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                  Dan Whitehead, Ph.D., Q. M. E.    Applied Psychology Services 

                    Psychology License # PSY 13833 

Phone: (619) 518-2051  
Fax:     (800) 807-9198 

         
 

 
Mailing Address:  P.O. Box 489 Imperial Beach   CA    91933 

 
 
 
 
 
 POST GRADUATE PROFESSIONAL CONFERENCE/CONTINUATION TRAINING RECEIVED 

 
 

       10/31/92 to Psychology Licensure Review - Complete Review of Field 
  01/15/92  Including testing/evaluation treatment and treatment planning 
 (70 Hours) Association for Advanced Clinical Training 
 
 03/28/93 to   Psychology Orals Licensure Review  
  04/14/93 Focused Review of Field, with special emphasis on testing, 
 (40 Hours) testing administration, testing evaluation, assessment and 
                    synthesis of testing, treatment modalities, and treatment 
                    planning including testing/evaluation and treatment planning 
                       Association for Advanced Clinical Training 
 
 09/16/95   The Psychologist in the Legal System  
 (6 Hours) Professional Practice Seminars 
 
 09/09/95   Forensic Use of the MMPI-A and MMPI-2  
 (6 Hours) University of Minnesota 
 
 03/05/96  Qualified Medical Evaluator Review  
 (4 Hours) Industrial Medical Council/Judge O’Brien 
 
 05/18/96  to Essential Psychopharmacology - A Course for Practicing Psychologists 
   05/19/96     
 (18 Hours) San Diego Psychological Association 
 
      11/09/96   Advances in the Treatment of Attention Deficit Disorders in Children and Adults 
 (6 Hours)  Institute for Behavioral Healthcare 
 
 04/10/97    Forensic Psychology Practice Workshop  
 (7.5 Hours) NCS Assessments 
  
 04/11/97    Using Psychological Tests in Forensic Practice  
 (7.5 Hours) NCS Assessments 
 
 05/03/97 Detection & Treatment of Alcohol & Substance Abuse  
 (7 Hours) University of California San Diego 
 
 05/28/97   Neuropsychological Screening of Adolescents  
 (4 Hours) County of San Diego Mental Health Services 
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 07/28/97   Neuropsychological Assessment: Clinical Practice and Applications         
    (15 Hours) New England Educational Institute 
 
 12/11/97   Forensic & Expert Witness Symposium  
 (11 Hours)    American College of Forensic Examiners 
  
 09/26/97   Adult Cognitive Assessment: New Developments in the WAIS3/WMS3 
 (7 Hours) The Psychological Corporation 
 
 09/27/97 Workplace Harassment & Violence 
 (6 Hours) Center for Professional Education  
 
 05/04/98   Corporate Crisis Intervention  
 (7 Hours) Crisis Management International 
 
 05/05/98   Threat of Violence Consultation  
 (7 Hours) Crisis Management International 
 
 01/23/99   Assessment of Violent Juvenile Offenders  
 (7 Hours) American Academy of Forensic Psychology 
 
 02/20/2000 Advanced Forensic Psychology: Issues & Applications 
 (24 Hours) American Academy of Forensic Psychology  
 
 03/30/2001 Advanced Course on Legal and Ethical Issues 
 (6 Hours) Professional Psych Seminars 
 
 09/22/2001 Malingering, Factitious Disorder & Secondary Gain: The Hidden          
                                 Agenda in Psychological Assessment  
 (6 Hours) Professional Psych Seminars 
 
 03/08/2002 Pain Control: Fibromyalgia, Migraines & Chronic Pain 
 (6 Hours) Institute for Natural Resources 
 
 06/22/2002 Assessment & Treatment of Psychological Disability 
 (6 Hours) Professional Psych Seminars 
 
 10/10/2002 Psychological Evaluations for Juvenile Court 
 (3.5. Hours) County of San Diego Health & Human Services 
  
 11/23/2002 Psychological Testing in the Civil Forensic Arena 
 (6 Hours) Professional Psych Seminars 
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 03/22/2004 QME & AME Report Writing Mastery 
 (2 Hours) Current Compensation Seminars 
 
 03/22/2004 ABC’s for Qualified Medical Evaluators (QME’s) 
 (6 Hours) Current Compensation Seminars 
  
 02/05/2005 Impairment to Disability – Evaluating the Accuracy or Inaccuracy of  
 (6 Hours) AMA Impairment Conclusions & Conversions to Disability Ratings 
  LawWorm Seminars 
 
 03/03/2005 Psychological Independent Medical Evaluations:  
 (7 Hours) Clinical, Ethical & Practical Issues 
  American Academy of Forensic Psychology 
 
 04/29/2005 Law & Ethics: Risk Management in Clinical Practice 
 (6 Hours) Alliant International University 
 
 05/09/2006 Psychological Testing in the Civil Forensic Arena 
 (6 Hours) Professional Psych Seminars   
 
 05/11/2007 Assessing the Mental Health Status of Older Adults 
 (6 Hours) Health Education Network LLC 
 
 09/08/2008 The Doctors Report – Making it Substantial Evidence 
 (4 Hours) California Society of Industrial Medicine & Surgery 
 
 01/17/2009 Navigating the QME-AME Labyrinth 
 (4 Hours) California Society of Industrial Medicine & Surgery 
 
 05/17/2011 Psychiatric Disorders in the Aging Population 
 (6 Hours) Cross Country Education 
 
 01/16/2012 QME Spine Surgery Psychological Screening 
 (6 Hours) Behavioral Health CE.COM 
 
 01/24/2012 QME Psychiatric Impairment: A Comprehensive Review of the GAF  
 (3 Hours) Behavioral Health CE.COM 
 
 02/26/2012 QME Chronic Pain Management / Concepts 
 (3 Hours) Behavioral Health CE.COM 
  
 03/22/2012 Introduction to the MMPI-2 RF – Part 1 
 (6 Hours) Pearson Assessments 
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 03/23/2012 Introduction to the MMPI-2 RF – Part 2 
 (6 Hours) Pearson Assessments 
 
 12/18/2013 QME MTUS Chronic Pain Medical Treatment Guidelines 
 (12 Hours) Behavioral Health CE.COM 
 
 01/28/2014 Cultural Responsiveness in Psychology Training and Practice 
 (2 Hours) California Psychological Association 
 
 01/28/2014 Suicide: Assessing Risk, and Providing Intervention and Treatment 
 (2 Hours) California Psychological Association 
 
 07/16/2015 Pain Management and Overmedication 
 (3 Hours) California Psychological Association 
 
 05/06/2015 DSM-5 in Plain English  
 (6 Hours) Cross Country Education 
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She reports no major relationship history since then. “I date, but I don’t know if I can trust enough to ever get 
married again. She presently living with her parents since she was unable to afford to continue living in the 
condo she was living in at the time of her workplace injury.  
 
She has close and ongoing happy contact with her parents and children. 
 
EDUCATIONAL HISTORY 
 

She attended public schooling during elementary and junior high grades, and was place in mainstream classes. 
She attended a private Christian high school.  She graduated high school in 1980.  She attended both 
Grossmont College and Southwestern College. She never completed a degree program, but she had enough 
credits to get a national certification in surgical technology.  
 
EMPLOYMENT HISTORY  
 

Her first real fulltime job was at Costco, where she worked as a cashier, inventory worker, and vault worker.  
She worked there from about 1980 to about 1984, though she is not totally sure of those dates. 
 
She was hired by the United States Postal Service in 1984, hired as a clerk. She progressed on into other more 
complex positions using sorting equipment, postal routing equipment and window clerk. She worked there 
from 1984 to 1989. She stopped working there due to the heavy workload, and a desire to spend time with her 
children.  
 
She later went back to school and earned enough credits to get her national certification in surgical 
technology.  She then was hired by UCSD Medical Center in 1992.  She worked there until 1996. 
 
She was then hired by the Del Mar School District in 1996, hired on as a health technician, working in the 
school nurses office. She was also given time as a classroom aide, then became a special education classroom 
aide, that beginning in about 1999 to 2000. She worked at several different school settings until her subject 
workplace injury of 5/17/2017.  I will discuss this in a later section.  
 
DRUG/ALCOHOL HISTORY 
 

She reports no drug use or alcohol use ever. She tried tobacco at age 12, for about month.  
 
FAMILY PSYCHOLOGICAL/PSYCHIATRIC HISTORY  
 

There is a family history on both grandparents of alcohol problems, which is one reason she has avoided 
alcohol.  
 
PAST NON-INDUSTRIAL PSYCHOLOGICAL/PSYCHIATRIC HISTORY 
 

She and her husband went to some church-based marital counseling for a several months trying to save their 
marriage.  
 
Prior to her divorce, she attended some individual counseling at Kaiser, trying to determine if she wanted to 
end her marriage.  She is not sure what sort of degree that person had. She saw that counselor for about a 
month. 
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Then after the divorce she and her children attended a court-based program family program for about 4 
sessions. 
 
PAST LEGAL HISTORY 
This is her first and only workers compensation injury. She reports no other criminal or civil involvement.  
 
PAST & CURRENT NON-INDUSTRIAL MEDICAL HISTORY 
 

Hysterectomy 19**, abdominoplasty 19**, bariatric surgery 20** and angioma removal surgery 20**. 
 
She was diagnosed with low thyroid about 5 years or so ago.  She takes Levothyroxine for that once a day. 
 
She also reports that she has seen chiropractors periodically from the age of 16 on due to scoliosis.  She 
estimates that she has seen a chiropractor about twice a month for the last twenty years.  
 
She reports that she used to be diagnosed with migraine headaches, but these had not been present the last few 
years.  
 
INDUSTRIAL MEDICAL HISTORY 
 

None apart from this case.  
 
HISTORY OF CASE RELATED INDUSTRIAL PSYCHIATRIC/PSYCHOLOGICAL TREATMENT 
She reports that she had some speech therapy and also had a recent neuropsychological intake evaluation by a 
Dr. **********, Psy.D.  She seems unsure if she is supposed to see him again for treatment. Other than that, 
there has been no real mental health treatment, only that intake evaluation by Dr. K****.  
 
 
SPECIFIC Q.M.E. ISSUES GATHERED FROM THE INTERVIEW WITH THE APPLICANT 
 

On 5/17/2017, she was working doing yard duty at the school she was assigned to, K*** Elementary, keeping 
an eye on the students during a classroom break.  The school bell rang to return to classes. As she was 
walking back on the blacktop playground, a student kicked a basketball and that ball struck her in the neck 
and head.  She did not pass out, and she does not recall pain, but it knocked her off balance but she did not fall 
down. She suddenly felt dizzy, weak, and shaky.  “I recall that my hands and arms kind of went numb, and 
my hands started shaking”. 
 

She got her kids back to class, then told the teacher that she had to leave because she was feeling dizzy and 
shaky.  Before she left, she went to the school office and told them about what had happened, and filled out an 
accident report. She told them that she knew she could go to the doctor, but she just wanted to go home. She 
drove herself home – “I maybe should not have because I was kind of dizzy, but I made it home”. She went to 
bed. 
 
