normal.

On June 30, 2009, Ms. Davis went to the emergency room with chest pain after being struck over her
sternum while playing basketball. She was diagnosed with a sternal contusion. Ms. Davis returned to

the emergency room on October 1, 2009, complaining of right leg pain while playing softball. She was
diagnosed with a contusion.

An MRI of the right leg obtained on February 22, 2010, revealed moderate-grade infiltrating edema of
the deep and superficial tissues of the medial distal tibial region consistent with pretibial stress edema or
residual soft tissue injury. There was no evidence of a stress fracture or bone reaction. There was a low
grade strain of the medial gastroc muscle.

On March 4, 2010, Ms. Davis returned to West Side Pediatrics complaining of left hand and right leg
tingling secondary to injuries. She was diagnosed with persistent pain and numbness after a soft tissue
injury. Ms. Davis returned to West Side Pediatrics on July 30, 2010, after she fell and hit her head while
playing soccer. She complained of neck pain and was diagnosed with a muscle strain. She returned to
West Side Pediatrics on August 13, 2010, with back pain related to practice. A chest x-ray revealed a
pulmonary nodule in the right upper lobe.

On October 8, 2010, Dr. Henrickson, a rheumatologist, noted Ms. Davis complained of right sided pain
extending into her shoulder and neck after soccer tryouts. Historically, Ms. Davis had thought about
hurting herself by cutting her wrists. Dr. Henrickson opined there was no evidence of a rheumatological

condition and noted Ms. Davis was probably depressed. Ms. Davis was advised to undergo physical
therapy for her upper thoracic pain.
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Ms. Davis v'vent to Cincinnati Children’s Hospital Emergency Room on October 20, 2010, with right
shoulder pain. Historically, she fell and landed on her right hand. She presented with worsening

shoulder pain. A right shoulder X-ray appeared negative and Ms. Davis was diagnosed with a right
shoulder strain.

On October 25, 2010, Dr. Burger, an orthopedic surgeon, noted Ms. Davis complained of right posterior
shoulder pain. Dr. Burger referenced a cervical MRI which was allegedly normal. Dr. Burger

diagnosed right-sided posterior rotator cuff tendonitis with marked scapulothoracic dyskinesia, Dr.
Burger recommended an EMG study.

On October 27, 2010, Dr. Brannan performed an EMG/NCYV study of the cervical spine and right upper
extremity. The findings appeared normal.

On November 1, 2010, an MR arthrogram of the right shoulder revealed minimal blunting of the
posterior labrum.

Ms. Davis returned to Dr. Burger on November 3, 2010, with pain in her right shoulder. Dr. Burger
diagnosed pain with significant muscle inhibition with the rotator cuff and scapular muscles-less likely a
sympathetically mediated pain. Dr. Burger injected the shoulder,

On March 8, 2011, Ms. Davis returned to West Side Pediatrics. She had been under the care of a
psychologist for the last four months due to a diagnosis of depression. On March 15, 2011, West Side
Pediatrics noted Ms. Davis was very anxious. She had made moderate progress since November. Ms.
Davis had family and social stressors. She was referred to the Teen Clinic.

On April 4, 2011, Dr. Campbell, a psychologist, obtained the history that Ms. Davis had anxiety issues
which were first noticed when she was a child. Her anxiety had worsened and she was now having
panic attacks with suicidal ideation. Her stressors included school and family discord. Ms. Davis had a
past history of anxiety, obsessive compulsive disorder, and depression. Dr. Campbell opined a
generalized anxiety disorder with comorbid mild depression. Dr. Campbell recommended Prozac. On
April 11, 2011, the Prozac dose was increased. Ms. Davis returned to Dr. Campbell on April 25, 2011.
Ms. Davis was working with a therapist. A new stressor had developed as her best friend attempted
suicide. Dr. Campbell noted Ms. Davis® mood had improved. Ms. Davis returned to Dr. Campbell on
May 9 and May 23, 2011, with worsening anxiety prior to and during her menses.

Dr. Argo, a partner of Dr. Burger, evaluated Ms. Davis on May 24, 2011. Ms. Davis complained of
increasing right shoulder pain. Dr. Argo administered an injection. On June 22, 2011, Dr. Burger
opined Ms. Davis had right shoulder posterior scapular muscle weakness with rotator cuff tendonitis.
Dr. Burger recommended physical therapy.

Ms. Davis presented to Cincinnati Children’s Hospital on July 11, 2011. She felt suicidal and was
cutting herself. Ms. Davis was depressed since breaking up with boyfriend. She was diagnosed with a
major depression. From July 12 — July 15, 2011, Ms. Davis participated in a partial hospitalization
program for depression, suicidal ideation, self laceration, and poor coping skills. Dr. Widdice, a
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psychiatrist, evaluated Ms. Davis on July 18, 2011. She was diagnosed with a generalized anxiety

disorder, depression, and premenstrual syndrome. Dr. Widdice recommended Prozac and indicated Ms,
Davis was able to continue Yaz.

On July 21, 2011, Dr. Burger noted Ms. Davis’ right shoulder was 50% better. Ms. Davis was advised
to take Motrin. On August 29, 201 1, and January 9, 2012, Ms. Davis was evaluated by Dr. Dobbs, a
psychiatrist, for premenstrual syndrome, gencralized anxiety disorder, and depression.

On January 15, 2012, Dr. Burger re-evaluated Ms. Davis. She had been kicked in her right shoulder. A
right shoulder x-ray was allegedly negative. Dr. Burger opined a right shoulder inflamed rotator cuff

tendonitis with a history of scapular dyskinesia and a probable component of RSD in the past. Dr.
Burger recommended Motrin and exercise.

Ms. Davis presented to the emergency room on May 7, 2012, with right shoulder and neck pain. She
was diagnosed with musculoskeletal pain and spasm. On May 10, 2012, Dr. Burger noted Ms. Davis
had a recurrence of her right shoulder pain. Dr. Burger opined trapezial and levator scapular
inflammation with rotator cuff tendonitis. Dr. Burger recommended Motrin and exercise.

On June 4, 2012, Dr. Dobbs evaluated Ms. Davis. Ms. Davis indicated she had no depressive symptoms

over the last year and wanted to stop her medication. Dr. Dobbs recommended tapering the Prozac and
discontinuing the OCPS.

On July 2, 2012, Dr. Burger noted Ms. Davis complained of right hip pain after working out and
dancing. Dr. Burger opined a right hip flexor strain and recommended Motrin and physical therapy.

