


Advance Praise for Rise of the Fourth Reich

“History shows evil left unconfronted and unpunished always returns, and usually even
worse than it was before. It took seventy-five years after the judgment at Nuremberg for
bio-medical fascism to make a comeback. Without a new Nuremberg like what Daniel
and Steve are calling for, it’ll come back a lot sooner than that.”

—Jesse Kelly, nationally syndicated radio host and host of 
I’m Right on The First

“Steve and Daniel are remarkably courageous and wise. Read this book and find out why
you are living through something we promised would ‘never happen again.’”

—Charlie Kirk, Turning Point USA 

“Steve and Daniel have written a definitive and frankly terrifying indictment of perhaps
the most unique and systemic evil I have witnessed in my lifetime. Like many of you, I
also balked at the provocative title at first—for we should not invoke such history or
imagery lightly. Then I started reading the book, and sadly came to the conclusion it was
a worthwhile comparison. If you read this book, you will, too.”

—Glenn Beck, Radio Hall of Famer and multiple New York Times bestselling
author

“Deace and Horowitz have teamed up after years in the trenches of the war on truth to
fire away at those who have been working to strip people of their civil liberties as they
install a new way of life under totalitarian control. Both authors knew they were being
presented with a series of implausibilities from the start of the crisis and have not let
down their pursuit of those driving the false agenda and what is really the state of affairs
with the pandemic illness. The book is well-conceived and easy-to-read. It will serve as
an excellent gift to others to help them understand the mind-blowing reality we are all
living through—be sure your copy is read many times.”

—Peter A. McCullough, MD, MPH, coauthor of Courage to Face COVID-19:
Preventing Hospitalization and Death while Battling the Biopharmaceutical Complex
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I
OPENING STATEMENT

t is an insurmountable task to fully quantify the depth and breadth of the damage COVID
fascism has inflicted upon the entire human race.
Between the lockdowns, criminalization of human breathing without a Chinese face diaper,

denial of lifesaving treatments, and distributing and then mandating what turned out to be
shockingly dangerous shots—the physical, social, mental, and economic destruction is too vast
to measure. It is quite possible modern existence will not fully recover from this tyrannical
episode in our lifetimes, if at all, given the unfortunate precedents set.

However, it would constitute an equal crime against humanity to allow these stories to go
untold, and thus allow these atrocities to go unanswered, without fundamental legal and political
changes to ensure they never happen again. Including, but not limited to, investigations and then
tribunals to hold accountable those most guilty of originating this crime against humanity, along
with an immediate plan to erect an impervious legal firewall around those human rights that were
breached.

We must not forget what they did to us in the name of “science.” We must not join the
clamoring to “move on” and “return to normal” when the “new normal” the perpetrators desire is
anything but. Nor should we offer reconciliation with those guilty of this long train of abuses
without them first recognizing their crimes, and then repenting publicly for them.

We must also never forget that the Holocaust was perpetrated not in some primitive corner of
the world in medieval times, but in Western Europe in the twentieth century. Clearly, the
firewalls of “never again” placed as an obstruction to future medical tyranny during the
Nuremberg trials, and embodied throughout the Nuremberg Code, have been breached and
deracinated from their foundation. It is the calling of our generation to reconstruct, fortify, and
eternalize those legal and political firewalls as they relate to science, medicine, and control over
human beings. Because, if we don’t, the next time “that could never happen here” happens here,
it will be even worse.

The justification for a renewed version of the Nuremberg Code in the wake of the COVID
fascism democide in many respects is more vital than it was in the wake of the Third Reich.
Today, we face a Fourth Reich, which is potentially much more dangerous and inescapable than
the Third Reich, and therefore needs even greater firewalls to prevent its proliferation.

First, as strong as Hitler’s regime was during the 1930s, it was just one country. At some point,
the natural jealousy, competitiveness, and survival instinct of competing nation-states would
have to fight back or rebel against the Third Reich. No single nation could dominate the globe
forever. The Fourth Reich, on the other hand, induced by the Great Reset of COVID
totalitarianism, was the first form of fascism that was instantly global in nature. There was



nowhere to escape its tentacles because the ideology of globalism has embedded the fascists as
the ruling class in every western [former] democracy. Although America is still the most
influential player on the global scene, COVID fascism was not confined to any one country or
even region of the world. Thus, one cannot count upon a country or group of countries rising up
against it the way the United States neutralized the Third Reich during WWII.

Second, the Fourth Reich is directed by the most dangerous mix of public-private partnerships.
Thus, not only is it synchronized by global elites ruling every country, but by every global
corporation working in tandem with every country’s government to enforce the edicts of the
Fourth Reich through censorship, discrimination, denial of basic services, and medical apartheid.
We were unable to play the public sector off the private sector, or the private sector off the public
sector—for they were the same sector.

For example, private emails from June 2021 released via FOIA revealed that the CDC
Foundation worked with Facebook, Merck, the WHO, and other pharma entities on an “Alliance
for Advancing Health Online” initiative to control the narrative.1 So whether it’s issues of off-
label early treatments, vaccine safety and efficacy, science about asymptomatic transmission, or
the threat of COVID to children, every morsel of information propagated by the Department of
Health and Human Services (HHS) agencies is influenced and controlled by pharma and Big
Tech to steer a specific outcome that will always benefit Big Pharma and the global regime.

Leaked Department of Homeland Security documents in June 2022 revealed how DHS
officials set up meetings with Twitter executives to work on combating what they called
disinformation.2 The Biden White House worked with the corporate world both on stifling
dissent and on enforcing the COVID mandates upon the citizenry.3

Perforce, the danger of the Fourth Reich’s public-private partnership is akin to a nuclear bomb
to individual rights in the sense that government will chase you while their “private” partners
will catch you fleeing the tyranny. Everything the government was restrained from doing in the
past, thanks to constitutionally protected rights, the courts and politicians were able to assert
were kosher for the “private” entities to do. But we all know that it wasn’t a free and unfettered
marketplace that was prompting these corporations to impose draconian mandates on the bodies
of their workers: it was corporations’ incestuous relationship with the government.

The public is therefore left with no options because they can’t challenge the incumbent private
corporations in the marketplace, given the fact that governments grant them an inveterate
monopoly through existing contracts, subsidies, and regulatory capture. Nor could they challenge
the policies of the government through elections because they artfully vested most of that legal,
economic, and logistical power to enforce their will upon civilization with the “private sector.”

Finally, there is the issue of technology, which again, is aggravated by the previous two factors
undergirding the menace of the Fourth Reich—globalism and privatization of government
tyranny. The Third Reich did not have access to self-spreading vaccines,4 lipid nanoparticle
technology, mRNA technology, or any of the digital tracking and tracing tools global
governments have today to monitor every citizen, their entire health care profile, compliance
with unethical regime mandates, and their most intimate activities.

CDC documents that VICE obtained via FOIA show that CDC bought from a shady data



company access to location data harvested from tens of millions of phones in the United States to
perform analysis of compliance with the lockdowns.5 Specifically, the surveillance included
neighbor-to-neighbor visits and visits to churches, schools, and pharmacies. Given the extent of
digital and nanotechnology, let your mind run wild as to the extent the government is monitoring
and possibly controlling us without our consent.

For example, World Economic Forum (WEF) oligarchs have held forums discussing “Mind
Control Using Sound Waves.”6 Pfizer CEO Albert Bourla bragged in 2018 at the WEF about
“electronic pills” and the ability for insurance companies, and presumably other elite actors, to
know which medicines you take and when you’ve been taking them.7 “Imagine the implications
of that—the compliance,” exclaimed Bourla excitedly.

Klaus Schwab’s top confidante, Israeli history professor Yuval Harari, explained exactly how
COVID will allow them to groom the population into this transhumanist agenda. “Covid is
critical because this is what convinces people to accept to legitimize total biometric
surveillance,” admitted Harari at the WEF without any hint of shame. “We need to not just
monitor people, we need to monitor what’s happening under their skin.”8

At the 2020 WEF meeting, Harari made it clear that nothing short of godlike powers over
human beings is the end goal of the self-appointed global ruling class. “In the coming decades,
artificial intelligence and biotechnology will give us God-like abilities to reengineer life and even
to create completely create to new life forms.”9 In August 2021, the WEF put out a dystopian
video full of masked humans and QR codes titled, “Take a Peek at the Future,” in which it
showcased technology invented by NASA that can identify you by your heartbeat. Then, after
suggesting children permanently do schooling at home in front of a computer, the WEF asks,
“What pandemic era changes would you like to become permanent?”10

Along with the dystopian transhumanist agenda to use technology to control us will be the
suspension of all freedoms. At the May 2022 Davos meeting, Australian eSafety Commissioner
Julie Inman Grant told the WEF that because of “increasingly polarization” (aka dissent from the
oligarchs) we need a “recalibration” of freedom of speech.11 During the 2016 meeting of the
WEF, Ida Auken, a Danish member of parliament, opened her remarks by envisioning,
“Welcome to 2030. I own nothing, have no privacy, and life has never been better.”12 These are
echoes of the Orwellian slogan posted at the entrance of Auschwitz—“Arbeit macht frei” which
is German for “work sets you free.”

Welcome to the Fourth Reich! Can you imagine if the Third Reich had access to this
technology? Well, now that we know about it, we need an updated Nuremberg Code that
matches the expansiveness of this technological threat of tyranny—along with the will of its
practitioners to use it against our bodies—with ironclad legal shackles of government restraint.

Ladies and gentlemen of the jury, we submit that what humanity endured during the era of
COVID fascism was not a “noble lie” of exaggerations designed to get people to the proper state
of alert, nor was it even governments caught flat-footed after being ambushed with a pandemic
they didn’t see coming. In this book, we intend to offer evidence and testimony that, at best,
nefarious elements among societal elites salivated at the prospect of “never letting a good crisis
go to waste.”13 And, at worst, preplanned this societal shift all along—with COVID-19 simply



serving as the MacGuffin of the plot.
In March 2020, there was a new global disorder established: a “Great Reset,” in the words of

leading globalist Klaus Schwab, that not only vitiated the ethos of the Nuremberg Code,
designed to ensure that “never again” could humans be slaughtered like animals, but one that
expanded upon the principles of the Third Reich. A global principle was established that a
human being simply walking in locomotion, living his life without any signs of disease, is a
threat to another human being. Therefore, under this diabolical reset of the Nuremberg ethos, that
individual must initiate a set of affirmative actions against his own body to protect others, and
failure to do so means he forfeits his life, liberty, and property.

Oh, and all standards of safety, efficacy, evidence, prudence, compassion, due process,
scientific debate, dissenting opinions, and legal authority go out the window when determining
what those ever-changing actions are. Nothing that objectively determines what works and what
doesn’t, what is moral and what isn’t, could remain. The only standard would be a subjective one
of no standard at all, except to comply with the edicts or face public ostracization, loss of
livelihood, and even denial of lifesaving medical care.

All things equal, one could chalk up the triple axis of evil—the lockdowns, masks, and shots—
to ignorance, panic, and carelessness. However, there are two factors that demonstrate the global
powers behind this travesty in government and the medical-industrial complex acted with
malfeasance and willful intent to destroy human life:

1. The perpetuation of these policies long after they were incontestably proven anywhere from
harmful to ineffective

2. The vicious and cruel denial of treatment options that could have saved millions of lives—
options that were established as much safer and cheaper than the ones that were promoted,
then mandated

These two factors will be explored thoroughly through the testimony of experts, witnesses, and
victims of the COVID crimes throughout the chapters of this book. They will demonstrate,
conclusively, that the culture of cruelty within the medical field and government was purposeful,
planned, and has now become permanent—even after their colossal harms and counterproductive
efficacy have been proven in plain sight.

That absent an equal and opposing force of good, motivated by preservation of basic human
rights and bodily freedoms, the COVID regime beginning in early 2020 will become the “new
normal” in government, law, medicine, and science.

With that in mind, let’s confront the first factor demonstrating there is no innocent and benign
explanation for the set of policies pursued by our government and the medical field. Namely, the
duration and perpetuation of these human experimentations well beyond when any reasonable
person would have aborted them.

Even if one believes that locking people down, shuttering schools, and forcibly masking
human breathing is a necessary evil (assuming the enforcers are not indeed evil themselves), they
will eventually recognize that these policies are indeed a form of evil—even if they believe they
are (hopefully) temporarily necessary.



As such, even if they believed they had the moral and legal right to institute these policies
initially, they would have enacted them in the least restrictive manner, for the shortest period of
time necessary, and would have immediately rescinded them the minute there was a suspicion
they were ineffective and/or damaging.

Instead, the leaders in politics and medicine doubled and tripled down on these demonic
policies for months, and, in some realms, even years on end to the very days this was being
written. Long after it was clear that masks absolutely did not affect the epidemiological outcome
of the virus in any part of the world,14 they continued to forcibly mask two-year-olds, deny
medical care to people with disabilities who couldn’t wear a mask,15 and prevent rape victims
who couldn’t have their mouths covered from living a normal life.16 Kids were forcibly masked
for eight hours a day in most parts of the country for nearly two years, assuming they even had
in-person learning for much of that time period.

Nowhere is this maleficence—a long-term and inexcusable disregard for human rights, basic
science, and sane risk-benefit analysis, along with a refusal to change course regardless of the
new information—more evident than with the tragic human experiment of closing schools. Like
with all the other policies, there was nothing immutable about the decision to close schools for
months and years on end. It was a forgivable sin to shut down the schools for a week or two in
the face of the immediate panic. But the facts were clear from nearly the first few weeks that
children were not at elevated risk from this virus beyond the typical risks they assume every day.

After just a few weeks, it became incontrovertibly clear that the school closures had no
bearings on the trajectory of the pandemic, induced a calamitous mental health crisis, and
inhibited the learning development of a generation of civilization. Within the first month of the
lockdowns, data from Iceland,17 U.K.,18 Australia,19 Switzerland,20 Canada,21 Netherlands,22

France,23 and Taiwan24 showed that children were responsible for little to none of the
transmission to adults.

Already on May 2, 2020, the CDC posted in its COVID View Summary, “For children (0-17
years), COVID-19 hospitalization rates are much lower than influenza hospitalization rates
during recent influenza seasons.”25

CDC and state departments of health, along with all of the state and federal election officials
who went along with it, could have aborted this cruel experiment on children after only one
month of the shutdown and could have avoided the calamitous long-term educational, social,
mental, behavioral, and developmental damage we are now fully realizing. As the tenth precept
of the Nuremberg Code states, “During the course of the experiment the scientist in charge must
be prepared to terminate the experiment at any stage, if he has probable cause to believe…that a
continuation of the experiment is likely to result in injury, disability, or death to the experimental
subject.”26 Yet they continued…and continued…and continued to shut down schools.

Each day, the CDC and various state health and education departments could have decided to
do the right thing and follow the undeniable science and data on school closures and masking of
children. Even as the suicides increased and the grades from Zoom school plummeted, they
continued these policies without any evidence they served a purpose.

These sort of polices were akin to the most vicious form of chemotherapy: something you



would administer only as a last-ditch effort in the most minimal dose, not as the first-choice
effort indiscriminately without any precision.

These were not wartime decisions where a military or political leader is often forced to make
one sudden immutable decision that could determine who lives and who dies instantaneously.
Every day, they could have opened their eyes to what was before them and realized that school
closures, small business closures (while the big retailers were open), masking, and endless
testing and spying (aka “contact tracing”) violated human rights without any appreciable benefit
—but did come with copious personal and societal side effects.

Unlike in war, this was not a zero-sum game beyond each day’s decision. We could have
mitigated the harm one day earlier by choosing to do the right thing the following day. After the
initial “two weeks to flatten the curve,” we had ample evidence that even the most favorable risk-
benefit analysis of these policies revealed them as a net liability on humanity, unquestionably as
they related to children who always had the most to lose and the least to gain from the “new
normal.”

Had we frozen those policies in April 2020, the harm from just two weeks would have been
minimal. Instead, we continued them for two years in many parts of the country and the masking
never stopped in some places. In fact, the policies failed so miserably that the more we enacted
them, the more the virus got worse,27 which should have been an obvious sign that the expressed
need to perpetuate those policies beyond those first few weeks bore witness to the circuitous,
convoluted, and even evil logic of continuing them. But the pleas for public debate fell on deaf
ears for weeks, then months—and in many parts of the country and the world—for years and
until this very day.

Then there were the COVID shots, originally advertised as just as safe and effective as
traditional vaccines, albeit with a quicker timeline that will accelerate the future of vaccine
development.28 We intend to bring expert testimony attesting to the fact that the key players in
government and Big Pharma knew about the risks of these shots from day one. But just like with
school closures, each day was a new decision point. They could have administered them with
proper informed consent, and only to the people who absolutely needed them. Then they could
have pulled them from the market as soon as they realized that the shots did not stay in the
shoulder muscle while creating an increasing litany of inflammatory maladies throughout the
body, including permanent disability and death.

Yet, the more the evidence showed the shots were dangerous and ineffective—and then
eventually made it more likely you would get the virus—the more they not only doubled down
on the shots, but then began mandating them on every human being alive regardless of age, risk
factors, and whether one already had natural immunity, which was about half the population at
the time.

We know based on a court-released document that as early as February 28, 2021, which was
before most people got their first dose (especially those under sixty), there were enough
problems with these shots, pursuant to the Nuremberg Code, they should have been removed
from the market. Instead, they were mandated and expanded to younger people and those with
natural immunity. We typically pull a product off the market after a few dozen suspected deaths.



The swine flu vaccine in 1976 was pulled from the market after only a few dozen deaths and was
halted in nine states after just three reported deaths in Pittsburgh.29

Yet Pfizer disclosed to the FDA at the time, but unbeknownst to the public, the existence of
42,086 adverse event case reports containing 158,893 total events, including 1,227 deaths.
25,957 of the events were classified as “nervous system disorders.”30 During the 1976 rollout of
the swine flu vaccine, there were a mere 362 cases of Guillain-Barré Syndrome (GBS), a
condition in which the immune system attacks the nerves and causes forms of paralysis, reported
before it was pulled from the market.31 As of May 20, 2022, there were over 4,000 cases of GBS,
and 15,568 cases of Bell’s Palsy, reported to VAERS from the COVID shots.32

In the document that Pfizer and the FDA wanted to conceal for seventy-five years, Pfizer
reveals that “due to the large numbers of spontaneous adverse event reports,” staff were forced to
prioritize “the processing of serious adverse events” and the company had to hire large numbers
of staff to handle all the adverse side effects.

“To date, Pfizer has onboarded approximately six hundred additional fulltime employees
(FTEs),” reveals Pfizer on page six of the confidential document. “More are joining each month
with an expected total of more than eighteen hundred additional resources by the end of June
2021.”

In other words, Pfizer was preemptively ramping up in preparation for an avalanche of adverse
side effects the public wasn’t warned about ahead of time.

Furthermore, Pfizer details nine pages of several thousand known categories of adverse effects,
which reveals the massive scope of injuries that were being reported to Pfizer. Pfizer knew that
these were just the self-reported and immediate effects for a vaccine that had undergone
absolutely no long-term safety studies and for which all of the control groups were unblinded
and vaccinated. Pfizer and the FDA had access to this information and never released it to the
public at the time, but nevertheless pushed the vaccine on the public in the biggest mass
vaccination campaign of all time. This included the eventual success in jabbing children and
babies with the old, failed sequence of the shot, even as the virus had already mutated multiple
times.

Then there is Pfizer’s own all-cause mortality data from very early on in the process. Amid all
the studies thrown around the debate table, there is nothing so revealing as the all-cause mortality
rates of those in the actual clinical trials after a few months—trial arm compared with placebo.
Such a measure will factor in COVID deaths, natural deaths, and vaccine-related deaths. In
Pfizer’s very own biologics license application that was used by the FDA to grant it full licensure
(for the Comirnaty shot), Pfizer reveals, “From Dose 1 [started on July 27, 2020] through the
March 13, 2021 data cutoff date, there were a total of 38 deaths, 21 in the COMIRNATY
[Pfizer’s mRNA vaccine] group and 17 in the placebo group.”33

Say again?! Pfizer knew from early on—before the children were jabbed—that there were
more all-cause deaths in the trial group in the adult trial? How can that be? Pfizer claims without
evidence that “None of the deaths were considered related to vaccination.” But if the vaccines
were so effective, how could we see negative efficacy in the measure of all-cause mortality? Yet,
pursuant to that very document, the FDA granted Comirnaty—de facto Pfizer—full licensure,



which greased the skids for the military mandate.
From day one, it was clear that after subjecting people to so much known and unknown short-

term and long-term risk of severe adverse events, there was no all-cause mortality benefit—and
very likely a detriment.

What about the claimed benefits against hospitalizations? An analysis of Pfizer’s and
Moderna’s own clinical trial participants coauthored by Dr. Peter Doshi, editor of the world-
renowned British Medical Journal, found clearly that the trial participants were more likely to be
hospitalized from adverse events from both Pfizer and Moderna’s shots than to benefit from
reduced COVID hospitalizations.

Specifically, Dr. Doshi and his colleagues found that the Pfizer shot was associated with an
increased risk of serious “adverse events of special interest” unrelated to COVID of 10.1 events
per 10,000 vaccinated for Pfizer and 15.1 per 10,000 for Moderna. In absolute terms, they did
find a small benefit in reduced COVID hospitalizations, but when weighed against the increased
risk of hospitalizations from vaccine injury, there was a net increase in serious adverse events of
7.8 per 10,000 vaccinated with Pfizer and 8.7 per 10,000 vaccinated with Moderna over the
supposed protection against COVID hospitalizations.34

Thus, from early on, before they jabbed most of the public, the manufacturers and the
“regulators” knew that the shots caused more harm than good. And this was for the original
strain when there was slight efficacy, but very few people were vaccinated when the Wuhan
strain was still circulating. They continued to push the shots for the new strains and introduced
them to children and eventually babies long after we saw not just a net liability, but an absolute
liability because there was no discernible efficacy and growing evidence of negative efficacy
against the new COVID strains.35

Accordingly, all along, as they were spending more money, time, effort, government control,
and public shaming to promote these shots, they knew they were violating the sixth precept of
the Nuremberg Code: “The degree of risk to be taken should never exceed that determined by the
humanitarian importance of the problem to be solved by the experiment.”

Fast-forward to early September 2021, and we already knew from weekly U.K. COVID case
data that the vaccine had negative efficacy.36 Furthermore, there were already 1,000 deaths and
hundreds of thousands of injuries reported to VAERS at that time. Not only did the FDA decline
to pull the shots off the market, but our government did three things in late summer of 2021:

1. Issued full licensure to the Pfizer shot (technically only Pfizer’s sister vaccine, Comirnaty,
which is still not available for use here in the U.S. at the time this book was being written).

2. Approved Pfizer booster shots, which is itself evidence of the waning efficacy of the original
ones.37

3. Accelerated federal and state mandates on a good chunk of the American public, especially
federal workers, health care staff, and the military.38 And they did so knowing full well that
the shot not only came with an escalating number of potential side effects, but it was
concocted for a version of the virus that had no longer been in circulation for months.

In doing so, the FDA acknowledged that despite months of safety problems with myocarditis,



there was also a huge unknown risk of subclinical myocarditis, which was likely much more
widespread.

In the Pharmacovigilance Plan Review Addendum for Comirnaty,39 the FDA conceded,
“Incidence of subclinical myocarditis and potential long-term sequelae following COMIRNATY
are unknown.” However, it did note that a previous study on a smallpox vaccine “suggested an
incidence of possible subclinical myocarditis (based on cardiac troponin T elevations) sixty-
times higher than the incidence rate of overt clinical myocarditis.” That would bring up the one
in 1,000 rate among young males that Pfizer acknowledged40 to as high as one in seventeen for
subclinical cardiac ticking time bombs!

The FDA reviewers flatly stated, “Based on review of available data, there are known risks for
myocarditis and pericarditis and an unexpected serious risk for subclinical myocarditis, which
warrant PMR safety studies to assess these serious risks.” They called on Pfizer BioNTech to
conduct studies but noted that the sponsor rebuffed them. In other words, we don’t regulate
Pfizer; Pfizer regulates us…while enjoying free taxpayer funding, marketing, distribution,
mandating, and complete immunity from liability. Seven and a half months after Pfizer’s full
approval, we still have no studies on subclinical myocarditis, and they aren’t due to be completed
until July 2023!

Jab first, study the effects later became the modus operandi, the starkest violation of the
Nuremberg Code imaginable. As late as January 25, 2022, CDC researchers published a paper in
JAMA asserting their belief that the tens of thousands of myocarditis reports to VAERS were
“likely” underreported, yet that did not change their policies.41 Instead, the FDA went on to
approve the shots for even younger cohorts of young children, including third doses in the
ensuing months. At best, this isn’t science whatsoever but cognitive dissonance. At worst, this is
The Island of Dr. Moreau.

And again, the Biden administration pushed it on every population, despite the risk status or
prior immunity, and despite the negative efficacy and the fact that the vaccine was for an
obsolete strain of the virus. There is no benign or innocent explanation for this.

Nowhere was the Third Reich–era ethos of jab first and study consequences later more evident
than with the push to pressure and, in some circumstances, mandate the shots upon pregnant
women. In medicine, we are so careful never to give any substance to pregnant women that has
not affirmatively been proven safe with numerous long-term studies that directly examined its
effects on pregnant and nursing women.

Nevertheless, a copy of the Pfizer trial informed consent document made public through FOIA
lawsuits from the Informed Consent Action Network stated unambiguously, “The effects of the
COVID-19 vaccine on sperm, a pregnancy, a fetus, or a nursing child are not known.”42

Nonetheless, this shot was pushed upon pregnant and nursing women and women of childbearing
age without informed consent to the public, regardless of their risk level and immunity status.
This was particularly true for those in the military and the health care field.

Shockingly, this novel gene therapy, after the manufacturers and the FDA already knew of
countless safety signals concerning hundreds of maladies, was pushed upon pregnant women,
even after all the safety signals were blaring red and even after the FDA knew the



proinflammatory lipid nanoparticles43 deposited, to a large degree, in the ovaries. Already in
2018, a study published in the International Journal of Nanomedicine showed that nanoparticles
can “detrimentally affect the reproductive systems of mice in vivo and in vitro. At the cellular
level, NPs can induce infertility by altering the activity, morphology, quality, and quantity of
sperm.”44

In the FDA’s “Summary Basis for Regulatory Action on Comirnaty”—published nearly a year
after the shot had already been administered and, in some cases, mandated upon pregnant women
—the drug regulator stated plainly that proper information for use for pregnant and nursing
women was missing. “Missing information: Use in pregnancy and lactation; Vaccine
effectiveness; Use in pediatric individuals <12 years of age,” the FDA divulged.45

Indeed, in Comirnaty’s (Pfizer BNT162b2) purple-cap package insert, the label states
unmistakably that “available data on Comirnaty administered to pregnant women are insufficient
to inform vaccine-associated risks in pregnancy.”46 However, this informed consent written in
fine print was never divulged to patients by the government, media, and most doctors. In fact,
they lied and asserted conclusively that it was safe. In the ultimate violation of medical ethics, it
was quite commonplace for OBGYNs to expel women from their practice if they declined to take
the shot.47

They did this all months after seeing so many VAERS reports of adverse reproductive issues.
As of early May 2022, there were 4,690 miscarriages reported to VAERS, 10,575 instances of
vaginal/uterine hemorrhaging, and ubiquitous reports of menstrual irregularities.48 In fact,
menstrual irregularities were so common that a University of Chicago survey sought to recruit
500 women with menstrual irregularities in order to study the cause and effect, and instead,
researchers received 140,000 submissions.49 One preprinted study found that 42 percent of
women experienced heavier bleeding, while only 44 percent reported no changes to their
menstrual cycles at all. A mind-boggling 66 percent of postmenopausal women experienced
breakthrough bleeding sometime after receiving the shots.50

Then there is the issue of fertility among men, which will obviously take longer to detect. The
lipid nanoparticles deposit in large quantities in the testes just like they do in the ovaries. In the
same week that the FDA approved the COVID shots on babies and toddlers in June 2022, an
Israeli study of sperm donors published in Andrology found a 15.4 percent decrease in sperm
concentration between two and five months after donors got the shots. Considering the shots lose
their efficacy after five to six months by even the most optimistic data out there, that begs the
question of what the routine and frequent booster shots the elites are demanding do to the male
reproductive system long-term. That is a question the study didn’t explore.

Furthermore, “total motile count,” which represents the number of sperm in a sample of
ejaculated semen, decreased 22 percent from prevaccine baseline and barely recovered after five
months.51 None of this was even discussed during the barbaric approval of vaccines on children,
even though this study was the first of its kind on this question of vital importance to all of
humanity.

According to the Declaration of Helsinki on medical ethics, “Physicians may not be involved
in a research study involving human subjects unless they are confident that the risks have been



adequately assessed and can be satisfactorily managed.”52 This is not just any research study but
one involving two billion human beings, with hundreds of thousands of pregnant women being
used as lab rats before risks were adequately assessed and after some risks are already apparent.
It’s a new biomedical paradigm of mandate first, study never.

As abhorrent and detestable as the issues we’ve already discussed happen to be, it is the
government’s relentless war—joined by the entire medical establishment—on safe and effective
treatments that best demonstrates an undeniable and particularly cruel form of malice we shudder
to consider. This point will consume a large portion of the testimony laid out in this book.