The next day her right hand felt numb from her right elbow down to her fingertips.  Her chest muscles, 
trapezoids, and neck were hurting. She was also was still feeling dizzy, and was afraid to drive, so she stayed  
home again all day. On 05/19/2017 she finally did go to the doctor, because her problems were still there.  
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She went to Occupational Health at Scripps. She was examined there by a doctor who was concerned and had 
her transported to another Scripps location for a CATSCAN.  That CATSCAN was read and the doctor told 
her no problems were seen. That doctor still gave her a few days off work.   
 

When she returned to work she still was very sore and was still very tingly in her right side. “It was almost the 
end of the school year, and I kept hoping I would just get better once school was out because I would have a 
long break”.  I still was feeling dizzy, had pressure in my ears, and tingling in my right arm.  Also I had 
problems reading like I had never had before because I was an always an avid reader”.  
 

“When school started again, I was feeling overwhelmed. I took a job at a different school, and I was just 
having trouble with focusing, and I kept having problems with reading and my eyes were always jumping 
around, and I was always feeling dizzy.  One day I got so dizzy that I started shaking, and my eyes kept 
feeling these weird feelings. I went to the ER, but again they found nothing”.   
 
She was written off work for two weeks by the ER doctors. She went back to work, and again began having 
the same problems, and went back to the ER.  “A lot of it is visual, and I still have not seen a neuro-
ophthalmologist that Dr. S***** has been trying to get me to, because they (the insurance carrier) keep 
denying it”. 
 
 

She got an attorney because she was having trouble comprehending all the paper work that she was getting 
and did not want to ‘mess things up’. She was referred to him by a friend. 
 

She has not worked since about November 2017.  She is classed as TTD by treating neurologist Dr. S*****. 
No modified duty has been tried. She has had physical therapy, speech therapy, and case management by Dr. 
S*****.  She has been seen by an ENT doctor once, and is supposed to go back for a balance test next week.  
That doctor wants to do an inner ear MRI.  
 

She saw a neuropsychologist, Dr. K**** on July 5. “I was feeling much worse that day than I am today.  I had 
incredible pain and pressure in my ears all that day and was blowing my nose all the time.  I remember I filled 
up his trash can with tissues. My nose is runny a lot of the times and I seem to have watery eyes a lot 
whenever I have to start thinking and using my brain”. 
 

As to her current problems, she says “I have dizziness to one degree or another most of the time.  I also have 
pain all the time from about the top of my ears to my trapezoids.  I also have pressure in my ears all the time, 
and my eyes seem to flutter a lot. I also have throbbing headaches”.  She does note at this point that she used 
to have some migraines in the past, but that these ended years ago.  
  
NEUROPSYCHOLOGICAL AND PSYCHOLOGICAL EVALUATION & TESTING  
 

The Rey 15 Test is a screening instrument for any efforts at malingering or low effort. 
 

The Wide Range Achievement Test, 4th Edition, Word Reading Subtest was employed.  This subtest gives a 
good estimate of premorbid general intellectual ability, since reading ability is very closely related to general 
intellect, and remains fairly stable despite any subsequent brain injury or other cognitive loss.  
 

The Clock Drawing Test was used as another check for cognitive problems. This is a test that looks at 
complex cognitive abilities such as abstraction, reasoning, verbal understanding, visual-spatial skills, memory 
and spatially coded knowledge in, addition to constructive skills.  
 
 



________________________________________________________________________________________________________ 

 

Agreed Medical Evaluation (A.M.E.) Report in Neuropsychology                                               Libby C********* - Page 6 of  43 
Sensitive & Confidential Information                            CLAIM#: *******  
Safeguard from Unauthorized Disclosure                                                                                                      WCAB #: ADJ ******** 
 

The Bender Gestalt 2nd Edition was used as a screening test for brain injury and an overall test of visual-motor 
copy ability and visual-motor memory ability.   
 

The Trails A & B test was employed as a test of motor speed and attention and executive functioning.    
 

The Wechsler Adult Intelligence Scale-4th Edition, and the Wechsler Memory Scales-4th Edition were 
employed to provide an overview of general intellectual, cognitive, and memory functions.  These latter two 
‘gold-standard’ of neuropsychological test instruments form the basic backbone of any testing that aims at 
assessing current cognitive abilities and deficits.  
 

The Category Test is considered a good test for detecting problems with Executive Functioning, Problem 
Solving, Abstraction Ability, Visuospatial Skills, and general Cognitive Impairment.  
 
============================================================================================ 
 

 
Rey 15 Item Memory Test - II 
 

Number Rey Items Recalled   -  15 
 

This test is a screening instrument for any efforts at malingering or low effort. Because this client performed 
very well quickly and with no errors, this is a good indicator that she was making good effort on the 
neuropsychological test instruments. There were no indications based on her performance on this measure that 
any more sophisticated and time-consuming tests of malingering or effort needed to be administered. 
 
Wide Range Achievement Test-4 (WRAT4) 
 

Domain Standard 
 Score 

%tile Grade  
Level 

Word Reading 104 61 >12.9 
 

Because reading level is a cognitive skill that is many times resistant to organic damage and cognitive decline 
from a variety of injuries or diseases, it usually can provide a good measure of premorbid cognitive ability.  
Since she scored in the average range on his reading ability, we can estimate her premorbid general cognitive 
ability was likely somewhere around the average range.   
 
The Clock Test 
The Clock Test was developed as a screening tool for dementia, or other severe cognitive impairment. Persons 
with severe cognitive problems or dementia problems usually perform poorly on this test.  This client’s good 
performance did not give any indications of the type and quality of problems that are seen in cases of actual 
dementia or other severe cognitive impairment.  
 
Bender Gestalt Test II (BGT-II) 
 

TEST DOMAIN Standard 
Score 

%tile Classification Label 

Copy Phase Classification  105 63 Average 
Recall Phase Classification 103 58 Average 
 

Overall performance was not consistent with any major organic brain injury or damage or serious visual 
motor processing problems. This client’s visual motor skills and visual motor memory are in the Average 
range. 
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Trails A&B 
 

TASK Time (Seconds) Level of Impairment  

Trails A 33 None (Normal Score) 
Trails B 80 None (Normal Score) 
 

Results of this procedure show that the claimant demonstrates Normal levels of executive skills, flexible 
thinking, and dealing with more than one stimulus at a time, as measured by the Trails A&B examination. 
 
Wechsler Adult Intelligence Scale-4 (WAIS-4) 
 

COMPOSITVE SCORE SUMMARY Composite Score %tile Description (Wechsler Categories) 

Verbal Comprehension Index Scale (VCI) 107 68 Average 
Perceptual Reasoning Index Scale (PRI) 98 45 Average 
Working Memory Index (WMI) 100 50 Average 
Processing Speed Index Scale (PSI) 100 50 Average 
Full Scale IQ (FSIQ) 102 55 Average 
General Ability Index Scale  (GAI) 100 55 Average 
 
 

VERBAL COMPREHENSION 
INDEX (VCI) SUBTESTS  

Scaled 
Score 

%tile VCI Subtest Ability Areas of Interest 

Similarities 10 50 Verbal Concept Formation & Reasoning,  Abstract Reasoning 
Vocabulary 13 84 Word Knowledge & Verbal Concept Formation, Language Skills 
Information 11 63 Ability to Acquire, Retain & Retrieve General Factual Knowledge 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

PERCEPTUAL REASONING 
INDEX  (PRI) SUBTESTS 

Scaled 
Score 

%tile PRI Subtest Ability Areas of Interest 

Block Design 11 63 Ability to Analyze & Synthesize Abstract Visual Stimuli 
Matrix Reasoning 10 50 Fluid & Visual Intelligence, Spatial Ability, Perceptual Processing 
Visual Puzzles 8 25 Non-Verbal Reasoning, Ability to Analyze/ Synthesize Visual Stimuli 

WORKING MEMORY  
INDEX (WMI) SUBTESTS 

Scaled 
Score 

%tile WMI Subtest Ability Areas of Interest 

Digit Span 11 63 Memory, Attention, Concentration, Encoding, Auditory Processing 
Arithmetic 9 37 Concentration, Attention, Mental Manipulation, Numerical Reasoning 
Letter-Number Sequencing 9 37 Sequential Processing, Mental Manipulation, Memory Span 

PROCESSING SPEED 
INDEX (PSI) SUBTESTS 

Scaled 
Score 

%tile PSI Subtest Ability Areas of Interest 

Symbol Search 10 50 Visual Motor Coordination, Visual Processing Speed, Visual Memory 
Coding 10 50 Psychomotor Speed, Visual Motor Coordination, Visual Perception 

 

Scaled Score Description 
>14 Superior to Very Superior  

12-13 High Average  
8-11 Average  
6-7 Low Average  
4-5 Borderline  
<3 Extremely Low  

The Scaled Scores show how well this client performed compared to a group 
of individuals the same age from across the United States.  Scaled Scores  
indicate the relationship of the client’s performance rank relative to the national 
comparison group.  A percentile rank is also reported, that shows the client’s  
scores relative in the national comparison group.  If the percentile rank were 45,  
for example, it would mean the client scored higher than approximately 45% of 
individuals in the same age group.  When interpreting these scores, remember 
that no test score is perfectly accurate.  Any individual might score slightly  
higher or lower if tested again on a different day.   
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General Intellectual Ability 
Ms. C******** was administered 11 subtests of the Wechsler Adult Intelligence Scale–Fourth Edition 
(WAIS–IV). Her composite scores are derived from these subtest scores. The Full Scale IQ (FSIQ) composite 
score is derived from 10 subtest scores and is considered the most representative estimate of global 
intellectual functioning. Ms. C********’s general cognitive ability is within the average range of intellectual 
functioning, as measured by the FSIQ. Her overall thinking and reasoning abilities exceed those of 
approximately 55% of individuals her age (FSIQ = 102; 95% confidence interval = 98-106). Her ability to 
reason with words is comparable to her ability to reason without the use of words. Ms. C********’s verbal 
and nonverbal reasoning abilities are in the average range. She performed much better on verbal than on 
nonverbal reasoning tasks. Such differences in performance, however, are not especially unusual among her 
peers in general.  
 

Verbal Comprehension 
Ms. C********’s verbal reasoning abilities as measured by the Verbal Comprehension Index (VCI) are in the 
average range and above those of approximately 68% of her peers (VCI = 107; 95% confidence interval = 
101-112). The VCI is designed to measure verbal reasoning and concept formation. Ms. C********’s 
performance on the verbal subtests contributing to the VCI presents a diverse set of verbal abilities, as she 
performed much better on some verbal tasks than others. The degree of variability is unusual and may be 
noticeable to those who know her well. Examination of Ms. C********’s performance on individual subtests 
provides additional information regarding her specific verbal abilities.  
 