On September 4, 2012, Dr. Demarco noted Ms. Davis had fallen off a fence in August 2012 and
sustained a back contusion. Recently, she was in a dance competition and had a flare-up of her back

pain, Dr. Demarco opined a cervical-thoracic-lumbar strain, and recommended Tylenol #3, anti-
inflammatories, and physical therapy.

On September 29, 2012, Ms. Davis presented to Good Samaritan Hospital Emergency Room.
Historically, she thought she stepped in a hole and rolled her ankle as she was running out of a house.
Ms. Davis complained of left ankle pain. On exam, her head was atraumatic and she had normal pupils
and eye movements. The neck was supple and there was tenderness of the left distal fibula with
swelling and bruising. The strength and sensation appeared normal. A left ankle x-ray allegedly

revealed a nondisplaced distal fibular fracture. The emergency room opined a left distal fibular fracture
and recommended a splint with Tylenol #3.

Dr. Burger re-evaluated Ms. Davis on October 1, 2012, with left ankle pain. On exam, there was
swelling of the anterior knee and leg with tenderness over the medial deltoid and medial portion of the
hindfoot. There was diffuse tenderness over the medial cuboid with pain and weakness with resisted
inversion and eversion. A left ankle x-ray allegedly revealed no evidence of a fracture. Dr. Burger
opined a left medial grade I-II ankle sprain with a left hindfoot mild sprain. Ms. Davis was given
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Motrin, a boot, and advised to apply ice and enter physical therapy. From October 8, 2012 — February 5,
2013, Ms. Davis attended 16 physical therapy sessions.

On October 24, 2012, Dr. Burger noted Ms. Davis had continued complaints. On exam, there was
stiffness throughout the Achilles with reduced range of motion due to pain. There was weakness with
inversion and eversion. Dr, Burger recommended aggressive stretching, Motrin, and warm baths. On
November 21, 2012, Ms. Davis returned to Dr. Berger with left ankle pain. The physical exam revealed
repeated firing and contractions with inversion. There was no evidence of ankle instability, Ms. Davis
complained of dysesthesia on the dorsum of her foot. Dr. Burger opined a suspicion of sympathetically
mediated pain and recommended sympathetic nerve blocks by a pain manager.

On December 10, 2012, Dr. Burger indicated Ms. Davis had received a sympathetic nerve block with
36-48 hours of pain relief. Her pain manager had prescribed meloxicam. Dr. Burger noted
hypersensitivity and swelling of the left foot and recommended serial nerve blocks.

On January 15, 2013, Dr Amis, an orthopedic surgeon, noted Ms. Davis complained of left medial and
lateral ankle pain. She had received four nerve blocks and was told she had RSD. The physical exam
revealed swelling and tenderness of the posterior ankle, deltoid ligament, and sinus tarsi. A left ankle x-
ray allegedly revealed no evidence of a fracture although there was evidence of os trigonum. Dr. Amis
opined a painful left os trigonum and recommended Vicodin and a bone scan.

On January 17, 2013, a triple phase bone scan revealed no areas of abnormal increased or decreased
activity on the blood flow or blood pool images. There were no findings suggesting fracture, tumor, or
infection. The delayed images demonstrated uptake at the level of the tibiotalar joint medially and
laterally. The impression was degenerative uptake within the left ankle.

A left ankle MRI was obtained on January 24, 2013. There was a small Jjoint effusion within the ankle.
There was a low grade sprain of the posterior talofibular ligament. The anterior talofibular ligament,
deltoid ligaments, and tibiofibular ligaments were intact. The flexor and extensor tendons were
unremarkable. The plantar calcaneal navicular ligament was intact and the sinus tarsi was clear. There
was no bone contusion. The dome of the talus was preserved without osteochondral lesion. There was a

suggestion of a small osteophyte at the dorsum of the anterior talus and navicular bone with slight
irregularity of the fibula.

On January 29, 2013, Dr. Amis noted Ms. Davis had pain in the lateral ankle around the sinus tarsi. Dr.
Amis injected the left subtalar joint.

On February 11, 2013, Dr. Amis performed surgery with an excision of the posterior process of the left
talus, os trigonum, and partial debridement of the left posterior distal tibia.

On February 26, 2013, Dr. Amis noted Ms. Davis complained of pain along the incision site. On exam,
the incision had healed. The neurovascular status was intact, Dr. Amis noted swelling and removed the
sutures. On March 28, 2013, Dr. Amis noted Ms. Davis was doing well and back in a regular shoe. Dr.
Amis recommended no further restrictions and released Ms. Davis from active care.
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On May 21, 2013, Dr. Amis re-evaluated Ms. Davis. She developed left ankle pain while shopping.
Later that evening she was wearing platform sandals when she twisted her ankle. Ms. Davis complained
of left lateral ankle pain. The physical exam revealed posterior ankle swelling. A left ankle x-ray

appeared normal. Dr. Amis opined a left ankle sprain and recommended Toradol, Vicodin, a boot, and
physical therapy.

On July 2, 2013, Ms. Davis returned to Dr. Amis. She had been out of her boot for four weeks. While
in ltaly, she had twisted her ankle but had since improved. Ms. Davis complained of good and bad days
with lateral ankle tenderness. The physical exam revealed swelling of the posterior ankle with
tenderness over the sinus tarsi as well as over the scar. The left ankle range of motion was reduced. Dr.
Amis opined a left sinus tarsi pain following an ankle sprain and prescribed Toradol.

On July 25, 2013, Dr. Amis noted Ms. Davis had injured her left ankle six days earlier after slamming
on the brakes. Ms. Davis complained of lateral ankle pain radiating up the leg. The physical exam
revealed swelling of the posterior ankle with tenderness. Ms. Davis was given Vicodin.

On August 9, 2013, Dr. Christine Smith, a physiatrist, noted Ms. Davis complained of left ankle pain
with swelling, weakness, gait disturbance, and reduced range of motion. Ms, Davis was currently in
counselling. The exam revealed mild swelling, erythema, reduced range of motion, and increased pain
compared to the stimuli. Ms. Davis exhibited normal sensation with reduced strength. Dr, Smith
diagnosed RSD, depression, and ankle sprain. Ms. Davis was given Neurontin and Norco. She was
advised to undergo cognitive behavioral therapy and acupuncture, On August 19, 2013, Ms. Davis

retumed to Dr. Smith with ongoing left ankle pain. She had stopped the Neurontin due to mood swings.
Dr. Smith prescribed acupuncture.

The medical records reference an emergency room evaluation on September 1, 2013, A left ankle X-Tay
was normal.