The Rosetta Stone to understanding the nefarious motivations behind the government-medical
complex’s response to COVID—or perhaps involvement in it—is the war on early treatment.
You see, logic would dictate that anyone who is truly motivated by his desire to combat COVID
—perhaps naively and even to a fault, but nonetheless altruistically—would have embraced and
even obsessed over early treatment options from day one. After all, if COVID is so deadly that
you are going to treat someone with no symptoms as if they are afflicted, then you most certainly
would move heaven and earth to treat someone who has the virus with that same supposed
urgency of life and death.

At least you would if you still took the Hippocratic Oath seriously.
Consider the fact that the same medical officials who would kick a rape victim off a plane for

not wearing a mask, or forcibly mask a healthy preschooler for eight hours out of an alleged
“abundance of caution,” would also tell an elderly patient with heart disease or diabetes upon
testing positive for COVID to go home and wait until he can’t breathe before coming to the
hospital as the only available protocol treatment for COVID.

Not only did these medical officials eschew any evidence of effective treatment with cheap
and safe medications, vitamins, and supplements, they went to war over them. They censored
and even fired doctors who promoted such treatments. They got pharmacies to refuse
prescriptions to patients for whom every hour counted. They refused even the safest treatments at
all stages, including when the patient was on a ventilator. And in some cases, even called child
protective services on parents who would treat these children with safe medications.

And they did so without ever offering alternatives.
They did so even long before the vaccines and the supposed wonder of Big Pharma’s

expensive and dubious new outpatient drugs, which didn’t come out until late 2021. Thus, the
same people who felt COVID was a big enough threat that it was worth risking the ruination of
modern society suddenly ignored the threat of the virus when a person actually got it, and then
worked tenaciously to block the treatments.

Despite long-standing evidence throughout the pandemic that there were numerous safe
options to treat and even somewhat preempt the virus—including the inflammatory response,
respiratory distress, and blood clotting—the entire medical establishment vociferously opposed
any and every suggestion. To this very day, there is not a single cheap therapeutic the
establishment has endorsed, even though everything it has used has failed in the real world,
despite the establishment spending billions of taxpayer dollars on development and free
distribution.



The list obviously includes hydroxychloroquine and ivermectin, but also many other
suggestions. Off-label medications include nitazoxanide, metformin, aviptadil, budesonide,
fluvoxamine, fenofibrate, famotidine, cyproheptadine, methylprednisolone, and dozens of other
vitamins and supplements, such as vitamin D, vitamin C, selenium, black seed oil, NAC, zinc,
quercetin, and melatonin—just to name a few.

Even venerable aspirin was attacked instead of promoted once it was known to prevent the
blood clotting.53

Nasal and oral rinse with a betadine solution was possibly the simplest and most effective way
to cut down the viral load and the ensuing commensurate inflammatory response,54 yet it was
mocked and panned by the media as a tool of “anti-vaxxers.”55

Again, all without providing any alternative solutions—both before the vaccines came out and
after it was clear they were not working.

Why was it that the people who claimed to fear COVID the most believed in treating it the
least? There is no benign or innocent explanation for this.

Just vitamin D alone could have saved countless lives. Over a hundred studies, many of them
conducted early in the pandemic, showed the near-perfect correlation between higher vitamin D
levels and better outcomes in COVID patients. Most of the COVID deaths occurred well after six
months into the pandemic, which could have given people ample time to bulk up their levels. An
Israeli study showed 25 percent of hospitalized COVID patients with vitamin D deficiency died
compared with just 3 percent among those without a deficiency.56 And those with a deficiency
were also fourteen times more likely to end up with a severe or critical condition. A meta-
analysis of forty pooled studies found that vitamin D supplementation correlated with a 65
percent reduction of risk for ICU admission.57

Even Dr. Anthony Fauci, America’s so-called “leading infectious disease expert,” admitted in
an interview with a Hollywood actress in 2020, long before we knew if/when we would have the
alleged vaccines, that he takes ample doses of vitamin D daily to boost his immune system.58 So
then how come he didn’t launch a national campaign to get his countrymen to do the same with
the massive platform he had? There is no benign or innocent explanation for this.

Furthermore, such an approach also wouldn’t have come with a sundry list of complications
like the vaccines, and it would have bestowed immeasurable positive side effects upon the
population to safeguard against an array of other health concerns such as cancer and heart
disease.59, 60

How many COVID deaths could’ve been prevented with wide use of all these treatments? We
will never know because the establishment instead attacked those few doctors who were saving
lives, and even fired them and sometimes stripped them of their licenses.

Accordingly, there is no middle ground when ascertaining the motivations behind the COVID
fascism pursued by our government and the medical profession. There is no benign or innocent
explanation for what they did regarding the other policies as well.

We could have potentially saved millions of lives from COVID and avoided the ongoing
mental health crisis, all of the damage from the COVID shots, trillions of dollars in spending and
economic damage, and diminishing a generation of children’s mental, behavioral, physical, and



language development had we simply aggressively treated COVID with protocols we knew were
working.

How did we know? There were doctors screaming from the rooftops from day one on how to
treat the virus, such as Dr. Vladimir Zelenko who treated hundreds in the very first wave that hit
New York, and they had remarkable results to show for it. On April 30, 2022, Brazilian daily
newspaper Folha de São Paulo conducted an analysis of the clinical outcomes of nine doctors
around the world known for treating COVID early, including a few in the United States. Out of
roughly 25,000 patients treated, they had a 0.13 percent case fatality rate.61

That is about a 93 percent reduction in mortality from the cumulative case fatality rate in the
U.S. throughout the pandemic.62

And remember, these actual doctors were overrun with patient demands because they had to
do the jobs of thousands of other medical tyrant physicians who inexcusably ignored their own
regular patients. Imagine if every doctor would have been instructed to aggressively treat early
with some of these protocols, buttressed by government posting helpful information and actively
researching even better concoctions and protocols throughout the pandemic?

Imagine if a fraction of the money spent on failed therapeutics, vaccines, lockdowns, and
subsidizing people to vegetate at home would have been channeled into fine-tuning some of the
protocols from people like Drs. Vladimir Zelenko, Brian Tyson, George Fareed, Pierre Kory,
Paul Marik, Peter McCullough, Ryan Cole, and Richard Urso? Imagine if the system would’ve
supported such healers, instead of vilifying, censoring, and threatening them?

The true malfeasance of our government and medical establishment can be proven from the
powerful juxtaposition of the standards with which they used to judge cheap, FDA-approved,
long-standing safe therapeutics to the ones they used for expensive, novel therapies with known
safety problems that did not yet have full FDA approval.

After rejecting every single safe, common drug, what was the one standard of care they used in
the hospital beginning in May 2020? The worst choice imaginable—antiviral remdesivir, which
incidentally, was developed by Dr. Ralph Baric of the University of North Carolina–Chapel Hill
—the same individual who dabbled in the coronavirus spike protein gain-of-function research.63,
64

On December 12, 2019, less than five months before Fauci and the FDA pushed approval of
remdesivir without consulting with an outside panel of experts, the New England Journal of
Medicine published a study on remdesivir use in Ebola that should have gotten the drug
permanently banned for any use.65 Over the preceding year, the researchers conducted a
randomized controlled trial of four therapeutics for use against Ebola in the Democratic Republic
of the Congo: remdesivir and three types of monoclonal antibodies, including Regeneron. Of the
four drugs, remdesivir had the worst outcome with a 53.1 percent death rate, which is higher than
the death rate from the virus. In fact, both remdesivir and ZMapp (death rate of 49.7 percent)
were deemed to be so dangerous that they were pulled from the study on August 9, 2019.66

On April 29, Fauci announced that remdesivir would become the standard of care, and another
study he cited was a March 2020 study by the drug’s own maker, Gilead Sciences, (eventually
published in the NEJM in June)67 of fifty-three coronavirus patients in the U.S. Canada, Europe,



and Japan who used remdesivir for ten days.68 Sixty percent reported adverse events and 23
percent reported serious adverse events. The most common being “multiple-organ-dysfunction
syndrome, septic shock, acute kidney injury, and hypotension.” Furthermore, “Four patients
(eight percent) discontinued remdesivir treatment prematurely: one because of worsening of
preexisting renal failure, one because of multiple organ failure, and two because of elevated
aminotransferases, including one patient with a maculopapular rash.”

This is why the NIH to this day warns about renal failure and liver toxicity from the use of this
drug that is bankrupting us and killing people in the hospitals.69 The World Health Organization,
hardly a bastion for medical freedom, even recommends against using it.70 The WHO’s
Solidarity trial, which was conducted on 2,750 patients in 405 hospitals across thirty countries,
found “little or no effect of remdesivir on mortality,” even though “the proportion of lower-risk
patients happened to be appreciably greater in the remdesivir group than in the placebo group.”

Consider the fact that remdesivir was known to be so dangerous, had no anti-inflammatory
qualities so it couldn’t conceivably work at the hospitalization stage, and was $3,000 a course of
treatment. Yet it remains the standard of care to this very day, while Nobel Prize–winning drugs
and long-standing, broadly safe and beneficial therapeutics and supplements are repudiated.

Indeed, not a single officially approved inpatient COVID treatment did not contain a black box
warning from the FDA. Not. A. Single. One.

The only other treatments approved throughout the pandemic for severely ill patients, at the
time of this writing, were baricitinib and tofacitinib. Baricitinib has an FDA black box warning
for blood clots, of all things, and was used to treat a disease that was prone to clotting!
Tofacitinib has a black box warning for “serious infections and malignancy.”71, 72

What about our government’s choice drugs for outpatient treatment after going nearly two
years without approving a single drug outside the hospital? Merck’s molnupiravir was so widely
panned even by the sympathetic corporate media that it was barely ever used.73 Yet the same
FDA committee that admitted that the drug was likely mutagenic, caused birth defects in rats,
and never really worked wound up approving the drug anyway.74 Merck received over a $1
billion for this toxic drug.75

Pfizer’s Paxlovid wound up being the king of outpatient treatment because Pfizer is king.
However, the drug is mixed with a dangerous AIDS medicine, ritonavir, contraindicated with
numerous classes of common drugs used by vulnerable patients, and left a horrible metallic taste
in people’s mouths.76 Then, it became clear, despite the “90% efficacy,” that it never worked in
vaccinated people, and that it caused a rebound of even worse symptoms several days later.77

If there is one story that emblematizes the level of absurdity and depravity of the past few
years, it was the story of Dr. Fauci himself contracting COVID in June 2022 after receiving four
doses of the vaccine. He then admitted that after taking Paxlovid, he got a rebound of the virus
that made him feel “much worse” than the original round.78

You couldn’t make this stuff up.
There is quite literally not a single pharmaceutical and nonpharmaceutical intervention

implemented by our government that didn’t make the virus worse and cause side effects. And to
this day, we have no understanding of the long-term effects of Paxlovid, just like with the



“vaccines.” At the same time, hospitals would deny people with no options the Nobel Prize–
winning drug ivermectin, which was dubbed “generally well tolerated” by the NIH,79 listed
among the most “essential medicines” by the WHO,80 and regarded as providing “immeasurable”
benefit to humanity by the Nobel Assembly.81

There is no benign, or innocent, explanation for this.
Coming full circle on the juxtaposition of the measures they pursued versus the ones they

essentially criminalized, the entire COVID regime began with the justification of flattening the
curve to ensure there would be no overrunning of the hospitals. However, these same people
instituted a de facto embargo on outpatient treatment that ensured that anyone who gets a serious
case of COVID would wind up only in the hospital.

Then they experimented on humans with therapeutics and shots that were known to be trouble
long after their lack of safety and efficacy was proven, while they went to the mattresses to block
proven safe therapeutics as the first- and last-ditch efforts to save lives.

It is for this reason we allocate a good chunk of this book to testimony from experts, doctors,
witnesses, and victims of the war on treatment. Commensurate with one’s view of the severity of
COVID—and the immutably destructive policies they were willing to implement to combat it—
is the culpability of those who denied the treatment for it. We need the world to hear the extent
of the malfeasance so that we can resolve to never allow this to occur again.

Every one of the interviews you’re about to read were conducted with the actual witness.
There are no anonymous sources cited. Everyone is on the record making these claims as their
individual selves. And we have also captured the actual audio of each interview to verify their
authenticity if requested. Should anyone come forth to question the claims contained therein, we
will enter into evidence those recordings so you can hear the witnesses testify in their own
voices. Several of these interviews are already a matter of public record.

It should be noted, though, that there are so many more witnesses to and victims of horrific
biomedical crimes who declined to participate in this trial for fear of reprisal. That alone
demonstrates that we are no longer living in the dreamy Western democratic world in which we
were born, and exposes the urgent need for a reformation of our government and medical system.
We need a new Nuremberg trial and we need a new Nuremberg Code.

Although some of our witnesses in this book will attest to a growing form of medical
kidnapping and even hospitals tying down patients and forcibly giving them dangerous
treatments, we don’t even need to focus on these most odious forms of biomedical terrorism. Just
the mere notion that government and big medicine can collude to absolve themselves of all
liability for their products, censor all reports of adverse events, discriminate in medical care and
all forms of public accommodation on behalf of those who don’t join the experiment, and destroy
their livelihood is a clear violation of the Nuremberg Code.

That is the medical authoritarianism the Nuremberg doctors and lawyers sought to remove
from the medical field and sovereign governments for the rest of time; sadly, seventy-five years
later, it’s quite obvious they weren’t successful.

You will sadly see this for yourself as you are confronted with testimony from witness after
witness of the indifference and brutality deployed by the COVID fascists. Rest assured, we



forced ourselves to limit the number of witnesses we will soon call to the stand. We did so for
two reasons.

First, for the sake of time, because tragically there is a seemingly endless stream of those who
have suffered from this barbarism from which to draw. Second, for your sake, ladies and
gentlemen of the jury, out of concern for your ability to handle hearing in one volume the sheer
depths of depravity that were unleashed upon us. For it is the very people most prone to be
provoked to prevent such a tragedy from ever reoccurring, such as yourselves, who are also the
least able to tolerate prolonged exposure to it.

With that said, however, some descent into the mouth of madness is required here lest we
unjustifiably sentence our children and grandchildren to something unspeakably worse still to
come, and currently being conjured deep in the bowels of the depraved minds who conjured this.

Therefore, ladies and gentlemen of the jury, we ask you to consider the testimonies of the
witnesses we are about to call with courage of conviction to both render the proper verdict at the
end, as well as the righteous punishment that is called for.

Because we will prove, beyond a shadow of a doubt, there was no benign or innocent
explanation for any of this. And that therefore, you must take this evidence and demand your
elected representatives plunge this evil back to the depths of hell from whence it came, and never
permit it to return to haunt us ever again.
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CHAPTER 1

Theresa Long: What Happens When You Really Fulfill Your Oath to
Defend Your Country Against All Enemies, Both Foreign and

Domestic?

onsider the fact that, as of March 10, 2022, attorney Mat Staver of Liberty Counsel
presented data in court showing 127 adverse effect-reported COVID vaccine–related deaths

in the military in 2021.82 That is more than the ninety-three reported COVID deaths in the
military since early 2020.83

Keep this in mind, COVID deaths tend to be overestimated in a younger population, while
Vaccine Adverse Event Reporting System (VAERS) deaths, especially in the military, are
woefully underreported. How is that for a breach of the Nuremberg Code’s dictate that “the risk
must be weighed against the expected benefit” of an experimental medical treatment?

In many respects, Lt. Col. Theresa Long, MD, army doctor and aerospace medicine specialist,
is the nation’s foremost witness of the violation of the Nuremberg Code during the
administration of the COVID shots. She witnessed firsthand the devastation of the shots, the
censorship and coverup of their dangers, and the malevolent and immoral attacks against those
who raised concerns.

This all happened within the population that was the most consequential to our national
security, revealing the scope of this crime against humanity.

You see, the United States military is the prized asset of the most powerful nation on earth. If
the country, and indeed the world, would be convinced to take these dangerous shots, it had to
begin with the U.S. military. As such, every facet of the Nuremberg Code—indeed any code of
ethics and regard for human life—was abrogated in order to achieve this sinister and
unprecedented military “mission.”

Moreover, there is nowhere in the country where you will witness a more accurate assessment
of the scope of damage from these shots than in the military. The active-duty force is a very
confined and defined universe. It is also a very young and extremely fit and healthy population.
Thus, a sudden spate of heart attacks, strokes, blood clots, neurological disorders, and cancers in
this population cannot be dismissed as circumstantial evidence like it can in the general
population.

And indeed, a military doctor like Col. Long cannot somehow erroneously conceive such a
precipitous and cataclysmic change in the health of America’s fighting men and women, let



alone look away from it.
Dr. Long knew no other professional life outside of her beloved army, which she joined at just

seventeen years of age in the early nineties. In 2008, she graduated from medical school and then
served the army as a field doctor for a decade. Shortly before the pandemic, she became board-
certified in aerospace medicine. During this fateful time, Dr. Long served as the brigade surgeon
for the 1st Aviation Brigade at Ft. Rucker, Alabama, tasked with certifying the health, mental
and physical ability, and readiness for nearly 4,000 individuals on flight status.

Although the extent of vaccine injury and government coverup that she witnessed is confined
to a unique population, it is perhaps more relevant—both medically and morally—to the over
five billion people of the world who were jabbed with the COVID shots than what almost anyone
on earth can attest to. For this reason, we call Dr. Lt. Col. Theresa Long to the stand to tell the
world her story, so that humanity may never be treated as lab rats again.

QUESTION: Let’s begin with the period of time you started seeing health anomalies.
Obviously, you’ve had a ton of shots yourself as a physician in the military. You’ve
administered countless shots. That was the norm. People didn’t think twice about it. This
new COVID shot came out around January 2021 for the military. When did you start
seeing the shocking abnormalities?
 
LONG: The first troubling thing that occurred is that we got an email telling us they were going
to start a clinical trial, and they had identified the locations. My clinic was not on that list and I
anticipated it would be at least a year for the trial to be complete, and we wouldn’t even have to
worry about the vaccines. Then literally within maybe a week or two later, the vaccine showed
up at the clinic and there was no subsequent email, and no one questioned it.

Then one of my colleagues, who is a doctor in her late thirties who never had kids and has
never been married, took the vaccine almost immediately. She did have Lyme disease before
that, which could have something to do with her reaction to the shot, but she clearly got horribly
ill from this vaccine and was down for a week. She couldn’t even move her arm and lost
complete range of motion. She was really freaked out because it was her dominant arm and she
was wondering if she would ever get back its full functionality.

That was the first time I went into the Vaccine Adverse Event Reporting System (VAERS) to
see if her problem was common. I started seeing some really horrific information, and that was
maybe only two months into the rollout for the military.

At the time, there were already more deaths associated with the COVID vaccine than all the
previous years combined dating back ten years. Some other troubling observations were when I
attended the Medical Management of Chemical and Biological Causalities course at Fort Detrick
before this pandemic hit. At the course, they talked about COVID-19 and hydroxychloroquine as
one of the top drugs to combat it. Some other doctors and I made a mental note of the kind of
drugs we would want on hand for a biological attack.

I asked my boss after the pandemic hit why we don’t offer hydroxy to everyone on our post
who wants it, given that we could have easily gathered enough data among the 4,000 soldiers at



our station to determine if it works or not and it wouldn’t hurt anybody. Yet, they told me to shut
up and my input wasn’t welcomed.

Subsequently, in May 2021, I went to the American Occupational Health Conference, which
was online because of the virus. Dr. Michael Osterholm, who was Biden’s COVID advisor for a
period of time, said we needed to get a needle in every arm down to six-month-old babies. And
we needed to impress upon our patients that their quality of life was directly dependent on their
obedience to our recommendations. That was the first time I had a full-stop moment like “what is
going on here?”

A lot of the conference focused on how we as a society were going to punish the unvaxxed.
Doctors talked about involuntary vaccination, where people would think they were getting the flu
shot, but they were really getting the COVID vaccine. Then I went to the senior preventative
medicine course online and it was horrific right out of the gate, when a lot of the main leaders
who were running the course spent the better part of the first day telling us how amazing Dr.
Fauci was, how flawlessly he had performed over the past year, and how we needed to emulate
him. I asked a number of questions at the end, and the first was why they didn’t consider COVID
a biological weapon until proven otherwise? To which I was berated and told I was a conspiracy
theorist—until I reminded them I was an army-trained doctor in biological and chemical warfare,
and this was completely consistent with the way I was trained to think.

Then I asked about the faulty pandemic models. Given that we shut down our economy, closed
businesses, and destroyed people’s lives because we were told over two million were going to
die but at that point it was actually 500,000, was our model in the military closer or further from
the truth? Was our intelligence better or worse than on the civilian side?

The head preventative medicine doctor, a colonel, said the military was using the civilian
model, which was absolutely abhorrent. Then I asked if we skipped two years of phase two trials
and three years of phase three trials, and we only lost twelve soldiers across the Department of
Defense to COVID at that time, were we really going to risk the lives of 1.4 million soldiers with
an experimental vaccine? The colonel retorted, “You are damn right and you are going to get
every soldier you can to take the vaccine so I can get enough data points to determine if the
vaccine is safe.”

They didn’t like when I kept mentioning that the vaccine was experimental. They went around
the room and asked where everyone’s main source of information was to make these decisions
over the past year. One hundred percent of the senior leaders said the CDC and Fauci were their
guiding lights. So that’s when I knew we were in trouble because there was an echo chamber,
and groupthink is one of the deadliest things that can happen in the military.

Then I went out to Ft. Benning, Georgia, for an orthopedics rotation and I was pretty shocked
at the level of harassment, intimidation, and threats lodged against these soldiers. Right out of the
gate, when they first rolled out the vaccine there was a townhall meeting at which they propped
up a young specialist for a question-and-answer session, where she sold everyone on how safe
and effective the vaccine was. People started typing in the chat group and asking very valid
questions, such as, “How do you know it is safe with your limited data?” and “What happens if I
get sick a year from now?” The doctor who was overseeing the townhall got very irritated and



shut things down pretty quickly, even if it was a wife of a service member who asked the
question. I know in one case, they went after the husband and all his wife did was ask a question
about safety.

Junior enlisted soldiers are very vulnerable, and having just finished my master’s and having
done a yearlong research project in public health, I was very familiar with the medical ethics of
conducting research and informed consent. It would be considered unethical for people above a
prison population, let alone junior enlisted soldiers, to manipulate them into taking an
experimental drug—which is what the military was doing.

So when I got to Ft. Benning, I saw this discriminatory mentality and zeal for coercion on a
larger scale. For example, the general of the post would implement policies, such as that the
people who were vaccinated got to go to the nice gyms on the post or go to the food court or get
weekend passes, and people who weren’t vaccinated could not and had all these extra
restrictions.

I sat in a briefing with the general and there were probably twenty to thirty full bird colonels
and command star majors from across the post. I was the only doctor there and I was the only
one who was masked per policy because I hadn’t been vaccinated. But it was very apparent from
the badges on my chest and the patches on my shoulder that I was a doctor. I completely
expected someone to come up to me after the briefing and ask me if I had reservation about the
vaccine, but instead I had the command star major of the post glaring at me and saying that he
couldn’t wait until vaccines were mandatory so he could hold people down and vaccinate them.

You started realizing this was really out of control and quite vindictive.
In my time at Ft. Benning, I met a female soldier training for Ranger school who was the most

physically fit woman I have ever seen in my thirty years in the army. It was a program in which
we get a very unique baseline of a soldier’s health and conduct a whole extensive list of labs.
They go to Ranger school, and then sixty days later when they come back, we repeat those labs
with the intent of optimizing how to get them back to normal as quickly as possible. If you’ve
never seen anybody go through Ranger school, they are so messed up when they come back.
They are surviving on thirty minutes to three hours of sleep every day for sixty days. They are
starved to the point where most of them lose fifteen to twenty pounds. A lot of the men will wet
themselves throughout the day for months when they come back from loss of bodily function, or
they can’t feel their hands or feet for months afterward.

It was literally my last day at Ft. Benning in May 2021, and I ran into her in the gym of the
tactical athlete performance center, which is where the Rangers and soon-to-be Rangers train.
They have NFL-level trainers and nutritionists. She got to telling me about her concerns that she
was the only female in her Ranger school class, and she was the only one not vaccinated, and
that everyone from the general all the way down the chain of command had threatened her
career.

They told her if she didn’t get vaccinated, she would have to quarantine fourteen days before
Ranger school and that she would never get to lead soldiers. We talked for a long time and she
was concerned about her future fertility. She hadn’t had any children yet and she didn’t want to
put just anything into her healthy body. She said she felt it was divine intervention that we had



met, so I went forward from there thinking she wasn’t going to take it.
On my drive back from Ft. Benning, I was very frustrated with what was going on and I

wondered to myself if I was being reasonable with my concerns. I heard a lecture by Texas
cardiologist Dr. Peter McCullough, so I called him on my drive home and I was very surprised
he answered my call. We talked for an hour or so, and I felt reassured that I was correct in my
assessment of the vaccine. I went back to my residency and I had to give a morbidity/mortality
report, which is generally when a doctor does something wrong and they go behind closed doors
with other doctors to discuss it. It’s a learning event and it’s not for any legal purposes. Part of
my requirement for my residency was to do a morbidity/mortality lecture and I decided on public
health and drug safety, and what mistakes medical professionals have caused.

All the people in my program obtained their master’s degrees in public health. I thought it was
very applicable. I covered the top eighteen drug recalls in FDA history and how they
disproportionately harmed women over men. I talked about the Nuremberg Code. I talked about
aviation safety and the potential for mishaps. Toward the end of the lecture, I delved into the
VAERS data and talked about how many deaths there were compared to the previous ten years.
During the group discussion, I actually pulled some VAERS cases of teenagers and others thirty
and younger, plus a breastfeeding mom whose baby died, and people got really angry at me for
presenting that information.

I went around the room and I asked the doctor whose wife just had a baby if he had heard of
the case of the breastfeeding mom whose baby died twenty-four hours after the mom got the
shot, and I asked if he would have concerns and ask his wife not to breastfeed after vaccination.
He said he would have absolutely no reservations. I asked if they thought it was unusual for a
teenager to die within twenty-four to forty-eight hours of getting vaccinated.

I remember a female emergency medical doctor in the room whom I asked how many times
she remembered seeing a teenager suffering a massive, unprovoked pulmonary embolism and
die. Her response was, “All the time.” That’s when I realized this was kind of crazy. These
people can’t even acknowledge the obvious degree of vaccine safety issues that were undeniably
clear at the time.

I finished the lecture and was walking out the door of my residency and it caused a massive
upset. My senior leaders came back to me and said that I couldn’t say anything negative about
the vaccine. I was going against the policy and I was told negative action could be taken against
me. I told them that they couldn’t tell me what kind of medical opinion to have, and that there
was no policy I had to endorse their opinions.

Morbidity/mortality conferences are normally very emotionally charged because a doctor says,
for example, they cut off the wrong leg or something, and takes a verbal thrashing from
colleagues admonishing them for not being safe. This was just the complete opposite.

At first, I kind of laughed about it. However, people wrote complaints against me and I found
out later that some of the twenty doctors in the room went to the judge advocate general and tried
to have charges brought against me for giving the presentation and presenting facts. These were
senior leaders who should have known that what I did was within normal medical decorum.

I stayed in pretty regular communication with Dr. McCullough and he said they were starting



to recognize pretty regular cases of postvaccine myocarditis, after people had been berating him
for daring to comment on vaccines because he was just a cardiologist. He thought this was like
the hand of God, so he invited me to be part of his COVID-19 group. I became pretty obsessed
and read everything on this topic for seven to ten hours a day.

Something was so disturbed in my spirit about what was going on that I literally got down on
my knees and prayed for wisdom. The Holy Spirit had so strongly convicted me that it was my
duty to stand up against what was happening. It wasn’t a whisper. It was more like a shout: “You
won’t get the vaccine. You won’t give the vaccine. You won’t promote the vaccine.” And that
was before I ever met Dr. McCullough.

The famed cardiologist called me before the CDC announced its emergency meeting
concerning myocarditis and told me I needed to stay on top of this for the sake of my pilots. I
immediately called the group that processes all the army flight physicals and grants the pilots
waivers for any conditions or medications. We don’t even let our pilots take Benadryl or Allegra,
but we were letting them take this vaccine. We are neurotic about safety and drugs with
unknown side effects when it comes to aviation. They can’t use Visine for their eyes. They can’t
drink 5-Hour Energy or Red Bull.

As a rule of thumb, we don’t let them take a drug unless it has been on the market for five
years because we just don’t know the side effect profile well enough. But for some reason, they
signed off on this vaccine without any question or follow-up on a single known safety concern.

I let my chain of command know I was part of Peter McCullough’s group of 450 doctors
concerned about the vaccine and myocarditis. The colonel was really angry that I was bringing
this up, but he had no choice but to email all the cardiology consultants for aerospace medicine.
His top consultant came back and conceded that, yes, myocarditis was a risk with the shots and
all the flight surgeons and pilots should be made aware of it. However, they still said that the
benefit of the vaccine outweighed the risk of side effects.

And I was shocked that colonel didn’t send out any information about the risk. Keep in mind,
the FAA grounds pilots for forty-eight hours after they take the vaccine, but the army applied
only a twelve hour no-fly rule following COVID shots, which doesn’t make any sense since we
are always far more restrictive than civilian aviation.