 

Ms. C******** achieved her best performance among the verbal reasoning tasks on the Vocabulary subtest. 
Her strong performance on the Vocabulary subtest was better than that of most of her peers.  
 

The Vocabulary subtest required Ms. C******** to explain the meaning of words presented in isolation. As a 
direct assessment of word knowledge, the subtest is one indication of her overall verbal comprehension. 
Performance on this subtest also requires abilities to verbalize meaningful concepts as well as to retrieve 
information from long-term memory (Vocabulary scaled score = 13).  
 
Perceptual Reasoning 
Ms. C********’s nonverbal reasoning abilities as measured by the Perceptual Reasoning Index (PRI) are in 
the average range and above those of approximately 45% of her peers (PRI =98; 95% confidence interval = 
92-104). The PRI is designed to measure fluid reasoning in the perceptual domain with tasks that assess 
nonverbal concept formation, visual perception and organization, visual-motor coordination, learning, and the 
ability to separate figure and ground in visual stimuli. Ms. C********’s performance on the perceptual 
reasoning subtests contributing to the PRI is somewhat variable, although the magnitude of this difference in  
performance is not unusual among individuals her age. Examination of Ms. C********’s performance on 
individual subtests provides additional information regarding her specific nonverbal abilities.  
 
Ms. C******** achieved her best performance among the nonverbal reasoning tasks on the Block Design 
subtest and her lowest score on the Visual Puzzles subtest. Her performance across these areas differs 
significantly and suggest that these are the areas of most pronounced strength and weakness, respectively, in 
Ms. C********’s profile of perceptual reasoning abilities.  
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The Block Design subtest required Ms. C******** to use two-color cubes to construct replicas of two-
dimensional, geometric patterns. This subtest assesses nonverbal fluid reasoning and the ability to mentally 
organize visual information. More specifically, this subtest assesses her ability to analyze part-whole 
relationships when information is presented spatially. Performance on this task also may be influenced by 
visual-spatial perception and visual perception-fine motor coordination, as well as planning ability (Block 
Design scaled score = 11). The Visual Puzzles subtest required Ms. C******** to view a completed puzzle 
and select three response options that, when combined, reconstruct the puzzle, and do so within a specified 
time limit. This subtest is designed to measure nonverbal reasoning and the ability to analyze and synthesize 
abstract visual stimuli. Performance on this task also may be influenced by visual perception, broad visual 
intelligence, fluid intelligence, simultaneous processing, spatial visualization and manipulation, and the ability 
to anticipate relationships among parts (Visual Puzzles scaled score = 8).  
 
Working Memory 
Ms. C********’s ability to sustain attention, concentrate, and exert mental control is in the average range. 
She performed better than approximately 50% of her peers in this area (Working Memory Index (WMI) = 
100; 95% confidence interval 93-107). 
 

Processing Speed 
Ms. C********’s ability in processing simple or routine visual material without making errors is in the 
average range when compared to her peers. She performed better than approximately 50% of her peers on the 
processing speed tasks (Processing Speed Index [PSI] = 100; 95% confidence interval 92-108).  
 

Summary 
Ms. C******** is a 56-year-old female who completed the WAIS–IV. Her general cognitive ability, as 
estimated by the WAIS–IV, is in the average range (FSIQ = 102). Ms. C********’s verbal comprehension 
and perceptual reasoning abilities were both in the average range (VCI = 107, PRI = 98). Ms. C********’s 
ability to sustain attention, concentrate, and exert mental control is in the average range (WMI = 100). Ms. 
C********’s ability in processing simple or routine visual material without making errors is in the average 
range when compared to her peers (PSI = 100).  
 
 
Wechsler Memory Scales-4 (WMS-4) 
 

(WMS–IV Flexible Alternate Index 4 Subtest Method allowed by WMS-IV Manual) 
 

 
 
 
 
 
 
 

 
 
 
 
 
 

 

PRIMARY SUBTEST 
SCALED SCORES 

Scaled 
Score 

%tile Description 

Logical Memory I 8 25 Memory for two very short stories immediately after read out loud 
Logical Memory II 7 16 Memory for the two very short stories after a delay 
Visual Reproduction I 10 50 Ability to reproduce figures immediately after being shown 
Visual Reproduction II 8 25 Ability to reproduce figures after a delay 

ALTERNATE INDEX 
SCORE SUMMARY 

Index 
Score 

%tile Wechsler  
Categories 

Index Description  

Immediate Memory 93 32 Average Ability to remember information immediately 
Delayed Memory 85 16 Low Average Ability to remember information after a delay 
Auditory Memory 88 21 Low Average Ability remember auditory information 
Visual Memory 95 37 Average Ability remember visual information 
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Interpretation of WMS–IV Results 
Ms. C******** was administered 4 subtests of the Adult battery of the Wechsler Memory Scale–Fourth 
Edition (WMS–IV), from which her index scores were derived.  
 
Specific Auditory Memory Abilities-Auditory Forgetting and Retrieval Scores 
The degree to which Ms. C******** forgot the story details she learned during the immediate condition of 
Logical Memory I can be determined by comparing her delayed recall performance to that of others with a 
similar level of immediate recall (LM II Immediate Recall vs. Delayed Recall contrast scaled score = 9). This 
comparison indicates that Ms. C******** is able to recall story details after a delay as well as expected, given 
her level of immediate recall.  
Specific Visual Memory Abilities-Visual Forgetting and Retrieval Scores 
The degree to which Ms. C******** forgot the details and relative spatial relationship among elements of the 
designs presented during the immediate recall of the Visual Reproduction subtest can be determined by 
comparing her ability to recall and draw the designs after a delay to that of individuals with a similar level of 
immediate ability (VR Immediate Recall vs. Delayed Recall contrast scaled score = 8). Based on this 
comparison, Ms. C******** is able to recall and draw this type of visual information after a delay as well as 
expected, given her level of immediate recall.  
 
 
Wide Range Assessment of Memory & Learning -2nd Ed. (WRAML-2) 
(Core Subtests & Indexes Only, as allowed by WRAML-2 Manual) 
 

Core Subtests Scaled Score Percentile 
Story Memory 10 50 
Design Memory 11 63 
Verbal Learning 9 37 
Picture Memory 9 37 
Finger Windows 10 50 
Number Letter 10 50 
 
 

Index Name Index Score Percentile Description 
Verbal Memory 97 42 Average 
Visual Memory 100 50 Average 
Attention/Concentration 100 50 Average 
General Memory 98 45 Average 
 
 

 
Verbal Memory Index 
 

The Verbal Memory Index is an estimate of how well the client can learn and recall both meaningful verbal 
information and relatively rote verbal information. It is derived from the sum of the Story Memory subtest and 
the Verbal Learning subtest. When consistent performance exists between the two subtests comprising this 
index, the index presents a reasonable estimate of verbal memory abilities. 
 
More specifically, Verbal Memory Index performance is correlated with abilities for everyday tasks (e.g., 
remembering stories, conversations, or information from lectures; following directions; recalling items from a 
“things to do” list). Related academic tasks can include the ability to recall the content of information that was 
read earlier, the ability to learn lists of scientific terms, or the ability to remember vocabulary words. 
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Ms. C********’s Verbal Memory Index of 97 (90% CI: 90-104; Percentile rank: 42) was found to be within 
the Average range. Generally, within this range on the Verbal Memory Index, Libby C******** is expected 
to learn and remember verbal information at a comparable level to that of adults of similar age. Within this 
range, the higher the estimate of verbal memory abilities, the greater is the likelihood that memory abilities 
will somewhat exceed those of the client’s age group and present as an area of relative strength. Although 
remaining within the Average range, as scores fall below the mean, the greater is the likelihood that verbal 
memory abilities will fall somewhat lower than those of the client’s age group. 
 
Visual Memory Index 
This assesses visual rote memory toward increasing visual memory demands for meaningfulness and 
complexity. The Visual Memory Index is an estimate of how well the client can learn and recall both 
meaningful (i.e., pictorial) and minimally related, rote (i.e., design) visual information. It is derived from the 
sum of the Picture Memory subtest and the Design Memory subtest. When consistent performance exists 
between the two subtests comprising this index, the index presents a reasonable estimate of visual memory 
ability.  
 

More specifically, visual memory abilities may be related to day-to-day tasks (e.g., remembering the layout of 
the town visited a while ago, identifying different car models, remembering the location of states on a map). 
Related academic tasks can include the recall of information from the chalkboard, some aspects of math 
problems (e.g., graphs, spatial problems), and processing/recalling less verbal or nonverbal aspects of 
science/technology like a circuit diagram).  
 

Ms. C********’s Visual Memory Index of 100 (90% CI: 92-108; Percentile rank: 50) was found to be within 
the Average range. Generally within this range on the Visual Memory Index, Ms. C******** should be 
expected to remember visual information at levels consistent with adults of similar age and this should be 
noticeable on everyday visual memory tasks. Further, because these tasks are timed, Ms. C******** may be 
expected to demonstrate average organizational skills for tasks that require nonverbal memory abilities.  
 
Attention/Concentration Index 
 

The Attention/Concentration Index is an estimate of how well the client can learn and recall relatively non-
meaningful rote, sequential information. It is the sum of two subtests, Finger Windows and Number Letter. 
When consistent performance exists between the two subtests comprising this index, the index presents a 
reasonable estimate for tasks requiring brief attentional demands and/or immediate rote recall abilities.  
 
More specifically, performance on the Attention/Concentration Index is correlated with performance on 
everyday tasks (e.g., remembering a dictated telephone number until it can be written down, remembering 
visual details of a highway sign or a billboard that one has driven by in the car). Related academic tasks can 
include learning phonetically irregular spelling words and following the specific details and/or a sequence of 
oral directions. 
 
Ms. C********’s Attention/Concentration Index of 100 (90% CI: 91-109; Percentile rank: 50) was found to 
be within the Average range. Generally, within this range on the Attention/Concentration Index, Ms. 
C******** should perform rote memory tasks at a level that is comparable to that of adults of similar age.  
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General Memory Index 
 

The General Memory Index is the sum of three separate indexes: the Verbal Memory Index, the Visual 
Memory Index, and the Attention/Concentration Index. Each index is composed of two subtest scores. Thus, 
if all six core subtests were administered, individual indexes and the General Memory Index were calculated.  
 

Ms. C********’s General Memory Index of 98 (90% CI: 92-105; Percentile rank: 45) was found to be within 
the Average range. This suggests overall memory functioning is at levels commensurate with adults of similar 
age. That is, the General Memory Index suggests that Ms. C******** generally will perform at levels 
commensurate with her age group for tasks that require verbal memory and visual memory skills and across 
tasks that are dependent on both contextualized memory and rote memory.  
 
 
The Category Test (CAT) 
 

The CAT is one component of the Halstead-Reitan Neuropsychological Test, and is designed as a measure of 
executive function, to assess problem-solving capacity, and the ability to search for and discover alternative 
solutions to novel problems. The Category Test is considered a good test for detecting problems with 
Executive Functioning, Problem Solving, Abstraction Ability, Visuospatial Skills, or Cognitive Impairment. 
 