On September 6, 2013, Dr. Sammarco noted Ms. Davis complained of left ankie pain with color change.
Historically, she reported resolution of all of her left ankle symptoms after surgery. Three months later
the pain returned with dysesthesia and color changes. On exam, Ms. Davis exhibited an antalgic gait,
She had pain in the posterior and lateral incision site with severe pain with attempted range of motion.
There was patchy dysesthesia throughout the foot and leg with good strength. Dr. Sammarco opined
RSD, pain in the limb, ankle, and foot, and mononeuritis. Dr. Sammarco recommended ongoing
treatment by the pain manager, an MRI, and physical therapy.

On September 9, 2013, Ms. Davis returned to Dr. Smith with ongoing left ankle pain. The exam
revealed mild swelling with erythema. There was reduced range of motion with increased pain

compared to the stimulus. There was a hyperesthetic left ankle. Dr. Smith prescribed Vicodin and
capsaicin.

An MRI of the left ankle was obtained on September 11, 2013. There was mild mid-distal Achilies
hypertrophic tendinopathy and peritendinitis with mild retrocalcaneal bursal inflammation. There was
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subtle marrow reaction within the distal tibia favored to be chronic fibrovascular reaction. There was
irregularity of the distal tibia for which chronic osteochondral irregularity as a sequelae of a chronic high
ankle sprain was favored. Deformity of the distal fibula was contributory. There was thickening of the
posterior-inferior tibiofibular ligament and talofibular ligament consistent with a chronic sprain. The
calcaneal fibular and deltoid ligaments were intact. There was peroneus brevis and longus tendinopathic
changes. Minimum inflammation was noted within the anterior tibial tendon and extensor digitorum
tendons. Susceptibility artifact was noted consistent with the prior surgery. There was no marrow
reaction or marrow changes as a manifestation of reflex sympathetic dystrophy.

Dr. Sammarco re-evaluated Ms. Davis on September 13, 2013. After reviewing the MRI, Dr. Sammarco
opined there were no mechanical issues which would explain her symptom complex. The physical exam
revealed pain and dysesthesia within the foot. The incision appeared painful with other nondermatomal
dysesthesia. Dr. Sammarco opined nonstandard RSD versus regional pain syndrome and recommended
physical therapy. From September 20 — November 4, 2013, Ms. Davis attended physical therapy.

On September 24 and October 1, 2013, Dr. Orlando, a pain manager, administered lumbar sympathetic
blocks.

Ms. Davis returned to Dr. Smith on October 7, 2013. She was taking 2-3 Vicodin per week, however,
her pills were almost gone. She was uncertain what happened to the other pills. Dr. Smith
recommended weaning the opiates and prescribed ibuprofen. On October 8, 2013, Dr. Orlando
administered a lumbar sympathetic block.

Ms. Davis returned to Dr. Smith on October 8, October 21, and November 4,2013. Although she had
achieved 90% pain relief from the lumbar sympathetic block, her pain had returned and worsened. Dr.

Smith recommended Lyrica although it was not covered by her insurance. Dr. Smith recommended
additional blocks.

On November 5, 2013, Dr. Orlando administered a lumbar sympathetic block.

Ms. Davis went to Christ Hospital Emergency Room on November 10, 2013, complaining of left ankle
pain with chronic swelling. She exhibited pain when touching the medial and lateral ankle. There was
mild edema laterally with normal sensation and strength. A left ankle x-ray was normal. Ms. Smith was
diagnosed with ankle pain and released on Ultram.

Dr. Schmerler a neurologist, evaluated Ms. Davis on November 15, 2013. On exam, Ms. Davis had
normal sensation, normal strength, and normal reflexes. She exhibited a left foot limp. Dr. Schmerler
opined RSD and recommended Ms. Davis return to her pain manager.

Dr. Smith re-evaluated Ms. Davis on November 25, 2013. Ms. Davis complained of pain and coldness
of the left foot. Dr. Smith recommended Vicodin, ibuprofen, and acupuncture.

On December 6, 2013, Dr. Caneris, a pain manager, noted Ms. Davis complained of pain in the left shin
and foot with discoloration, coldness, and swelling. On exam, there was hyperalgesia of the distal left
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lower extremity, allodynia, cold allodynia, a purplish discoloration and swelling. Dr. Caneris opined
type I CRPS and recommended Cymbalta. Dr. Caneris discussed insertion of a spinal cord stimulator.

On December 9, 2013, Dr. Howes, a neurosurgeon, evaluated Ms. Davis for consideration of a spinal
cord stimulator insertion. On exam, there was sensitivity of the left foot and ankle with normal strength.
There was no edema. There was mottling with erythema of the left foot and coolness to touch. Dr.
Howes opined RSD and recommended Norco with a trial spinal cord stimulator.

On December 10, 2013, Dr. Buhrman, a psychologist, concluded Ms. Davis was an appropriate
candidate for a spinal cord stimulator.

On December 20, 2013, Ms. Davis went to the emergency room having punched a wall with her right
hand. She was diagnosed with a contusion.

On January 7, 2014, Dr. Howes inserted a percutaneous spinal cord stimulator. Ms. Davis returned to
Dr. Howes on January 13, 2014. She had obtained greater than 50% pain relief for more than three
days. Dr. Howes recommended a permanent spinal cord stimulator. Thoracic x-rays obtained on
January 21, 2014, revealed small Schmorl’s nodes at T8 and L1.

On January 31, 2014, Dr. Howes inserted a spinal cord stimulator with creation of a generator pocket.

From February 2014 - December 2015, Ms. Davis underwent 15 psychological counselling sessions
with Ed Gutfreund.

On February 13, 2014, Ms. Davis presented to Good Samaritan Hospital Emergency Room. She had
slipped on ice and twisted her left ankle. She had pain throughout the entire leg although primarily in
the ankle and shin. The physical exam revealed reduced range of motion with swelling and tenderness.
A left ankle x-ray revealed generalized loss of bone marrow density around the foot and ankle as well as
the distal leg consistent with disuse osteopenia or RSD. Bilateral lower extremity venous duplex studies

appeared normal. Ms. Davis was diagnosed with an ankle sprain and strain and released with an air cast
and Percocet.

On February 14, 2014, Dr. Bort performed a follow up emergency room visit. On exam, there was

tenderness of the lower leg and talofibular ligament but no evidence of swelling. Dr. Bort opined a left
ankle sprain with RSD and chronic left foot pain.

On March 20, 2014, Dr. Braun, a family physician, noted Ms. Davis complained of left ankle pain after
increased walking. On exam, there was tenderness of the lateral malleolus with swelling. The sensation
appeared normal. A left lower extremity venous duplex study was unremarkable. On March 22, 2014,
left tibia and fibula x-rays revealed ostcopenia around the ankle.