So why wouldn’t we at least apply the FAA’s standard? And when there is research that the
average onset of myocarditis is within seven days, why wouldn’t we, out of our legacy of
abundance of caution, set the no-fly time at seven days? Nope, twelve hours was good enough
for the military. But if you came in contact with a friend of a friend of a friend who had COVID,
we would quarantine you for ten days, and that was $8,000 lost in training per day. Commanders
thought that was a huge detriment, not because anyone was sick, but because somebody had
created this completely asinine quarantine policy. It was because of asymptomatic testing that
everyone kept testing positive for COVID.

I went into the clinic the day after the CDC had issued the emergency warning for the risk of
myocarditis and I was mortified. I expected to see a sign that said “Vaccinations temporarily
suspended” or something like that—as we typically see with other therapeutics following the
discovery of such an adverse safety signal—but it was business as usual with at least thirty



people in line who would’ve been in the at-risk group for an adverse event.
I wrote an email to ask why we weren’t pausing the vaccines and if we weren’t, could we at

least improve our informed consent regime? The response I got just blew me off and said this
could maybe be a future research project. I followed up with yet another email and I didn’t even
receive a response whatsoever to that correspondence.

At this point, I was transitioning from my residency to my position as first aviation brigade
surgeon. Before I could take the position, I was contacted by the U.S. Army Center of Aviation
Excellence surgeon, and she said General David Francis, commanding general at Fort Rucker,
needed me to get behind the narrative that the vaccine is “safe and effective.”

I said I was following the facts and science. The surgeon was also a consultant to the surgeon
general on women’s health, so I told her about my concerns regarding pregnancy and lactation. I
also recorded the conversation.

She told me if I wouldn’t get behind the narrative, I wouldn’t be compatible with my future
assignment. That was whistleblower reprisal because she indicated that she had gotten my emails
I had sent about informed consent, and her threat to remove me was a direct result of those
communications. She said her biggest concern was that the only people getting COVID were the
unvaccinated, and I said we can solve that problem by offering all the unvaccinated people
ivermectin for prophylaxis. This was before the mandate and I said we can’t make them get the
vaccine, so if your goal is to mitigate the number of COVID cases, why not do that? Why not
simply focus on proactive treatment?

She said it was because if we did that then people wouldn’t want to get the vaccine. I literally
begged her, saying that while I really wanted to get behind this, I needed someone to show me
where my science was wrong. I told her Peter McCullough was happy to talk with them and we
could sit down and figure things out and they just refused. I had many conversations with the
military’s medical legal ethics attorney, who had reassured me on multiple occasions that they
could not in fact tell me to have a specific opinion about a certain medical treatment.

Nevertheless, I ended up taking over as the first aviation brigade surgeon after all, and the first
or second week I was there, they sent out a memo that they were mandating the vaccine. And
then they sent out a memo saying unit personnel would use only as much force as necessary to
assist medical providers with involuntary immunization.

It is unusual to go into a new job and have heavy conversations with a boss who barely knows
you, but I basically told him this was medical rape and that if I caught anybody doing this, I
would be reporting them to their licensing group. I told him about the unpleasant optics of a
bunch of white soldiers holding down a black soldier in the deep south and injecting them with
an experimental drug, or a female being held down and penetrated with a needle and injected
with a substance by a bunch of men. Someone had not thought this through at all.

They backed down and announced they were going to allow medical and religious exemptions,
but on the same day they sent out an email saying to keep this one in your toolbox: the
Emergency Use Authorization was approved from the heads of all the major religions at the
Pentagon—Jews, Christians, and Muslims—stating there was no valid religious grounds for not
taking the COVID vaccine.



I thought this was going to end in one of two ways. If there is nothing nefarious about this
vaccine, then the military is going to be extremely liberal with granting medical and religious
exemptions and then they will go back to the White House and say they vaccinated every eligible
person. But if it is nefarious in nature and is in fact a bioweapon, then they won’t take no for an
answer and won’t grant exemptions. The latter proved to be true.
 
QUESTION: What do you mean by the shot being a bioweapon and when did it ultimately
click in your mind that this was a nefarious plot to use a bioweapon?
 
LONG: As someone who was MCBC (Medical Management of Chemical and Biological
Casualties) trained at Ft. Detrick in 2012 and at Ft. Hood when the Ebola outbreak occurred in
Dallas, it was completely different this time around. Ft. Hood has over 50,000 active-duty
soldiers, and we had a lot of freaked-out service members who were on the flight with the guy
who had Ebola. I called the people who trained me at Ft. Detrick and we were able to get to the
truth.

Then when I retook the MCBC training in 2018, a lot had changed. There were all these new
diseases that all these insane maniacs have tried to use, they explained, including how biological
substances were being black-marketed from Russia. One of the things they pounded home was
that biological weapons were the poor man’s nuclear bomb. You didn’t have to be a superpower
to afford them, but the challenging thing was how to disperse them to enough people to have a
strategic impact. You had to be able to disperse it quickly enough before people caught on to
what was happening and it had to get them sick enough. So, in my mind, when COVID came
out, it met all the criteria that they trained us for in a biological weapons scenario. The thing that
finally sealed the deal for me was watching the seamless choreography of the Italian ventilator
stories; MCBC training taught me that if you see terror like that in people in response to illness,
it’s likely a biological weapon because the terror causes people to do anything to comply.

As a doctor, I know that one of the things that terrifies patients the most is the thought of being
put on a ventilator. So, when I saw the news from Italy, I saw propaganda. The thought of being
put on a ventilator and struggling for every breath was terrifying for people. I was also aware of
the Wuhan lab being at the epicenter of all of this, which is why this all made sense as a
bioweapon. But that was a first step.

Then, in order to get people to inject the other bioweapon into their bodies—the vaccine—you
have to create a new technology, which in this case was mRNA, and you mandate that everybody
take the bioweapon and they take it by a very fast timeline. That met all the checkmarks I had
been trained to look for. You had to get people vaccinated quickly before the cat got out of the
bag that these things were going to kill you. Sure enough, I learned from the clinical research
study agreement between the Department of Defense and Pfizer, which involved 44,000 active-
duty service members, that all their clinical data was processed through Israel and then given
back to Pfizer.

It was mind-blowing that we would give this kind of sensitive data to a foreign country—even
an ally. If you look at the clinical timeline for that study, what you start to recognize is that the



timelines for the military getting everyone vaccinated by a certain date line up with the deadlines
that Pfizer had to meet to get their Emergency Use Authorization (EUA). You start realizing that
our military deadlines for vaccination had nothing to do with the health of the force and
everything to do with ensuring Pfizer got the EUA quickly.

We were on somebody else’s timeline, but it wasn’t Russia or China’s; it was Pfizer’s. Then it
made sense to me why that senior preventative medicine physician said you were damn right that
you were going to get him as many data points as you could, because that’s all soldiers really
were—data points. There was some kind of contractual agreement and there were people in high
positions whose sole purpose was to ensure Pfizer got that approval.

As I took over my position at Fort Rucker, I took my concerns to the director of immunization
for the Defense Health Agency. That’s the new, huge, and overarching healthcare system to take
us from regional health care commands, where we had two-star generals that you would go to,
and all of that was taken away and replaced by something they’re still rolling out. If you were
planning this whole pandemic, having your medical command in this complete upheaval and
eliminating critical generals is a brilliant strategic move. I think a lot of this would never have
happened if we had generals with whom you could interact at the local command the way we
used to reach out to them.

The Defense Health Agency removed any kind of local decision-making from even the
smallest military training facility. All that independent command, such as the hospital
commander being the one who made decisions about how that hospital is going to be run, ended
up being removed. Iron-fisted central planning and control was clearly put into place for a central
goal that was not about the health of our military.
 
QUESTION: Is that consolidation of authority how they reached a critical mass of
groupthink to overwhelm the opposition before it could get off the ground?
 
LONG: One of the other odd things from the get-go was how the CDC got inserted into the chain
of command. We would receive random CDC emails that somebody forwards and there weren’t
any conversations about the military’s unique mission and how the CDC recommendations might
be irrelevant or downright stupid for us. There was just “the CDC says, so do.” It was extremely
unusual for the military.

Here’s an ironic example of how much the military outsources our health protocols and
planning to the CDC. In the initial phases, there wasn’t a single N-95 mask in our clinic. The
general was telling everyone we were ready, but we didn’t have any. I have heart failure, so
initially I was concerned. Getting N-95s was hard so they were regarded as gold. When I tried to
hand them out when I got them, I got eye rolls. They told me the CDC didn’t recommend them
and Fauci says there was no point. And then a few weeks later, when Fauci said everyone needed
a mask, these same people became militant little Nazis getting in your face and yelling at you if
your mask came down a little bit. It baffled me that really intelligent doctors just became so
dumb, and how military doctors completely lost their independence.
 



QUESTION: Can you tell us more about specific interactions you had within the military
infrastructure about your concerns?
 
LONG: I talked to the director of immunizations and I laid out my concerns and what we were
covering in Dr. McCullough’s group. She came back to me and told me not to worry about all
these other people because “we just need to get you taken care of.” So she wrote me a one-year
medical exemption, and on it she wrote out and detailed my safety concerns, which seemed
really odd if my concerns were irrational.

At that point they were concerned about the ethics and that they had already received a gag
order: they could not discuss the vaccine with any soldiers. But they reached out to me to say
they were going to choke soldiers off from any legal information so that they could corner them
into getting the vaccine and threaten them with dishonorable discharges. I had nuclear
commanders contact me. I had people in the most critical positions call and tell me they thought
this was a coup. This isn’t just poor decision-making. This is a huge problem. The thing I
realized, from a strategic perspective, is that there is no higher endorsement for product safety
than for the DOD to mandate that every single service member take a drug into their body.

If you can imagine what would have happened if I had been sitting at the Pentagon, when all
these decisions were made, and someone asked me about reacting to a total of thirty service
members dying from COVID by giving 2.4 million people an experiment vaccine to prevent that,
I would have said hell no. And I have to tell you I probably would have said that if they told me
5,000 or 10,000 died. You don’t throw good money after bad money. Just because something is
potentially deadly doesn’t make another thing safe.

Let’s say someone at the Pentagon reacted to me by saying it’s too risky and we will wait
another year; there is no way civilians would have jumped on board if they saw the military balk
at it. And even more so globally. For the whole rest of the world to see the U.S. military mandate
it, our prize fighting force, well then it had to be safe.

That’s an endorsement I guarantee you money bought somewhere along the line because
without a military mandate, this BS would have stopped.
 
QUESTION: You ended up being a key witness at Senator Ron Johnson’s hearing in
October 2021, and again through your lawyer at another roundtable he hosted in January
2022. Did you receive any backlash for that?
 
LONG: I ended up testifying before Senator Johnson because if I talked with a senator, it was
protected communication, and he organized the roundtable to provide a forum in which I would
be protected for speaking out.

My commander had called me in after the affidavit and gave me a counselling statement
suggesting that I could not discuss the affidavit with anyone and basically my whole virtual
identity on the internet got erased. People couldn’t even find pictures of me. Most of the people
emailing me in the military were asking me two questions: Was I real, and did I write the
affidavit?



The military went so far as to change my rank to make me hard to find. When people called
my unit, they told them I didn’t work there or could not confirm or deny that I existed. If they
called the health clinic where I worked, they said I didn’t work there. When my family tried to
get a hold of me through work, they became terrified and concerned. They asked how hard it
would be for the military to kill me because they were setting people up to believe that I was a
figment of someone’s imagination.
 
QUESTION: Can you discuss, without giving away private medical information, some of
the unusual serious injuries you saw among those under your care?
 
LONG: Before I saw Senator Johnson, I had seen five pilots one morning; two had chest pains
after the vaccination and one had brain fog. The two with chest pains said they came to the clinic
specifically because they had read my affidavit online in late September 2021, and that was the
first time they realized a cardiac complication could occur from the vaccine.

Pilots notoriously want to underreport health concerns. They want to fly. They don’t want to
be grounded. So, to put it bluntly, they tend to lie all the time. That’s how they are. So, I ended
up grounding these three pilots and talked about it with Senator Johnson. Shockingly, when I got
back from Washington, I was told by a surgeon that I did not diagnose the pilots appropriately.

I went back and looked at the medical records. One of the pilots they pulled back in and told
him to stop taking the medication I had put him on, and they put him right back on flight service
without any further testing. They tried to do the same with the other pilot, but he refused and said
he was going to follow what I said. He took the medication and by the time he saw the
cardiologist, his pericarditis was resolved.

I had ordered a cardiac MRI the same day I treated him, and that order was cancelled. The
cardiologist did a stress test and an echo and an EKG and all those were totally normal, and they
wanted the kid to go back to flying. I said I’m not allowing it until we had completed the cardiac
MRI. We went round and round and the cardiologist finally did it.

Here it was six months later when the results came back and it was devastating. He had several
areas of scarring in his heart, and it ended not only his flying career but his career in the army as
he has been given a poor prognosis. Can you believe that, left to their own devices, they would
have placed him back on flight service?

I’ll admit before the cardiac MRI came back, I had kind of started to doubt myself. Personally,
I had never seen a case of myocarditis. I had seen pericarditis but never myocarditis. Yes, that’s
how rare it was before the vaccines. Not only did the cardiac MRI shock me because I had been
so gaslit I thought I might be crazy, but the physician’s assistant I was working with said that this
entire time, we’ve had pilots we’ve been working with who have had chest pains and they’ve had
all these negative EKGs, echoes, and stress tests and we sent them back to flying.

And she said she herself had experienced intermittent chest pains since taking the vaccine as
well, but every time we sent them back flying, she was reassured that she didn’t need to do
anything. She recently had a baby not too long ago, and she was telling me she was sick or was
experiencing chest pain and bad brain fog all the time. Would you want a pilot flying like that?



Another staff member told me the number of referrals to cardiologists for chest pain had
skyrocketed. She told me I wasn’t wrong and that they were treating me like I was crazy while
they were constantly having to refer people off post.
 
QUESTION: What did you see the further you investigated?
 
LONG: I pulled records of health issues for the last two years at my post before the vaccine and
something like 85 percent of them were muscular/skeletal/orthopedic injuries or behavioral
health. Then when I started looking at records from the time we were rolling out the vaccine, it
changed to where the primary problem was now medical and not muscular/skeletal and not
behavior health.

It was cancers, chest pains, and cardiac workups. It was neurologic dysfunction and thyroid
dysfunction. It was blood clots and strokes. It was things I did not see in my entire medical
career in the army.

I have never seen so many bad medical ailments plague such a small population of young and
healthy people. I started to take all the unique medical cases and ask them if they were
vaccinated and, if they were, when did their symptoms start? A very troubling picture started to
emerge almost immediately; I started to see all these guys who started vomiting blood or had
blood in their stools and they got vaccinated about three months earlier. I saw a natural
progression of when different organ systems take the hit from the vaccine.

At Fort Rucker there are only five people who would know the totality of medical events
among our 4,000 at the training center, and only one of them—me—who is qualified to
understand we were seeing highly unusual patterns emerging. That’s where I repeatedly tried to
engage my brigade commander and tell him none of this was normal, but he kept calling it bad
luck. There was a lot of passive-aggressive behavior at the clinic, where they did not want any of
the sick soldiers to see me, even though the injured soldiers were intentionally seeking medical
care from me. There were days I would sit there with all of these open appointment spots and
they wouldn’t fill them with anyone.

It was kind of a catch-22. In some ways, I didn’t want to see patients because I knew that
because of my recommendations, the higher-ups would take retaliatory actions against a pilot
due to their negative feelings toward me. One day, I was sitting there without patients and I
thought, you know, when I got my master’s in public health I got access to the Defense Medical
Epidemiology Database (DMED), and I was required back then to do a year of research. It is the
most comprehensive medical epidemiological database for the military, and you could look over
ten-year periods to see whether males or females have more disease.

After months of asking everyone about the number of adverse events transpiring, I thought I
could see where we were trending with myocarditis and other things. I sat there for eight hours
straight on January 10, 2022, pulling diagnostic codes for every unusual thing I had seen in my
population. I was trying see if it was a one-off or if it had been occurring across the DOD. The
data was so horrific. I sat in my office retching over the garbage can and crying. I couldn’t
believe what I was seeing.



The numbers were so bad that it indicated one of two things: either treason was happening at
the highest level or it was gross incompetence.
 
QUESTION: You were subpoenaed by Mat Staver of Liberty Counsel to testify in one of his
legal cases representing military personnel fighting the jab mandate. How did the brass
respond?
 
LONG: I told pretty much everybody in my brigade headquarters meeting that I had been
subpoenaed to testify, and I put on my leave calendar that I would be at a court case. I got to
Florida and my brigade commander called me one night and said he heard my brother had a
stroke and then that he really didn’t, and I just used that to sneak down to Tampa to testify in a
federal court case. So which was it?

I told him I didn’t make a habit of lying. My brother did have a stroke and I was going to go to
Minnesota to see him but then I got subpoenaed. The next night, we were getting ready for the
court case and I got a message from my XO telling me that I needed to be available to be
counselled over the phone by my commanding officer. They sent over the counselling statement
that told me that I couldn’t discuss anything from the DOD or that was in the stored possession
of the DOD. They basically told me I couldn’t testify and if I did, I would face adverse action.

When my commander called back to actually issue me the counselling statement, I told him
that I felt threatened and intimidated, and that I felt he was witness tampering. He told me it
didn’t originate with him and that he was just passing along information, which means there was
undue command influence. I went back into the conference room with the attorneys and I broke
down. I was incredibly angry and frustrated. The opportunity comes to go down to Florida and
testify in Navy SEAL 1 v. Austin and get it all off my chest to maybe stop the damage that is
being done, and then the very people who should be concerned about the soldiers getting hurt
were more concerned about covering their own ass.

I got pretty upset. Staver told me he understood and that I didn’t have to testify. I told him I
would pray that night about it. I had already arranged for my husband and kids to drive or fly
down to be there because I wanted them to be in the courtroom where I could look at them and
know they were safe while I was testifying.

I woke up the next day at three or four in the morning with Leviticus 5:1 on my mind: “And if
a soul sin, and hear the voice of swearing, and is a witness, whether he hath seen or known of it;
if he do not utter it, then he shall bear his iniquity.”

Although I read the Bible, Leviticus is not a place I spend much time in so I didn’t even know
what Leviticus 5:1 said. I got on my phone and read it and it said that if you are called to testify
about something you have seen or that you know about, it is sinful not to testify and you will be
punished for your sin. I felt that was a really clear answer to my prayer. I told Staver it was a go
and that I had to testify.

I got up there to testify and we went through all of my credentials, and then they started asking
me about the DMED data and I told them I was sorry but they told me not to answer your
questions about that. The judge, Steven Douglas Merryday, said, “Excuse me, what did you just



say? Who ordered you not to testify?”
I said it was my commanding officer. The judge wanted to know exactly what happened and I

told him about the phone call the night before. It was a pretty emotional moment because I
looked at my kids and my husband, and I knew that if I testified, I could go to Leavenworth. I
could go to jail. But I also recognized that if I didn’t testify, more of my soldiers could get hurt
or killed from the vaccine and I would be disobeying God. I got a little emotional and told the
judge I was willing to accept the consequences.

It was appalling that at one point in my testimony, when I was discussing the Pfizer documents
and I was laying out for the judge that 88 percent of all women who got vaccinated end up with a
quote “dead baby,” the opposing counsel started laughing and high fiving. It was a very surreal
moment. The judge had to admonish them on two separate occasions for their behavior.

At one point, the opposing council asked whether I had read the investigation about the DMED
data that was published. I asked where it was published. They handed me a Word document that
said there was a glitch, and the glitch occurred only in the months I pulled the data for only the
diagnosis that I pulled. There was no official crest or signature saying who did the investigation.
It was unbelievably absurd.

I’ve done many investigations for the military. You have sworn statements. You have specific
forms. You have appointment orders about who is doing the investigation, what the scope is, and
the questions you have to answer. This had nothing. It literally looked like the opposing counsel
whipped it up the night before.

Then the opposing counsel started attacking my information about VAERS that I requested
from the CDC. I asked for all the VAERS reports on military service members because the
military wouldn’t give it to me. It showed that 8,853 reports had been filed on service members
and that included 119 deaths. The young attorney started yelling and saying, “Isn’t it a fact that
all 25,000 deaths reported in VAERS have been fully investigated and that only nine of them are
from the vaccine?”

I said I would love to see that report, and she walked over and handed me a printout from the
CDC website and it said “a review of the reports indicates the causal relationship between J & J
COVID vaccine and TTS (Thrombosis with thrombocytopenia syndrome). Continued monitoring
has revealed nine deaths causally associated with J & J COVID vaccination. CDC and FDA
continue to review reports of deaths following COVID 19 vaccination and update information as
it becomes available.”

I told her that does not say what you just said it says, because those were the only ones they
affirmatively confirmed but they did not discount the others, which were still under
investigation. She asked if I believed in peer-reviewed journal articles. The judge said, “I got this
one” and asked her, “Young lady, you don’t really believe that the CDC’s website is a peer-
reviewed journal article, do you?”

Opposing counsel were then given three opportunities to present expert witnesses to counter
my testimony and they could not.
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CHAPTER 2

Lt. Col. Peter Chambers: The “Nuremberg Doctor” and Special
Operator

ike Dr. Theresa Long, Lt. Col. Peter Chambers was a military doctor who cared deeply
about the health of the troops under his command. What makes him unique is that he

himself was seriously injured by the COVID shot as a result of trusting the military he so
faithfully served for over three decades.

Chambers is quite the rare breed of soldier. He is one of the few people in military history to
earn a Green Beret at the same time he was a medical doctor. One would think the military
would take to heart the concerns of a warrior doctor regarding a novel therapeutic that was mass
distributed, and eventually mandated upon, the military—especially when Chambers himself was
so seriously injured.

Although the shots weren’t quite mandated at the time, Chambers gave into initial pressure and
trusted his government and military like a loyal soldier. He received a dose of the Moderna shot
in January and another in March of 2021. Shortly afterward, he experienced numerous
neurological symptoms, including severe vertigo. Suddenly, this super health doctor and special
operator was diagnosed with a demyelination, which essentially causes damage to the myelin
sheath that surrounds nerve fibers in the brain.

It is the equivalent of stripping the insulation off a wire, except the live wire is in a human
brain. The injury forced him to medically retire from the military in 2022. Our nation needlessly
lost the vital talent of many seasoned warriors due to injury from the shot or due to refusal to risk
injury from the shot, which resulted in being discharged on account of the mandate.

Given that Chambers himself was a doctor, he was able to discover that others in the military
suffered a similar ailment, which is quite rare for healthy young soldiers. He was also one of the
top public health officials in the Texas National Guard initially tasked with coordinating the
Guard’s response to COVID.

Yet, this revelation of his own injury and those around him, like every other safety signal, did
not budge the military command. It was self-evident from day one that no number of safety
concerns would deter them from the mass vaccination program for a virus that posed very little
threat to healthy soldiers.

In fact, as early as April, even before Chambers attempted unsuccessfully to open the hearts of
military commanders and army health officials, it was clear they were fully aware of the



myocarditis problem.84 Emails obtained by the Epoch Times in June 2022 showed that military
health officials were never concerned about the damage of the shots to the troops, but they were
concerned that the damage would get out to the public and force a shutdown of the program.

According to the FOIA emails, Lt. Col. Harry Chang corresponded with military and
California health officials on April 27, a day after the Military Times reported the Pentagon was
aware of the issue of myocarditis among the soldiers, dismissing the concern about needlessly
ruining the hearts of young, healthy soldiers.

“A pause of the Pfizer/Moderna administration (much like the J&J blood clot pause) will have
an adverse impact on US/CA vaccination rates; assessed as unlikely due to causes of myocarditis
can come from multiple sources (e.g. COVID, other conditions, other vaccines/prescriptions,
etc.),” Chang wrote in an email to Tricia Blocher, an official at the California Department of
Public Health.

Yes; in Chang’s view, it was totally normal for soldiers to get myocarditis, even though few
doctors ever dealt with it. What was his real concern? That the news would cause a pause in the
shots. “However, increased reported #s & media attention is likely to trigger a safety review
pause by ACIP/FDA,” he added.

To understand just how pervasive this utter disregard for the lives of our troops was among the
military leaders, we call Lt. Col. Peter Chambers—the modern-day Nuremberg doctor—to the
stand to tell his story of personal injury, sacrifice for the military, and unsuccessful attempt to get
them to abide by the Nuremberg Code:

QUESTION: You have a fairly extensive and impressive background in the U.S. Army. Can
you lay it out for us?
 
CHAMBERS: I came into the army in 1983 right after high school and joined the infantry, did
my first stint, and got my honorable discharge in 1990. Then I went to the inactive reserves, went
to college, and then to medical school with the intent of being a small-town doctor like my dad.
Then 9/11 happened, and I got back into the army with Special Forces as a battalion surgeon to
support Green Berets in combat.

By summer of 2012, I had been in a lot of combat, and decided I wanted to go through the
Special Forces qualification course. At forty-five, I was about twenty years older than the typical
enlistee, but I made it through selection as the first doctor who was allowed to do that because I
resigned my commission to allow me to go. I became battalion surgeon at Third Special Forces
Group and I was a flight surgeon, so I had two areas of specialty: I supported combat operations
in theater and training stateside.

In 2015, I left active duty again and went into the Texas National Guard. I was deployed to
Jordan, Syria, and even did a stint in Guantanamo Bay. Then, by the time I came back to Texas,
the COVID thing kicked off in 2020. I was asked to be the liaison for the Texas National Guard
to Governor Greg Abbott’s COVID task force. My primary job was to help the public health
docs with any support from the Guard regarding testing, procurement of personal protection
equipment, and coordinating tens of thousands of soldiers for the COVID response.



So to sum up my qualifications, I’m a primary care doc—family practice, emergency
medicine, and flight surgeon trained—and I jumped out of planes with Green Berets and did
combat trauma. I have some medical school classes in immunology and virology under my belt,
and I’ve dealt with some viruses downrange, particularly some pretty bad ones in Africa. But I
got up to speed pretty quickly on what COVID was from a pathophysiological standpoint, as the
tip of the spear while treating people in the Guard.
 
QUESTION: That’s an incredible resume of service to your country, for which we wish to
thank you. But you’ve brought us now to the beginning of your time observing and
participating in U.S. Army policy as it relates to COVID. Can you pick it up from there to
describe when things went awry?
 
CHAMBERS: I was in the Texas National Guard at the time; a border mission came along in
February of 2021. Col. Peter Coldwell, the Texas state surgeon, came to me and said I couldn’t
go down to the border and take care of soldiers if I didn’t take the COVID shot. It wasn’t
mandated at the time, but we had our own self-imposed mandate for providers in order to work.
There was no adverse side effects reporting feature out yet, and I didn’t know anything about
mRNA therapy yet. Not to mention the fact that I’d been taking shots in the military since 1983
and never batted an eye, including multiple hits of the infamous anthrax vaccine. I trusted the
military brass 100 percent that the COVID vaccine was going to be safe and effective, especially
given that we always had informed consent with everything before.

So, in January of 2021 I took Moderna’s COVID vaccine to go to the border. Somewhere
along the way came the mandate, and if you did not have the shots by January 2022, you were
out of the National Guard. Unfortunately, I had already started to notice vaccine reaction
symptoms in myself about forty days or so after the shot.

I started developing brain fog and had two pretty significant cases of vertigo. The second one
happened when I was jumping out of a plane at night while doing a recertification. At about
9,000 feet, I realized I couldn’t see my altimeter while tumbling through the sky at terminal
velocity and decided to pop my chute. I landed about two miles from the drop zone instead of
being squashed out on the pavement somewhere.

I went in to get checked out and the CT scan found demyelination. You find that with multiple
sclerosis, but it is also what we are seeing now from Pfizer data showing well over 1,000 adverse
reactions.

With that sort of neurological malady, you feel like a lightning rod. I don’t run a 5G device
anymore or put it to my ear. Radio and microwave frequency can wreak havoc with somebody
with demyelination. The treatment is stuff like resting the brain and antioxidants.
 
QUESTION: Did you see other neurological injuries or adverse side effects on the border
mission as the jab mandate came about? Obviously, the number of soldiers getting jabbed
would’ve greatly increased during that time.
 



CHAMBERS: We were seeing specific groupings of injuries based upon vaccine lot numbers
that you can look up in the VAERS database. For example, we had six younger guys who got
cases of myocarditis over a five-month period of time. Here’s the problem with the Guard—they
aren’t on active duty, so they end up going to a civilian hospital. As such, workman’s comp
covers for injuries, but maladies like chest pain don’t get covered since they are not on
TRICARE. Also, nobody in the Guard was ordering the cardiac MRI that was required because
they wouldn’t touch it for obvious reasons.

I would try to interpose with my medical command, and even with the task force commanding
general, General Tracy Norris, for a meeting but she refused. So after two attempts to have office
calls with the senior ranking officer in the state of Texas, the only thing I could do as a soldier
was go up the chain to members of Congress.

The first one I hit was Rep. Dan Crenshaw, who of course is a veteran. I waited a few months
and nothing happened. So I went to Rep. Van Taylor from Plano and spoke to him personally on
the phone for an hour or so. Nothing happened. Finally, Wisconsin’s Sen. Ron Johnson reached
out to me because he was actually someone looking into this issue, and I talk to or email him
directly at least once a week.
 