Scoring involves recording the number of errors. Based on traditional scoring using cutoff values (cutoff 
scores are scores that indicate the borderline between normal and impaired functioning), scores above 41 are 
considered indicative of brain impairment for ages 15 to 45. For ages 46 and older, scores above 46 indicate 
impairment.  Reitan has suggested a cutoff of 50 or 51 errors. Recommended cutoffs also vary depending on 
age and education level.  Her error scores are shown below.  
 
    SUBTEST    ERRORS 
     1           1    
     2           0     
     3           7   
     4          14    
     5          11     
     6           1      
     7           3    
    ----------------- 
     Total      37     

 
Because her number of errors do not meet the cutoff scores above, there are no indications of any major 
problems with Executive Functioning, Problem Solving, Abstraction Ability, Visuospatial Skills, or Cognitive 
Impairment. 
 
 
GO TO NEXT PAGE 
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PSYCHOLOGICAL EVALUATION & TESTING CONDUCTED 

Personality Assessment Inventory (PAI)  
 

 
 
The PAI is an objective clinical scale designed to assist in 
diagnosis, assessment of symptom levels, and treatment 
planning.  It has multiple validity scales to assess the 
truthfulness of the test-taker.  T-Scores above 70 on the Full 
Scales and Subscales are indicative of clinical level problems, 
as long as exaggeration or malingering are not present. 
 
 
 
 

 
Validity of Test Results 

The PAI provides a number of validity indices that are designed to provide an assessment of factors that could 
distort the results of testing.  Such factors could include failure to complete test items properly, carelessness, 
reading difficulties, confusion, exaggeration, malingering, or defensiveness.  For this protocol, the number of 
uncompleted items is within acceptable limits. Also evaluated is the extent to which the respondent attended 
appropriately and responded consistently to the content of test items.  The respondent’s scores suggest that 
she did attend appropriately to item content and responded in a consistent fashion to similar items. 

The degree to which response styles may have affected or distorted the report of symptomatology on the 
inventory is also assessed.  The scores for these indicators fall in the normal range, suggesting that the 
respondent answered in a reasonably forthright manner and did not attempt to present an unrealistic or 
inaccurate impression that was either more negative or more positive than the clinical picture would warrant. 
 
Clinical Features 

The PAI clinical profile reveals no elevations that should be considered to indicate the presence of clinical 
psychopathology.  The pattern suggests a person who is experiencing some turmoil in her life that might be 
the source of some stress for her, but not to the point where prominent symptoms are observed.  She may feel 
unhappy or tense at times, but, in general, her self-esteem is intact and she reports that the stress is having 
little impact on her ability to function. 

The PAI clinical profile is entirely within normal limits.  There are no indications of significant 
psychopathology in the areas that are tapped by the individual clinical scales. 
 
 
 
 

Clinical Scale T-Score 
SOM-Somatic Complaints 58 
ANX-Anxiety 42 
ARD-Anxiety-Related Disorders 49 
DEP-Depression 55 
MAN-Mania 39 
PAR-Paranoia 54 
SCZ-Schizophrenia 45 
BOR-Borderline Features 38 
ANT-Antisocial Features 41 
ALC-Alcohol Problems 41 
DRG-Drug Problems 48 
AGG-Aggression 41 
SUI-Suicide 43 
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back to prior level. Had physical therapy eval yesterday. Xray cervical spine showed C5-6 DDD. Wants to repeat trigger 
point injections. 
 
PROCEDURE NOTE: trigger point injections 
 
DIAGNOSIS: 
729.1A MYOFASCIAL PAIN SYNDROME 
722.4A DEGENERATION OF CERVICAL INTERVERTEBRAL DISC 
 
04/15/2009 Tama L ****, C.H.E. 
 

Attended group 
 

Week 1. Introduction and overview of 12 week group of women who have experienced trauma whether it be 
physical, emotional and/or sexual. 
 
First week each new participant receives a folder of information and will be required to sign 2 Creative Art 
Therapy consent forms and return to facilitator. She is a continuer. She took a big step last week and sent a 
letter to her aunt . Libby was able to work on overcoming feelings of shame by receiving group support and 
validation that what she did was courageous. She journaled about a drawing she did last week and said it 
really is helping her to feel better about herself. 
 
10/12/2009 Progress Note by Debra K****, R.N.  
 

Patient states wants to start bioidentical hormone therapy. States had a complete hysterectomy in 1989 and was taking 
some hormone therapy in the past. States has been feeling tired and doesn't feel like doing anything.  
 
 

11/10/2010 Progress Note by Marianne R****, O.D.  
 

Chief Complaint/Reason for Visit: 
 

Patient presents with: DECREASED VISION DISTANCE 
 

Distance blur - 2 weeks ago, blurred distance vision - lasted for a few minutes - happened twice. Has been 
feeling dizzy lately. hx of migraine headaches. CT scan 11-3-10 
 

Assessment: 
367.4A  PRESBYOPIA 
367.1A  MYOPIA 
361.30B  RETINAL DEFECT 
 
 
02/03/2011 Progress Note by  Lynn G****, M.D. 
 

Libby D C******** is a 48 year old female G2P2 started HRT 3 mos ago and is feeling much better. Less hot flushes and 
migraines are less frequent. Still feels depressed about not having motivation to exercise and has gained over 60 lbs last 
2 yrs. She used to be athletic but now has no motivation. Works as teacher. 
 

Medical problems Heartburn and depression 

 
02/21/2013 Email from Libby C******** to Dr. *** 
 

Subject: I am having surgery on March 28th 
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Hi Dr. M***, 
 

Just wanted you to know that you were right and I will need to have the hemangiomas removed along with my gall 
bladder. Dr. Wu was glad you noticed and referred me as the one looks ready to rupture with the other putting pressure 
on it. So I will have a hepatic resection and cholecystectomy. 

 
9/5/2013 Progress Note by R*****, M.D.  
 

SWELLING OF LIMB. (primary encounter diagnosis) 
Note: suspect mild venous insufficiency; will get D-dimer to rule out DVT, check other labs; encouraged increased 
physical activity, weight loss 
 
DEPRESSION 
Note: appears to have mild depression, likely a part of her chronic fatigue; will consider anti-depressant medication. 

 
01/30/2015  Progress Note by N****, (M.D.) 
Assessment/Plan: 
379.21 BILAT POSTERIOR VITREOUS DETACHMENT (primary encounter diagnosis) 
379.57 EYE MOVEMENT DISORDER, SACCADIC 
PVD- no tears, holes or detachments seen today. Patient given retinal detachment warning signs, and counseled to call 
immediately with any changes. 
C/o saccadic eye movements, bilateral 
 
Started in sept 2014, now increasing in frequency and happening weekly 
Occasionally with some eye pain 
 
Fast phase is always to the left, and she only notes one saccadic movement before return to normal 
States she reads a lot (she is a teacher) and may be eye strain 
 
Will check MRI to r/o orbital/intracranial pathology 
 
 

02/16/15 MRI ORBITS AND BRAIN WO AND W CONTRAST by Olaf B*****, M.D. 
 

CLINICAL HISTORY: Reason: patient complaining of saccadic eye movement disorder, happening weekly. Occasionally 
w/pain. No other neurologic complaints. 
 
IMPRESSION: 
1. Unremarkable limited brain MRI scan pre-and post-contrast. 
2. Unremarkable post-contrast ORBIT MRI described in detail above. 
 
07/20/2016   Emergency Department Record  by Eduardo A*****, M.D. 
 

The patient is 1 month status post gastric bypass presenting with 1 week of early satiety, nausea, 
bloating without vomiting and was referred by her surgeon for endoscopy. The case was reviewed 
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2:50 PM with the gastrointestinal OD and no elective/urgent endoscopies are available this 
Afternoon.The Post Bariatric Surgery Service Agreement states patient's presenting with these 
symptoms should be evaluated with CT Abdomen/Pelvis with IV and Oral contrast to rule out an 
obstruction. This was negative. Mild lipase elevation suggest possible associated pancreatitis, but 
given the history of cholecystectomy obstructive etiologies are unlikely. On reevaluation at 8:09 PM 
the patient states she is unable to tolerate a clear liquid diet. The presence of ketonuria on initial 
urinalysis supports likely starvation ketosis. The case was reviewed with MOD and consultation 
requested for observation admission, IVF, antiemetics and gastrointestinal Consultation for 
consideration of EGD and balloon dilatation in the morning. 
 
PAST MEDICAL HISTORY 
DEPRESSION, UNSPECIFIED 
OBESITY (BMI 30-39.9) 
COMMON MIGRAINE, NOT INTRACTABLE 
MIGRAINE WO AURA 
HX OF DYSTHYMIC DISORDER 
SEVERE OBESITY, BMI 40-44.9, ADULT 
HX OF CHOLECYSTECTOMY 
HYPOTHYROIDISM 
HX OF TOTAL HYSTERECTOMY, NO VAGINAL PAP SMEAR REQUIRED 
VITAMIN D DEFICIENCY 
HYPERLIPIDEMIA 
PREDIABETES 
HX OF ENDOMETRIOSIS 
OBSTRUCTIVE SLEEP APNEA 
HX OF BARIATRIC SURGERY 
 
Neurological: She is alert and oriented to person, place, and time. No cranial nerve deficit. 
Psychiatric: She has a normal mood and affect. Her behavior is normal. 
 
 
05/19/2017 Doctors First Report of Occupational Injury or Illness by Vicky L*****, M.D. 
 

17.  DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED: 
Ms. C******** Is a 54-year-Old female employed by Del Mar Union School District as a special education' teacher’s aide 
over the last 21 years. She  comes in today for an initial evaluation of a work-related injury. Date of injury is 05/17/2017. 
The patient was accidentally kicked on the right back side of her head by a basketball that was kicked by a student. She 
denies initial loss of consciousness, but admits to dizziness, visual changes, disorientation, and numbness and tingling to 
both upper arms through hands. She denies any chest pain, shortness of breath, nausea and vomiting. She reports pain 
to 'her head, neck, and midback at the level of 7-8/10.  She has no prior history of similar injury or concussion. 
 
PAST MEDICAL HISTORY:  Migraines. hypothyroidism and prediabetes mellitus. 
PAST SURGICAL HISTORY: Hysterectomy 1990, abdominoplasty 1996, bariatric surgery 2016 and angioma removal 
surgery 2013. 