An MRI of the left tibia and fibula obtained on March 26, 2014, revealed focal intramuscular edema
involving the medial head of the gastroc with fluid within or immediately adjacent to the medial half of
the tendon. There was no evidence of a complete tear. There was mild anterior subcutaneous edema
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Ms. Da.vis was evaluated at Good Samaritan Hospital Emergency Room with increasing left lower
extremity pain on March 29, 2014. On exam, she had extreme pain with pressure on the ankle and foot.
The left lower extremity appeared cooler than the right. The lower extremity pulsations were minimally

palpable. The emergency room opined limb pain with shin splints and recommended Solu-Medrol and
Percocet.

Dr. Lee, a pain manager, evaluated Ms, Davis on April 11,2014, Ms. Davis complained of left foot pain
with hot and cold spells as well as swelling and color changes, On exam, there was no erythema,
bruising, or edema. There was tenderness of the distal left leg and foot. The left foot temperature was
86 degrees compared to 85 degrees on the right. There was normal strength with allodynia and
hyperalgesia in the left ankle and foot. Dr. Lee opined RSD and recommended Nucynta, Topamax,
Voltaren gel, acupuncture, lumbar sympathetic blocks, and trials of Butrans and Pennsaid. On April 15,
2014, Dr. Lee administered a lumbar sympathetic block.

On April 27, 2014, Ms. Davis went to Good Samaritan Hospital Emergency Room with increased left
ankle and calf pain after she “tweaked” her ankle at a party. The exam revealed reduced left ankle range
of motion due to pain. There was tenderness of the posterior and inferior malleoli on the left and
slightly diminished pulsations in the left foot and ankle. A left ankle x-ray was read as normal. Ms.
Davis was diagnosed with a left ankle sprain and strain with spasm. She was given a boot and valium.

On April 28, 2014, Dr. Braun noted Ms. Davis had worsening anxiety since coming off Cymbalta. She
was seeing two therapists: one for her RSD, and one for the anxiety and depression. Dr. Braun
recommended restarting Cymbalta.

Ms. Davis returned to Dr. Lee on May 1, 2014. Allegedly, Ms. Davis had been hospitalized for the last
three days due to pain. An orthopedic surgeon allegedly put her back into a cast. On May 6, 2014, Dr.
Lee noted Ms. Davis had pain in the left shin which was different from her RSD pain. Dr. Lee noted

Ms. Davis had been casted for concern about the possibility of a stress fracture. Dr. Lee administered a

left saphenous nerve block. On May 20, 2014, Dr. Lee administered a pulse radiofrequency saphenous
nerve procedure.

Ms. Davis returned to Dr. Lee on May 21, 2014. Out of all of her recent procedures, the radiofrequency
ablation of the saphenous nerve was the most helpful. Ms. Davis complained of temperature problems
in the foot although her pain had improved. On exam, the left leg was in a cast. Dr. Lee opined RSD
with possible peripheral neuropathy and recommended Vicodin, Lyrica, desipramine, and Voltaren gel.

On May 28, 2014, Dr. Stanton-Hicks, a pain manager, noted Ms. Davis complained of left leg pain with
skin, temperature, nail changes, as well as swelling and weakness. On exam, there was normal skin,
normal color, normal texture, and normal turgor. There was no edema and no skin discoloration. There
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was hypersensitivity of the left ankle and lower shin with 4/5 left lower extremity strength. Dr, Stanton-
Hicks opined type I CRPS and recommended terazosin, Cymbalta, Vicodin, and physical therapy.

On June 2, 2014, Dr. Amis wrote a letter indicating that Ms. Davis had an os trigonum disruption, a
lateral ankle leg injury, and RSD due to the original injury.

On June 5, 2014, Dr. Lee noted the left foot pain was improved. Ms. Davis’ cast had been removed and
she was in physical therapy. On exam, there was tenderness of the lateral and medial ankle with painful
range of motion. Dr. Lee prescribed zorvolex and Vicodin. On June 6, 2014, thoracic x-rays revealed a
spinai cord stimulator tip at T11. Lumbar x-rays revealed a spinal cord stimulator entering the central

canal at L2-3 and extending to T11. Dr. Lee reprogrammed the spinal cord stimulator on June 19, 2014.

Ms. Davis returned to Dr. Braun on June 23, 2014, and indicated she had improved regarding her
anxiety.

On July 1, 2014, Dr. Lee noted Ms. Davis had increased pain after running three blocks. On exam, there
was tenderness of the ankle with painful range of motion. Dr. Lee noted swelling of the ankle and foot
with left lateral leg hypersensitivity. Dr. Lee prescribed zorvolex (diclofenac), Vicodin, and Voltaren
gel. On July 2, 2014, Dr. Lee administered a left sural nerve block. On July 8, 2014, Dr. Lee
administered a lumbar sympathetic block.

Ms. Davis returned to Dr. Stanton-Hicks on July 9, 2014. Dr. Stanton-Hicks noted the pain was
improving as was the swelling and discoloration. The physical exam revealed mild left ankle swelling

without significant allodynia. Dr. Stanton-Hicks recommended an increased dose of terazosin and
additional physical therapy.

On July 15, 2014, Dr. Lee noted Ms. Davis had requested a different pain pill. She had been seen in the
emergency room on July 11, 2014, due to shin pain. The exam revealed left ankle tenderness with
painful range of motion and hyperesthesia of the left leg and foot. There was evidence of mild swelling.

Dr. Lee recommended zorvolex, Vicodin, morphine sulfate-IR, and Voltaren gel. In addition, Dr. Lee
injected the left ankle.

The medical records reference a bone scan on July 28, 2014. On July 31, 2014, Dr. Lee noted
worsening pain in the ankle and shin. The physical exam was reported to be unchanged.

On August 6, 2014, a left ankle MRI revealed a mild subchondral 0sseous stress response involving the
anterior talus and navicular. There was a mild tibial talar Joint effusion and lateral supracalcaneal soft
tissue susceptibility artifact consistent with prior surgery. A left tibia/fibula MRI revealed diffuse

periskeletal edema and mild periosteal edema involving the tibial diaphysis compatible with a low grade
medial tibial stress syndrome.

On August 11, 2014, Ms. Davis returned to Dr. Lee complaining of horrible pain. Dr. Lee prescribed a
Medrol Dosepak, zorvolex, clonidine, and oxycodone.
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Ms. Davis returned to Dr. Stanton-Hicks on August 20, 2014, with ongoing left leg and foot pain. On
exam, there was tenderness over the spinal cord stimulator incision with keloid formation. There was no
edema. There was a slight reddish discoloration of the left foot with hyperalgesia on the dorsum of the

foot. The spinal cord stimulator did not exhibit complete coverage of the painful area. Dr. Stanton-
Hicks recommended Topamax, Percocet, and Mobic.