QUESTION: Was this almost like a “don’t ask, don’t tell” policy regarding the COVID
vaccine? Were they even interested in putting in the surveillance to monitor the shot?
 
CHAMBERS: I had a two-star division commanding general, Charles Aris, do one of his
walkthroughs at the base camp. I had a whiteboard full of information I wanted to talk about. He
had a one-star and a colonel behind him who agreed with me but wouldn’t speak out because of
fear of reprisal. I said 78 percent of my guys were testing positive for COVID using PCR testing
and were asymptomatic. Seventy-eight percent of them were double-vaxxed and 15 percent had
had no vax. All he told me in response was to get the numbers up on the shots.

I told him that wasn’t the science. He said he didn’t care about the science; he cared about the
policy, and that was to get the numbers of shots up. I told him I had to tell him per regulations
about the six people who had been to the hospital. Two of them had been to the ICU, one
because of bleeding in his brain, and the other one had a stroke that required speech rehab.
That’s not exactly a normal occurrence for soldiers so young. He just made a joke at my expense
and walked on.
 
QUESTION: What is the benign, innocent explanation for why the army wouldn’t want to
follow up on the health concerns of its most precious resource—its enlisted men?
 
CHAMBERS: The simplest answer is apathy and cognitive dissonance, but not mass formation
psychosis. They know this is going on. This is how I know they know. The state surgeon, Col.
Peter Coldwell, who fired me off the border for offering informed consent for the COVID
vaccine, just retired. He sent me an email that said he was sorry for the way things went down,
but now that he was retired, he could tell me the truth. He agreed with me all along but couldn’t



say anything because it was a political situation. I don’t think that is benign. I think it was
cowardice.
 
QUESTION: What would be of greater political interest to the military brass than the
health of their soldiers?
 
CHAMBERS: The mission. For them, the mission was to make their vaccination numbers look
good and my men were only 28 percent vaccinated at the time, while the other units around the
country were 80 percent vaccinated. That’s all they cared about.
 
QUESTION: A Green Beret such as yourself, who is also an MD, in other words the rarest
of the rare even among the elite soldiers, is bringing his concerns about the vaccine to the
brass and they don’t care?
 
CHAMBERS: It goes even higher than the military brass. When I went to the office of
Congressman Crenshaw, a SEAL team buddy, there was crickets. His chief of staff finally called
me the day before I was going to testify before Senator Johnson and asked if there was any way
to help me now. They only did that because they knew I was about to testify and would bring up
their names.

I bring up Crenshaw’s name every time I get asked about how I met Sen. Johnson because I
originally filled out a whistleblower’s complaint on Crenshaw’s website. I thought he’d listen,
but I heard nothing from his office. I even had a SEAL buddy of his place a call for me, but the
congressman wanted nothing to do with me. It was only an hour before I was going to meet with
Sen. Johnson that a staffer for Crenshaw finally called and said he wanted to help.

If you are a congressman, these are the sons and daughters of your state and you should be
concerned. Now I go around the state to raise money for a foundation that gives it to the vaccine-
injured soldiers because he didn’t. Being rebuffed by a congressman who was a fellow special
operator really broke my heart.
 
QUESTION: So, the mission is really just to inject as many of the enlistees as possible with
an experimental substance, regardless of the consequences?
 
CHAMBERS: With these generals, it’s numbers and what makes them look good because they
are just looking to add another star. One of them, Tracy Norris, said during an audio conference
brief while we were on the border that if we didn’t get her the numbers she needed, she wouldn’t
get a three-star job in Washington, D.C. She said that out loud and we all just sat there with our
mouths open like, “Are you kidding me?”

I had twelve soldiers come off the border mission, and I believe it’s from the shots. Those with
cardiac issues usually showed symptoms within a week of the shots while neuro deficits were
typically more insidious in onset, with a month or two passing before they felt really bad.
Specifically, we had two males in their thirties with stroke-like symptoms that ended up in the



hospital. One underwent surgery for subarachnoid bleed.
That’s not at all normal and statistically extremely improbable, a point I tried to impress upon

the generals all the time. If I was downrange and we were in Afghanistan, and there were this
many people who I had to send home with non–combat-related injuries, we would have a
problem.

Well, here at the border is a mission, too. We are on the border dealing with an invasion of our
country. We have to double up on shifts because we don’t have enough soldiers to fill them when
people suddenly disappear. I remember when South Dakota sent us some troops to help out over
the summer, and I had to send a twenty-eight-year-old back on the plane with Governor Kristi
Noem because he had myocarditis. That soldier had just received his vaccine before he left South
Dakota to join the border mission. When he arrived and stood his post, he developed chest pain
within a week, and was later diagnosed with myocarditis at McAllen Heart Hospital.
 
QUESTION: And they didn’t even put in a surveillance or treatment regime for those
injured?
 
CHAMBERS: Army regulation 40-562, chapter eight, specifically talks about the need for
surveillance postvaccination, and you have to follow it all the way out. You can’t just say “good
luck” and leave the soldiers on their own. We have to take care of our folks, but it’s not
happening. So, when I entered some of their injuries into VAERS on the military vax side, now
they at least have some documentation. Maybe one day, when our heads are out of our butts, they
can go to the VA and get some help. But for now, they don’t have anything in their medical
records in their military file, and that’s where the ball is being dropped. The argument they use is
that if we don’t get everybody vaxxed, then our military readiness numbers won’t be up to par.
Well, actually the military readiness among the double-vaxxed is tanking.
 
QUESTION: Is there at least an effort to treat or help the vaccine injured within the
military?
 
CHAMBERS: There’s the official medical system and then there’s the shadow medical system,
and that is people like us. For example, when I was down at the border and I was not allowed to
have ivermectin in my inventory, I had people go buy me some. I would put it in a stock bottle, I
treated people with it, and people got well.
 
QUESTION: What is your current state of health?
 
CHAMBERS: The vertigo is gone. The brain fog still comes and goes. I’m taking vitamin D and
Zinc. I’m also taking ivermectin and hydroxychloroquine once a week to bind the spike proteins
that are still in my system.
 
QUESTION: They eventually fired you from the border mission for daring to hold them to



their own regulations. Was it officially because your vaccination numbers were too low or
they didn’t like what you were telling your enlisted patients?
 
CHAMBERS: They called to ask me why only six people out of 3,000 had taken the shots. They
wanted to know what I was doing or saying to them. I said two words: “informed consent.” I
created a sixty-page PowerPoint presentation and I used data from the CDC, the NIH, the FDA,
the WHO, and VAERS to refute the argument that it is even necessary.

When that happened, the state surgeon requested my presentation, told me never to show it
again, and that if I couldn’t convince soldiers to take the vaccine then I should pack my bags.
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CHAPTER 3

Sam Sigoloff: When Duty and Honor Are Replaced by
Unconditional (and Immoral) Compliance

fizer’s shot contains 208 ingredients from nineteen different countries.85 Every member of
the military is coerced to get that shot, despite the fact that to this day we don’t know most

of those ingredients. Pfizer is completely absolved from liability, it can have its shot mandated
on every member of the military, and it successfully fought to keep ingredients secret.86

What happens, then, if you are a military doctor?
Like Drs. Theresa Long and Peter Chambers, Major Samuel N. Sigoloff is a military doctor

who saw the damage from the shots firsthand. He had a slightly different purview as a family
doctor taking care of the families of soldiers; he was involved in writing medical exemptions for
those with medical conditions or allergies that were a clear red flag for this vaccine. He was
formally reprimanded for speaking out against the shots, with his commander claiming he made
a comment in a gym unbecoming of an officer simply for abiding by his Hippocratic Oath and
offering his professional medical opinion on the dangers of the shots.

To understand the scope and severity of the malice to punish those who raised concerns about
this experimental product in the military, we call Dr. Sam Sigoloff to the stand so that the world
knows what has happened to the United States military during the era of COVID fascism:

QUESTION: You deal primarily with the families of enlisted military. Can you give us an
example of what you saw clinically among those who have gotten the COVID modRNA
vaccine?
 
SIGOLOFF: One example is an elderly retiree wife came in and she had a rash on her leg shortly
after she got the Moderna vaccine. Rashes will usually blanch. You push on it and the redness
goes away and then it comes back, but this was a nonblanchable rash. Petechiae, pinpoint
bleeding underneath the skin. Sometimes that can be benign; sometimes that can be the harbinger
of death.
 
QUESTION: The military data indicated there were issues with nursing women. What did
you see among that group?
 



SIGOLOFF: When women breastfeed, the proteins in their bloodstream are concentrated in their
breast milk. So, when you breastfeed your child after you put direction on how to make
unlimited amounts of spike protein in your body, the life-giving breast milk is now a harmful
liquid filled with spike protein. We now know the spike protein is the dangerous part of the
virus. Then there’s lipid nanoparticles, which are fat-soluble, and there is a lot of fat in breast
milk. Do those lipid nanoparticles transfer in the breast milk? I don’t know. I do know that in a
Pfizer cumulative report, it says they’ve seen problems like irritability, rashes, weight loss, and
fever with 14 percent of breastfeeding babies.87

I know one of the infants I saw had a fever every single day for four months. All the symptoms
the infant had begun about a week or two after the mom got the second shot of Moderna. If you
know anything about medicine, a child who has a fever for an extended period of time needs to
be evaluated for Kawasaki disease. My workup for that was negative on the child with the
persistent fever. The most tragic part of this infant is that the mother was unable to comprehend
that it was actually her breast milk that could be causing her infant’s illness.
 
QUESTION: Is it true you got suspended for practicing medicine by the military for
offering and signing off on medical exemptions for the COVID vaccine?
 
SIGOLOFF: Yes, and until I get my privileges back, which we are in the process of negotiating,
I am prohibited by the military to practice medicine anywhere. This also happened to another
military physician when some service members were referred to a civilian immunologist. That
immunologist wrote those service members a medical exemption for the jab because the patients
were determined to be allergic to its contents. This other military doctor put the report and
exemption into the patients’ chart and sent it forward. That military physician is now in summary
suspension, even though he had already happily taken the shot himself.

In my case, I wrote my medical exemptions based on the toxic lipid nanoparticles. If you look
at the material safety data sheet made by the manufacturer, they say they are not for medical use
nor veterinary use. They are for research use only and all safety relies on the end user. These
toxic lipid nanoparticles may be a state-of-the-art weapon system; how else can any justify that
the toxicology reports in those safety data sheets are classified? Who can classify them?
 
QUESTION: We do use lipid nanoparticles to distribute various cancer drugs through the
body. What is different about this?
 
SIGOLOFF: When I first saw the ingredient list of Pfizer and Moderna, I saw some compounds I
didn’t recognize and looked them up. DSPC and DSPE are in both of them. They are both
patented (US Patent 9,737,528) for the purpose of delivering drugs through the blood barrier into
the brain.

They assured physicians that the shot would go into your arm and stay in your arm. If that’s
the case, then why would they add these compounds that were designed to take it to the brain?
There is a patent from 2014, U.S. Patent 8,785,505, that discusses the side effects of lipid



nanoparticles. Side effects like suppressed immune response and disseminated intravascular
coagulation, or bleeding (often to death). They don’t even know how long the lipid nanoparticles
stay in the human body because it’s a fat-soluble molecule, meaning it can go into and stay in
every cell membrane of the human body because every cell membrane is made of fat.
 
QUESTION: When you shared all of this with your commander, who is not a doctor, what
was the reaction?
 
SIGOLOFF: I was summarily suspended and my patients’ medical exemptions were revoked by
my commander, who, by the way, is not a doctor. In the United States, it’s a felony to practice
medicine without a license. I got in trouble and threatened for trying to report it as a serious
crime to the authorities. There is an army regulation or law, DA PAM 40-502, 7-1b, that says if a
commander disagrees with a doctor’s opinion, the commander must order a “fit for duty”
examination, where you get a second, medical opinion on the service member. Unfortunately,
my commander continued to disobey such laws and regulations and I continued to get punished.
 
QUESTION: What did they do then when people got COVID? What was the treatment
regimen?
 
SIGOLOFF: It originally was “go home and hope you don’t die.” Soon I learned about
ivermectin, because there is a lot of good evidence behind it and it was very safe. TRICARE
covered the cost of this medicine, so I didn’t need to have a prior authorization for the patient to
get the medication. My commander, a registered nurse, then took it upon herself to ban the off-
label use of lifesaving medications to ill patients.

This commander was withholding a congressionally-approved TRICARE benefit from ill
patients. Now TRICARE requires prior authorization before it will cover the cost of ivermectin.
Most people don’t understand that if an insurance company doesn’t cover a treatment, the patient
can still get the treatment. This is a topic that most nonmedical people don’t seem to understand
at all. Just because insurance won’t pay for a treatment doesn’t mean a doctor can’t prescribe the
treatment.
 
QUESTION: Don’t you deal with off-label medication all the time?
 
SIGOLOFF: All the time. And I’ve never been given an order outlining what I am allowed nor
not allowed to prescribe in my nine years of clinical experience.
 
QUESTION: You’re facing double jeopardy here aren’t you? Your military career is in hot
water, and because of that, your ability to practice medicine even as a civilian is
jeopardized?
 
SIGOLOFF: It’s not good enough that they want to get me out of the military. My fellow



military physicians want to destroy my life and everything I’ve worked hard for. If I don’t do
exactly what they say and do what they want, I won’t be able to provide for my family. That’s
what it means to take the medical license from a physician.
 
QUESTION: Part of your reprimand claims you were overheard raising concerns about the
COVID vaccines, so it was also how you counseled patients as well. Is there any precedent
for that?
 
SIGOLOFF: I was talking with a company commander to explain how I believe it was an
unlawful order to tell service members to take an experimental vaccine. As officers, we are duty
bound to disobey unlawful orders. That company commander wasted no time to report in a
sworn statement what I said.

A brigadier general then wrote a letter of reprimand and offered me the opportunity to have it
not go into my permanent file. In my response, I told him that my permanent file is not on this
earth but it is with my Lord.
 
QUESTION: The picture you’re painting is that of course most of the doctors are all saying
the same thing about taking the vaccine because if you don’t toe the line, look what
happens. Do you get the sense a lot of the doctors in the military see the problems with the
vaccine, but they view opposing it as a career suicide mission?
 
SIGOLOFF: I think a lot of the doctors will never see it because they are too spiritually blind to
ever see it. In a chat group I was in, I actually had a pediatric cardiologist say, “A little
myocarditis is no big deal.”

There is no such thing as a mild case of myocarditis for a child. It seems like this shot is the
god of our time. Fauci claims that he is the science. Is he the chief priest? If you try to go against
it, they will try to destroy you and leave you with nothing. But I would rather tell the truth and go
into the fire for it than bow down to their false god.
 
QUESTION: Does what you’ve seen and what you’re going through change your opinion on
whether people should join the military moving forward?
 
SIGOLOFF: My son is about six years old and he sees Daddy come home in uniform and he
likes to wear a camo shirt to be like me. But when he is old enough to understand, I will tell him
about the evil I was fighting from within my own ranks. He will never join the military. That
trust is completely broken.



S

CHAPTER 4

Scott Miller: Sanctioned for Saving Lives

elf-righteous doctors and scientists were allowed to discriminate, stigmatize, and suppress
alternative viewpoints in the media and academia throughout the pandemic. No matter how

many times they were proven wrong, how destructive their suggestions turned out to be, or the
vast numbers of innocent lives they failed to save, they were exalted as “the heroes of the
pandemic,” even though almost all of the people with alphabet soup degrees after their names
never treated a single COVID patient.

Contrast that with Scott Miller, a modest and God-fearing physician assistant who treated
pediatric patients in his small but very busy clinic in Washougal, Washington. He was beloved
by his patients, and regarded as a smart diagnostician and clinician who would give his child
patients all the time they needed—often for physical and behavioral ailments that vexed doctors
who had more credentials than he did.

The last thing Miller needed was to insert himself into the COVID pandemic. He could have
been like all the other “compassionate” practitioners, who told people who were suffering from
the impact of the virus that there were no treatments, and he would still be respected today by the
Washington State medical governing body—like countless hordes of other doctors and PAs in
Washington who chose to let their patients suffer or die without treatment.

Instead, he dedicated himself to daily studying and researching, and sacrificing his for-profit
clinic for a year and a half to treat several thousand people who weren’t even his regular patients.
Because of his commitment to truth and his willingness to act, he was able to treat thousands of
people, and saved many hundreds of lives. His anecdotal experiences and the actual science had
proven that providing early, aggressive treatment was imperative to keeping people out of the
hospital. He also dedicated his time to serve as a patient advocate for those admitted to the
hospital, locked away, isolated, scared, and alone.

Not only did the state government successfully block virtually all patients seeking treatment
and encourage doctors not to treat anyone early for the virus, but they also punished the
providers who were actually saving lives. Although he had only the title of physician assistant,
Miller’s knowledge of the pathophysiology of how this bioweapon hurt us, as well as an
understanding of how to treat and heal people at every level of disease state regardless of
comorbidity, made a greater impact on his patients than all the handpicked cable TV “experts”
put together.



Rather than learning from his example, local doctors who were jealous or enraged about his
commitment to saving individual lives lodged complaints against him to the medical board.
Pursuant to these complaints, none of which were from patients Miller treated, the Washington
Medical Board enacted an emergency suspension of his medical license based mainly on a
perfunctory review from the Washington Medical Commission’s “expert witness”—Dr. Leslie
Enzian. She did not even take the time to speak with Mr. Miller. She apparently had the
unequivocal stance, based on treating zero COVID patients, that any information outside of the
CDC guidelines was dangerous.

It was her “conclusion” that led the medical commission to enact an emergency suspension of
Miller’s medical license, which ensured the medical commission would face no dissent and
provide no way for COVID patients to obtain competent treatment. For saving so many lives
during the pandemic, the state of Washington drove Miller to bankruptcy.

Miller’s story represents a critical breakdown in our health care system. Currently, there are
over 1.4 million clinicians licensed to practice medicine in America. Unfortunately, only a small
handful across the country took the time to do the research and had the courage to not only treat,
but also speak out against the atrocities taking place in our hospitals. The few who have
sacrificed to stand up to the COVID genocide and abide by the Hippocratic Oath have been
relentlessly investigated, fired, or lost their licenses to practice medicine for doing their jobs. It is
the doctors, the members of medical commissions facilitating these attacks, who belong before a
tribunal for the crimes against humanity they committed, just like those who did similar things
during the Third Reich.

How do we ensure that doctors are never prevented from properly treating patients again?
It is for this reason we call Scott Miller to the stand to tell the world his story witnessing

medical malpractice with deadly consequences.

QUESTION: How did you end up becoming the only one treating COVID in southwestern
Washington State?
 
MILLER: I guess I lack the gene for self-preservation. In all seriousness, I kept hearing Tony
Fauci say, “There are no treatments.” I just fundamentally rejected his premise that symptoms
cannot be treated. I began sharing information with colleagues early on, and the frequent
response was “there just isn’t enough data.” I am sure there were several other providers treating,
they just weren’t speaking out.

And I have to clarify, it wasn’t just me handling all those patients/families. My front office
worker/biller, Christy, and my office manager, Kerry, took this on as well and they were heroic.
They were very scared early on, taking phone calls from people who could barely speak, worried
they were going to die. But we would follow up daily, and they would hear the gratitude for
choosing to help after patients’ symptoms rapidly improved. They saw that the treatments
worked, which gave them reassurance to trust me, and we never looked back.

Later on, an ICU nurse, Megan, who lost her job for refusing the jab, joined our crusade for
treatment. She said it was an easy decision after seeing the damage it was causing to coworkers.



One of the first cases she helped us with was an overweight man with diabetes. His wife
contacted us after being told by his doctor’s office to take him to the ER because his oxygen
level had dropped into the seventies. She knew that if she called 911, he would likely die in the
hospital.

Christy reassured her, telling her we had seen worse. Kerry ordered supplemental oxygen, I
prescribed medications, and within an hour and a half, he had supplemental oxygen and
medications. Plus, Megan arrived to administer further IV therapies. That’s how we made this
work, to treat and to help pull as many people from the depths as we could.

Also, unlike other clinicians, I never closed during the lockdown. I was one of the only clinics
that stayed open for in-person care. I made a commitment in March of 2020 that I wasn’t going
to be more afraid of this than anything else. I’ve been around some of the sickest people, and I
wasn’t about to stop when people needed medical help the most.
 
QUESTION: Where did you get the initial clinical information on the pathophysiology of
the virus, which gave you the confidence necessary to buck the trend and go ahead and
start treating COVID?
 
MILLER: It was a total God thing. It was March 15, 2020, and I was actually researching
pediatric sleep issues and melatonin, and came across an article from Italy explaining the COVID
situation. It had a fascinating breakdown of the virus, its pathways, its impact on the immune
system, and the things we can do to inhibit or mitigate or decrease inflammatory responses. I also
saw a study from Australia about ivermectin inhibiting viral replication within forty-eight hours.
For all the ignorant doctors who never heard of ivermectin, I had been using it for years for kids
with scabies and lice, and it has a virtual zero side effect profile. It’s also dirt cheap and I figured
if I gave it to kids, why wouldn’t I try it on adults? That’s just a couple of examples of the news
and data that was actually readily available.

One of my first chances to test this was on a father of one of my patients. I offered him a
treatment for persistent coughing. I got a nebulizer and gave him a round of albuterol and it
didn’t do anything even though he was an asthmatic. So, I got some budesonide nebulized
steroid solution to put in the nebulizer and he said within a couple minutes he was feeling better.
It didn’t make sense to me that it happened that quick because that is a maintenance medication.

I was intrigued, so I sent in a prescription for Singulair/montelukast and cyproheptadine and
gave him samples of N-acetylcysteine (NAC), and recommended higher-dose vitamins D and C,
zinc, and melatonin, because of the mechanisms in the literature I was reading out of Italy. He
called two or three days later and said he felt much better—almost two weeks of crippling cough,
congestion, and fatigue were gone in a couple of days.

My mind was blown.
That was right around mid-March as we were hearing more about COVID. At this point, it

wasn’t illegal to prescribe and we weren’t banned from practicing medicine. It’s not like I was
using medications that had high side-effect profiles, where we would have to get lab work to
monitor liver enzymes or things like that. These are safe medications, so I felt very comfortable



experimenting. I am also a fan of anecdotal evidence in the absence of any other guidance from
expert doctors apart from “do nothing.”
 
QUESTION: You aren’t a medical doctor, but you do have the qualifications to treat
patients and prescribe medications, and from day one you were studying the
pathophysiology of the virus to be able to help save lives. At what point did you become the
community COVID treater in lieu of all the physicians/specialists in your area?
 
MILLER: I honestly didn’t know, at first. I thought everyone was doing the research, trying to
figure out how treat people and save lives. In April 2020, I had already been going through the
information, the research from around the world, and sharing it with the families in my clinic. I
would write down the list of vitamins/supplements and tell families to tell their parents what to
take as a regimen. I told my mom to share the information with everyone in her bridge group, her
Bible study, church, and everywhere else. I was desperate to get information to people but also
cautious, knowing that what I was saying was going against the death mandates.

Then, there ended up being a rally in Olympia at the capital and I was asked if I would speak
on medical freedom. My wife, Shelly, was very concerned and didn’t want me to have anything
to do with speaking out or becoming a target. Now you have to understand what was at stake for
us. I built my practice from nothing, started off doing home visits, then worked in a garage that
was converted into an office for almost a year as I waited for the build out of my medical office.
At this point, we were finally viable. For the first time, Shelly didn’t feel like she had to check
the bank account just to pay bills or go to the grocery store. We were financially doing pretty
well.

So, the night before the rally Shelly and I were talking, she was sharing her concerns, running
through the possibilities, and started crying, asking why I would do this and risk everything.
Why couldn’t I just keep helping people quietly and flying under the radar?

I asked her if she was afraid of COVID. She said no. I asked her why. She said, “Because you
know how to treat it.” I told her that every day I had families for whom the “cure” is worse than
the disease. It was destroying families, the well-being of children, and my job was to advocate
for them. Also, I was ticked at the lies and fear being perpetuated on our citizens.

Shelly went to bed and I paced around the backyard late into the night, consumed in prayer. I
felt like I was trying to bargain, wondering why I felt so convicted, yet trying to get out of it. I
was like, “Okay God, I have been working a lot of hours and I’m not going to drive to the rally,
so if you want me there somebody else would have to take me.”

Then, I heard a knock at my door at 5:15 a.m.
Two women showed up at my door and offered me a ride, which was apparently my sign and

call to duty, so I went and spoke. As our community and the country were becoming more aware
of the damage being inflicted on our children and the detriment of distance learning and
isolation, a local parent group started a Reopen Camas School Facebook page. I was invited to
join and began sharing information, research, and some of the heartbreaking things that
kids/teenagers would share with me privately.



I have heard people say that we won’t know the true negative impact of this plandemic on our
children for years. I was already seeing/hearing tragedies on a daily basis, inundated by stories of
the devastating, crippling impact that social isolation and fearmongering was having on our
children.

After a couple months of sharing information and answering questions parents had, one of the
mothers in the group contacted a local reporter, John Ley. He reached out to me, asking if I
would be willing to do an interview regarding whether it was “safe” for kids to return to school.
During the interview, I spent a couple minutes discussing the lies spread by “top health officials”
and government-controlled news media about kids being “super-spreaders.”

The rest of the time was spent sharing information I had been studying. I told him about the
science, the data, the treatments, and the successes I had seen. His article ended up being about
prophylaxis and early treatment management. It got posted on a Monday, and on Tuesday our
phones started ringing and it never stopped. That was the fall of 2020.

Throughout the first year, none of the people calling for help were from my practice. I would
like to think that it was a testament to the efficacy of prophylaxis and having
protocols/medications previously prescribed. The people that were sick were all adults, had gone
to their primary care, urgent care, or the hospital, and they had all been turned away, being told
that there were no outpatient treatments. They were merely told to come back to the hospital
when they had trouble breathing.

This scenario finally ended up happening to a good friend of mine in November 2020 and she
almost died. She called me on day nine of symptoms, informed me she has a history of asthma,
and so I sent multiple prescriptions to the pharmacy. I had missed another call from her, and she
unfortunately reached out to her primary care who directed her to call 9-1-1. The ambulance took
her away before her daughter could even get back from the pharmacy. I spoke to her multiple
times while in the hospital, and she was rightfully scared and said that her treatment was awful.
She was right; I found out she was on a protocol less aggressive than I would recommend for a
child with croup.

I told her husband to take all of the medications to the hospital, have her leave AMA (against
medical advice), and if needed, go back into the hospital for further care. She decided to get in
the car and go home because nothing could be worse than the hospital. Two days later, she was
out of bed and did a mile walk around her neighborhood. She was asthmatic with some
underlying conditions and told me she thought she was going to die in that hospital. I told her I
had sadly already heard other stories like hers.

Around that time, I was asked if I would be willing to call a doctor at Mayo Clinic to advocate
for a patient’s brother-in-law. I had recently treated her and she asked me if I would share that
information with the doctor. It was so surreal. The doctor refused to invest any time looking at
the research or provide any treatment outside of the “NIH protocol,” and the patient died. This
was at the prestigious Mayo Clinic!

They should have treated him, done something, anything. That is when I realized their protocol
was a protocol of nontreatment. The CDC nontreatment protocol had been unleashed across the
country. This was evil. They stopped practicing medicine. They let people get to the point where



they had to be put on a ventilator and they often just died. These doctors let hundreds of
thousands of innocent people die.
 
QUESTION: How did the local media react when they found out about what you were
doing to treat COVID?
 
MILLER: We didn’t receive any backlash for a long time, which was weird. I thought that I
would have a very negative spotlight on me after the article discussing treatments. That all
changed in May of 2021 when I went to a school board meeting and wasn’t forced to wear a
mask because I had an exemption. Another local “reporter” wrote an article about a local
pediatric PA who called the school board members either ignorant or pure evil, and claimed to be
able to cure COVID—which, of course, was me. I simply replied, “I know there are treatments,
because I treated over ninety people this month.”

From that point on, things escalated. There was a previous frivolous complaint accusing me of
lying on my initial application for a medical license in Washington, which is complete idiocy and
they knew it. I had addressed the issue in November 2020 and provided proof that the claim was
false. A month after the article ran, I received a stipulation of disposition from the medical
commission, telling me that if I confess to lying on my initial application and sign their order, I
could be treated like a criminal for three years.

A week after the stipulation, I received a package from the state medical commission with
thirteen complaints about my comments to the school board from a group that was literally just
pulling off complaints from that reporter’s hit job. They were calling for an emergency
suspension of my license because I was advocating for kids not to have to wear masks while
playing outside on the playground. I had written exemptions for my pediatric patients, and they
begrudged me for standing for science and against child abuse.

As 2021 wore on, I became increasingly more involved in my community and was sharing
more information, which led to more and more people who were reaching out for help. I
eventually began receiving calls from families asking if I would be willing to advocate for their
loved ones in the hospital. The first incident locally was pretty crazy.

I had been to an event celebrating a local husband/wife dentist team, and that night he found
out that his brother was transferred to the ICU and was about to be put on a ventilator. He had
me speak with his sister-in-law. After the event, the patient’s brother, sister-in-law, mother, and I
sat in their car, had the wife on speaker phone, and called the hospital. After multiple phone calls
to the hospital, repeatedly begging the ICU nurse to connect us with the on-call doctor, we were
finally able to speak with her.