___

 

Ag
Sen
Saf
 

RE
GE
ME
 

GE
 

VIT
 
NE
coo
Imm

 
05/
 

SU
Ms
05/
sec
rep
alm
ext
hav
reg
nor
me
 
RE
Th
 
GE
ME
 
OB
 

NE
coo
Imm
 

____________

greed Medical E
nsitive & Conf
feguard from U

EVIEW OF SY
ENERAL: Pain
ENTAL HEALT

ENERAL: No a

TAL SIGNS: W

EUROLOGIC: 
ordination wit
mediate recal

/31/2017 

UBJECTIVE C
s. C******** is 
/17/2017. She
condary symp
porting signific
most complete
tremities, or s
ve records fro
garding her ev
rmal limits. Sh
edication for s

EVIEW OF SY
e patient was

ENERAL: Pain
ENTAL HEALT

BJECTIVE FIN

EUROLOGIC: 
ordination wit
mediate recal

_____________

Evaluation (A.
fidential Inform
Unauthorized D

YSTEMS:  
n characterize
TH: No stress

apparent distr

Weight-5 feet 

 Cranial nerve
hin normal lim
ll 6/6 and dela

Primary Tre

COMPLAINTS
a 55-year-old
e was evaluat
ptoms of dizzi
cant: improve
ely subsided. 
symptoms of c
om her Emerg
valuation there
he was offere
symptomatic r

YSTEMS: 
s provided a c

n characterize
TH: No stress

NDINGS 

 Cranial nerve
hin normal lim
ll 6/6 and dela

____________

M.E.) Report i
mation   
Disclosure        

ed as 7-8110 
s, anxiety, or d

ress. Alert and

 9 inches; We

es II-XII are g
mits. Deep ten
ayed recall 6/6

eating Physic

S: 
 female who r
ted here on 05
ness, blurry v
ment of her sy
She currently

confusion or d
gency Departm
e. She reports
d prescription
elief. She was

omplete syste

ed as 3/10 on 
s, anxiety or d

es II-XII are g
mits. Deep ten
ayed recall 6/6

_____________

in Neuropsycho

                       

on analog pa
depression. 

d oriented X 3

eight-195 poun

rossly intact. 
ndon reflexes 
6. 

cian's Progre

returns for ree
5/19/2Q17 an
vision, hand n
ymptoms. He

y denies any b
disorientation. 
ment visit on 0
s MRI scan of
n for pain med
s returned to w

em review que

 analog pain s
depression. 

rossly intact. 
ndon reflexes 
6. 

____________

ology              
 

                       

in scale. 

3. 

nds; Pulse-63

Negative Rom
are 2+ bilater

ss Report By

evaluation of c
nd was transfe
umbness and
r pain is down

blurry vision, n
 She notes pe
05/19/2017, a
f the brain wa

dication but de
work 2 to 3 da

estionnaire th

scale. 

Negative Rom
are 2+ bilater

____________

                      

                       

3; Blood Press

mberg. Negat
rally in upper 

y Kathy L****

closed head i
erred to the E
d tingling, and
n to 3/10. She
numbness an
ersistent fatig
and I relied on
as obtained an
eclined this. S
ays ago and h

hat was review

mberg. Negat
rally in upper 

_____________

          Libby C
        

                       

sure-120/76; T

tive heel-toe w
and lower ext

*, M.D. 

injury with dat
mergency De

d confusion. S
e reports the d
d tingling in th
ue. Unfortuna

n the patient's 
nd was noted 
She currently 
has tolerated 

wed in its entir

tive heel-toe w
and lower ext

____________

C********* - P
             CLAI
   WCAB #: A

Temperature-

walk. Rapid ha
tremities. 

 

te of injury of 
epartment 
She comes in t
dizziness has
he upper or lo
ately I do not 
 history 
 to be within 
is not using a
 full duty well.

rety. 

walk. Rapid ha
tremities. 

___________ 

Page 25 of  43
IM#: ******* 

ADJ ********

-98 degrees. 

andeye 

 

 

today 
s 
ower 

any 
 

andeye 



___

 

Ag
Sen
Saf
 

 

 
08/

 
Th
Sc
cus
Th
squ
fre
 
DE
Th
equ
daz
 
Sh
wa
 
TR
Th
the
05/
for 
 
CU
1. 
2. S
3. S
 

Sh
Inte
 
09/
 
INT
Th
this

____________

greed Medical E
nsitive & Conf
feguard from U

/08/2017 

is patient is a
hool District f
stomary work
e physical de
uatting, reach
quently. 

ESCRIPTION 
e patient state
uipment. One
zed, but did n

e did not see
as having head

REATMENT R
e patient was

en 'taken to th
/19/2017. Sin
 neurological 

URRENT COM
Fatigue - she 
She has diffic
She has pain 

e indicates th
ermittent dom

/25/2017 

TERVAL HIST
is woman has
s assessment

_____________

Evaluation (A.
fidential Inform
Unauthorized D

Initial Neuro
for Balance 

 55-year-old, 
rom 1996 to t
 duties includ
mands of the 

hing above sho

 OF INJURY: 
es that on 05/

e student kicke
not fall to the g

k any immedi
daches and d

RECEIVED: 
s first seen at t
he Scripps Me
ce that time, s
 evaluation. 

MPLAINTS: 
 will get tired a

culty with resp
 in the back o

hat, over a 9-y
mestic violence

Neurologica

TORY: 
s been author
t. 

____________

M.E.) Report i
mation   
Disclosure        

ological Prim
 Assessment

right-handed 
he present. S
e teaching ch
 job require si
oulder level, c

 
/17/2017, she
ed a basketba
ground. She r

ate treatment
dizziness with 

the Sharp Re
emorial hospita
she has follow

at mid day an
ponding to mo
of her head on

year period of 
e. 

al Primary Tr

rized for the re

_____________

in Neuropsycho

                       

mary Treating
t by Thomas

 woman who 
She works betw
hildren with lea
itting, standin
crouching, kne

e was on lunch
all in her direc
eported the in

t, as she was 
 waves of dec

es-Stealy Occ
al for a CAT s
wed-up with th

nd will take an
ovement in the
n an intermitte

 time, approxi

reating Physi

equested bala

____________

ology              
 

                       

 Physician's 
 S*****, M.D. 

has been emp
ween 5-6.25 
arning disabil
g, walking, co
eeling, pushin

h duty and the
ction and hit h
njury that sam

 hoping her sy
creased balan

cupational Me
scan. She had
he physicians

n hour and a h
e outside field
ent basis. 

imately 20 yea

ician's Progr

ance assessm

____________

                      

                       

 

 Examination
 

ployed as a P
hours per day
ities, behavio

ontinuous ben
ng, and pulling

e time had co
her in the right
me day to her 

ymptoms wou
nce and fatigu

edicine on 05/
d a CAT scan
s at Sharp Hos

half nap. 
ds of vision. 

ars ago, she w

ress Report B

ment and has 

_____________

          Libby C
        

                       

n and Utilizat

Paraprofession
y, five days pe

oral support, a
nding and stoo
g. She is requ

ome for the stu
t posterior occ
employer. 

uld resolve. Th
ue. 

5/19/2017, whe
n of the head p
spital and has

was exposed

By Thomas S

been referred

____________

C********* - P
             CLAI
   WCAB #: A

 

tion Review R

nal at the Del 
er week. Her 

and playgroun
oping, and oc
uired to lift up 

udents to brin
cipital area. S

he next day, h

ere she was e
performed at 
s been referre

 to 

S*****, M.D. 

d to the Scripp

___________ 

Page 26 of  43
IM#: ******* 

ADJ ********

Request  

 Mar Unified 
usual and 
d supervision

ccasional 
 to 20 pounds

g in their 
She was 

however, she 

evaluated and
Scripps on 

ed to my office

ps Hospital fo

n. 

s 

 

d 

e 

r 



________________________________________________________________________________________________________ 

 

Agreed Medical Evaluation (A.M.E.) Report in Neuropsychology                                               Libby C********* - Page 27 of  43 
Sensitive & Confidential Information                            CLAIM#: *******  
Safeguard from Unauthorized Disclosure                                                                                                      WCAB #: ADJ ******** 
 

She returns today stating she continues to have some episodes of dizziness with decreased balance. There continues to 
be some headaches. She describes some severe stabbing pains in the eyes with "quick visuals." There is mild neck pain 
and stiffness. Her symptoms are frequent and range from mild-to-severe in intensity. 
 
On physical examination, there is slight difficulty with discomfort with optic kinetic testing to the right There is slight 
difficulty with standing on the right foot with the eyes closed. 
 
IMPRESSION: 
1. Closed head injury with concussion. 
2. Postconcussion syndrome with episodic dizziness and headaches. 
3. Right occipital tenderness. 
 
WORK STATUS: 
She may continue to perform her usual and customary work duties. 
 
12/14/2017 Neurological Primary Treating Physician's Progress Report  By Thomas S*****, M.D. 
 

I have continued to follow this patient for an industrial injury sustained on 05/17/2017 while employed by Del Mar Union 
School District. 
 
INTERIM HISTORY: 
I last examined this woman on November 13, 2017. She had been evaluated at the Scripps Encinitas Brain Injury Day 
Treatment Program and rt was determined that there were abnormal findings that needed to have therapy once a week 
for 6-8 weeks with balance exercises and gait training. This has apparently been approved and awaiting to coordinate the 
program. She also needs an eye exam because of her complaints of pain in her eyes and alternating light sensation. 
 
CURRENT COMPLAINTS: 
She states her condition is worsening significantly. She has dizziness most of the time which has increased, speech 
communication Causes dizziness and confusion. She describes the quality of pain as moderate to severe constant 
throbbing pressure and aching. She states her pain is alleviated by extra strength Tylenol, heat packs for muscle, head 
and eye pain and sleep. 
PHYSICAL EXAMINATION: 
On physical examination, she has light sensitivity and some decreased balance. She has otherwise normal strength, 
sensation, and reflexes in the upper and lower extremities. 
 
IMPRESSION: 
1. Closed head injury with concussion. 
2. Postconcussion syndrome with episodic dizziness and headaches. 
3. Right greater occipital tenderness, 
4. Eye pain of uncertain etiology, rule out glaucoma. 
 
DISCUSSION: 
This woman is waiting an ophthalmologic exam to address her visual complaints and is awaiting 
recommended balance therapy at Scripps Encinitas Brain Injury Day Treatment Program. 
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IMPRESSION: 
1. Closed head injury with concussion. 
 
2. Postconcussion syndrome with cognitive impairment, balance impairment, and language impairment. 
 
3. Right occipital tenderness. 
 
DISABILITY STATUS: 
The patient is not yet permanent and stationary. 
 
WORK STATUS: 
She will continue to be temporarily totally disabled from all work activity until the next visit on March 14, 2018. 
 
REQUEST FOR AUTHORIZATION: 
1. Tesla-3 MR I of the brain to look for evidence of intracranial pathology 
2. Scripps Encinitas Rehabilitation Program to address balance impairment 
3. Speech evaluation to address speech impairment from her posttraumatic head injury and to proceed 
with appropriate treatment for this. 
4. Counseling for anxiety with a psychologist. 
 
 
03/14/2018 Neurological Primary Treating Physician's Progress Report and Request For Authorization  

By Thomas S*****, M.D. 
 
I saw this woman for neurological re-examination in my San Diego office on March 14, 2018. She has had balance testing 
and physical therapy. She continues to have increasing problems with dizziness being overwhelmed and nausea.  
 