On August 26, 2014, Dr. Lee noted a flare-up of RSD. Ms. Davis complained that her foot would get
hot or cold. There was sensitivity on the bottom of the foot and the foot would turn purple. On exam,
there was tenderness of the lateral ankle with painful range of motion. There was swelling/tenderness/
hypesthesia of the foot and leg. Dr. Lee recommended Lasix, Mobic, oxycodone, and Voltaren gel. On
September 2, 2014, Dr. Lee administered a lumbar sympathetic block.

Dr. Amis re-evaluated Ms. Davis on September 11, 2014. The physical exam revealed no ecchymosis
and no hyperhidrosis. There was tenderness of the left sinus tarsi and entire foot with painful range of
motion. Dr. Amis opined a derangement disorder of the ankle and foot with RSD. Dr. Amis noted Ms.
Davis now had a subtalar dysfunction either from a talocalcaneal impingement or from a primary
subtalar disease. Dr. Amis referenced a bone scan which allegedly demonstrated uptake in the 3% — 5™

metatarsals and around the lateral pole of the navicular. In addition, it showed uptake in the subtle talar
joint. Dr. Amis recommended surgery.

On September 25, 2014, Dr. Lee re-evaluated Ms. Davis. On exam, there was left ankle tenderness with

painful range of motion, swelling of the left lateral ankle, and hypesthesia of the foot. Dr. Lee injected
the left ankle on September 30, 2014.

On October 7, 2014, Dr. Amis re-evaluated Ms. Davis. Two weeks eatlier she was walking and felt
something tear in the medial ankle. She had been seen at Urgent Care. On exam, there was subtalar
instability with tendemess of the left sinus tarsi, left lateral ankle, and posterior tibia. Dr. Amis opined
left subtalar dysfunction with RSD. Dr. Amis injected the left subtalar joint.

On October 8, 2014, Dr. Lee prescribed Mobic, Robaxin, oxycodone, and Voltaren gel. On October 22,

2014, Dr. Lee prescribed lorzane. Dr. Lee administered a lumbar sympathetic block on October 28,
2014.

On November 4, 2014, Dr. Amis administered a left subtalar joint injection.

On November 5, 2014, Dr. Lee noted Ms. Davis complained of left hip pain radiating into the left lower
extremity as well as pain in the left ankle and foot. The physical exam revealed tendemess of the left
lateral leg as well as the posterior thigh and lateral ankle. Dr. Lee opined possible radicular pain. On
November 11, 2014, Dr. Lee administered an epidural steroid injection. Ms. Davis returned to Dr. Lee
on November 19, 2014, complaining of low back, left leg, knee, and calf pain. Dr. Lee opined lumbar
degenerative disc disease with a left leg stress syndrome. Dr. Lee prescribed Norflex, oxycodone, and
Voltaren gel. On December 3, 2014, Dr. Lee noted Ms. Davis had been seen in the emergency room due
to pain at the spinal cord stimulator site. Ms. Davis complained of back and leg pain. She was no
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longer using the spinal cord stimulator. On exam, there was low back tenderness with painful range of
motion.

On December 24, 2014, Dr. Amis performed a second operative procedure with a left ankle and subtalar

allograft reconstruction, a left sinus tarsj decompression with partial ostectomy of the lateral process of
the talus and crucial angle of Gissane of calcancous.

On December 30, 2014, Dr. Amis noted M, Davis had increased RSD pain under her splint. On exam,
the neurovascular status was intact but there was evidence of swelling. The incision was healing. Dr.
Amis prescribed Dilaudid and applied a cast.

On January 7, 2015, Dr. Lee noted Ms. Davis had a flare-up of RSD after surgery. Ms. Davis
complained of color and temperature changes. On exam, there was edema and tenderness of the lateral

ankle and left thigh. There was tenderness of the low back with painful range of motion and tenderness
over the site of stimulation.

Dr. Lee administered a lumbar sympathetic block on January 13, 2015. On January 21, 2015, Dr. Lee
noted Ms. Davis had fallen off of a scooter. She had been seen in the emergency room with left leg
pain. Dr. Lee prescribed Norflex, Percocet, and Voltaren gel. On January 27, 2015, Dr. Lee
administered a left L5-S1 selective nerve root block. Dr. Lee noted complaints of left foot and shin pain
on February 4, 2015. On February 10, 2015, Dr, Lee administered a selective nerve root block. Ms.
Davis returned to Dr. Lee on February 18, 2015, with left calf and low back pain. Dr. Lee prescribed
baclofen. On March 2, 2015, Dr. Iee noted Ms. Davis had started physical therapy. She complained of
worsening pain. She had low back pain at the spinal cord stimulator site which radiated into her legs.

On March 10, 2015, Dr. Jurell performed an EMG/NCS study. There was no evidence of a left
lumbosacral radiculopathy. There was no evidence of an L4, L5, or S1 nerve root itritation. There was
no evidence of a generalized peripheral neuropathy. There was no evidence of a left deep peroneal
neuropathy at the ankle region (anterior tarsal tunnel syndrome), and no evidence of a left sciatic
neuropathy or a left peroneal neuropathy at the fibular head.

On March 10, 2015, Dr. Lee administered a lumbar sympathetic block. On March 12, 2015, Dr. Lee
administered trigger point injections.

Dr. Braun re-evaluated Ms. Davis on March 16, 2015, She had been seen in the emergency room on
two occasions due to pain over the spinal cord stimulator site.

On March 19, 2015, Dr. Stanton-Hicks wrote a letter indicating Ms. Davis satisfied the Budapest criteria
for complex regional pain syndrome.

The medical records reference a surgical procedure performed by Dr. Taha, a neurosurgeon, on March
24, 2015, in which the spinal cord stimulator was removed.
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On April 1, 2015, Dr. Lee noted M. Davis’ back was feeling much better since the spinal cord

stimulator had been removed. Dr. Lee recommended Topamax, Pennsaid, baclofen, ketorolac, and
oxycodone.

On April 9, 2015, Dr. Stanton-Hicks noted Ms. Davis complained of left lower extremity pain. On
exam, there was swelling of the ankle and foot with shiny skin. There was tenderness over the entire
foot and sensitivity increased towards the toes. Dr. Stanton-Hicks opined RSD and prescribed terazosin.

On April 15, 2015, Dr. Lee noted Ms. Davis had RSD pain. Dr. Lee prescribed Topamax, Pennsaid,
Robaxin, ketorolac, and oxycodone.