The patient was about to be put on a ventilator, with horrible bilateral pneumonia that the
doctors simply labeled “COVID pneumonia.” He was on remdesivir, lisinopril (blood pressure
meds), and six milligrams of dexamethasone. I told her that she was a gifted doctor who has used
her knowledge and expertise to save many lives, and that tonight she could be his hero if she
would just treat his pneumonia. Please put him on antibiotics, switch his dexamethasone to high-
dose methylprednisolone, and discontinue his lisinopril—which she did.



The next day, the patient was sitting up eating, and after only two days on this regimen he was
up and walking around. At that point, the daytime doctor was trying to take him off the
methylprednisolone and put him back on dexamethasone, which seems to always happen. Here’s
the thing I started to notice. Anytime a patient started to improve in the hospital, whatever
beneficial treatments that were given, the subsequent doctors tried to undo it rather than double
down and copy it. Anyway, that man—who was also a husband, father, brother, and son—
walked out of the hospital a week later.

I know it sounds crazy, and people ask me why the doctors would do that, but it happened
almost every single time. They typically defend their actions by suggesting that they can’t be
sure my protocol or suggestions are what helped them get better, even though it’s the only thing
they did differently. People are dying and they won’t change anything, because they claim they
don’t have any large studies. Well, what about the results right in front of your face?
 
QUESTION: What was it like when the delta variant arrived in late spring 2021 and things
were supposed to be getting better with the vaccines, but they actually started showing
signs of getting worse?
 
MILLER: It was pretty bad! I would see my pediatric patients all day, while my staff was
answering a never-ending stream of phone calls from people who tested positive for COVID. We
had a big whiteboard with a list of their names and there would be an asterisk next the most
acutely ill. I would call my wife really quick to check-in, and then I would start my evening with
the adults around 5:30 p.m.

Remember, it wasn’t simply sending some medications and everything would be fine.
Ivermectin worked really well almost as a standalone medication in 2020, but after the rollout of
the inoculations, things changed, and I had to figure out the added variables that certain powers
were using to try and kill us. On the nights that I did sleep, I would often go to bed around 3–5
a.m., after running my pediatric practice all day and handling the onslaught of new COVID
patients from dinner until I got through the list.

If I wasn’t advocating for families with a loved one in the hospital, I usually started follow-up
texts around 1 a.m. and wouldn’t finish until the sun was coming up. There was no pause button;
there were no days off, because we were their last hope for care. It was a never-ending stream of
need.

I remember one night I miraculously got home around 8 p.m. and I just broke down. I looked
at my wife and told her I needed this to stop. I would go three days without sleep. My son said,
“Daddy, if I got COVID would you at least pay attention to me?” I felt like I was falling apart on
so many levels.

I was on the phone all night long with people suffering in multiple times zones. Pharmacies
were withholding meds, and it wasn’t just ivermectin. By July 2021, they were even withholding
budesonide and Singulair. They were even withholding basic medications that were known to
treat multiple issues, but the pharmacy boards were pressuring them to not dispense anything by
me if there was a suspicion that it would be used for treating COVID.



I guess it made them feel like heroes if they suspected a request had anything to do with
COVID and they denied the request. It was shocking to me. It got to the point that I just started
buying medications myself with my own money. That way I could give at least two or three
days’ worth of dosing while we fought with the pharmacists because time was so critical. The
elderly with comorbidities, who were the most vulnerable to COVID, had such a narrow window
to keep them out of the hospital.
 
QUESTION: Did you find it ironic that you were willing to meet in-person with patients
that weren’t even yours, but the doctors who complained about you often weren’t willing to
meet in-person with their own patients?
 
MILLER: Some of these poor folks didn’t have family members to help them, or they and their
family were all so sick that they couldn’t take care of each other. I would walk into these homes
and see how sick these people were. I knew that merely dropping off prescriptions wouldn’t be
enough. With delta, people had extreme brain fog or would get these very dark thoughts and
feelings of impending doom. I would walk into their homes without any PPE and give them a
hug and I would hold them.

Many people were shocked, and I would tell them that I would be fine and that they were
going to be fine too. I would assure them that we were going to get them better, together, and I
would help them push through this. Then I would just hang out and talk with them to pull their
minds away from the lies of the twenty-four-hour news cycle of death on TV.
 
QUESTION: When was the first time you were contacted by the Washington State medical
board?
 
MILLER: In August 2020, I received a letter from Adam Calica, medical investigator for the
Washington Medical Commission, about an anonymous complaint regarding an incident in 2012.
The complaint stated that, “Miller was informed of a complaint filed against him in 2012 that
had serious consequences for him criminally and professionally in California. Once he knew that
criminal charges may follow and that he was being disciplined in California, he immediately
applied for a medical license in Washington State.”

The complainant claimed I had lied on my application for a medical license in Washington
State. With a little effort, Calica could have seen that the felonies were for a different Scott
Miller and that my “fleeing” was the slowest and most transparent “escape” ever! Taking thirteen
months to apply for a license does not equate to “an escape.”

Then, the hospitals started filing complaints. More and more families started reaching out to
me asking if I would advocate for a family member in the hospital. They were barred from being
able to go into the hospital, and often found it virtually impossible to get the treating doctor to
speak with them. I would simply have the family call the hospital and ask permission for an
advocate to be on the call. I had some success getting the doctors to change. Eventually, they
would ask my name. I had an ICU nurse share with me how angry the doctors would get because



I was asking them questions.
Then in June of 2021, the Washington Medical Commission sent me a packet they wanted me

to sign saying I needed to take ethics classes and pay fines for the time it took to investigate me.
I also needed to write an essay and send in my last three years of continuing medical education.
When my office manager tried to pull that information up, she said that all records of my
continuing education were gone.

Where did they all go?
I was just standing there thinking that this is way bigger than just me. That’s when I contacted

an attorney, and a week later the madness really began. I received a batch of thirteen complaints
from a local group citing unprofessional conduct. In each of the complaints, they stated that they
had read the newspaper article I mentioned earlier. None of their complaints were from anybody
I had treated, just an apparent hatred for someone willing to go against the narrative and save
lives.
 
QUESTION: When did the state board go in for the kill?
 
MILLER: I had sent a patient to the hospital for imaging and labs. The hospital convinced her to
stay for “observation” and she never came home. Her son and I advocated for appropriate
treatment every day, but it was refused. I think something snapped in me; a part of my heart
broke when I found out she had been killed. I made a social media post about it, calling out her
doctors, calling out the hospital, naming the people directly involved with murdering her. About
twenty minutes after I posted it, I took it down after receiving a call from a doctor friend of mine
who said that wouldn’t help my cause.

The problem was that I had also been speaking out at events and was the keynote speaker at a
public health forum where I shared what was really happening in our hospitals and the methods
they were using to kill people. On October 15, 2021, I arrived at work to find a large packet on
my desk, and inside was the summary emergency suspension of my license. It stated that I was a
direct threat to my patients and the community, that I was treating people below the standard of
care, and I was spreading misinformation about unproven therapies.
 
QUESTION: Some providers can barely count on one hand the people they helped that
survived, but you can count on one hand the people that didn’t, out of thousands you
treated. How has your experience changed your view of our health care system?
 
MILLER: I don’t think I considered there to be a centralized bureaucratic control that prevented
physicians from using their education, their clinical experience, their knowledge base, and their
intuition prior to this. I thought ours was the best health care system in the world.

If you were sick with anything, you wanted to be here in America. Apart from that, sure, we all
understood the pharmaceutical companies rule everything and keep you from looking at actual
underlying causes for what is going on and pursuing preventative care. However, in terms of
being able to medicate things away or mask symptoms, I always thought we were top-notch.



Then COVID broke my heart. We had people going into the hospitals, and if they weren’t
vaccinated, doctors would say they need to put them in a tent and it needs to be set on fire—or
that they can just go home and die. These were human beings. We’ve lost the slightest hint of
compassion. It was criminal. It was evil.
 
QUESTION: Did any other health care professionals come to you during COVID after
seeing people on death’s door be rescued, or who had heard about your success, to ask for
more information about how you were enjoying so much success?
 
MILLER: Three naturopathic doctors, one DO, and one NP. Each of them has played a vital role
in helping us continue our mission! Not a single MD, though.
 
QUESTION: What was the reaction of the community when they heard you had been
suspended for helping them?
 
MILLER: It was very humbling. Letters poured in from across the country. A mom I had helped
got a rally together at the clinic. There were so many people there, the families from my pediatric
practice, and even COVID patients I had helped over the phone and never got to meet in-person.
Some of the most beautiful prayers were emailed and texted to us. And of course, there was the
financial support, without which there is no way I could have kept fighting.

Also, none of this would’ve happened if my staff hadn’t been on board. Kerry and Christy, my
goodness, those two women helped save more people through their actions than every single
doctor in a hospital setting in Washington State combined—guaranteed.
 
QUESTION: You mentioned that early on your wife was justifiably afraid of reprisal when
you first started to take a stand. Was there a turning point for her that throughout this
whole ordeal she has stood by you?
 
MILLER: It was August of 2020 when we were fishing on the Columbia River. Shelly got a call
from a childhood friend who said her dad was sick. He was on day eleven with COVID and his
wife put him on the phone and he clearly wasn’t doing well. I got his information and told him I
would send him what he needs, but it was a Sunday and the small-town pharmacy where they
lived was closed. They called 911 the next morning and he went to the hospital and never came
home.

Shelly got the call that he died, the second such call in the prior two months. We were sitting
on the couch; she was crying and asked what would have happened if they called me last week. I
said he would be home right now, because it would’ve been early enough for the treatment
protocol to save him. That’s when Shelly told me she didn’t know how I was going to win this,
but I needed to do what I could to help as many as I can, and she would support me. With her
encouragement, this has been my mindset:

The risk to my soul is too great for having truth, the ability to heal, but doing nothing



out of fear. I will have to answer to my children one day, and hopefully, many years
from now, my Creator. I want our children, and our Creator, to see that I buried no
talents. That the gifts granted to me were used to serve a much higher purpose. I am not
okay with being afraid and living in fear. I am not okay with my family being afraid and
living in fear, and I am not okay with my community and our country being afraid and
living in fear. My goal will be to bring light, truth, and healing.



H

CHAPTER 5

Anne Quiner—Death by Protocol

ow did we get to the point where a year and a half into the pandemic—with all the modern
medicine and billions of dollars spent—we still had healthy middle-aged people walking

into hospitals with pneumonia, yet leaving in a casket? How is that hundreds of thousands of
people wasted away for months on end with no update to any of the protocols the doctors knew
were causing harm and making patients deteriorate rapidly?

Anne Quiner’s testimony is the story of so many widows who lost loved ones prematurely
from what should have been an eminently treatable ailment, especially after months of endless
research and resources thrown at the virus. Like so many Americans, her husband, Scott, caught
the virus during the fall of 2021 (long after the vaccines were supposed to end the pandemic, not
strengthen it). Within a period of a few days at the hospital, like so many others, he went from a
healthy middle-aged man who just had to kick a form of pneumonia to a ventilated vegetable.

What so many Americans experienced in the hospitals was a circuitous cycle of denial of care,
denial of science-based treatment, and administration of dangerous protocols. The standard
hospital death protocol exacerbated the respiratory distress, which created a self-fulfilling
prophecy of clinical deterioration and further need for more risky and harmful intervention. They
would isolate them from their families and advocates, as well as starve and scare them to leave
them helpless and hopeless, thereby inducing high blood pressure and anxiety, which further
aggravated their respiratory distress. In that case, they would proceed to give them antianxiety
medications and sedatives, which would further intensify their breathing problems. Then, at each
stage, the doctors would immediately seek “palliative care” and give up on the patient, even if
they had decades to live.

Who, or what, is really behind this curtain of evil?
Scott Quiner’s story is the embodiment of what countless suffered at the hands of a medical

system that was incentivized to place “public health protocols” over the principle of the
individual patient care. So the world can fully comprehend what transpired in American
hospitals, we call Scott’s widow, Anne, to the stand to tell her story:

QUESTION: Before October 2021, you and your husband, Scott, were living in Minnesota.
Would you describe him as a healthy middle-aged man?
 



QUINER: Yes. He was fifty-five years old, wasn’t on any medications, ate healthy, stayed
active, and was pretty muscular in body range.
 
QUESTION: What brought him to the hospital in October of 2021?
 
QUINER: Scott started feeling ill and coughing a lot. He thought it was bronchitis but coworkers
of his tested positive for COVID. He had to do a test for his employment and the saliva test came
back positive. We contacted a naturopathic doctor who prescribed ivermectin and steroids, and
he started on them right away. A friend had a portable oxygen machine that he began using
because we were trying everything to keep him from going to a hospital.

After a couple days when he was still not catching his breath, I took him to Ridgeview
Hospital in Watertown Minnesota. I thought it was an independent hospital that wasn’t doing Dr
Fauci’s protocols, so I dropped him off at the front desk, explained the situation, and went back
to park the car. By the time I returned, they had already brought him to the backroom.

Oddly, the administrator getting Scott registered asked me what religion he is. I said
“Christian.” She replied “Christian” in a weird way, which got me wondering what that had to do
with his care.

Scott later texted me a picture with a message that said: “It’s a good thing I came in because
my oxygen levels are up and I’m feeling better.” But then mysteriously, the next day or two, I
didn’t hear from him. I was in contact with the doctors at this time requesting the Front Line
doctors’ MATH protocols like an IV of vitamin C, thiamine, vitamin D3, ivermectin,
hydroxychloroquine, zinc, melatonin, and Regeneron monoclonal antibodies. To which the
doctors responded, “We will comply on some of these but not others.”

That’s how I learned that even if I have the health directive and power of attorney signed by
my husband, that doesn’t give me any rights to his wishes. He was never given the ivermectin or
the steroids he took with him to the hospital; I later found those items still in his bag.

Instead of the proper steroids backed by the most data (methylprednisolone) he was on before,
the hospital replaced it with another steroid called dexamethasone (Decadron). A very low-dose
IV Decadron was administered, but the steroid I requested per the MATH protocol was denied,
as well as IV vitamin C, thiamine, and vitamin D. They only wanted to give him remdesivir,
which doesn’t help anyway.

When the doctor first called me about Scott’s update, she asked me, “Why wasn’t Scott
vaccinated?” to which I was responded, “What does that have to do with his treatment? Are the
patients who are vaccinated and unvaccinated being treated and cared for differently?” That’s the
way it sounded, especially since almost every clinical note starts out with “A 55-year-old male,
unvaccinated…” (Emphasis added.)

Unfortunately, this wasn’t just the sentiment of one hospital. Later on, after Scott was
transferred to Mercy Hospital in Minnesota, on the first call I received about Scott, the doctor
again asked me, “Why wasn’t he vaccinated?” My response was, “It’s an experimental gene
therapy and it takes years for it to be approved; we will not put something in our bodies that is
against our personal beliefs.”



 
QUESTION: Why did Scott go to the second hospital, Mercy in Coon Rapids, after about a
week?
 
QUINER: Ridgeview staff told me he needed to go because they did not have the “supplies” and
he needed a higher level of care. He was on a waiting list from the hospital and if I didn’t transfer
him ASAP, they asserted, he would drop to the bottom of the list and would probably never
make it out of there.
 
QUESTION: At any point, did they inform you of a diagnosis or a plan of action for your
husband’s treatment?
 
QUINER: Scott was intubated on November 4 at Ridgeview, then transferred to Mercy Hospital
on November 6, 2021. I know now it’s not ideal to transfer a patient on a weekend, which can
foul up the patient’s medications (which happened in our case as well). I requested that Scott
start immediately on the Front Line doctors’ MATH protocol after he was transferred to Mercy
Hospital. The doctor complied only with a 1000mg oral dose of vitamin C daily, 5000mg
vitamin D, thiamine, and melatonin. I was finally able to see him at Mercy hospital around
November 10. They never complied with my requests for simple, safe nutrients to be
administered to Scott. I would only hear the nurse, say, “I’ll ask the doctor and they may approve
one but not two of these basic nutrients or none at all since we have our own protocols.”

The hospital was an hour away, and given it was a Minnesota winter, suffering from lack of
sleep by checking his progress notes and labs nightly, I was praying for this nightmare to be
over. My daughter and I had access to Scott’s charts online and were up nightly reading the
doctor’s notes, looking at his labs, and praying fervently with many sleepless nights in complete
frustration and anger. I would sometimes be driving there and back so I could take care of my
kids at home. I had to rely on my faith and strength from God in the darkest hours!

The first time I arrived at Mercy and saw the COVID unit, my first reaction after seeing other
patients in their rooms is that Scott didn’t seem as bad as others. The patients probably were in
their later stages, which I didn’t understand until later. But as the days progressed, being there
daily at his bedside, I was quickly observing a lack of staff. His care and meds changed all the
time depending on the nurses and doctors, to which the nurses would say that they were just
following orders from the doctor that day.

After the transfer, and days of me complaining about his suspicious regimen of meds, the
doctor on call said, “I’ll be right back.” She goes to the pharmacy and states in her own words, “I
am so sorry we screwed up. When Scott was transferred, we didn’t catch the medications he was
on. I’ll fix it.” That’s when I learned you need to be vigilant of a transfer on the weekends.

Around December 4, the staff began telling me they were going to give Scott a tracheostomy.
Now at this point and multiple times before, I was constantly asking, “When are you going to
wean him off the medications and the ventilator?” But the answer depended on the doctor on call
that day. On one occasion in mid-December, he was at 40 percent on the ventilator, so I told the



doctor, “You could have removed him from the ventilator yesterday.” He replied, “I know that.”
But they didn’t do it; I was so furious!

Doctors were all over the map on when to remove him from a ventilator. One doctor wanted
him at 60 percent, another 45, and still another at 40, so each time, the staff would say,
“Tomorrow, it might happen.” Then tomorrow came, and it was another doctor who moved the
goalpost again. It was a constant barrage of confusion and it changed daily, sometimes even
hourly.

On December 6, Scott was put on a tracheal tube, and his sedation and paralytics were
dramatically increased. A couple days before the tracheostomy, I called the nurse, Jake, in the
evening to see how Scott was doing. He replied, “You know they’re planning on a trach tube and
there are complications. If you take him home after and decide you don’t want to deal with it
anymore, don’t clean it; he’ll die of pneumonia and you won’t have to deal with it anymore.”

I felt paralyzed and literally didn’t know what to say as I couldn’t believe he told me how to
murder my husband!

There was never a coherent plan for care. He only saw PT/OT twice in two and a half months.
I would ask about a respiratory therapist coming in, but for a large hospital, there frequently
wasn’t one around. Especially around Christmas, there were not many staff members available,
only those on call.

Later in December, the doctor did a CT scan, and said his lungs were so bad but the rest of his
body was stable. His labs weren’t bad, but his carbon dioxide levels were beginning to elevate.
However, the doctors pretty much decided based on his stiff fibrous lungs he was going to
expire. The doctor requested I sign a “Do Not Resuscitate (comfort care)” order, but I suggested
again they try alternatives, such as glutathione, budesonide, and the MATH protocol. The doctor
repeatedly said, “He’s going to expire!”

When I asked about a lung transplant (given that the rest of his body was okay and he had so
much life to live), after much delay, the pulmonologist called the University of Minnesota to
inquire about a transplant at the end of December. The university coldly responded, “He’s not
vaccinated and too ill.” (Well, they had him on a paralytic most of the time.)
 
QUESTION: Can you describe what it was like when he was on a ventilator? How conscious
was he?
 
QUINER: It was torment, grief, sadness, and beyond anything, feeling utterly helpless. Watching
him have coughing fits and running out of his room trying to find someone because his alarms
were going off, as Scott lay at the mercy of whatever doctor or nurse he had that day, was
horrific.

He was medicated heavily at different times and sometimes altogether (Ativan, fentanyl,
Versed, Seroquel, Precedex, Haldol, Tylenol and oxycodone), but never given enough doses of
vitamins and nutrition for a critically ill person to recover. I looked into his face more than once
and said, “I am so sorry what they did to you and I regret ever bringing you to these hospitals
knowing they could have given you the proper treatment and I was refused on almost everything



I requested.”
During the day when I was there, the nurse would ask him to respond to commands by opening

his eyes, blinking, and squeezing my hand—and he did. But delays and the boluses of the
sedation meds would put him right back on paralytics, which seemed to be the common theme
with the lack of staff and no real plan of care.
 
QUESTION: Can you describe the feeding regime while he was on a ventilator, how he
deteriorated, and when you realized you had to get him out of there?
 
QUINER: After two to three weeks at Mercy, I had heard Dr. Joseph Varon in Houston, Texas,
was using the MATH protocols and having results. At this point, I was exhausted beyond belief,
so I had other friends trying to find me a lawyer and a patient advocate. My cell phone was going
off constantly—everyone wanted to hear how Scott was doing. I requested for Scott to be
transferred to anywhere outside of Mercy. The doctor at Mercy told me he couldn’t be
transferred to another local hospital. They had no beds and since Scott had a bed, he wasn’t able
to get another one nearby.

Now it was the end of December. While others are celebrating Christmas, our daughter,
Andrea, flew in from Denver to see her dad. I requested if we both could see him since it was a
one visitor only policy and Christmas. They denied it. Andrea went by herself and the staff
barraged her with questions like “Have you talked to your mom about putting him in palliative
care or comfort care?”

On another occasion, my in-laws came down to see their son. They got the same barrage of
questions about when the “difficult wife” was going to sign the DNR and put him in “comfort
care.” I will add Andrea was with him on December 24 and said, “Dad! I’m here,” to which he
responded by opening his eyes and a tear came down. She was so thrilled and emotional!

This began another ordeal with the one-visitor policy and hospital staff. My pastor, Calvin
Woods, came in to pray for Scott on several occasions, but one day my three pastors Calvin
Woods, Brian Holley, and George Gibson all came together. When you get off the elevator on
the COVID floor, the nurses station is right there. They were immediately stopped and told only
one was allowed in the room as a clergy.

Pastor Holley asked, “Is there a waiting room down the hall where we can go, while one of us
prays for Scott?” They were very adamant in refusing. We decided to have Pastor Brian go to the
room to pray for Scott while the rest of us went down to the chapel to pray, too. While we were
there, an armed security guard came in and had us removed. When we asked why, he replied that
he was only following orders, per the charge nurse we just talked to earlier. We then left and
went to the waiting room and waited until Brian came back.

The nutrition Scott was being fed was an IV osmolyte drip and two to three packets of protein
supplements. I looked at the label and informed the staff that it wasn’t adequate. I even asked if I
could bring my own nutrition to give through the IV, which they again emphatically refused. I
hired a patient advocate with Graith Care LLC, Priscilla Romans, who has an ICU medical
background. There was an ethics consultation at Mercy and I brought Pastor Calvin for support



and Priscilla was on the line listening in.
Matt from the hospital risk management team let me know that the current meds and

treatments were no longer beneficial and wanted me to sign the DNR. To which I responded
fervently that I had a prescription for glutathione to administer in his ventilator, along with letter
releasing them from any liability for pursuing that treatment. When the doctor asked me where I
got the prescription, I said the doctor is a retired obstetrician-gynecologist, to which she
responded mockingly, “An OBGYN doctor is prescribing glutathione.” I brought with me some
research about glutathione, but she refused to read it.

As an aside, throughout the ordeal, I brought in lots of research and left it for the staff in
Scott’s room, but they would only dismiss it because “it’s just clinical trials.” Ironically, these
same doctors asked me to do a clinical trial of baricitinib for Scott early on, which is a drug that
has an FDA black box warning for increased risk of serious heart-related events such as heart
attack or stroke, cancer, and blood clots.

Anyway, at the meeting, Priscilla chimed in very professionally suggesting to the doctor
protocols that worked with other patients. The doctor was getting very mad when I stated that I
wanted to exercise my “right to try,” which happens to be the law in the state of Minnesota. To
which the doctor responded, “When you and Calvin came into the room everything was fine, but
when you put your advocate on the phone the atmosphere changed. I want you turn that phone
off,” as she pushed my phone back towards me.

I left it there and said, “No. She’s my advocate, I hired her and will keep her on.” At this point,
I wouldn’t sign any DNR because I was requesting to bring him out of sedation so I could talk to
him. The doctor just wanted the DNR signed, so that ended the meeting.
 
QUESTION: What did you do as last-ditch effort to save Scott’s life?
 
QUINER: Already in mid-December, I was trying tirelessly to transfer him but never seemed to
get anywhere as he deteriorated from lack of nutrition. On January 10, after days of grinding
pressure, I was at the hospital and the nurse told me the ethics committee wanted to schedule
another meeting. Naturally, I refused, knowing what they wanted already. The nurse actually
said, “No, they just want to talk to you.” I still refused and said, “They can call me at home.” The
pressure of me being there was getting very tense by now.

In the meantime, I called the nurse in the evening and asked her if there were any doctors at
the hospital who would work with me on alternative remedies. The nurse, after mentioning she
was scrolling and scrolling through her screen, finally was able to give me three doctors’ names.
So, I picked out a doctor who happened to be one of those assigned to Scott. On Tuesday, I’m
thinking I was finally getting to meet a decent doctor who might give me my “right to try.”

However, shockingly, the next morning, the chaplain and a rep from the ethics committee
called me at home (I legally recorded the conversation) saying they were really sorry but the
committee had decided Scott was too sick to ever recover, and that they were going to turn off
his ventilator on January 13 at noon whether I was there or not.

At that point, my only thought was that I needed time to get him out of there! The staff had



hoped that we would be there to watch him be executed while we felt helpless. I also said I
needed more time to fly my daughter Andrea home and get my elderly in-laws down from
Northern Minnesota. They said they’d call me back in a day or two. They hoped my family
would be there, but either way they were proceeding with their plans. They would give me a
couple days to contact my family to schedule his execution.

That day, January 11, I received a call at home from the doctor I thought was supposedly
decent, and all she did was lament, “If we could only go back in time and Scott was vaccinated,
we wouldn’t be having this conversation.” I told her, “There’s people dying in hospitals that are
vaxxed and unvaxxed.” To which she retorted, “Not in this hospital under my care.”

At that point, I called Shane Mekeland (my state representative), asked him for help, and
forwarded the recordings of these threatening conversations to him and Priscilla (my patient
advocate). They forwarded the audio to talk show host Stew Peters. At this moment, time was
desperately running out, so I went on The Stew Peters Show live and my story went viral.

The next day, just one day before the scheduled execution, Shane called attorney Marjorie
Holsten, who first tried to solicit help from other attorneys, but met with me later in the
afternoon and we drafted up an ex parte motion for a temporary restraining order. Final
documents were filed by 4:30 p.m., close to the court’s closing time. Close to midnight on
January 12, Marjorie received an email from Mercy hospital’s attorneys at a high-powered law
firm, requesting that the ex parte motion be denied. The judge assigned to my case required
Mercy hospital lawyers to file a response by 10 a.m. on the 13th, the very morning they were
planning to execute my husband.

Mercy lawyers filed their response with one striking sentence: “Plaintiff’s position is not
supported by medical science or Minnesota law, and as a result, Mercy will ask the Court to
issue an Order that Mercy has the authority to discontinue Mr. Quiner’s ventilator and proceed
with his medical care plan.” (An earlier filed document stated that the medical care plan was
termination of life.)

In Minnesota, the law does not support the hospital’s right to terminate a patient as part of the
care plan without the patient’s or family’s consent. Thankfully, an hour later, the judge issued an
ex parte temporary restraining order enjoining Mercy Hospital from turning off life support at
noon on January 13, which would have been just an hour later.
 
QUESTION: Describe the process and emotions of evacuating Scott from Mercy hospital.
 
QUINER: Many calls were made to make the arrangements to have Scott medevacked via Life
Link to Houston United Medical, where Dr. Varon agreed to accept him as a patient. This was a
roller-coaster event. Mercy was unable to fax 600 pages (couldn’t email at first) and then
someone at the Texas hospital said they had no beds. Then, there were concerns that Scott wasn’t
healthy enough to fly. Mercy was dragging their feet on the transfer almost to the point we had to
warn them we would file an order to have Scott removed from the hospital if they failed to
cooperate. Note that on his chart they had set a date for Scott to be discharged on January 15. At
this time, though, he had no discharge date set, so it was very suspicious.



Meanwhile, back at the Texas hospital, they originally said they had no beds, but my advocate,
Glen Hopkins, told them the situation and through that contact, I received a call from the
hospital’s president. He graciously agreed to accept Scott despite his condition. Then Mercy had
to set up the Life Link transfer and my state senator, Bruce Anderson, had a backup plane ready
just in case Mercy didn’t follow through.

On the morning of January 15, I was at the hospital with my suitcase to fly to Texas with Scott
and still unsure if Life Link’s EMTs would allow me to go. I was told by Glen to be calm and
stay out of their way because they didn’t want a hysterical woman causing them more stress. I
was taking pictures of Scott and Mercy’s risk manager Matt pulled me aside and said, “I’m
hearing from my staff that you’re taking videos of them.” I responded, “No, I’m taking videos
and pictures of Scott,” and walked away.

After a couple hours of the flight crew going through procedures, they said I could come on
the flight. But if I came, we would have to refuel halfway. In-flight, everything seemed to go
smoothly. I told them I didn’t want any more meds administered to Scott, only as needed. We
refueled pretty quickly in north Texas, and about fifteen minutes from landing, I started to notice
they were looking worried. I found out later the EMTs were only given two oxygen tanks for that
entire trip! They were running out of oxygen, and I was desperately praying and getting nervous
as we were approaching the runway.