Physical therapist feels that the therapy is not he/ping her because the dizziness is getting worse causing increased heart 
rate and suggests she may benefit from visual therapy. She is going to have a speech evaluation on 03/15/201 and needs 
to have counseling. 
 
IMPRESSION: 
1. Closed head injury with concussion. 
2. Postconcussion syndrome with cognitive impairment, balance impairmentl and 
language impairment with speech evaluation planned. 
3, Right occipital tenderness. 
4. Anxiety and depression. 
5. Balance impairment unresponsive to vestibular therapy. 
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The patient is having increasing off balance and dizziness. She continues to have difficulties with speech, communication, 
and is very frustrated. She feels that there is times the left eyelid twitches, She has difficulty steeping. She Is awaiting an 
evaluation and potential treatment by an ear, nose, and throat specialist to address her decreased balance. 
 
She continues to have light scotopic hypersensitivity and recommended an Irlen lens assessment, and we believe that the 
ongoing anxiety and difficulty with sleeping need to be addressed with neuropsychometric testing. 
 
CURRENT COMPLAINTS 
The patient presents today with complaint of "throbbing pain" in the bilateral arms. She also has pain in the 
head, neck and bilateral shoulders. The pain is moderate in severity and occurs constantly. It has lasted “1 
year”. Extra Strength Tylenol helps to relieve her symptoms. 
 
There may be some difficulty with convergence insufficiency. She has increased discomfort with optic kinetic testing. She 
appears to be anxious and depressed. She has otherwise normal strength, sensation, and reflexes in the upper and lower 
extremities. 
 
IMPRESSION: 
1. Closed head injury with concussion. 
2. Postconcussion syndrome with cognitive impairment. balance impairment, and language impairment  
    with speech and language difficulties 
3. Right occipital tenderness. 
4. Anxiety and depression. 
5. Balance impairment, unresponsive to vestibular therapy. 
 
DISCUSSION: 
She has had a speech and language evaluation at the Scripps Encinitas Brain Injury Day Treatment 
Program. I am recommending the speech and language therapy as defined after their assessment. 
 
She is awaiting an ear, nose, and throat assessment for her balance impairment, and I am recommending 
because of her light sensitivity that she have an evaluation of possible lenses for Irlen's syndrome. She 
should have neuropsychometric testing to determine the exact degree and nature of her cognitive and mood 
impairment and determine what the best course of treatment. 
 
In the interim, she continues to be temporarily totally disabled from all work activities 
and will remain so for at least the next 6 weeks. 
 
DISABILITY STATUS: 
The patient is not yet permanent and stationary. 
 
MEDICAL RESEARCH USED IN CASE ANALYSIS 
 

This applicant spoke a lot about symptoms of dizziness (but no vertigo), balance problems, a subjective 
sensation of body movement, eye and eyelid movement problems. Because I have come across cases like this 
in the past in treatment settings where a person has had typical migraine syndromes, which later morphed into 
odd neurological symptoms, I did some research on this to assist myself and the parties in understanding some 
medical background on this phenomenon. 
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FROM A WEB MD SEARCH 
 
VESTIBULAR MIGRAINE 
 

A vestibular migraine is a nervous system problem that causes repeated dizziness (or vertigo) in people who have a 
history of migraine symptoms. Unlike traditional migraines, you may not always have a headache. 

There are many names for this type of problem. Your doctor might also call it: 

 Migraine-associated vertigo 
 Migrainous vertigo 
 Migraine-related vestibulopathy 

What Are the Symptoms? 

Vestibular migraines don’t always cause headaches. The main symptom is dizziness that comes and goes. Vestibular 
refers to the inner ear, which controls your hearing and balance. If you’re having a vestibular migraine, you may feel: 

 Dizziness that lasts more than a few minutes 
 Nausea and vomiting 
 Balance problems 
 Extreme motion sensitivity -- feeling sick or dizzy when you move your head, eyes, or body 
 Feeling disoriented or confused 
 Feeling unsteady, like you’re in a rocking boat 
 Sensitivity to sound 

What Are the Symptoms of Migraine with Brainstem Aura? (AKA Basilar Migraine) 

Symptoms differ for everyone, but some are typical: 

 Nausea 
 Vomiting 
 Sensitivity to light and sound 
 Cold hands or feet 
 Dizziness 
 Double vision or graying of vision 
 Slurred speech or trouble speaking 
 Temporary blindness 
 Loss of balance 
 Confusion 
 Trouble hearing 
 Body tingling 
 Loss of consciousness 
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These sort of migraine variants are also mentioned in the medical and clinical literature. 
 

Vestibular migraine. Handbook of  Clinical Neurology. 2010;97:755-71. 

Vestibular migraine is a chameleon among the episodic vertigo syndromes because considerable variation characterizes 
its clinical manifestation. The attacks may last from seconds to days. About one-third of patients presents with 
monosymptomatic attacks of vertigo or dizziness without headache or other migrainous symptoms. During attacks most 
patients show spontaneous or positional nystagmus and in the attack-free interval minor ocular motor and vestibular 
deficits. Women are significantly more often affected than men. Symptoms may begin at any time in life, with the highest 
prevalence in young adults and between the ages of 60 and 70. Over the last 10 years vestibular migraine has evolved 
into a medical entity in dizziness units. It is the most common cause of spontaneous recurrent episodic vertigo and 
accounts for approximately 10% of patients with vertigo and dizziness. Its broad spectrum poses a diagnostic problem of 
how to rule out Menière's disease or vestibular paroxysmia. Vestibular migraine should be included in the International 
Headache Classification of Headache Disorders (ICHD) as a subcategory of migraine. It should, however, be kept 
separate and distinct from basilar-type migraine and benign paroxysmal vertigo of childhood. We prefer the term 
"vestibular migraine" to "migrainous vertigo," because the latter may also refer to various vestibular and non-vestibular 
symptoms. Antimigrainous medication to treat the single attack and to prevent recurring attacks appears to be effective, 
but the published evidence is weak.  
 
 
Migraine with Brainstem Aura (Basilar Type Migraine), Web Publication of the American Migraine Foundation, 
October 8, 2016 
 

Symptoms of Migraine with brainstem aura: Migraine with brainstem aura is a migraine-type that has aura symptoms 
originating from the base of the brain (brainstem) or both sides of the brain (cerebral hemispheres) at the same time. 
 
People who experience migraine with brainstem aura also experience migraine with typical aura symptoms, including: 
 Visual (Examples include sparkles or zigzag lights in the vision that may move or get larger. Generally on only one 

side of your vision). 
 Sensory (Examples include numbness or tingling that travels up one arm to one side of the face). 
 Speech/language symptoms (Examples include trouble producing words even though you know what you want to 

say or trouble understanding what people are saying). 
 
Each symptom is fully reversible and usually only lasts up to 60 minutes each. There should not be any motor (weakness 
or paralysis) or retinal (vision changes or loss in one eye only) symptoms. 
 
In addition, people with migraine with brainstem aura get brainstem aura symptoms such as: 
 Dysarthria (slurred speech) 
 Vertigo (feeling of movement/spinning of self or environment) 
 Tinnitus (ringing in ears) 
 Hypacusis (impaired hearing) 
 Diplopia (double vision) 
 Ataxia (Unsteady/Uncoordinated movements) 
 Decreased level of consciousness 
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Many of these symptoms may occur with anxiety and hyperventilation, and therefore are subject to misinterpretation. 
 
Frequency of Migraine as a Chief Complaint in Otolaryngology Outpatient Practice.  BioMed Research 
International, Volume 2015, Article ID 173165, 6 pages. 
 
Migraine is a common primary headache disorder. It is considered the most common cause of physician consultation for 
headache. It is believed that half of the patients with migraine are undiagnosed. This might be in part due to the variability 
in its clinical presentation. Headache and dizziness represent the only typical migraine manifestations in the head and 
neck area that are defined by clinical criteria (the IHS for headache and Neuhauser’s for migrainous vertigo). 
 
We know nowadays that migraine patients can as well present with multitude other head and neck symptoms. These can 
happen outside of the headache attack but still are believed to result from the same pathophysiologic migraine 
mechanisms. These atypical head and neck presentations of migraine are essentially related to the nose and the ear. The 
main nonheadache rhinologic symptoms include the following: facial and sinus pressure/fullness, frequently called “sinus 
headache,” nasal congestion, and less frequently runny nose. The main non-dizziness ear symptoms include the 
following: ear fullness and pressure, ear pain, sound intolerance, and tinnitus. The majority of patients with these 
symptoms present to the otolaryngologist, who, if not experienced enough with the migraine symptoms, can easily miss 
the diagnosis and attribute those symptoms to primary ear or sinus disease without strong clinical evidence. 
 
Otolaryngic manifestations of migraine include typical presentations of headache, especially when occurring in the sinus 
territory and dizziness. Both of these are objectively diagnosed using internationally accepted criteria. Migraine 
manifestations include as well atypical otologic and rhinologic symptoms. 
 
Using these criteria, 10.8% of the patients presenting to our clinic with an ENT complaint ended up with a migraine 
diagnosis; this is lower than the prevalence of migraine in the general population. One-year prevalence of migraine is 
estimated to be 11.7%. In fact our study is not a prevalence study, but it counts only migraine symptoms as chief 
complaints in an ENT clinic. We believe a bigger percentage of our patients had migraine, but their presentation to the 
ENT clinic was for a nonmigrainous reason. This percentage of migrainous chief complaints is high enough to consider 
migraine as an essential part of any ENT practice. 

Despite the fact that all of the migrainous chief complaints had a history of headache, only 21% had the headache as a 
chief complaint, while 35% presented with migrainous vertigo and around 46% presented with non-headache non-
dizziness chief complaint.  

This can be explained by the fact that most patients do not consider the ENT clinic as a headache clinic; they usually 
present to us when they believe that their symptoms are related to a primary ear or nose pathology and that their 
headache is secondary to the ear or nose problem, while in reality a lot of these symptoms are secondary to the 
headache mechanism, not the opposite. 

 
DISCUSSION OF THE CASE 
I will state for the record that when I was about halfway through with the Wechsler Adult Intelligence Scale, 
Fourth Edition, the applicant reported that she remembered much of this testing from a recent 
neuropsychological intake she had had with psychologist Dr. K**** that I had noted above. I had initially 
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thought that she had consulted him for psychological intake treatment, but as she went through the testing she 
recalled that she had taken many of the same tests with that psychologist. I still felt it worthwhile and of 
utility to go ahead and finish that testing.  Sometimes when clients are re-administered the same 
neuropsychological testing in close proximity timewise to earlier neuropsychological testing, there can be 
what is called the ‘practice effect’ in which the client may score somewhat higher on the second round that on 
the first round of testing. This is thought to be due to some mild practice effect and the familiarity in the 
testing engendered by the first round of testing. She seemed to recognize both some of the items from the 
Wechsler Adult Intelligence Scale Fourth Edition and the Wechsler Memory Scale Fourth Edition. 
 