On April 16, 2015, Ms. Boeing completed a Life Care Plan.

Ms. Davis returned to Dr. Lee on April 29, 2015. She had been hospitalized on April 22, 2015 due to
low back and calf pain. Dr. Lee refilled her medications.

On May 13, 2015, Dr. Lee noted Ms. Davis had tripped and fallen over a child. She was seen in the
emergency room. Dr. Lee noted a flare-up of the RSD.

On May 18, 2015, an EMG/NCV study of the low back and left lower extremity revealed a normal

needle EMG study. There was no evidence of radiculopathy, polyneuropathy, or compression
neuropathy.,

Ms. Davis continued to see Dr. Lee. On May 19, 2015, Dr. Lee administered a lumbar sympathetic
block. Dr. Lee administered a left posterior tibial nerve block on June 9,2015. On June 10, 2015, Dr.
Lee noted Ms. Davis had continued symptomatology. On June 22, 2015, Dr. Lee noted Ms. Davis had
been seen by Dr. Amis who allegedly diagnosed plantar fascitis.

On June 23, 2015, left ankle x-rays revealed a surgical tunnel in the lateral malleolus and calcaneus.

On July 2, 2015, Dr. Lee noted Ms. Davis had ongoing left ankle pain. She had been seen by an
orthopedic surgeon on June 30, 2015, and allegedly diagnosed with posterior tibial tendonitis. Dr. Lee’s
exam revealed tenderness of the left plantar foot and median ankle with hyperesthesia. There was
painful range of motion, hyperesthesia, and low back tenderness. Dr. Lee injected the ankle. OnJ uly
20, 2015, Dr. Lee noted Ms. Davis had seen an orthopedic surgeon and had another injection for
tendonitis. Dr. Lee administered a left deep peroneal injection.

On August 3, 2015, Dr. Lee refilled Ms. Davis® medication. Dr. Lee administered a lumbar sympathetic
block on August 4, 2015. On August 13, August 31, September 14, and October 5, 2015, Ms. Davis
returned to Dr. Lee for a medication refill. On October 6, 2015, Dr. Lee administered a left posterior
tibial block and a lumbar sympathetic block. Dr. Lee refilled Ms. Davis’ medications on October 19,
November 2, and November 16, 2015. On November 17, 2015, Dr. Lee administered a lumbar
sympathetic block. On December 8, 2015, Dr. Lee administered a lumbar sympathetic block and
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prescribed Topiramate. On December 29, 2015, Dr. Lee noted Ms. Davis was having a flare-up of her
RSD pain.

The medical records reference an evaluation by Dr. Schneider regarding a second spinal cord stimulator
trial.

On January 5, 2016, an MRI of the lumbar spine revealed no paravertebral soft tissue swelling or fluid
collection. There was no muscle strain or atrophy. There was nonspecific subcutaneous edema
overlying the spinous processes in the upper lumbar spine without discrete fluid collection. There was
mild facet arthropathy at T11-12. The T12-L1, L1-2, and L2-3 levels were negative. There was mild
bilateral facet arthropathy with a broad annular bulge at L3-4. There was no narrowing of the central
canal or lateral recesses. There was mild bilateral foraminal narrowing. At L4-5, there was mild
bilateral arthropathy, a broad annular disc bulge, and mild bilateral foraminal narrowing. There was no
central canal or lateral recess narrowing. AtL5-S1, there was bilateral facet arthropathy with small facet
Joint effusions and prominent epidural fat contributing to mild narrowing of the central canal. There

was no neural foraminal narrowing and no lateral recess stenosis.

On January 26, 2016, Dr. Lee noted Ms. Davis had pain in the left heel, bottom of the foot, and foot.
The physical exam revealed lumbar paraspinal tenderness, tenderness over the left plantar heel, and
dorsal foot, as well as hyperalgesia and allodynia. Dr. Lee opined lumbar disc disease, left leg
peripheral neuropathy, left leg stress syndrome, and left foot RSD.

EXAMINATION: Ms. Davis is a 21-year-old woman who is 5’6", 260 pounds, and right handed.

Photographs were obtained for objective documentation.

There is no asymmetry in the color of the left ankle or foot. There is no localized pallor, erythema,
cyanosis, mottling, or rubor.

There is no evidence of edema within the left foot and ankle. The creases over the dorsum great and
second toes appear symmetrical. The right and left great toe circumferences are 9.0 versus 8.5 cm. The
right and left mid sole circumferences are 25.1 versus 24.7 cm. The right and left mid calf
circumferences are 51.0 versus 50.5 cm.

There is no asymmetry of temperature in the skin of the left lower extremity. Temperature was
measured with an infrared thermometer with +/- 0.1 degree C sensitivity. Over the navicular bone of the
foot, the skin temperature was 35.2 degrees C on the right and 35.1 degrees C on the left. Over the
medial calcaneus, the skin temperature was 35. 1 degrees C on the right and 34.9 degrees C on the left.

Over the lateral talus area, the skin temperature was 34.5 degrees C on the right and 35.1 degrees C on
the left.

There was no significant asymmetry in the texture or moisture of the skin. In the left lower extremity,
the skin was neither overly dry nor overly moist.
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There was no loss of subcutaneous elasticity. With pinching of the skin over the dorsum and medial
aspect of the foot/ankle the subcutaneous relaxation appeared symmetrical.

Moderate discomfort and pain was noted upon passive range of motion of the left ankle. Inversion,

eversion, and plantar flexion are reduced secondary to pain. There was no evidence of intrinsic joint
stiffness.

The appearance of the hair growth is symmetrical. There is no asymmetry in hair growth over the great
toes or in the leg. The hair stubble appears symmetrical.

There is no asymmetry in the appearance of the nails or nail beds. The nails are neither overly think nor
cracked.

Ms. Davis indicates an area of hypersensitivity with light touch perception involving the distal left lower
extremity in a stocking distribution. Within the enclosed photograph, a stippled line indicates the area
above where sensation is normal and below where sensation is allodynic. Vibratory perception

demonstrates dysesthesia in the foot when the base of the tuning fork is applied to the proximal tibia.
There is no reflex asymmetry.

Ms. Davis is able to stand on both toes and both heels although she bears the majority of her weight on
the right lower extremity. Ms. Davis exhibits an antalgic gait.

DISCUSSION: Ms. Davis presented for an Independent Medical Evaluation at your request. 1
obtained the history of the events occurring on September 28, 2012, performed a physical examination
and reviewed medical records. Ms. Davis was asked to complete a formal pain and functional activities
assessment. This evaluation has been conducted with the assumption that the representations of the

examinee are true and correct. If additional information becomes available at a later date, an additional
report may be necessary.