We were completely out of oxygen when we landed and there were odd noises coming out of
Scott’s tracheostomy. We couldn’t hear it in-flight with the headphones on, but the EMTs
quickly determined there was a leak in his cuff. It was evident to me that Mercy never notified
the EMTs that he did have a leak when they were going through the transfer. I knew that he had
a leak because I already addressed that with Mercy prior to leaving, but the staff just blew me off
as they usually did.

We landed and were completely out of oxygen in the two tanks. The EMTs were throwing
things out of the way to get a better reach to help Scott. I’m reaching for the other oxygen tank,
as they asked me to see if there was any last bit in there to use. To make matters worse, the pilot
was notified that the ambulance was delayed a half an hour. The EMTs were yelling to the
people on the ground they needed oxygen, and it was super windy outside, which didn’t help the
situation.

At that moment, the EMTs were getting out the LUCAS Device for CPR as Scott was
flatlining. I was in the front of the plane crying and praying on my knees while this was all
happening. A second ambulance showed up with oxygen, and they were able to get Scott in the
ambulance. I was in the front seat and the EMTs told me they got his oxygen back up to the
nineties, which was amazing. The ambulance was flying through traffic, honking the horn and
barely anyone seemed to care or move out of the way. The EMTs were in the back yelling for the
driver to slow down a bit but still move quickly.

We finally made it to Houston United Medical Center and they quickly rushed Scott to the
room they had reserved for him. Initially, the president of the hospital had to call a
congresswoman to release a bed for Scott. She came to the hospital to meet me personally, along
with my brother Joe and his wife Kathleen as well. I was so shaken up when she arrived, I really



didn’t know what to say but “Thank you!”
Dr. Varon came quickly to the hospital when Scott arrived. I briefly talked to him and he said

he wanted to go spend some time with him and get to know him. Dr. Varon was with Scott a
couple of hours. When he came back, he said Scott was critically ill but he would do whatever he
could to save his life.

Dr. Varon mentioned he was ordering a lot of tests. I asked, “You mean like tomorrow?” To
which he responded, “No, we’re doing them now,” and stated, “This is a hospital.” That brought
me to tears. Dr. Varon posted on his record that Scott was the most malnourished patient he had
seen in his entire career. After treating COVID patients nonstop for almost two years and being
a doctor since the eighties, that’s quite a statement.

The staff quickly started the IV of vitamin C, ivermectin, sodium bicarbonate and glutathione
—all the things I asked for at Mercy for weeks. Dr. Varon said he knew how hard I tried to get
Scott there earlier, but this system just makes people sicker.

In Minnesota, Mercy said Scott had stiff lungs but they wouldn’t do anything about it except
more meds and lots of scans, x-rays, and labs. In Houston, they tried very hard to save my
husband, but he passed about a week later.

Scott was a previously healthy man who came down with COVID-induced pneumonia and
ended up dying despite all our modern medical care. I know they are doing it all for big payouts.
The longer I delayed their system by not signing the DNR, the more they lost money because
they wanted his bed for somebody else. They wanted him out of there. I wouldn’t give Mercy
Hospital the honor of that after what I had experienced there. All they cared for was their money
and protocols that weren’t working and they knew it, but they refused to try anything else. Dr.
Varon later said that if Scott would have been there a couple weeks earlier, he would have had a
better chance of survival.
 
QUESTION: So you believe the hospital protocol murdered your husband?
 
QUINER: Scott didn’t die from COVID pneumonia; he would have recovered from that. He died
from the hospital protocol and malnourishment. Scott will forever be in the hearts of those who
knew and loved him. Knowing that Scott is with his Lord and Savior Jesus Christ brings a peace
that surpasses all understanding. We celebrated thirty-five years of marriage and had three
wonderful children together—Andrea, Jesse, and Nathan.

I would like to thank everyone who tried to help us: special thanks to my family, my in-laws,
Free Life Family church, Priscilla Romans, Glen Hopkins, Stew Peters and his followers, Shane
Mekeland, Bruce Anderson, Marion O’Neill, Dr. Varon and his team, Marjorie Holsten, Thomas
Renz, Dr. Eric Hensen, Pastor David Agyepong, and Kimberly Nelson.

I can’t remember everybody but I’m so thankful for all the amazing people who prayed for me
and my family during this tragedy. Thank you, Jesus, for your hand of protection and comfort
over my family during this entire time.
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CHAPTER 6

Scott Schara: The Protocol from Hell

ust when you thought you have heard everything, something comes along and jolts you even
more. Scott Schara of Freedom, Wisconsin, has a very tragic story. Grace, his nineteen-year-

old daughter with Down Syndrome, died of COVID in the hospital in October of 2021.
Or did she?
Aside from the denial of proper care in the hospitals during the pandemic, there is mounting

evidence that some doctors may have actually administered dangerous care that flew in the face
of basic science and medicine. Then there is the culture of cruelty and the disregard for human
life, especially those deemed unworthy of living, reminiscent of the last time we saw a breach in
medical ethics—which is what inspired the push for the Nuremberg Code.

Unlike most other victims of medical malfeasance during the pandemic, Scott Schara
researched and documented the details of his daughter’s care. They reveal a horrific pattern of
mal-intent from day one, which begs the question: how ubiquitous was this culture of death in
the minds of so many medical professionals throughout the past few years?

How does a teenager with moderate respiratory issues from a virus wind up dead a few days
later? How did people wind up dead hours later after their blood oxygen levels were sufficient
and stable on noninvasive oxygenation?

Scott’s story demonstrates the same hospitals that refused to administer fully FDA-approved
drugs targeting the respiratory distress also had protocols to liberally use sedatives, opioids, and
antianxiety meds that were contraindicated with each other.

These medications collectively induce further respiratory distress, which is like treating a fire
with gasoline. Rather than offering drugs like ivermectin and methylprednisolone, or
supplements like NAC, they needlessly sedated people to further slow their breathing. This
created a self-fulfilling cycle of respiratory distress and the need for mechanical ventilation.
Throw the starvation protocol into the mix, and you have the perfect storm that if systemically
utilized, could have led to thousands upon thousands of young and middle-aged people winding
up dead a few days after low oxygen levels.

Even more disturbing is the evidence he is willing to present demonstrating that his daughter’s
Down Syndrome placed a target on her back to sadly never leave the hospital alive. One study
from the U.K. showed that “people with severe mental illness and learning disability” had the
highest death rate in hospitals. But given that the virus targeted people with physical



inflammatory ailments for the highest death rates, why would those with mental illnesses most
often leave the hospital in a body bag?

Let us not forget that one of the reasons for the crafting of the original Nuremberg Code was
the understanding of the logical outcome when a society and the medical profession view those
with mental impairments as less than human and more expendable.

To understand more about the war on the mentally ill, we call Scott Schara, Grace’s dad, to the
witness stand:

QUESTION: How long after Grace contracted the virus did your daughter go to the
hospital?
 
SCHARA: We estimate she contracted the virus on September 28, 2021, because she had a
sniffle that resembled allergy symptoms. The delta variant was running rampant at that time, so
we started her on the Front Line doctors’ protocol that day. She had been on a vitamin regime for
several months before then. We tested her on October 1 with a home test and she was positive.
We took her to urgent care on the morning of October 6 after her regular doctor refused to see
her because we told her Grace had COVID. As I see it now, this is all part of the control and
scare tactics being used.

We were motivated to take Grace to urgent care because of Front Line doctors emphasizing
concerns with oxygen saturations lower than 94 percent. We were monitoring Grace’s oxygen
with a pulse oximeter at home and that morning she was not able to maintain oxygen saturation
above 90 percent. Interestingly, the urgent care nurse didn’t start Grace on oxygen right away
and only did so after I pressed her, following a text from my wife.

This should have been a signal to me that oxygen was not as big of a concern as we thought.
Instead, they focused on blood chemistry. The blood work done at the urgent care facility
showed a high D-dimer, which they convinced us was an emergency. Grace and I then rode in an
ambulance to the hospital on October 6 to get a CT scan to determine if she had clots. We
subsequently found out that COVID often produces the symptom of a high D-dimer. The CT
scan confirmed that Grace had no clots, which is the typical result relative to COVID. They also
did a chest x-ray and diagnosed Grace with COVID pneumonia. This diagnosis is a play on
words, as COVID pneumonia does not resemble regular pneumonia—at no time did Grace have
any trouble breathing and she had no chest congestion. I see this situation as another piece of the
manipulation narrative used to scare people.
 
QUESTION: You took her to the hospital with a blood oxygen level in the high eighties.
Why did you bring her there? Can you share the progression of the viral symptoms in the
ensuing days, and what the hospital did and did not do?
 
SCHARA: Our working assumption, like most Americans, was that a hospital is there to help
people, not to kill somebody. So, we let its substandard care go because we did not think they
could do what they actually did. The ER doctor convinced us to admit Grace to the hospital for



oxygen and a steroid and suggested that she was going to be three or four days in the hospital at
most.

The first day was normal until they put a high-flow cannula on Grace, and I was none the
wiser. After all, I thought she needed it to get oxygen. I perceived the oxygen situation as an
emergency and the hospital staff played off that fear.

Grace was pretty irritated by the oxygen device. It was shooting air up her nose at forty miles
per hour. Because of that irritation, they switched her to a BiPAP mask after my suggestion since
Grace used a CPAP for sleep apnea. Research subsequent to Grace’s death showed that both the
BiPAP and high-flow cannula were not necessary, but tools used as part of the mandated COVID
protocol. They did an excellent job fitting it and everything was fine. Then the next morning the
pulmonary medicine doctor came in and suddenly asserted that they must place our daughter on
a ventilator in the next two hours.

I asked what that recommendation was based on. He said they did a blood gas draw late the
previous night, which was when Grace was pretty frustrated. Her blood pressure was
235/135mmHg, and her heart rate was 150 beats per minute. Because of that fact, I told him I
didn’t think the blood gas draw was accurate, and I asked him to recheck her numbers.

They did a new draw and she was fine. I asked him what the prognosis was if Grace went on a
ventilator, and he said only 20 percent of people walk out alive once they are on a ventilator. The
attending nurse started crying. I spoke to her and found out that she also had a daughter named
Grace, and she knew if I made that decision our Grace would die.

Before this incident, I thought ventilators were a tool used to treat COVID, believing what
President Trump unknowingly told the country at the beginning of the plandemic about how vital
they were. I immediately began researching and found out that only 15 percent of COVID
patients walk out alive once they are on a ventilator, and the majority of them die in the first year
of related complications.
 
QUESTION: If her blood levels were fine, then what was her actual diagnosis?
 
SCHARA: As mentioned earlier, the diagnosis was COVID pneumonia, but the communication
was so poor I couldn’t get my arms around it and I was just left with fear. With COVID
pneumonia, the symptoms are treatable with steroids. It’s really not a big deal, but they make it
into one, so you really don’t know what to do without more information and they don’t give it to
you.
 
QUESTION: Did they force the ventilator?
 
SCHARA: After the first attempt, it never got forced, yet they asked four more times for a
preauthorization “just in case.” They told us the need for these things often “happens in the
middle of the night when we can’t get a hold of family.”
 
QUESTION: Do you remember what her oxygen saturation level was in the first day she



was in the hospital with the BiPAP on?
 
SCHARA: That’s a fantastic question because it opens up quite a can of worms. On October 9,
Grace was pretty hungry after resting for most of the previous day. I ordered food and helped
feed her because of the BiPAP mask, and the nurse came running in and said, “You can’t do
that!” She said the oxygen saturation was only at 85 percent. I thought about that statement for
fifteen minutes and I thought that can’t be. When we were in the emergency room and she was
just on a regular cannula she was in the high nineties.

I had my own COVID materials and supplements in the room, because I suspected I would be
getting COVID, too. The materials included my own pulse oximeter. I put the oxygen finger
meter on Grace and it read 95 percent, so I called the nurse back in. After she confirmed the
pulse oximeter reading was accurate, I asked, “Why is my fifty-dollar meter more accurate than
your fifty-thousand-dollar meter?” She said, “Because the leads get sweaty.” I asked why she
wasn’t more attentive since this statistic was the primary marker being used to monitor my
daughter’s care. She snottily responded that I was just lucky I caught this.

After the fact, I requested the bill the hospital sent to Medicaid after Grace died. I found out
that in the seven days Grace was in the hospital, they only changed out those leads three times
despite my challenge, and the cost they billed Medicaid was only seventy-eight dollars a lead. At
such a minor cost, why wasn’t this situation a priority?

Bigger picture, we’ve learned an awful lot since Grace died. Grace was malnourished because
of the lies about oxygen saturation. The fact is that Grace should have been fed the entire
hospital stay, and them starving her contributed to her death. They chose to sedate Grace instead
of feeding her. Even if Grace’s oxygen were temporarily in the eighties, it would not prevent
feeding her. You can clearly see the agenda through the eyes of this oxygen situation.
 
QUESTION: Are you saying they were using fake numbers to try and get your daughter on
a ventilator?
 
SCHARA: It’s worse than that—she never needed a ventilator. The faulty oxygen numbers
continued all the way into Grace’s last day. Ninety minutes before Grace died, her sister Jessica
recorded her oxygen saturation at 93 percent, while the hospital recorded it at 44 percent! These
numbers I’m certain were used as the justification to kill Grace. The experienced ICU nurse
commented to Jessica, “Sorry, there is nothing more we can do for your sister.”
 
QUESTION: Your last answer leads to quite a claim. Do you believe the hospital killed
Grace, or was it just a series of mistakes made in the fog of a pandemic?
 
SCHARA: Since Grace died, I have invested almost every waking hour researching,
investigating, and getting the word out. Almost everyone who looked at this case said it was
murder, but I wasn’t convinced. After seven months of research, I have come to the belief that
Grace’s death was indeed a premeditated murder, ultimately caused by our government’s agenda



and facilitated by purchasing hospital cooperation with huge financial incentives. I’ll walk
through the evidence to support my claim and let you be the judge.

At approximately 8 a.m. on Grace’s last day, October 13, the doctor called Cindy and me at
home. I had been kicked out of the hospital on October 10 by an armed guard for challenging
Grace’s care, so our older daughter Jessica was now in the room since my wife was home sick
with COVID. His call was the fourth request for a preauthorization for the ventilator.

We said, “No.” He said, “Grace had such a good day yesterday that we should work on
nutrition.” He even discussed Grace sitting up in a chair. He framed this feeding discussion as
the next step for getting Grace on the path out of the hospital and recommended we approve a
feeding tube. Even though Grace could have been fed total parenteral nutrition (TPN) through
her peripherally inserted central catheter (PICC) line, the doctor led us to the feeding tube
decision. He told us a feeding tube would be better because it would get Grace’s organs working
versus TPN going into the bloodstream. He also told us there was a risk of infection with the
PICC line.

We foolishly approved that recommendation. I say “foolishly” in hindsight now that I see
Grace’s malnourished status in the right context, as well has how his “recommendation” fed into
the overall narrative. As I mentioned before, Grace needed this alternative only because they
chose to not feed her conventionally, which they could have easily done.

There was a fourteen-year veteran ICU nurse on Grace’s case that day, the same nurse as the
day before. About 8:30 a.m., Jessica said to this nurse that she was going to take a shower. The
ICU nurse insisted Jessica go home to take a shower. Jessica explained that I was able to shower
in the room. The ICU nurse told Jessica she didn’t care what I was allowed to do; Jessica was not
to shower in Grace’s room.

Jessica, a bit fearful of being kicked out because of what happened to me, went home to take a
shower. Not coincidently, this nurse was overly nice to Jessica the day before and now had a
completely different attitude. Before Jessica left, she hugged and confirmed with Grace if it was
okay to leave and shower. Grace nodded her head in approval, acknowledging what Jessica was
saying.

When she got back, she overheard two doctors and this ICU nurse in the hallway say, “The
family is not going to like this.”

They had strapped Grace down to the bed while Jessica was gone because Grace wanted to go
to the bathroom. I later found out from examining the twenty-two doctor’s reports, which were
based on the twenty-two times a doctor had visited Grace during those seven days, that they
referenced thirty-six different times that Grace had Down Syndrome. My opinion is they strapped
her down because they could get away with it, and they used it as an excuse to rachet up the
sedation medication being used on Grace.

They illegally had Grace on the sedative Precedex four full days before her last day, without
our knowledge. When she was without an advocate for forty-four hours, they increased the
dosage seven times. I say “illegally” because the package insert says it is not supposed to be used
for more than twenty-four hours.

Precedex is an anesthesia drug used to knock people out before surgery. Nurses who use this



drug will tell you it is to be used for only three hours. The hospitals are now using it to set up the
goal of a ventilator. As soon as the patient is put on Precedex, the amount of money the hospital
receives increases because the room is now classified as an ICU. In Grace’s case, she never
switched rooms and the care didn’t change.

More importantly, if you want to get out of the hospital, by your own free will, you are not
allowed to do so as that choice is considered AMA—against medical advice. The medical
malpractice nurse, who reviewed the detailed records, concluded the hospital “chemically
restrained” Grace with Precedex. The package insert for Precedex states, “Adverse reactions
associated with infusions greater than twenty-four hours in duration include ARDS, respiratory
failure, and agitation.”

Grace’s death certificate states the immediate cause of death as “Acute Respiratory Failure
with Hypoxemia.” Is that enough proof? Hypoxemia is another side effect of Precedex. Not
surprising, her second cause of death is listed as “COVID-19 Pneumonia”—to facilitate the
government death bonus payment to the hospital.

Interestingly, this cause of death also facilitates a funeral reimbursement to the family—the
government who just killed your loved one wants to “help,” an obvious tactic to take your focus
off the crime. My wife said, “We don’t want their dirty money,” and we have not fallen for this
trap.

After unstrapping Grace, they didn’t wait for Grace’s numbers to rebound. They went right to
the feeding tube, so now Grace was scared. She asked Jessica for help. Jessica witnessed the
attending nurse challenging the ICU nurse to wait. She refused and treated Grace inhumanely
and proceeded with the feeding tube.

The feeding tube was inserted at 11:37 a.m. but it was not confirmed through x-ray that it was
placed properly until 1:59 p.m. This fact lends itself to the idea of the feeding tube
recommendation being used as another tool used to take Grace out.

They used this self-fulfilling deterioration in health as an excuse to rachet up the Precedex to
near-max dose at 10:48 in the morning. Remember that at 8 a.m.—just a few hours prior—the
doctor called and said Grace had such a good day the previous day. He had us approve the
feeding tube based on this fact, and further referenced Grace moving to a chair because she was
doing so well. Jess hugged Grace just two hours earlier and gave Jess a head nod regarding her
leaving for an hour to shower.

Now she was out of it for the rest of the day, which is just insane—literally knocked out
starting early afternoon. But they didn’t stop. At 11:25 a.m. they gave her a dose of lorazepam,
and then followed up with a second dose at 5:46 p.m.

Remember, Precedex is what they use to put you out before surgery. Lorazepam is used to stop
anxiety. Why did she need that when she was already knocked out? Then they gave her a third
dose of lorazepam three minutes later (5:49 p.m.). And to top it off, at 6:15 p.m. they gave her a
two-milligram dose of morphine as an IV push.

That combination of meds in twenty-nine minutes would have taken anybody out, much less
someone with COVID pneumonia who needs anti-inflammatories, not sedatives that slow your
breathing all the more.



We have 100 medical professionals who agree with the conclusion of the med combination as
cause of death. One intensivist wrote and told me, “I agree the medications killed your
daughter.” Even more substantial, the doctor who helped review the records last November,
concluded: “Each of these meds (Precedex, lorazepam, and morphine), on their own, have an
increased risk of serious or life-threatening breathing problems and cardiac arrest, and there’s an
additive effect when used in combination. To use them like they did in a person with a diagnosis
of acute respiratory distress is beyond believable as to intention.”

But it gets even worse. For this combination to happen, not only did the doctor have to order
the contraindicated meds in violation of the morphine package insert, a pharmacist had to sign
off on the order, the hospital medication alarm had to be overridden, and the fourteen-year
experienced ICU nurse had to inject the meds!

Jessica was in the room when these meds were injected and was told nothing. Shortly after the
morphine injection, she thought Grace was getting cold, so she asked the ICU nurse to take a
temperature on Grace. This nurse refused to take a temperature and told Jessica to just cover
Grace with a blanket.

Jessica asked if this was normal with what they did to/gave Grace and was told yes, this is
normal. In spite of the morphine package insert requiring the monitoring of the patient, no doctor
or nurse entered Grace’s room from the time the morphine was injected until she died. There’s
nothing normal about any of this.

Jessica started to panic and called my wife and me to tell us that Grace’s vitals were dropping
like crazy. I told her to get the nurses and she said she had been and was trying, but they
wouldn’t even come in the room. We started hollering to the nurses via FaceTime to help save
our daughter. They hollered back that she was DNR: do not resuscitate. It was the first we knew
she was labeled DNR. We screamed back, “She’s not DNR; save our daughter.” They could have
easily done so, as the morphine package insert requires they have the reversal drug bedside.
 
QUESTION: Wait, are you telling us that this is how you discovered a DNR had been
illegally placed on Grace?
 
SCHARA: Our attorney hired a medical malpractice nurse to review our records after the fact. I
thought we had everything, but she said we were missing at least 1,000 pages. She wrote up a
second request and received another 948 pages. On page 853, we found out the doctor put a
DNR order on Grace eight minutes after the near-max dose of Precedex was administered that
morning of October 13. But at the time, we hollered to the nurses that she wasn’t approved for a
DNR, and that to the contrary, we wanted them to save our daughter; the nurses used the doctor-
ordered DNR as the excuse to not save Grace. One nurse read this fact to Jessica from her
computer screen at approximately 7:22 p.m. The doctors or nurses would not come in the room
all while this was going on.

We watched Grace die at 7:27 p.m. on FaceTime.
This whole thing with the DNR violates several Wisconsin state statutes. Our family has the



details related to the illegal DNR on the website we’ve created in Grace’s honor (the website
address can be found at the end of this chapter).

In hindsight, I believe Grace’s fate was sealed on October 13 when we denied the
preauthorization request for a ventilator the fourth time. Specifically, they finally realized we
were not falling for the ventilator push. Why else would the doctor discuss a conceptual DNR
with us when we are expecting Grace to get out of the hospital after her nutrition level improved?

The circumstantial evidence supporting this conclusion is based on the fact that the hospital
and the ER were both at 100 percent capacity on Grace’s last day. The hospital was making only
$1,680 per day because we didn’t authorize the ventilator, but the hospital did receive a $13,000
COVID death bonus. As my wife put it, “Grace was worth more dead than alive.”
 
QUESTION: Are there any other facts you’d like to add about why you believe this was
medical malfeasance, not just malpractice, and are you sure she wasn’t just one of the
unfortunate victims of COVID pneumonia itself?
 
SCHARA: It is important to frame our beautiful daughter Grace’s last day in light of how well
she was doing. I have already referenced the doctor’s comments on the morning of Grace’s last
day. The night before, she was talking and FaceTiming, even though she was sedated. We had no
idea she was sedated. We just thought she was sleepy from the hospital protocol keeping her up
all night, and Jessica being told Grace was using all of her energy to breathe.

In spite of being sedated, her oxygen saturation was at 98 or 99 percent all night on October
12. The morning of her death, she watched a recorded video from her nephews telling her to get
well, gave Jessica a head nod when Jess left to take a shower, and was still communicating with
Jessica.

After Grace died, I took my wife to the hospital to be with Jessica and see Grace. I had to stay
in the truck because I had COVID. Our pastor also met us there. Two important facts help
illuminate the tragedy just explained.

First, after the funeral director left, our pastor walked my wife out in a wheelchair.
Additionally, a nurse who had Grace’s belongings on a cart walked next to her. The nurse leaned
down and said to my wife, “Me and several other nurses don’t believe Grace should have died
today.”

Second, Jessica told us there was an armed guard posted outside the room during the time we
were screaming to save Grace. Furthermore, she crawled in bed with Grace after she died just to
lay down with her, and she said the armed guard just watched her through the nurse’s window
for about twenty minutes until my wife arrived.
 
QUESTION: Since your daughter’s death, you’ve done a lot of medical research on your
own. Can you describe what you’ve found in terms of the use of Precedex, lorazepam, and
morphine together?
 
SCHARA: The morphine black box warning says specifically not to combine those meds



because it can cause death, and the first page of the package insert says you are supposed to have
a reversal drug readily available and monitor the patient. But once they administered morphine, a
nurse did not enter that room until after Grace died. No such monitoring ever occurred. Those
three drugs should never be combined! The goal should have been to help Grace, not suppress
her breathing and oxygen—the result of using “end-of-life” medications on her.
 
QUESTION: Where has your research led you as to the reason behind Grace’s death?
 
SCHARA: I have well over one hundred hours of research into her death. We had reviewed the
records the first week of November and realized she was killed. However, we had no idea where
things would lead. In fact, at that time we saw our Biblical responsibility to meet with the
hospital and show them our research so they could repent and not have it happen again.

After they refused to meet, the research intensified. At the beginning, I thought all of this had
to do with the money. In Grace’s case, as mentioned earlier, because we wouldn’t approve a
ventilator, they made far less treating her daily than they were going to make if she was a
COVID death. The hospital was at 100 percent capacity and so was the emergency room. “So,
let’s take her out for a higher-paying patient,” was probably their modus operandi, right?

But then I read about attenuated care and rationed care and how that has led to genocide. The
end-of-life medications, like those used on Grace, and DNRs are already a state-sanctioned
standard of care in the U.K. Grace’s case shines a light on what is on the horizon in the U.S.

What is really going on is pretty clear. They want to take out the disabled and the elderly as an
end to itself, not just for money. Money is certainly a motivation but a secondary one. One of the
most direct pieces of evidence for my allegation of willful misconduct is that I sent complaints
against the doctor and the hospital to the regulatory departments with the state of Wisconsin.

Both did investigations and both said the doctor and the hospital did nothing wrong. That’s
telling you the hospitals are owned by the government. The government can’t convict itself, so it
gives them a free pass, and that is sickening.
 
QUESTION: Do you believe Grace’s Down Syndrome played a role in this from day one?
 
SCHARA: I’ve become convinced of that. When you start putting facts together, conspiracies
become truth. Disabled women are eleven times more likely to die with COVID in a hospital
than nondisabled.88 The mainstream press will say that’s because they had some condition that
made death more vulnerable to COVID, but that wasn’t the case for Grace because she was never
acutely ill and was young and otherwise healthy before they starved, sedated, and euthanized her.
 
QUESTION: Are you pursuing legal action?
 
SCHARA: We’ve already said we aren’t looking for any money. In the end, we’d like one thing
to happen. We’d like Grace’s death certificate to be changed to the truth. I’d like the doctors and
nurses who did this to repent. That’s the best justice you could ever have because they are



looking at spending eternity in hell, and I wouldn’t wish that on my worst enemy. We have a
legal team headed up by Tom Renz, who has convinced us that using the legal system is the
fastest way to stop the hospital killings. We believe God is leading our efforts.
 
QUESTION: What is your goal from telling your story?
 
SCHARA: Our hearts ache for Grace and we know nothing will bring her back. I have never
missed someone this much. We are sad the healthcare system didn’t get to know our precious
Grace. She brought joy to everyone she met. Grace was the best gift God ever gave to our
family. We had an angel walking around with us for nineteen years. She called me “earthly dad”
and called my wife “earthly mom.” She was my best buddy and my wife’s best friend. We’ve
been asked what we miss most…the answer is “everything.” I don’t know why God picked our
family to bless with such a wonderful child. They didn’t just take one of ours; they took one of
His.

Genesis 50:20 says: “You intended to harm me, but God intended it for good to accomplish
what is now being done, the saving of many lives [emphasis added].” Through God’s grace, our
Grace can be used to save many lives, both physically and spiritually. He is certainly using
Grace’s death for good. She knew Jesus and we hope others come to the saving knowledge of
Jesus through the work He has us doing now. God has opened so many doors since Grace died
that it is hard to fathom.

God is sovereign and He has a purpose.
More details about Grace’s murder and how to help with the family’s cause can be found at

OurAmazingGrace.net.
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CHAPTER 7

Mollie James: Are We Sacrificing Patients to Accommodate the
Sacred Shots?

e clapped for them meekly, cowering behind the curtains of our homes in March 2020 as
the ambulances slowly rolled down the streets of New York City. They were our heroes

and national treasure. So much so that we indulged their goofy and often creepy TikTok videos
relieving their stress in the hospitals with black humor and cheesy dances, after supposedly being
inundated with patients consuming every second of their time. They could do no wrong.
Except…for what they actually swore an oath to do. Those were American doctors during the
pandemic.

Few people in the world witnessed the violation of the modern Hippocratic Oath more
intimately at every stage of the pandemic than Iowa-based ICU specialist and surgeon Dr. Mollie
James. Indeed, unlike most other outpatient and hospital doctors who were an accomplice to the
therapeutic nihilism dictated by the spirit of the age, Dr. James took the modern Hippocratic
Oath seriously: “I will apply, for the benefit of the sick, all measures [that] are required, avoiding
those twin traps of overtreatment and therapeutic nihilism.”89 Her superiors did not and worked
to prevent her from proving the right medicine and eschewing harmful treatment options.