(Please note that I informed the parties of this the day after my AME evaluation with this applicant. In 
Appendix A of this report, I list copies of the fax requests that I submitted simultaneously to the defense 
attorney, applicant attorney, and insurance carrier noting that they had not provided me any of the 
neuropsychological testing that apparently had been conducted by this Dr. K****, and requested that they 
agree to forward me such information. By the time of my serving of this AME report, I had not received any 
response from the parties. Should the parties some day agree to provide me that neuropsychological testing by 
Dr. K****, I can always review it and issue a supplemental AME report.) 
 
When I realized that the applicant may have recently had some similar testing on the Wechsler scales, I 
decided to administer another formal battery of neuropsychological testing called the Wide Range Assessment 
of Memory and Learning, Second Edition. This was in order to administer an heretofore unfamiliar and new 
testing battery to the applicant, just in case there was any practice effect from her earlier administration of the 
Wechsler scales. 
 
In reviewing all the neuropsychological testing that I performed, all scores were in the average/low average to 
normal range.  Low average scores are not unusual in adults. There was no indication of any 
neuropsychological or cognitive impairment measurable on any of the objective testing that I conducted for 
my AME evaluation.  There was no indication of malingering or low effort on the Rey 15 test. There was an 
indication of a probably premorbid average range intellect on the Wide Range Achievement Test, Fourth 
Edition.  Her performance on the Clock Test showed no signs of any cognitive impairment. Her Bender 
Gestalt-II testing was in the average range. She performed in the normal range on the Trails A & B. all of her 
Wechsler scale composite scores were in the average range.  Her memory scores were in the average to low 
average range, and low average does not indicate any significant impairment.  Her performance on the Wide 
Range Assessment of Memory and Learning second edition was all in the average range.  Her performance on 
The Category test did not indicate any significant cognitive problems. 
 
So, we have an applicant who has a subjective sense of cognitive loss and neuropsychological impairment, but 
when measured objectively there is no indication of this. What do we make of this?  We are handicapped in 
understanding the claimant’s pre-morbid ability level, since there are no neuropsychological test scores from 
before the subject medical events.  In the absence of any objective insight into past neuropsychological ability 
level, the best I can say is that the claimant is performing entirely within the average to low average range for 
age group.  
 
Sometimes medical issues can create within the individual attitudinal changes that cause the perception that 
they are performing far below past ability level. This is referred to in the clinical literature as the "good old 



________________________________________________________________________________________________________ 

 

Agreed Medical Evaluation (A.M.E.) Report in Neuropsychology                                               Libby C********* - Page 36 of  43 
Sensitive & Confidential Information                            CLAIM#: *******  
Safeguard from Unauthorized Disclosure                                                                                                      WCAB #: ADJ ******** 
 

days bias". For example, many persons with a variety of brain injury effects or sudden medical ailments tend 
to report their pre-morbid functioning as better than the average person, when some studies show that they are 
likely overestimating their pre-morbid ability levels. This bias can negatively impact their perception of 
current problems, recovery from injury, and return to work.  
 

"Good old days" bias following mild traumatic brain injury. The Clinical Neuropsychologist. 2010 Jan;24(1):17-37.  
 
A small percentage of people with a mild traumatic brain injury (MTBI) report persistent symptoms and 
problems many months or even years following injury. Preliminary research suggests that people who 
sustain an injury often underestimate past problems (i.e., "good old days" bias), which can impact their 
perceived level of current problems and recovery.  
 
The purpose of this study was to examine the influence of the good old bays bias on symptom reporting 
following MTBI. The MTBI sample consisted of 90 referrals to a concussion clinic (mean time from injury to 
evaluation = 2.1 months, SD = 1.5, range = 0.8-8.1). All were considered temporarily fully disabled from 
an MTBI and they were receiving financial compensation through the Worker's Compensation system. 
Patients provided post-injury and pre-injury retrospective ratings on the 16-item British Columbia Post-
concussion Symptom Inventory (BC-PSI). Ratings were compared to 177 healthy controls recruited from the 
community and a local university.  
 
Consistent with the good old bays bias, MTBI patients retrospectively endorsed the presence of fewer pre-
injury symptoms compared to the control group. Individuals who failed effort testing tended to retrospectively 
report fewer symptoms pre-injury compared to those patients who passed effort testing. Many MTBI patients 
report their pre-injury functioning as better than the average person. This can negatively impact their 
perception of current problems, recovery from injury, and return to work. 

 
In a general sense, most mild traumatic brain injuries, when present, resolve relatively quickly.  The applicant’s 
allegations of having a concussion or ongoing traumatic brain injury are inconsistent with the normal recovery 
patter that occurs with mild traumatic brain injury. In fact, the research indicates an excellent prognosis 
regarding mild traumatic brain injury. An excellent review of the research literature related to the prognosis of 
a mild traumatic brain injury consisting of a review of 428 research studies published in the Journal of 
Rehabilitation Medicine in 2004 is entitled “Prognosis for Mild Traumatic Brain Injury: Results of the World 
Health Organization Collaborating Center Task Force on Mild Traumatic Brain Injury”. This review study 
concluded that “the prognosis for a mild traumatic brain injury was good and that the majority of studies 
report recovery within 3 to 12 months”. 
 
My best opinion on her seeming neuropsychological and cognitive weaknesses that she reports are that 
these are likely coming from this complex belief or perceptual phenomenon, in the realm of the “good 
old days bias” as noted above.  In actuality compared to her age range peers, she is almost entirely in the 
average range on her neuropsychological /cognitive basis, with only few low average scores. Thus, there 
is no objective evidence to support her complaints of neuropsychological or cognitive impairment. Why 
then, does she continue to have a subjective sense that she does have these? 
 
In reviewing her medical records, I could not help but notice that many of the complaints she have now 
center around issues of dizziness, without vertigo, and other similar symptomology. I also  note that she 
reported that she used to have migraine headaches. Having come across this complex set of issues 
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records that I was asked to closely review.  The parties may wish to share this AME report with the various 
medical doctors treating the applicant and pose questions  as to how they opine about these seemingly similar 
areas of pain that have apparently existed over the past nine years 
 
Finally, I also note that when the applicant was presented with a major psychological test instrument, The 
Personality Assessment Inventory, she did not elevate any of the clinical scales.  This indicates no significant 
psychological or psychiatric problems, as well as the lack of any objectively based neuropsychological or 
cognitive impairments. 
 
 
In my view then, in my specialty, there are no objectively verified neuropsychological or psychological 
impairments. Thus, I have no diagnoses or disability ratings to provide on a neuropsychological or 
psychological basis.   
 
 

FORMAL REFERRAL QUESTIONS FROM THE A.M.E. LETTER 
 

 
GENERAL REQUESTS 
 

Please perform your usual thorough and complete examination and set forth in your report the applicant's present 
complaints, a complete history of injury, and your diagnosis and prognosis. 
 
I have described all this in earlier sections.  As noted above, I have no diagnoses or disability ratings to 
provide on a neuropsychological or psychological basis, as there was no objective indication of any such 
problems or conditions.  
 
Please address the following issues when submitting your report. 
 
Causal Relationship: Please discuss whether applicant's condition is related to the employment. Please also outline all 
factors contributing to claimant's condition. 
 
There is apparently no question that she was hit in the head area by a basketball on her listed date of injury. 
However there is also no indication that there is any currently measurable neuropsychological or cognitive 
problems.  Sometimes in such case one might feel that there were some somatic psychological symptoms. In 
her case I don’t believe this is correct. Her Personality Assessment Inventory results do not support that.   
 
She may be misperceiving some medical problems as discussed in the medical research section as having 
originated with her head injury.  She reports freely that she has had past migraine syndrome. This is going to 
have to be an area that goes back to the treating neurologist and any other medical specialists that might assist 
in further understanding her medical condition(s). I would suggest they further consider the possible migraine 
related symptoms that I noted from the clinical literature .   
 
On the other hand, she may soon be simply having a mistaken belief that she is having some 
neuropsychological or cognitive problems because of the “good old days bias” as described above. In such 
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cases a life change causes people to suddenly mis-attribute their medical event as causing problems that are 
actually only the previously unrecognized result of changes that occur over time with age.  
 
For example, I perform many neuropsychological evaluations for the Social Security system for people who 
have had a stroke. Some of course are demonstrably impaired by testing.  Others are not, and while they insist 
that they are having severe problems cognitively since the stroke, they are in fact performing at age level. The 
good old days bias attributes this phenomenon to a faulty perception of realizing changes that have in fact 
occurred over time, but only became noticed after a significant life event. 
 
Other factors of her pain and tension issues related to the head and upper shoulder and chest area seem to have 
predated this workplace injury by about nine years, at least when we compare the 2009 pain diagram with the 
recent 2018 pain diagram that she drew. They seem quite similar, though I defer to further physician opinion. 
 
Medical Treatment: Please discuss the Applicant's course of medical treatment provide with regard to his Industrial 
Injuries and, set forth with specificity your opinion on the following: as to each individual injury, whether the treatment 
provide has been reasonable and necessary to cure or relieve from the effects ofthe industrial injury; and, identify each 
Industrial Injury for which current treatment is needed with an analysis on whether it is prescribed pursuant to the 
American College of occupational and environmental medicine guidelines or other scientifically based criteria. 
 
Of course I really cannot comment on the treatment by various medical physicians outside of my specialty 
area, as it is not within my purview to agree or disagree with their medical treatment decisions. I will state that 
it seems to me that the physicians’ reports that I read seem to have engaged in typical problem-solving and 
diagnostic studies that are many times required in complex cases such as this.  
 
Dr. S***** I believe is still trying to get some further imaging studies that may make more clear this issue of 
rare migraine syndromes that she may be experiencing (see my research section above) that are leading to her 
perception of dizziness, runny nose, and other subjective indications,  rather than actual head injury factors. I 
recommend those studies be approved as they may be vital to his medical apportionment decisions.  
 
As to any treatment by psychologist, only the evaluation that the claimant told me that she recently had by Dr. 
K**** seems to fit into that category. I was unable to obtain his records or reports by the time I serve this 
AME report.  If I am ever served that report I would be glad to issue a supplemental AME report with my 
commentary on it.  As noted though I found no neuropsychological or cognitive problems, and she did not 
report any clinical level problem on the Personality Assessment Inventory. 
 
Temporary Disability: Please discuss whether applicant is permanent and stationary. If you find any permanent disability 
at the time of your examination, please state the subjective and objective factors and list the frequency and intensity of 
subjective factors. If you impose a work restriction, please provide the exact nature of such restriction. 
 