Ms. Davis presents with a complex past medical history. In October 2010, Dr. Henrickson, a
rheumatologist, evaluated Ms. Davis for multiple somatic complaints. There was no evidence of a
theumatological condition, however, Dr. Henrickson noted Ms. Davis had thought about hurting herself
and cutting her wrists. Dr. Henrickson opined Ms. Davis was probably depressed. In March 2011, Ms.
Davis’ pediatrician noted she had been followed by a psychologist for depression for approximately four
months. She was noted to be very anxious and referred to Dr. Campbell, a psychologist. In April 2011,
Dr. Campbell opined a generalized anxiety disorder with comorbid mild depression. Ms. Davis was
treated with antidepressants. She continued to have depressive anxiety symptomatology. In July 2011,
Ms. Davis was evaluated at Cincinnati Children’s Hospital where she was diagnosed with a major
depression. She entered an inpatient program. Dr. Widdice, a psychiatrist, opined a generalized anxiety
disorder with depression. Ms. Davis was followed by Dr. Dobbs, a psychiatrist, for a diagnosis of
premenstrual syndrome, generalized anxiety disorder, and depression.

In 2010, Ms. Davis injured her right shoulder and was followed by Dr. Burger, an orthopedic surgeon.
Dr. Burger opined there was a probable component of reflex sympathetic dystrophy in the past.
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In September 2012, Ms. Davis rolled her left ankle while running out of a haunted house. She reports
being chased by a character. She was seen in the emergency room and allegedly diagnosed with a
fibular fracture. Ms, Davis was followed by Dr. Burger who opined there was no evidence of a fracture
and diagnosed a left medial and hindfoot sprain. Ms. Davis was treated conservatively. In October
2014, Dr. Burger suspected a sympathetic mediated pain syndrome and recommended pain management

with sympathetic nerve blocks. Ms. Davis recalls three sympathetic nerve blocks but indicates there was
no improvement.

Ms. Davis was referred to Dr, Amis, an orthopedic surgeon. A triple phase bone scan demonstrated no
evidence to support a diagnosis of reflex sympathetic dystrophy or complex regional pain syndrome.

An MRI of the left ankle, obtained on January 24, 2013, revealed a small Joint effusion traversed by the
posterior talofibular ligament. There was altered signal consistent with a low-grade sprain of the
posterior talofibular ligament. The anterior talofibular, deltoid and tibiofibular ligaments were intact.
The various tendons appeared in normal position and exhibited normal signal intensity. The plantar
calcanconavicular ligament was intact and the sinus Tarsi was clear. There was no evidence of a bone
contusion. There was no osteochondral lesion of the talar dome. There was a suggestion of a very small

osteophyte at the dorsum of the anterior talus and navicular bones with a slight irregularity of the distal
tip of the fibula.

Dr. Amis performed surgery in February 2013 to excise the posterior process of the left talus, the os
trigonum, and to débride the left posterior distal tibia.

Ms. Davis returned to Dr. Amis on March 28, 2013. She was doing well and back in a regular shoe. Dr.
Amis released Ms. Davis from active care and indicated there should be no restrictions.

On May 21, 2013, Ms. Davis returned to Dr. Amis with the history that she developed left ankle pain
while shopping. Later that evening, she was wearing platform sandals and twisted her ankle. Dr. Amis
told her she had a sprain. She was given a boot and pain medication. On July 2, 2013, Dr. Amis noted
that Ms. Davis had twisted her ankle while in Italy, but had since improved. She then had another ankle
injury on July 19, 2013 after slamming on the brake. Ms. Davis was followed by Dr. Smith, a
physiatrist. She was sent to Dr. Sammarco, an orthopedic surgeon. Dr. Sammarco repeated the left
ankle MRI and concluded there were no mechanical issues which would explain her pain.

Dr. Smith referred Ms. Davis to Dr. Orlando, a second pain manager. Dr. Orlando administered a series
of lumbar sympathetic blocks. Unfortunately, there was no sustained improvement or relief. Ms. Davis
subsequently began to see Dr. Caneris, a third pain manager. Dr. Caneris arranged for the insertion of a

spinal cord stimulator. Once again, there was early improvement. The spinal cord stimulator was
ultimately removed.

Ms. Davis began to see Dr. Lee, a fourth pain manager. Dr. Lee noted Ms. Davis had ongoing pain and
administered numerous and multiple injections. Ms. Davis believes that the injections provided minimal
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relief. Ultimately, Ms. Davis returned to Dr. Amis, her orthopedic surgeon, and had two more operative
procedures. Once again, Ms. Davis indicates that both procedures provided some relief.

Unfortunately, Ms. Davis has continued pain and discomfort within her left lower extremity. She is

uncertain whether or not the left lower extremity is slowly improving over time or whether the surgeries
and injections have provided benefit.

Upon review of Ms. Davis’ medical records, the diagnosis of reflex sympathetic dystrophy (complex
regional pain syndrome) was initially entertained by Dr. Smith, a physiatrist. Ms. Davis has seen four

pain managers including Dr. Stanton-Hicks who concluded Ms. Davis did meet the Budapest criteria for
complex regional pain syndrome.

To assess the validity of the opinion that Ms. Davis developed complex regional pain syndrome (CRPS),
previously termed reflex sympathetic dystrophy (RSD), as a direct result of the captioned events of (date
of injury), it is important to understand and be familiar with the definition and diagnostic criteria.

The National Institute of Neurological disorders and Stroke defines complex regional pain syndrome
(CRPS) as a chronic pain condition most often affecting one of the limbs (arms, legs, hands, or feet),
usually after an injury or trauma to that limb. CRPS diagnostic criteria have been published by the 5™
edition of the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 5%
edition (Guides) as well as the International Association for the Study of Pain (IASP). The Guides
proposed eleven objective characteristics subdivided into four categories (Table 16-6, p 496)

1. Vasomotor criteria:
a. mottled or cyanotic skin color,
b. cool skin temperature,
c. edema.
2. Sudomotor criteria:
a. overly dry or overly moist skin.
3. Trophic criteria:
a. smooth, nonelastic skin texture,
b. soft tissue atrophy especially in the fingertips,
c. joint stiffness with decreased passive range of motion,
d. nail changes (curved, blemished or talon-like nails),
e. achange in hair growth (hair falls out, becomes longer or finer).
4. Radiographic criteria:
a. x-ray evidence of trophic bone changes or osteoporosis,
b. bone scan findings consistent with CRPS.