Dr. James is board-certified in general surgery and critical care medicine, with a separate
expertise in functional medicine. Although the virus had not made much of an appearance in her
part of flyover country, she rushed to volunteer her expertise as a critical care doctor in some of
the hardest hit areas of Queens, New York, in March of 2020. She hoped to bring her innovative
touch and calm demeanor to hospitals that were in full-scale panic confronted by a novel virus
for which there was no blueprint of treatment from the government and the Master of Medicine.
She continued to work for eighteen months in the ICU, traveling between the Midwest and NYC.

What she witnessed instead was a shocking display of therapeutic nihilism—with the hospitals
promoting dangerous treatments and vociferously blocking commonsense approaches to
treatment using safe therapeutics and supplements, even when all else failed and the halls of the
ICU were littered with the bodies of people cut down too early. Between her frustration with the
therapeutic nihilism, discriminatory behavior against unjabbed patients, and a mandate that she
herself get the shot despite having already recovered from COVID, Dr. James quit her work in
both hospitals and flew back to the Midwest in late 2021 to help people from the outside.

One of the most seasoned special operators in the fight against COVID was taken off the



battlefield because she didn’t accede to the spirit of the age.
Dr. James established a telehealth service to treat hundreds of COVID patients early in the

disease. She figured if her hands would be tied treating people in the hospitals, she may as well
be free to treat them at home unrestricted by greedy and capricious treatment protocols, and free
to follow her scientific and clinical instincts and her compassionate ethos.

Moreover, after seeing hundreds of people die in the ICU, she understood as well as anyone
else that almost none of them would have died had they gotten early outpatient treatment. So she
established a telehealth clinic designed to get people treatment as quickly as possible for a virus
for which every hour matters.

Yet, her altruistic commitment to treat patients was matched by the long arm of the malevolent
medical cartel’s zealotry to deny treatment. Like other heroic doctors prescribing outpatient
treatments, she was stymied by an inability to fill prescriptions as the same forces behind the
nihilistic hospital treatment wanted to ensure patients didn’t fare better at home. She had to waste
so much time and effort fighting with pharmacists who, for the first time in history, blocked safe
FDA-approved drugs, and had to devise numerous subterfuges to get her patients the right
medications. Despite her best efforts, this cost patients their lives and she can still see their faces
in her mind.

Dr. James’s testimony is particularly important because she originally defended the New York
hospitals from early allegations of malfeasance. She gave them every benefit of doubt one would
accord to those beleaguered by a sudden pandemic with no blueprint to follow. But she came to
realize that eventually a blueprint was created and was indeed followed. It just wasn’t one
motivated by healing but by following a nefarious plot.

For this reason, the prosecution calls Dr. Mollie James to the witness stand:

QUESTION: In 2020, Americans were very and deservedly sympathetic to the health care
system/professionals. But from a system standpoint, at least, there seemed to be a transition
from “We are just overwhelmed and confused” to “We have an agenda here.” Or is that
unfair? You served on the front lines; what did you see?
 
JAMES: I would say that transition started in the spring of 2021 when the vaccines came out.
Toward the end of the spring, when everyone had a chance to get the vaccine, that is when I
would hear doctors and nurses whisper to each other when patients came in, “I bet they aren’t
vaccinated.”

There was just an increasing attitude about that, and then toward the end of summer of 2021,
there was downright hostility. Health care workers were posting online that if you get sick and
you don’t have the vaccine then you deserve to die, you shouldn’t get care, and you shouldn’t
take up hospital beds.

Back in April of 2020, during the height of the initial peak, no one knew what was going on
and we were flying blind. I was trying to give everyone the benefit of the doubt when I was in
New York. They were so traumatized by what happened in March and April of 2020 that they
resigned themselves to the fact that everybody dies. I have to say I kind of fell into that mindset



as well. When you try everything you know and everybody dies, it is like a dagger in the heart
and I think what happened is that they just gave up. I don’t know what happened in the rest of
the country, but I suspect they heard about the New York disaster and just gave up too before
they even felt the trauma. It just became about getting the vaccine once it came out.

Interestingly, though, I didn’t see much better treatment of patients even if they did get the
vaccine. I mean, there was hate if you didn’t get it, but there wasn’t love for people who did.

We knew the patients weren’t responding to the ventilators like we thought they would and we
knew no one was getting better while intubated. If you look at the guidelines back then in the
early days of the spring, they were never quite sure what to do, but they adamantly opposed
obvious treatment options. Antibiotics? Maybe, maybe not. Remdesivir? Maybe, maybe not.
Fluids? Maybe, maybe not. But they all said don’t give steroids because it’s a viral infection and
you will suppress the immune system.

Then, by early summer, they said this is an inflammatory condition and we need to give
steroids. Then we started getting autopsy reports that there was microclotting and we needed to
give blood thinners. Doctors were on a sliding spectrum regarding the scope of their treatment
choices, but a small percentage of patients started getting better once we gave them low-dose
steroids and full-dose blood thinners. That was phase one of the treatment.

Why didn’t we use tried and trusted commonsense protocols we’ve always used for those in
respiratory distress? We abandoned our basic assumptions regarding respiratory infections for
several reasons, not the least of which was fear. Nurses at home, where the surge hadn’t even hit,
were often in tears. The escalation and sensationalism of the situation made the anticipation
unbearable. They would break down and say, “I have a family and I don’t want to die.” There
was almost an end-of-days vibe.

At that time, we didn’t realize it was mainly an inflammatory condition of the lungs. They
were calling it COVID pneumonia even though it’s not a pneumonia at all—it’s a pneumonitis.
Most doctors and professionals treating COVID still don’t understand the mechanism for why
people get sick. The lungs fill up with inflammation and blood clots and people tell you that they
can’t breathe, but what they are really saying is they can’t take a deep breath.

So, when you look at the mechanics of the lungs, the volume (or depth of breath) people could
breathe in and out was dropping because of capacity issues in the lungs. Just like a balloon
expands and contracts, the lungs do the same thing, but in the case of COVID patients, their
lungs were stuck. They couldn’t go any bigger, so the respiratory rate went up to compensate for
the small breath (low tidal volumes). Those rates would go up and up and up, and at the last
second, those patients would “fall off a cliff,” decompensate rapidly, and go into cardiac arrest.

One of the biggest mistakes by doctors is that they were focused on a patient’s oxygen
saturation and not considering how fast the patient was breathing. High respiratory rate is one of
our warning signs of critical illness, and it got completely overlooked. So, they were really
getting the mechanism of why people were getting sick wrong from the beginning. This was a
critical failure, as the oxygen level is one of the late signs, and by that point, often we have
missed the window for earlier and more effective treatments.

You can’t properly treat something you misdiagnose, and two years into the virus, the medical



profession still seemed to refuse to study the virus from a clinical treatment standpoint. And as
recently as winter of 2022, I testified in a court hearing in which the patient was informed by the
hospital that from the last positive test, he would be in isolation for twenty-eight days!

Hospital administrators were just making up policy out of thin air. There was no basis or
justification for isolating patients such a prolonged period. These hospitals just do whatever they
want to and take their incentive checks for the remdesivir and ventilators.
 
QUESTION: What sort of things did you try to implement when really nothing was
working and what was the response?
 
JAMES: Singulair, which is an asthma medication that blocks inflammation of the lungs, was
one obvious choice I tried as early as May 2020. Also, high-dose Omega 3s, which can be
difficult to get in the hospital. In December 2020, when I heard Dr. Pierre Kory’s testimony
about ivermectin, I wanted to immediately try that. But the minute I started ordering it, the
medical doctors would block it and cancel my order. Then there is nebulized budesonide. The
respiratory therapists wouldn’t give nebulizers. They said if it was a COVID patient they
wouldn’t give it, even though it is standard of care for people with inflammation in the lungs.

We had one patient admitted during the summer of 2021 to the cardiac ICU that needed the
heart-lung bypass machine, or ECMO (extracorporeal membrane oxygenation). She worked in a
medical office and had received the Pfizer shot in December 2020. Almost six months to the day
after her Pfizer shots, she came in with COVID ARDS (acute respiratory distress syndrome). She
was placed on ECMO and I discussed and recommended to the surgeon to give her ivermectin. I
hadn’t seen it used in ECMO, but it could help and had a low risk of harm.

I was given the green light. I ordered it right away, but then the pharmacy blocked it, stating it
was a restricted drug that needed approval from an infectious disease specialist. I did so, and he
ordered it the same evening. He was then called by the pharmacy and told the “COVID
committee” had not approved it. That’s an example in which three doctors agreed about how to
take care of a patient, and some blind committee and a pharmacist put the brakes on it. Doctors
now worked for pharmacists who illegally practiced medicine.

Also, the minute I would leave the hospital, my colleagues would come in and stop all the
vitamin D and vitamin C that I had prescribed.
 
QUESTION: For the first six months of the pandemic at least, the COVID treatment
protocol seemed to be isolate for ten to fourteen days after a positive test, and if you don’t
have symptoms and test negative, return to daily life. But if you do have symptoms, stay
home until you can’t breathe, because there’s nothing we can do until then. And if that
happens, come to the ER and maybe you’ll end up in the ICU on a ventilator. When people
progressed to the ICU, how many of them did you eventually see walk out?
 
JAMES: I would say more than three-quarters didn’t make it.
 



QUESTION: When did this sort of corporate medical culture you are describing prevail?
Did COVID provoke this or was it already there?
 
JAMES: It was already there. Years ago, I had orthopedic surgeon colleagues who told me they
were reprimanded for “not operating on a high enough percentage of patients they saw in clinic”
by a hospital administrator. I experienced a similar conversation when I was the general surgeon
at my hometown hospital. Only surgeons can make operative decisions. We know the entire
story of the patient, the facility, the support team. We have a responsibility to act in the patient’s
best interest. There is no administrator, nurse, or medical physician qualified to make those
decisions. These are two very clear examples of hospital administrators putting profits over
patients due to the corporatization of medicine. So, major issues were already there; it’s just that
COVID amplified the problem and highlighted many more patient safety issues.

Here’s the progression of how promising early treatments were set up to fail and eventually
became denigrated. It started with hydroxychloroquine in the spring of 2020. I have consistently
reported that as early as April 2020, we gave every COVID patient HCQ and I saw no clinical
benefit.

Over the summer, we had a number of patients with cardiac arrests (which isn’t uncommon
with the high percentage of patients in salvage therapy), and then The Lancet article came out
claiming HCQ caused arrhythmias. As an abundance of precaution, we stopped using it. Again,
basic risk/benefit: it wasn’t helping and may have been hurting, so we got rid of it.

By the time they got to the ICU, though, it didn’t help because HCQ inhibits viral replication.
It’s powerful when given up front at the onset of symptoms, but offers minimal benefit to
patients weeks into a cytokine storm like we were seeing. Then when ivermectin came on the
scene, many docs felt like they got burned with hydroxychloroquine, so they didn’t want to go
down that road again. I truly don’t believe most doctors in hospitals are evil, but I think they
were very closed-minded and a little too trusting of the government.

The majority of time I was working in the hospital during COVID, vaccines were not
available. So, it was just a horrible situation, it was no one’s fault, and we just did what we had
to do to survive the day.

Once the vaccines became available, the entire attitude of the doctors, hospitals, and whole
world changed in an instant. Now, you were evil and a morally corrupt person if you had
questions or concerns about a rushed, experimental shot. Now, it was your fault if you got sick.
You did something wrong—you didn’t wear a mask, you didn’t lock down hard enough, you
were irresponsible, or you didn’t get your shot. The blame game started and it has been truly
awful ever since.
 
QUESTION: Can you talk about some of the stories of maltreatment you witnessed when
people hired you as an outside clinician to get prescriptions and get guidance about the
hospital process?
 
JAMES: There is one really sad case of a twenty-seven-year-old man from Minnesota. He was



ten days into illness and he had been seen twice in the local emergency rooms for 103 and 104
fever, but had been sent home without any kind of treatment. He got to me when he couldn’t take
it anymore. I consulted with his family at 9:30 p.m. on a Thursday. I arranged for IV fluids at 8
a.m. the next day. He died at 2 a.m. So why does a twenty-seven-year-old die without treatment
after twice being in the ER? Apparently, he told his mom he wouldn’t go back to the ER again
because they turned him away without doing anything the other times. That is pathetic care.
There is something we can do to help everybody.

Another case is a lady in her fifties in the hospital. She was on five liters of oxygen, then the
next day she was on eight liters and I said, “Get out so we can help you immediately.” Her
family wasn’t comfortable with her walking to the front door and wanted her to use a wheelchair.
The hospital refused to let them use their wheelchair to leave, so the family said they would
bring one themselves and take her out. They were threatened that they would be arrested if they
set foot on hospital property with a wheelchair, and a pulmonologist told the patient if she left,
she would die of low oxygen levels and that would be on her family’s hands. So, they treated her
with standard crappy treatment and she died in the hospital.
 
QUESTION: Wait, just to clarify, you were seeing what amounted to medical kidnappings?
As in a refusal to let patients leave?
 
JAMES: Almost every patient we talked to would have enormous pressure put on them. They
were told that insurance would not pay for the hospital stay if the patient left against medical
advice, they were told they would die if they left, they were told they had to stay to finish their
remdesivir therapy, or if they left AMA (against medical advice) they could then not be
readmitted if they got worse at home.

None of those things are true.
Those of us trying to help patients from the outside spent a lot of time giving patients pep talks

and very clear instructions to overcome the pressure they felt when preparing to leave. We told
patients, “You need to put your shoes on and walk toward the door,” otherwise they were
ignored. We explained it was wholly up to them, but if they couldn’t overcome the resistance and
do that part, they would be in the hands of people who were not treating them appropriately. Of
course, the patients were sick, they were exhausted, they had brain fog, and they were extremely
scared, so it is quite a lift to get them up and out of the hospital.

Another case with seventy-eight-year-old gentleman. The family called us and said he was
leaving. He was on 80 to 100 percent oxygen. I did a video visit with the family to evaluate him
prior to offering our services and he was lying on his stomach on a high-flow nasal cannula. He
was drinking orange juice and he and the family were talking to me. The nurse came in to push
Ativan and the family wanted to know what that was. I said it was for anxiety and they said he
wasn’t anxious. The nurse said the doctor ordered it. They asked their dad if he was anxious and
he said he was fine. They told the nurse not to give him the drug. If they had, he could have
aspirated while drinking his orange juice and died.

We got him out of the hospital and into hospice and somehow arranged a high-flow cannula,



and he went down from 80 percent to 30 percent oxygen. By treating him, he’s now off oxygen
and he’s fine and he’s back playing with his grandkids.

We’d find ways to get patients in the hospital the treatments they needed the hospital wouldn’t
give them. There are some pretty creative ways we got around the senseless and mean-spirited
hospital searches of patient belongings to get ivermectin into hospitals. So, we started
experiencing what we were calling “miraculous healings.” Since the hospital wasn’t used to
COVID patients rapidly improving, they really didn’t know how to respond. Eventually, they
suspected meds were being smuggled inside, so instead of asking how we could help every
patient get better, they blocked visitors and confiscated personal belongings.

This is the point at which the saturation of evil thoughts began to translate to evil actions. I had
a patient who was drinking a smoothie that had vitamins in it, and the nurse ripped it out of the
patient’s hands. Patients would ask for vitamin C, vitamin D, and steroids and they would be
denied. If you came into the hospital and called it an asthma attack, they would give high-dose
steroids and proper treatment. For COVID, they would refuse these meds used daily for other
conditions.
 
QUESTION: What is the benign, innocent explanation for a doctor’s disappointment that a
patient was getting better, to the point that they tried to snuff out what actually did make
them better instead of prescribing it to other people?
 
JAMES: There isn’t one. I had a patient who was about seventy, in the hospital, and who was
starting to get better one day. When he first went to the hospital, he was put on remdesivir after a
day or two and the daughter found out and told her dad to refuse it. So what did the hospital do?
They cut off his phone privileges as if he was a prisoner in jail. When he started to get better, the
wife could no longer see her husband by herself, but had to have a chaperone in the room and
had to be searched every time she entered. But he’s home now and doing okay. That was one of
the few better endings.
 
QUESTION: How about outpatient care? When did this business begin with pharmacists
practicing medicine? Have you ever had off-label prescriptions blocked before?
 
JAMES: Never! I actually grew up working in pharmacies. My first job was working in our
hometown pharmacy. I started out in pharmacy school. I worked in them throughout high school,
college, and medical school, so I’ve never had a contentious relationship with the pharmacy
profession.

The very first COVID prescription I had blocked was for my mom and dad in Iowa, and the
pharmacist told me she didn’t like the data I had so she wasn’t filling it. Every month, fewer and
fewer places would fill them. They would have filled it three weeks early but suddenly would
stop. From Walmart to Walmart, the erratic denials would be for all different reasons. One said it
was corporate policy, another said they weren’t comfortable filling it, and another said it was
because of the FDA. It was always different so you knew it was all made up.



A pharmacist can block something if it can cause a dangerous interaction with another
prescribed drug, for a dangerous dose, or if he has a conscientious objection to the drug, such as
with an abortion pill. When it comes to challenging a diagnosis, that is not any of those three
things. They are not trained to do that. That is practicing medicine without a license.
 
QUESTION: Did you ever ask the pharmacist who blocked you what they would give the
patient instead?
 
JAMES: The first prescription I had bounced was for my parents. They were higher risk and I
wanted them to have meds on hand in case they got it. The pharmacist flatly refused to fill it. I
asked questions. I tried to understand the logic. I offered resources. I offered published studies
for my dosing and treatment plans. They rejected those offers and became belligerent. Some
would hang up on me. It was really quite unprofessional. During fall of 2021 to spring of 2022,
we had team members in tears almost daily when they realized how hospitals, doctors,
pharmacists and nurses were complicit in blocking care and creating obstacles for our patients.

This is especially infuriating when you know they are twenty-four to forty-eight hours away
from clinical improvement on the correct treatment plan. There are several incidences of
pharmacists creating roadblocks and then trying to create issues for treating physicians with the
medical boards.

I had one patient in critical condition and the pharmacists repeatedly lied to me about the
reason they weren’t filling my prescription. The patient had filled a few tablets at one place, but
they couldn’t fill the entire prescription.

The next pharmacist told me:

1. They didn’t want the patient to get a “double fill” of the meds.
2. It was against state law—which I countered with the fact that their colleague in the same

chain filled it down the street.
3. It’s not FDA-approved, thus we had to review what FDA approval and off-label prescribing

looks like. We are talking about ivermectin, a Nobel Prize–winning drug here; of course it is
FDA-approved.

 
QUESTION: How many total patients did you treat with ivermectin and other off-label
drugs and supplements, and how many of them did you treat successfully?
 
JAMES: Over eighteen months in the ICU, I treated about 2,000 patients with the prevailing
NIH/CDC/hospital guidance. Approximately three-fourths of them died from undertreatment.
From September 2021 to now, our James Clinic team has treated nearly 4,000 patients, and I
think we have had maybe twenty deaths. And those were in high-risk patients with several
comorbidities who sought care after ten days of symptoms and/or had strokes from their COVID
disease.

We had many patients who were high risk with comorbidities who saw us late and did well.
The availability of our office to give IV fluids and steroids, blood thinners, and hyperbaric



oxygen made a huge difference in patients who presented with critical illness. My work
represents one of the largest comparisons of in-hospital versus early treatment experiences, and
strongly supports treating early.

This is really hard to reflect on when you consider I took care of 1,500 people who died but
didn’t have to. That continues to weigh heavily on me, and that’s why I have become an activist
in their honor.



T

CHAPTER 8

Bill Salier: He Survived Deployment in the Marines Only to Almost
Die Because of His Local Pharmacy

hey lied about the origins of the virus, blocked the ability to get proper treatment in
hospitals, dissuaded doctors from prescribing effective treatments outpatient, and forced

upon people dangerous “cures.” But perhaps one can still avoid the death trap by finding a doctor
willing to prescribe outpatient to avoid the hospital’s so-called (and dreaded) “protocol,” right?

Sadly, no, because they thought of everything.
To the point they even got the pharmacists to ensure that even if you could find a doctor to

prescribe you the right medication, for the first time in history, the dispensers of the drug would
deny you that lifeline. And boy was it a lifeline. With a gain-of-function virus for which every
hour counts once someone’s blood oxygen level drops, they cruelly caused thousands of people
to scramble to find medication from alternative sources. For some, it was a death sentence.

Once again, the Fourth Reich trumped the rule of law and the ethos of morality. One such man
ensnared in this illegal and immoral pharmacy embargo on lifesaving drugs was Bill Salier of
Minnesota. Bill ultimately enjoyed a happy outcome, but only thanks to his knowledge of
farming, which led him to use veterinary ivermectin during his time of dire need. So many others
weren’t as fortunate.

Bill Salier is an American’s American. He’s a retired marine who saw action in Somalia, and
was also charged with protecting President George H. W. Bush at Camp David. He then took
over his father’s family farm and worked that land for a quarter century. In between, he even ran
for the U.S. Senate and did spot duty as a local talk show host. Service and patriotism are at the
heart of who Salier is, and he’s even from the heartland. We now call him to the witness stand to
share his testimony.

QUESTION: You’re a retired marine and farmer, two professions that are obviously very
physically demanding. Were you still in good health heading into contracting COVID-19?
 
SALIER: Yes, and I had considered that when COVID was first starting to flare up. I weighed
the pros and cons when it came to the COVID vaccine, and thought at some point I’m probably
going to get this, but I’m very healthy right now. So there were no reasons for health concerns.
 



QUESTION: When exactly did you get sick in 2021? Can you share the progression of the
illness and at what time did you realize you might be in trouble?
 
SALIER: I came home from work October 1 and sat down on the couch, which wasn’t typical of
me to feel that kind of tired. I was visiting with my wife and told her I just felt kind of off. After
dinner I headed off to bed, and I didn’t leave the bedroom for another ten days, except to go and
get COVID tested the next day. COVID just completely wiped me out.

There would be little stints after I went back to bed when I would fold clothes or something,
but after ten or fifteen minutes of that I just wanted to lie back down again. During the first four
or five days, I kept thinking I would eventually kick this, and I would be okay even though the
body aches were very extreme.

But then I started to swing the other way. I would think I took a step forward and then I would
take several steps back. My wife took me down to a clinic in Osage, Iowa. First we had applied
through Mayo for monoclonal treatments, and we never even got an acknowledgement. So we
went down to the Osage clinic and I lay down in the back of our Expedition on the drive. The
physician looked at me and said she had one bag of monoclonal left, but said I could not have it
because she was triaging it for people at death’s door and she didn’t think I was at that point.

I inquired about ivermectin and she said she didn’t prescribe that. I came back home to
Minnesota and I was really starting to turn for the worse. It was getting to the point where I
would fall asleep praying because I knew I was losing and I needed a miracle. I could feel myself
going. The body aches were extreme. There were times I had to wad up into a ball to try to make
it bearable. We tried Tylenol. We tried aspirin. They would alleviate things enough that I could
try to lie on my back and get some rest.

I had a consistent fever between 102 and 103. We were monitoring my blood oxygen levels
and they were dropping down into the low nineties. I was starting to have a lot of cognitive
trouble. I would know what people were saying to me but I was having a really hard time
communicating back. My kids would come to the door and ask if I was going to be okay. I was
starting to get desperate. I didn’t have a primary care physician because we were fairly new to
the community, and the physician I used to have in Osage had been fired for some kind of
COVID conflict.
 
QUESTION: What was the next step for seeking out help?
 
SALIER: My wife had been paying a lot of attention to options. She got sick with COVID about
a third of the way through my illness, but wasn’t as bad as me. She pounded me with the vitamin
D and she would make me get out of bed every couple of hours, and make me walk around and
take as many deep breaths as I could handle. We were trying to ward off pneumonia or anything
like that settling into my lungs, but we didn’t know where to turn next and were getting scared.

Thankfully, God intervened. Next thing you know, a mutual friend of Steve Deace and I
happened to call me on an unrelated thing, and quickly figured out through my inability to
communicate that I was in big trouble. He got a hold of Steve, who was able to get Dr. Mollie



James headed my way. That absolutely saved my life as far as I’m concerned, and you will never
convince me otherwise.
 
QUESTION: Whether as a soldier or a farmer, you are used to powering through things.
How often had you encountered something that had debilitated you to this degree?
 
SALIER: I think there was one time in twenty-five years of farming that a buddy of mine came
and did chores for a day and a half because I was too sick. Otherwise, sick or whatever, there
was work to be done so out I went. I always called myself a one-man fighting hole. It was me
and all the work that needed to be done, and there were all those little faces at the dinner table
depending on you.
 
QUESTION: There are two layers of inhibition to getting treatment. There is finding a
doctor because there is a tiny percentage who will deal with you, and there is finding a
pharmacy that won’t practice medicine and deny prescriptions. Let’s start with what did
Dr. Mollie James prescribe?
 
SALIER: We first talked with Mollie eight days into me being sick. For my wife, who was also
sick, she prescribed ivermectin and hydroxychloroquine and thought that would be able to stop
the stage she was in. However, Mollie said I was already into the cytokine storm. Mollie kept
asking my wife if she could sit me up when I was talking on the phone, because I was so
exhausted and would flop back over.

I remember her telling my wife that within forty-eight hours I would be in the hospital because
I was going critical, but she also didn’t want to panic us because she knew how to stop this. She
said hydroxychloroquine would not help me because I was beyond the stage for it to be effective.
Instead, I got ivermectin, steroids, vitamin D, a nebulizer, fluvoxamine, Pepcid, and a number of
other things. She said ivermectin would be crucial because it has effectiveness at both the viral
stage and the cytokine stage, but we couldn’t get a pharmacist to fill it. We were denied both the
hydroxy and the ivermectin by the pharmacies.
 
QUESTION: This is the deadly crossroads that hundreds of thousands, if not millions, of
Americans found themselves in. Particularly during the latter half of 2021 during the more
dangerous delta variant. There was a forty-eight-hour window when you had moderate to
severe COVID and needed to ward it off, before it became critical and difficult to treat.
Ivermectin was the crown jewel of treatment. Why did they deny it?
 
SALIER: This part I remember vividly, because I remember my wife walking into the bedroom
while on the phone crying and saying, “You can’t just not fill a prescription because you don’t
want to.” Then she hung up and said that Walmart refused to do it. I had just been told by Mollie
that I had forty-eight hours before I would have to go to the hospital, and from there I would
have a fifty-fifty shot of coming out of there alive.



Needless to say, we were scared. There is a difference between having a riot unfold in front of
your position when you are with a group of highly trained Marines in Somalia, and something
coursing through inside of you that there is nothing you can do about. The first one you can face
down, stand up to, and will yourself to do your job. With the other one, you are helpless. That is
scarier than anything I had ever experienced.

We got a hold of Dr. James on a Saturday. She got a hold of the exact same Walmart
pharmacist and verified the need for the prescription. He even told her no. His position was that
ivermectin was not FDA-approved for COVID and therefore he felt it was dangerous. He also
hung up on our doctor. So Mollie asked if there was another pharmacy. We sent in the
prescription to Hy-Vee and the pharmacist told my wife he couldn’t fill the hydroxy or
ivermectin. He said if he entered it into the computer for COVID, the computer kicked it out. So
the corporate structure of Hy-Vee decided they weren’t going to allow it.

My wife came back home and we were truly panicking. It was Saturday evening and the clock
was ticking. Where do you go and what do you do? So in the end I used my farming experience.
I’ve ridden a lot of horses and used ivermectin on those horses. My wife had some she had
grabbed from the local farm store. We held hands and prayed. We asked Mollie and she said that
as long as it is pure ivermectin it is the same product, albeit with a different potency. Then Dr.
James looked at the product label to ensure there were no other ingredients in there, because
sometimes they can mix in a different dewormer that would indeed be toxic.

After we hung up, my wife and I looked at each other and said we needed to gamble. Either we
take vet medicine, or we gamble that not only am I going to pull something out of a hat, but that
she isn’t also going to end up in the same situation I’m in. So we held hands and prayed and got
apple sauce, and shot the amount of ivermectin we needed into it and put it down the hatch.

Eight hours later, I knew I was winning. I could feel it. I wasn’t going to die. And my wife had
the same effect within six hours. Keep in mind I had other drugs too, but my wife got only
ivermectin. The hydroxy never came. She took only horse paste and it turned her around in six
hours.

I had been pretty sure I was not coming out the other side of this. And when you do, it is pretty
emotional. I got out of bed the next day and walked outside after being in my room for days and
days and my children cheered. I wrapped a blanket around me and watched the sun set over our
creek with my wife, and it was the most beautiful thing. It is in no small part due to the
tenaciousness of my wife in being relentless for me while being sick, Steve Deace for quickly
getting me hooked into Dr. Mollie James, and Mollie fighting the fight all the way through with
us.
 
QUESTION: Did you take subsequent doses of the horse paste?
 
SALIER: Yes, it was like a five- or maybe a seven-day run. Something like that. I know we went
through two tubes of it between the two of us. We got better for less than twenty bucks.
 
QUESTION: When were you able to return to work?



 
SALIER: I went back around day nineteen, I think. The strength was the last thing to return. I
have a pretty physical job. Dr. James did try and continue to pursue getting my ivermectin
prescription filled. She found a place in Florida that would send it out as fast as they could, but
they were being inundated. I did get the shipments about ten days after taking the horse paste. I
think it was about $200 for a full course for both my wife and me.
 