As I found no neuropsychological or psychological impairments or disabilities, I must defer back to the 
treating medical physicians in their discussions of TTD status, permanent and stationary status,  and 
permanent disability ratings and their specialty’s. As far as any mild traumatic brain injury effects I can say 
that she must be permanent and stationary since I found no neuropsychological or cognitive problems on an 
objective basis.  I have no work restrictions to impose in my specialty.  
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Permanent Disability: If claimant's condition for any industrially injured body part is currently permanent and stationary, 
please advise when Applicant became stationary, the injury date(s) responsible, and indicate any residual permanent 
disability. Please state the subjective and objective factors and list the frequency and intensity of subjective factors and 
indicate their effect on applicant's activities of daily living. Please provide the same analysis for any work restriction. 
Please set forth applicant's disability per the AMA Guidelines for Rating Permanent Disability. 
 

Because I found no neuropsychological or psychological impairments, I have no permanent disability ratings 
to provide to this case. There may be some underlying complex medical factors that still need further 
diagnosis and case development, but these are deferred to the treating neurologist and other medical 
specialists in the areas that I identified through the clinical literature. 
 

Apportionment: Under SBB 899, the law of apportionment has changed. A physician shall make an apportionment 
determination by finding what approximate percentage of the permanent disability was caused by the direct result of injury 
arising out of and occurring in the course of employment and what approximate percentage of the permanent disability 
was caused by other factors both before and subsequent to the industrial injury, including prior industrial injuries. 
If you are unable to include an apportionment determination in your report, please state the specific reasons why you 
could not make a determination of the effect of that prior condition on the permanent disability arising from the injury. 
Additionally, new case law has further defined what is apportionable: 
 
Because there are no objective signs of neuropsychological or cognitive or psychological impairments, I have 
no issues of apportionment to discuss in my specialty. I have noted above that some of her complaints may 
come from other complex medical issues that specialists in those areas must still further consider and opine 
upon. I have also noted above that a 2009 pain diagram and a 2018 pain diagram that she filled out seem quite 
similar, indicating that some of the physical tension and pain problems she feels in her upper body area may 
be of long-standing duration and preexisted well before the date of injury under consideration here. 
 
ADDITIONAL NUMBERED QUESTIONS 
 
1. Whether the applicant is permanent and stationary for all of her industrial injuries related to the May 17, 2017 date of 
injury. If so, please discuss the appropriate level of impairment under the AMA Guides andlor Almaraz/Guzman if 
necessary. 
 
I cannot comment on all of her industrial injuries, only on the neuropsychological and psychological factors.  
Since I found no neuropsychological or cognitive or psychological problems, I would consider her completely 
permanent and stationary on issues of mild traumatic brain injury or cognitive problems, if any ever actually 
existed.  It may be that she has mistaken those sort of problems for the complex medical issues I have shown 
the clinical literature for, and I have deferred back to her treating neurologist for further medical 
considerations.  Thus, I find no apportionment issues to discuss in my specialty area.  
 
2. Whether there is any apportionment to non-industrial factors consistent with the Escobedo line of cases. If so, please 
discuss how and why apportionment is applicable in this case. 
 
There may be issues of MEDICAL apportionment given the issues I have put out for further consideration by 
her medical doctors, but they would have to provide those opinions. I have no input apportionment for 
neuropsychological or psychological issues is no such problems were objectively supported. 
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3. Whether the applicant requires any further, or future, medical treatment on an industrial basis. If so, please delineate all 
reasonable and necessary medical care. 
 
I have no recommendations for any needed future medical treatment on an industrial basis for any 
neuropsychological or psychological factors as none were found. While she may subjectively feel that she has 
neuropsychological and cognitive problems, in an objective since she simply does not. Also on the Personality 
Assessment Inventory she reported no psychological factors so there is no indication of any problems in that 
area either, based on her own self-report on testing.  
 
Future Medical Care: Please discuss whether applicant needs future medical care. If so, kindly state the nature of said 
treatment and expected duration. Please also comment on the appropriateness of all medical treatment previously 
provided to claimant.. 
 
Again I have no future medical care recommendations in my specialty. I have raised some issues for further 
consideration by her medical providers based upon my review of her records and my review of the clinical 
literature and common sense possibilities that arose in that review.  However medical professionals such as 
her treating neurologist and other medical physicians would have to now consider on a medical basis whether 
such are medical possibilities or not. 

 
PHYSICIAN AFFIDAVIT 
 

I declare under penalty of perjury that the information contained in this report and its attachments, if any, is 
true and correct to the best of my knowledge and belief, except as the information I indicated I have received 
from others.  As to that information, I declare under penalty of perjury that the information accurately 
describes the information provided to me, and, except as noted herein, I believe it to be true.  
 

I further declare under penalty of perjury that I personally performed the evaluation of the patient on  
08/01/2018,  at 615 E Lexington, Suite  6, El Cajon , CA, 92020, and that except as otherwise stated herein, 
the evaluation was performed and the time spent performing the evaluation was in  compliance with the 
guidelines, if any, established by the Industrial Medical Council or the administrative director pursuant to 
paragraph (5) of subdivision (j) of Section 139.2 or Section 5307.6 of the California Labor Code. I further 
declare under penalty of perjury that I have not violated the provisions of California Labor Code Section 
139.3 with regard to the evaluation of this patient or the preparation of this report. I further declare under 
penalty of perjury that the name and qualifications of each person who performed any services in connection 
with the report, including diagnostic studies, other than clerical preparation, are as follows: No other persons 
were involved in this evaluation. 
 

BILLING METHOD 
THIS IS AN AGREED MEDICAL EVALUATION (A.M.E). MEDICAL-LEGAL EVALUATION.   
THIS REPORT IS BEING BILLED UNDER ML-104-94  OF REGULATION 9795.  
THIS IS DUE TO THE FOLLOWING QUALIFYING FACTORS:   
 

1) Two or more hours of face-to-face time were spent with the patient.   
2) Two or more hours of record review were required.  
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3) Two or more hours of medical research were required, to examine issues related to the clinical and 
medical-legal issues pertinent to the case.  
4) Six or more hours spent on any combination of three complexity factors (1)-(3), which shall count as three 
complexity factors 
5) Addressing the issue of medical causation upon written request of the party or parties requesting the report, 
or if a bona fide issue of medical causation is discovered in the evaluation 
6) Complex issues of permanent and stationary status, temporary disability, permanent disability and 
apportionment were addressed, upon request of the party or parties requesting the report. 
7) A complex and comprehensive neuropsychological / psychological evaluation which was the primary focus 
of this medical-legal evaluation. 
 
“I verify under penalty of perjury that the total time I spent on the following activities is true and correct”: 
 

SERVICES UNDER THE MEDICAL-LEGAL FEE SCHEDULE   (8 C.C.R. §§ 9793, 9795) 
 

ML 104-94 Face-to-Face Time with the Injured Worker   5.0 Hours  (20 Units) 
ML 104-94 Reviewing the Records: Review, Analysis & Synthesis of Case Records  6.0 Hours  (24 Units) 
ML 104-94 Medical Research: Case Related Medical/Clinical Research  2.0 Hours  (08 Units) 
ML 104-94 Preparing the Report: Formulation: Analysis, Synthesis, Writing/Editing  8.0 Hours  (32 Units) 

  ---------------------------------------- 
                                                                                TOTAL=  21 Hours   (84 Units) 
 
NOTE: The ML 104-94 services span the total cumulative time spent on all aspects of 
the AME evaluation process over time, ranging from the date of the face to face 
interview with the applicant, to the date of the serving of the QME report. 
 
SERVICES UNDERTHE OFFICIAL MEDICAL FEE SCHEDULE  (8 C.C.R. §§ 9789.11) 
 

96118-59    Neuropsychological Test Scoring, Analysis and Interpretation  6.0 Hours   (6 Units) 
96101-59    Psychological Test Scoring, Analysis and Interpretation  1.0 Hours   (1 Unit) 

 
CPT Code 96101-59 is a code that requires multiple phases of action 
involved in the totality of testing, with major actions carried out AFTER 
the injured worker has departed the evaluation session.   

 
Both 96118-59 and 96101-59 are codes that require multiple phases of 
action involved in the totality of testing, with major actions carried out 
AFTER the injured worker has departed the evaluation session.   

 
Therefore, the majority of the very analytical services that  make up the 
testing services are carried out AFTER and SEPARATE from injured 
worker contact.  

 
These actions include the scoring of the tests, interpretation and 
analysis of the test results, and preparation of the narrative reporting 
that is to make up the explanation of the test findings.  

 
These are time intensive services carried out AFTER the injured worker 
is gone, and they are vital to the testing process.  
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Behavioral Medicine Resources, Inc. 
9449 Balboa Ave. Suite 205 
San Diego, Ca. 92123-4342 

Murray H. Rosenthal, DO., Medical Director 	 Fax #(619) 571-3981 
Andrew Ferber, RN., MSN, Clinical Director 	 Phone # (619) 571-1188 

January 25, 1996 

To Whom it May Concern: 

I am writing this as a letter of reference for Dan Whitehead, Ph.D., PSY 13833. 

Dr. Whitehead was associated with my managed care business as well as my research program 
from 1992 through 1994. In this capacity he was involved in the start up of a managed care 
program, including patient contact and scheduling, tracking and referral, and direct clinical services. 
He worked directly with customer medical practices in reporting of patient contact. He also 
developed treatment outcome and reporting procedures. 

In our research program he performed preliminary telephone screening with research candidates, 
performed clinical interviews with research study candidates, using assessment tools germane to 
the particular study and monitored patients using clinical assessment tools throughout the course of 
research studies. He also provided and monitored psychoeducational aftercare programs for 
patients who had completed research studies. 

He had experience & training with a variety of instruments including: 

Minnesota Multiphasic Personality Inventory (MMPI-2) 
Structured Clinical Interview for DSM-111-R (SCIDS) 
Alzheimer's Disease Assessment Scale Cognitive Behavior 
Wechsler Intelligence Scale for Children (WISC-R) 
Wechsler Adult Intelligence Scale (Revised) 
Montgomery-Asberg Depression Scale (MADRS) 
Symptom Checklist 90-Revised (SCL-90-R) 
Clinician Administered PTSD Scale (CAPS) 
Test of Variables of Attention (TOVA) 
Hamilton Depression Scale (HAM-D) 
Hamilton Anxiety Scale (HAM-A) 
Wechsler Memory Scales 
Memory Assessment Scales 
Mini-Mental State Exam 

Form (ADAS-COG) 

"Dedicated to Research, Mental Health Management & Education" 



Behavioral Medicine Resources, Inc. 
9449 Balboa Ave. Suite 205 
San Diego, Ca. 92123-4342 

Murray H. Rosenthal, DO., Medical Director 	 Fax #(619) 571-3981 
Andrew Ferber, RN., MSN, Clinical Director 	 Phone # (619) 571-1188 
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I found Dr. Whitehead to be a competent and able manager of our outpatient program. He designed 
and developed procedures and methods to assist in program start-up, as well as ongoing office 
procedures. He is a self-motivated person with character and integrity who gets the job done. I 
recommend him to you in the above capacity. 

Sincerely, 	- 
/ 	 1 

ii 	' IT1(Lf . 
Mukray H. Rosenthal, D.O. 
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