The Guides state, “The criteria listed in Table 16-6 predicate a diagnosis of CRPS upon a preponderance
of objective findings that can be identified during a standard physical exam and demonstrated by
radiographic techniques™ (sectionl6.5¢). As recommended by the Guides, the approach to diagnose of
CRPS shouid be conservative and based on the presence of the objective findings documented in Table
16-16. To meet the Guides criteria for CRPS, an individual must concurrently exhibit eight or more of
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the eleven objective criteria. The term “concurrently” indicates that the eight objective diagnostic criteria
must be present at the same time. No single criterion confirms the diagnosis and the absence of any one
criterion will not exclude the diagnosis. The Guides observed that, “Contrary to previous suggestions,
regional sympathetic blockade has no role in the diagnosis of CRPS.” Once the physician has concluded,
(1) a patient has met the Guides diagnostic criteria for CRPS and (2) the CRPS has reached maximal

medical improvement (MMI), the methodology identified in section 16.5e is utilized to establish the
whole body percent impairment.

The International Association for the Study of Pain (IASP) proposed three different sets of CRPS criteria:
. chinical criteria

2. research criteria
3. Not otherwise specified (NOS) criteria

The research criteria are more stringent than the clinical criteria whereas the NOS criteria are quite

nonspecific. Each set of the CRPS diagnostic criteria are based on the presence of four characteristics.
The TASP characteristics include:

1. Continuing pain which is disproportionate to any inciting event.
2. The presence of subjective complaints or symptoms:
a. Sensory: reports of hyperesthesia,
b. Vasomotor: reports of temperature asymmetry and/or skin color changes and/or skin color
asymmetry,
¢. Sudomotor/edema: reports of edema and/or sweating changes and/or sweating asymietry,
d. Motor/trophic: reports of decreased range of motion and/or motor dysfunction (weakness,
tremor, dystonia) and/or trophic changes (hair, nail, skin).
3. The presence of objective physical findings or signs:
a. Sensory: evidence of hyperalgesia (to pinprick) and/or allodynia (to light touch),
b. Vasomotor: evidence of temperature asymmetry and/or skin color changes and or
asymmetry,

¢. Sudomotor/edema: evidence of edema and/or sweating changes and/or sweating
asymmetry,
d. Motor/trophic: evidence of decreased range of motion and/or motor dysfunction
(weakness, tremor, dystonia) and/or trophic changes (hair, nail, skin).
4. No other diagnosis better explains the patient signs and symptoms.

The 1ASP clinical criteria for CRPS require (a) the patient to complain of continual pain that is
disproportionate to the inciting event, (b) the presence of one subjective complaint in three of the four
symptom subcategories, (c) the presence of one objective physical finding in two of the four sign
subcategories, and (d) no alternative explanation offers a better explanation of the individual’s
presentation. According to the IASP, individuals who fail to meet the clinical criteria for CRPS can still
be diagnosed with CRPS by utilizing the more liberal NOS criteria. Individuals with embellished,
magnified disproportionate pain without any other subjective complaints and without any objective
physical tindings meet the IASP's NOS-criteria for CRPS.
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When considering the AMA Guides criteria, it is evident Ms. Davis does not demonstrate 8:11 objective

concurrent physical findings. Hence, Ms. Davis does not meet the Guides criteria for complex regional
pain syndrome.

When considering the criteria set forth by the International Association for the Study of Pain as well as
the proposed Budapest criteria, Ms. Davis does exhibit continuing pain which is disproportionate to any
inciting event. She does have one subjective complaint of allodynia and hyperesthesia. In addition, she
complains of skin color change and episodes of edema/swelling. She does not, however, have any
objective evidence of complex regional pain syndrome. There was no objective evidence of temperature
asymmetry and/or skin color changes/asymmetry. There is no evidence of edema or sweating changes.
There is no motor dysfunction except that secondary to pain. There is no intrinsic muscle weakness,
tremor, or dystonia. There are no dystrophic changes of the skin, nails, or hair. In addition, there is an
alternative diagnosis which better explains Ms. Davis’ current symptoms.

OPINION: The medical opinions set forth are based on my education, training and experience as well
as Ms. Davis’ history, physical examination, and the pain and functional assessment. The medical

records were reviewed and taken into consideration. The medical opinions are expressed to a reasonable
degree of medical probability and certainty.

Ms. Davis’ history, medical record review, and physical exam provide credible evidence she did not
develop complex regional pain syndrome or reflex sympathetic dystrophy as a direct result of the

alleged fall. Ms. Davis does exhibit symptoms of RSD/CRPS; however, the symptoms are nonspecific
and are better explained by an alternative diagnosis.

Presently, Ms. Davis does not exhibit any objective physical signs of RSD/CRPS as a direct result of the

allegedly injury. Ms. Davis has subjective complaints (symptoms) which are consistent but not
diagnostic with RSD/CRPS.

Presently, Ms. Davis has no objective physical signs/findings of RSD or CRPS. Ms. Davis® symptoms

include reports of allodynia, temperature asymmetry, color change, and swelling. Such complaints,
however, are not specific and non diagnostic in of themselves.

Complex regional pain syndrome is the recommended term for a condition which used to be called
reflex sympathetic dystrophy. 1t is moot to assess what is the more accurate diagnosis.

It is most likely Ms. Davis will continue to have ongoing complaints or symptoms in the future
secondary to her current diagnosis.

As there is insufficient credible evidence to support a diagnosis of RSD/CRPS, there is insufficient
medical evidence to support the treatment Ms. Davis has received from her numerous and multiple pain

managers. This includes all of the injections, the insertion of the spinal cord stimulator, and the chronic
narcotic use.

As Ms. Davis does not have RSD or CRPS, she will need no future treatment for the alleged diagnosis.
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As Ms. Davis does not have RSD or CRPS, a question of permanency is moot.
As Ms. Davis does not have RSD or CRPS, a question of impairment or restriction is moot.

Ms. Davis’ history, medical record review, and physical exam provide sufficient credible evidence that
she sustained an injury as a direct and proximate result of the alleged fall. Ms. Davis sustained a left
medial grade I-1I hindfoot sprain and strain. Ms. Davis did not suffer from a fracture nor did she
develop bone marrow edema or osteonecrosis. In addition, the strain involved the medial gastrocnemius
muscle. The specific ligament in the ankle that was sprained is the talofibular ligament as identified by
the MRI of January 24, 2013. In addition, Ms. Davis F t 1
SyadisrmemBrEesmean-she has had multiple operative procedures on her left ankle with an attempt to
relieve her discomfort and pain. Unfortunately, the operative procedures were not successful.

Respectfully Submitted,

Gerald S. Steiman, MD, CIME
GSS/alr

Enclosure: Photographs