QUESTION: So the pharmacies were practicing medicine by withholding an FDA-approved
drug when there is not a single day that goes by for them where something isn’t prescribed
for something off-label. Did the pharmacist tell you what you should be taking for COVID
instead and what could make you better?
 
SALIER: No. Here’s where I come down on all of this. The doctor can prescribe it. The
pharmacist can fill it. But the final check on all of this is me. Nobody can force me to take it. It
can arrive at my home and I can sit it on my counter and say no. It is my call when it comes to
my health. Not some pharmacist’s but mine.

When you strip me of that, you not only strip me of human decency and pride, but you strip
away the very freedoms and liberties that I have stood for my entire life. Please explain to me
how when we buried the guys coming out of Iwo Jima or D-Day or the War of 1812, if this is
where we end up? Why did they die if we are just going to throw away our individual liberties
like that? That has me more enraged than almost anything else, because they stripped me of my
ability to make my decision. We are a free country and I am a free man. I will determine for
myself my own destiny, and I, not you, will strive for the best for myself and my family.
 
QUESTION: The fall 2021 period in the Midwest was a tough time with delta variant. You
had a good outcome by the grace of God with Dr. James, and despite the medical
profession and the government colluding against you. What other people do you know who
didn’t have access to what you did because you were a farmer?
 
SALIER: My wife’s step-grandmother was flat-out locked up in a nursing home and died alone
from COVID. There are two other families who I was able to connect with Dr. James, and she
saved them both. There was another farm family who told me later that they didn’t even bother
with a doctor, and just went ahead and took the horse paste ivermectin. None of us that did have
had any side effects.
 
QUESTION: You have filed a federal lawsuit against both Walmart and Hy-Vee for their
immoral and inexcusable denial of care, which nearly cost your life. Where do things stand
on that front?
 
SALIER: Both Walmart and Hy-Vee moved for dismissal on various grounds. My attorney
showed them all the grounds on which Minnesota allows them to deny a prescription in a forty-



six-page response, and that none of them applied to my situation. We are still waiting to see
where things go from there. I’ve never been a litigious person. I’ve never sued anyone. This is
way outside my comfort zone, I’m not litigious at all, but this type of destruction of our culture
and liberties via blind trust in so-called “medical experts” has to come to a stop.



I

CHAPTER 9

Pierre Kory: The ICU Doctor Who Saw Firsthand Ivermectin Works

t was the testimony heard ’round the world.
Most people were convinced for months that there was no way to treat COVID outside of

some future miracle vaccine or therapeutic. Although there were individual doctors successfully
treating COVID patients from day one, most people and doctors never heard of the concept of
COVID treatment. That is until Dr. Pierre Kory, a Wisconsin-based ICU doctor with a New York
accent, testified about ivermectin before the U.S. Senate Committee on Homeland Security on
December 8, 2020.90

While the politics of COVID became increasingly partisan over time, on that December day,
anyone watching Dr. Kory’s testimony before Chairman Ron Johnson saw an ICU doctor who is
also a pulmonologist in deep distress about the number of people dying with their lungs
destroyed—and how it didn’t have to be that way. Until that point, the entire debate over COVID
centered around how much should we lock down, who is at risk of dying, and when are the
amazing vaccines going to be approved? Kory had a message for people that if we only treated
people early with the right corticosteroids and ivermectin, most deaths would have been avoided,
especially for the original strain of the virus circulating before the vaccine arguably created
stronger variants.

Much to his shock, Kory found out that for the first time in history, YouTube had taken down
a piece of congressional testimony—his impassioned plea for the government to promote
treatments.91 Mind you, Kory didn’t mention a word about lockdown or masks, and didn’t
diminish the threat of COVID—if anything, he painted a grim picture of the pulmonary
pathology he was experiencing on the frontlines from day one. He simply wanted to save lives.

Together with Dr. Paul Marik and several other ICU doctors and pulmonologists, Kory
founded the Front Line COVID-19 Critical Care Alliance Prevention & Treatment Protocols for
COVID-19 (FLCCC), which focused solely on providing the public and practitioners with early-
treatment, late-treatment, and long-term recovery protocols for COVID. Doing the job the NIH
refused to do—and eventually opposed—Kory constantly updated and informed the public on
the latest clinical and academic information on best practices for treating COVID. Thousands of
physicians around the world used his protocols to save countless patients.

One of the FLCCC partners, Dr. Joseph Varon, was able to use the protocol for all his patients
at United Memorial Medical Center in Houston, Texas. Because Varon is the chief of critical



care services, he was able to apply proper treatment protocols across an entire hospital—perhaps
the only one in the entire country. He attests to witnessing a drop within inpatient COVID
mortality—both among critically ill and those on regular wards—to just 4.4 percent of COVID
patients as of August 2020, as compared with the 22 percent mortality rate across the country.92

Imagine what would have happened if, from day one, the NIH did what Kory was doing
instead of censoring and marginalizing those who sought to treat early? What is the benign,
innocent reason why NIH didn’t? In order to understand the depth of the human rights violations
from the denial of treatment, we call upon Dr. Pierre Kory to share his story on behalf of the
FLCCC doctors, so that never again will doctors be censored for using safe drugs to treat patients
in need.

QUESTION: Let’s start at the beginning. You were working in the ICU and different places
treating COVID patients. You are a pulmonologist, which is really the specialty involved in
treating the lungs, the bread and butter of this virus. How did you discover ivermectin, and
can you describe the mechanisms of how it helps against the virus?
 
KORY: When we saw this coming after hearing about Wuhan, then Lombardy and Seattle, I was
the chief of the critical care service at the University of Wisconsin. Once the threat was real and
the New York outbreak exploded, we just started to prepare different options, and ivermectin
was never in our protocols at the beginning. We only adopted it for early treatment in the fall of
2020.

What we started out with was trying to treat the virus in the ICU when doctors were overrun,
and we were running out of ventilators because we couldn’t get these patients off them. The
disease was so bizarre because most people who get critically ill and need to see an ICU
specialist generally adopt a trajectory. It will start to improve slowly, and you can get them off
ventilators in days or sometimes a week, or they will continue to decline and then die. I’ve had
ICUs where 20 percent of my patients die, but here they were not getting better and they were
not getting worse. They were filling up ICUs and we were running out of ventilators.

Our first protocol was called MATH Plus. That was centered around corticosteroids along with
a number of other medicines we thought were effective. In a lesser-known hearing than the one
in December, I testified in the U.S. Senate back in May 2020 for the use of corticosteroids, and
did it at a time when every national and international health care agency had on their protocols
“do not use corticosteroids.”93 I got really criticized for that call and people thought I was going
to cause harm. There were some disagreements at work with a lot of my leaders, and then seven
weeks later, Oxford University completed its large, randomized controlled trial94 and
corticosteroids became the standard of care overnight (albeit as we learned later not the right
steroid). So ivermectin was not my first rodeo to find a drug that worked that is not understood
by the rest of the medical system.
 
QUESTION: Looking at your COVID treatment protocols, how come almost all of them are
over-the-counter early treatments?



 
KORY: When you look at our protocol, every component has a significant evidence base.
Ivermectin has an overwhelming evidence base. They are combination therapy protocols because
this disease is really complex. These are safe, cheap, over-the-counter medicines I treated people
with across the country.

Now I have a global network of colleagues in many other countries. I’ve yet to meet a doctor
who has adopted ivermectin in their practice who said it didn’t help any of their patients. Not
one. Ivermectin was really helpful in all phases of illness but it was most impactful in prevention.
For people who have not gotten COVID, if you take ivermectin weekly, it prevents the
contraction of COVID. I’ve been on ivermectin all this time. I take it every week and I haven’t
gotten COVID even though I am constantly around COVID. Large cohorts of health care
workers in India and Argentina were prophylaxing with ivermectin for many months and very
few get COVID. Its highlight is protective use. It’s also effective, however, as an early treatment
when taken with first symptoms. My dream is for the world to put ivermectin in its cupboard.
The earlier you take it, the more effective it is. Generally, within twenty-four to thirty-six hours
after first symptoms, people were feeling much better.
 
QUESTION: What’s the history of ivermectin?
 
KORY: Ivermectin is a well-known antiparasitic drug that really transformed the health status of
huge portions of the globe. Its discoverers won the Nobel Prize in 2015.95 It’s so safe it is often
given without a prescription in public health distribution programs. A decade ago, researchers
started testing ivermectin against viruses—Zika, West Nile, HIV, and influenza—in the lab and
it was effective.96 Then we saw in early April of 2020 it was effective against COVID-19 in a test
tube, so people started using it clinically.97

It has profound antiviral properties. We aren’t entirely clear why, but I think its main
mechanism is that it binds tightly to the COVID-19 spike protein and prevents entry into the cell,
which is why it is a good preventative. It also interrupts replication and has numerous anti-
inflammatory properties for the unfortunate minority of people who go into the pulmonary phase
and need to go to the hospital. We have also found it to be phenomenally effective for long-haul
COVID and even in postvaccine injury.

The behavior of the government and medical establishment on ivermectin is so bizarre and
quite sinister. We know what the world would look like if we used ivermectin as prophylaxis.
There are numerous examples of very forward-thinking health care ministries. The best example
is in Mexico City, when they were getting crushed in the second wave so much that they were
literally running out of hospitals and oxygen. They did a test-and-treat protocol across all of their
outpatient centers. They expanded their mobile testing units and people who tested positive with
rapid tests got an early treatment kit with ivermectin, aspirin, and paracetamol.

What they showed is that the hospitals started to empty within two weeks, deaths started to
plummet, and they had 25 percent occupancy in hospitals by March 2021. There was a 76
percent reduction in the need for hospitalization when they treated early. They also replicated the



protocol in a number of states in India in their huge wave, and they broke free from the WHO
protocols and saw massive reductions in deaths, case counts, and hospitalizations.
 
QUESTION: How come doctors with decades of experience didn’t know this about
ivermectin and early treatment?
 
KORY: It’s a product of a health system that favors for-profit medicines and excludes those that
aren’t. Ivermectin is off-patent and is ridiculously cheap and widely available. It won’t make
anyone money. And to get a seat at the table, you need a team of $800-an-hour lawyers to sit
down with the FDA. Everybody demands these randomized-controlled trials, which is really silly
because there are other ways to determine if something is safe and effective. Plus, we were in the
middle of a deadly pandemic, and needed to act fast with so much on the line.

Repurposed drugs often get actively opposed, and that’s when things really get ominous and
what has changed me as a physician and a citizen in this society. When I put up the preprint of
all my evidence on ivermectin, I literally thought it would be a world-changing paper, but it was
basically ignored.98 Ivermectin has to disappear in order to make room for the other drugs that
are coming in the pipeline. The vaccine push looked at it as a foe, which is really sad because we
clearly needed more than vaccines.

We are reaching levels of absurdity around our behaviors. The system is literally putting itself
between doctor and patient with what it is telling doctors to do and use. Remdesivir doesn’t work
and isn’t even recommended by the WHO. You are using an antiviral in the hospital and we
know the only time they work is in the first few days of an illness. And it is $3,000 a day and you
have to be admitted to the hospital to use it. There were also legions of people who died from
insufficient corticosteroid therapy. The dexamethasone is a very low dose for someone crashing
onto ventilators with inflamed lungs but that’s what the trials used. Nobody wants to think
themselves through things like this disease anymore. It is sad and frightening.
 
QUESTION: There was a lawsuit filed in Washington in June of 2022 over the denial of
treatment for COVID. I’m sure one of the great frustrations you’ve had is the lack of an
honest and open hearing of the data. You could get that in a court of law, where discovery
is a two-way street. Is there an opportunity with these kinds of lawsuits to finally get some
data out of this that the public has not been shown?
 
KORY: I’ve said for a long time it is time for the lawyers. It is time for the judges. It is time for
the courts. We’ve done everything we could to get good, pragmatic, sound, and data-driven
evidence-based advice out there—and we get attacked for it with narratives from agencies that
are clearly being controlled by pharmaceutical companies. They do not want a generic
repurposed drug, and the actions they’ve taken to try to suppress the evidence of efficacy of
ivermectin has been vast and rapacious for over a year now. They are selectively presenting and
misrepresenting the actual data.
 



QUESTION: As a physician who has treated people for COVID since the early days of the
pandemic, can you share the clinical outcomes you’ve seen firsthand?
 
KORY: I wrote the definitive review paper more than a year ago. After we saw some trials
popping up around the world about ivermectin, I started using it in my practice. My first patient
had been sick for two weeks and took ivermectin on a Sunday night. On Monday she had no
fever, her heart rate was back to eighty, and she felt like the cloud has lifted. That experience
continued in other patients for many, many months and was shared by doctors around the world.
It’s not every single patient but it is the vast majority. Obviously, there are combinations of
medicines but at the beginning, ivermectin was a very robust medicine based just on my personal
experience. But the medical system considers that the lowest form of experience, even though
it’s only what has driven advancements in medicine for hundreds of years.

However, in modern medicine, that is discounted as anecdotal—especially if it can’t make
anyone any real money. Yet, it is real, the patients I successfully treated are real, and the data is
there.

I’ve never heard of a doctor who has used it who says it doesn’t work. The only people who
say it doesn’t work are those who don’t use it.
 
QUESTION: During the initial wave of the pandemic, how many patients would you
estimate you treated with ivermectin?
 
KORY: I began using it in the fall of 2020. Trials started popping up all over the world that were
all really positive. Since then, I’ve used it for about 400 people, and I’ve had three COVID
hospitalizations and one death. And that death was an eighty-seven-year-old with a number of
comorbidities. The only other person who went to the hospital was someone who didn’t get to
me until after ten days of symptoms.
 
QUESTION: One of the things that hasn’t been pointed out about doctors like you is that
you guys aren’t picking and choosing from among the most promising of patients to stack
the deck with your data. That’s why I think your anecdotal data carries more weight. You
guys were often getting patients who were on their last legs and out of hope because they
could get nowhere with their other physicians and they were coming to you out of
desperation, yet your data was still that promising. Is that a fair characterization?
 
KORY: It is, because we treat anyone who is ill that reaches out to us. When I started using
hydroxychloroquine, I thought it was equally as effective as ivermectin and in some cases even
stronger. The war on hydroxy was fought in 2020, though, and I became an expert on ivermectin,
and what I saw being propagated from the top of every agency and blaring through major media
was a PR campaign against ivermectin. I had to watch doctors being told not to use it across the
world and become convinced it was a horse dewormer and nonsense medicine. It was all
propaganda.



 
QUESTION: In 2022 there was a much-hyped “study” condemning the effectiveness of
ivermectin. You did a three-part series on your Substack taking it apart.99 Can you give us
a summary?
 
KORY: That trial is what I would call a textbook example of how the pharmaceutical industry
manipulates science. They know how to design and conduct studies to fail, so if they want to
show the efficacy of a drug, they know how to design that for their products. There are books
written about the manipulation of studies that the pharmaceutical companies themselves sponsor.
In this case, there were literally forty different actions they took to try to show that ivermectin
doesn’t work.

One of the most egregious was they allowed the control group easy access to ivermectin. It is
really hard to show a medicine is better than itself. It didn’t show any benefit from ivermectin
because they were all on ivermectin. That was the most brazen of tactics they did. We believe
they actually showed a massive benefit from ivermectin, and they had to manipulate the data to
bury it. I say “believe” because we can’t empirically prove that because they won’t share the
data. In fact, we can’t empirically prove anything, including their own claims, because they
won’t share the hard data.

They made public statements that the hard data would be available to all upon request at the
end of the trial, but all of the investigators have gone dark. They are hiding, because they know
this is fraudulent. But with the help of the media and JAMA, which is where the study was
published, the headlines were screaming almost with glee that ivermectin didn’t work.

This is not unique to ivermectin. They’ve done it many times over the years for any threat to
their bottom line that comes from a generic repurposed drug. It’s been a decades-long war and
this has had a mass impact on humanity for many other ailments.

What they did in a global pandemic against one of the safest, most widely available, and
inexpensive medicines that had the qualities to be a global cure is nothing short of an
assassination. They had to destroy ivermectin because it would have dried up their markets and
the hospitals would’ve emptied.

Ivermectin is the single most threatening medicine to the bottom line of the pharmaceutical
industry in the history of medicine.
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CHAPTER 10

Nicole Sirotek: When Health Care Couldn’t Care Less about You

hen one thinks of a hospital nurse, one conjures up an image of compassion and care. It
has been said that “nurses dispense comfort, compassion, and caring without even a

prescription.”100 They are the bridge between the doctor and the patient and spend most of the
time with the patient during trying times. Yet, so many of them were swept into the spirit of the
age as care turned to malfeasance and compassion turned to cruelty.

One nurse who remained the paragon of care, comfort, and compassion is Nicole Sirotek. She
worked as a critical care and emergency transport nurse in Elko, Nevada, but travelled across the
country to work in Queens, New York, during the outbreak in March 2020. On May 4 of that
year, she posted a viral video visibly traumatized by what she described as “gross negligence and
complete medical mismanagement” causing patients to die in droves.

“Stay out of New York City for your health care,” she warned. “They don’t care what is
happening to these people.” Well, unfortunately, as the pandemic spread to other states, nobody
could avoid the hospital mal-care as this mode of treatment became the uniform standard of
“care” throughout the nation. Although Sirotek claims she was feeling suicidal, she eventually
bounced back and created American Frontline Nurses, an organization dedicated to helping
patients navigate the hospitals, challenge the doctors on bad treatment options, and guide them to
better care at home.

Like Dr. Mollie James, Sirotek saw the worst of the worst inside the hospitals throughout the
pandemic. What she witnessed was a sea change in hospital treatment that is reverberating far
beyond COVID. To understand where the level of care, compassion, and comfort is holding in
America’s hospitals so that we can better understand how to hold the current system accountable,
we call Nurse Sirotek to the witness stand:

QUESTION: You were one of the original whistleblowers in New York after going there to
volunteer during the initial phase of COVID. What, if anything, has changed for you as a
health care provider since that initial dramatic experience?
 
SIROTEK: As the pandemic has changed, the narrative has changed. It’s not so much COVID
now because the virus is starting to live symbiotically with its host. But we’ve allowed two years
of deplorable hospital care, so that has sadly become the standard across the United States. We



are seeing lack of care, negligent care, inappropriate care, and medical discrimination on levels
we’ve never seen before in the United States.

I’ve worked hospice before and I’ve worked plenty of terminal cases. Pain management is
always an important part of that kind of care, but what is happening now is that they are pushing
it entirely too early. They are literally trying to sedate and medicate you to the point that you are
just not an active participant in your life. And there’s a push to get you on a DNR status as soon
as possible, just because the outcomes statistically are not good.

But once you sign that order, many hospitals and providers will look at that as an order for the
absence of care rather than a different type of care. So, once you sign, they won’t give you
antibiotics or steroids or anything other than sedation and pain meds, essentially leaving you to
die. This is going on across the country. People are just trusting their providers and not
understanding their rights and their options.
 
QUESTION: You just used a term—“medical discrimination.” Can you quantify that for
us? What did you mean by that and how pervasive is this problem?
 
SIROTEK: A lot of what we are dealing with is medical discrimination. We had a gentleman
whose heart was damaged from the two Pfizer vaccines and he needed a heart transplant. They
would not put him on the transplant list until he got the booster. I said the booster will literally
kill him. He has next to nothing in cardiac function, which is why he needs the transplant. Our
team of nurses gets about five cases of medical discrimination a week from across the country,
where people in organ failure are denied transplants on account of these shots.

Another huge issue we are dealing with is those who are in suicide crisis. We get twenty to
thirty of those calls a week. Ages range from as young as tweens all the way to folks in their
sixties who are in mental health crisis because of everything that has gone on the past few years.
They’ve lost their home. They’ve been isolated. They can’t function in society anymore. They
have drug and alcohol relapses. Some want to take their own life, and we are trying to get them
into facilities to get the help that they need, but they are being turned away because they are not
vaccinated.

We had one teenage girl who was the victim of a gang rape. The parents had family members
who died from the vaccine, and they didn’t want their daughter to take it. This meant we had to
fly her three states away from her family to a mental health facility to get the services she needed
for suicide crisis. That’s another example of what I mean by calling it medical discrimination.

Another example is a Canadian family who had a family member get the vaccine in order to
take a vacation to Mexico. He ended up developing a bunch of blood clots. Once they stabilized
him, we had to fly him back to Canada, but they would not allow the flight to land because the
flight team and the pilot were not vaccinated. Ultimately, they had to land in the United States,
refuel, and then take ground transport into Canada in an ambulance.
 
QUESTION: All for a shot that even its manufacturers admit has waning efficacy, thus
requiring frequent boosting, and therefore greatly elevating the risk profile with every



injection. Let’s go back to the person you mentioned whose heart was damaged by the jab.
Can you give us further details about him?
 
SIROTEK: He was a healthy man in his forties who lived an ordinary life. He wanted to “protect
Grandma” and “do the right thing to stop the spread.” He trusted the system and the system
betrayed him.

He got two shots. He had some symptoms the first time, but it was the second one that did him
in. He ended up with myocarditis. He has what is called an ejection fraction, which causes heart
failure because the cardiac muscle is not designed to grow like a regular skeletal muscle. Once
your heart enlarges and then shrinks, it becomes sloppy and you have poor cardiac outcomes,
such as low levels of oxygen-rich blood pumping out to your body.

He’s in heart failure. He has microclot issues that keep going to his lungs. He has poor quality
of life. He’s on oxygen and all these meds. He just wants to be put on the transplant list, and he
can’t obtain access because he’s not boosted. And again, he’s not boosted because the initial set
of shots is what did him in.
 
QUESTION: Is this “medical discrimination” as you call it just happening in certain parts
of the country more prone to accept and thus promote the preferred narrative, or is it
happening pretty much everywhere?
 
SIROTEK: The worst of it is occurring in Democrat-run states like California and New York but
we are seeing it somewhat in Republican-run states such as Texas and Florida as well.

For example, we had a person in Florida who was in a car accident. He had fractures in his
lower back and he went into the ER, but because he would not allow a swab for a COVID test,
they denied him care. They discharged him and he went to two other hospitals before he finally
received care. Technically he would test positive because he just had COVID a couple weeks
ago, and sometimes it takes time to completely pass through, plus the PCR tests are completely
faulty to begin with.
 
QUESTION: Therefore, you’re saying even in the red states we don’t have a COVID off-
ramp within the medical system. Even if we have it at the governmental level, it is imbued
in the medical system. Do you believe the medical system is getting worse and not better?
 
SIROTEK: We’ve dealt with medical kidnapping cases, when they won’t allow you to leave to
go somewhere else for the care you need, which they won’t provide. If you don’t go along with
their protocols, they will literally not allow you to leave the hospital, or if you have a child, they
will weaponize child protective services and the police against you. They will try to tell them that
you are an unfit parent.

This stuff wasn’t happening five or ten years ago. Never have I seen anything like this.
Typically, with a transplant list they would require vaccines, but you could almost always obtain
medical or religious exemptions for them if needed. We’ve never had this level of discrimination



before when it comes to lifesaving care.
With regard to the medical kidnapping problem, in the past, you had a right to a secondary

consult and to take alternate treatment. I spoke with the father of a thirteen-year-old boy whom
the hospital would not give food and water to because he had COVID and they said it was just in
case they had to intubate him. Mind you, he was on just one liter of supplemental oxygen. What
killed him was four days without food and water. The father said he trusted them. One of the last
things his boy said was that he was hungry. The family has post-traumatic stress disorder from
dealing with hospital systems. How many more people are we going to send to these mini
concentration camps before we unite and say we want actual health care, not sick care and not
death care?
 
QUESTION: Is it fair to say our technology and techniques have obviously gotten better,
but the care itself has gone backward?
 
SIROTEK: They always teach us in our policy analysis courses, and it doesn’t matter if you’re a
doctor or a nurse, that the United States spends 10 percent of its gross domestic product on new
health care tech and pharmacy. However, if you go to a country with a universal health care
system—and trust me they have their own problems that are no better than our country’s, just
different—they are repurposing all kinds of drugs to maximize them for different diagnoses.

In South America, we have little old ladies on Viagra for pulmonary hypertension. They use
ivermectin for herpes. All these other countries who we think are below the United States in
standard of care are excelling at the care part of health care. There are designer medical systems
popping up in Mexico right now, where you can get the care that you want for a fraction of the
cost, but also with American doctors and American-quality facilities.

We have everything that you could want in the United States, but you have to waste so much
time with the bureaucracy and the medical-industrial complex that you risk dying before you get
the state-of-the-art treatment. The fact that the United States is lagging behind this methodology
of repurposing drugs is embarrassing.

A lot of drugs that the hospitals won’t use or tell you about are incredibly cheap, so the
pharmaceutical companies don’t profit from them. This is why they keep sinking money into
cancer but never actually cure cancer. The treatments are barbaric. Chemotherapy is barbaric.
But if you can create a new drug that has only a slightly better effectiveness than the old drug,
you can now patent it and make more money. It is like a racket.

FDR had the New Deal when he put all this money into social work programs trying to
stimulate the economy, which we are still paying for eighty years later. Is this the “new” New
Deal, where you guys just keep cranking money into pharmaceutical companies to keep the
world going around by keeping us sick?
 
QUESTION: How do we change this paradigm?
 
SIROTEK: We aren’t going to fix the old model of health care, so don’t try to Band-Aid it. We



are abandoning it and walking away from it. We are moving away from the HMO/PPO
pharmaceutical run racket, and we are going to a more or less cash-based system that is focused
predominantly on primary care and early intervention.

I think we are moving to freedom-minded medicine because you vote with your dollars. The
only way to make change is to hit them where it hurts and that is in their pocketbook. If we take
our consumerism away from these medical industrial complexes, and start going toward patriotic
nurses and doctors and clinics and concierge medicine and telehealth and things like that, we are
going to see freedom-minded hospitals where the consumer is put at the forefront. Would you
continue to frequent a restaurant that gave poor customer service and a poor product? No. And
your health is the number-one thing you need to take care of.
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CHAPTER 11

Ralph Lorigo: Why Live with Ivermectin When You Can Die on a
Ventilator?

alph Lorigo has witnessed what few other lawyers have.
He went up against hospital lawyers who fought to deny patients the right for family

members to administer ivermectin—a Nobel Prize–winning, FDA-approved drug—even after
they conceded that the patient was as good as dead. Then, in certain cases, after Lorigo won in
court to administer the ivermectin, the patient inexplicably turned around and is alive to this day.

Yet, those same hospital doctors and lawyers would remain unmoved, would deny the same
treatment to subsequent patients, and even fight all the way to appellate courts to block it for
dying Americans with no other recourse. What is the benign, innocent explanation for this?

After being admitted to the New York State Bar in 1974, the Buffalo-based attorney achieved
a stellar career, earning much success in real estate and other lucrative areas of law. A member of
the legal establishment in good standing, he was even nominated once for a judgeship. He didn’t
need to take on the entire legal and medical system with very labor intensive and extremely
emergent hospital malfeasance cases. But he was flooded with calls from desperate families
across the country, who turned to him to help fight for the right to try against COVID one of the
safest and most successful drugs ever developed.

At this stage of his career, he could’ve easily passed on taking on such a leviathan. However,
he chose to rise to the occasion.

What he discovered through the course of individual litigation and stories from victims
needlessly losing loved ones to untimely deaths is a story that has not been fully told. Yet, it will
reverberate long after COVID, as it demonstrates a lingering degree of cruelty, malfeasance, and
scientific corruption in America’s hospitals that we once thought was limited to countries like
China.

We call attorney Ralph C. Lorigo to the stand to enlighten the public about the gravity of the
hospital war on ivermectin specifically, and what has become of American hospitals in general:

QUESTION: You’ve been practicing law for almost five decades. Of all the areas of law
you’ve covered, it’s doubtful you ever expected to delve into the denial of treatment during
a pandemic. How did you end up becoming the “right-to-try-ivermectin lawyer” in
America?



 
LORIGO: In my practice, I started working for another lawyer and then as a sole practitioner
working all the different legal fields a suburban lawyer would work. My parents were real estate
brokers, so I had a lot of real estate clients at the beginning, but I taught myself criminal law,
family law, litigation, all different aspects. As I progressed, I hired lawyers to the point I had six
staff attorneys working for me and I had a very good practice. I’m now a commercial litigator in
business law.

I was in the middle of a deposition and I got a text from a good client of mine that his eighty-
year-old mother-in-law was rushed to the hospital with COVID and given a 20 percent chance of
living. Her son had come up from Georgia and did his research and convinced the ICU doctor to
give her ivermectin. On the second day after she was admitted into the ICU, she took just one
dose and experienced such a dramatic improvement that she was off the ventilator and out of the
ICU.

She started to decline, though, and the COVID floor doctors refused to give her more
ivermectin. My client thought maybe I could find a way to convince the hospital, so I had the son
and daughter come to my office and I listened to the situation. After hearing their story, I decided
we were going to sue the hospital for declaratory judgement. We were going to bring an order to
show cause on an immediate basis, and ask a court to order the hospital to give her the
ivermectin.

We were doing this ex parte, which means we don’t have to inform the hospital in advance.
The litigation papers were prepared and signed the next morning, and by noon that day I got a
call from the judge. I knew him very well and he asked me what this was all about. I explained
the situation. The judge signed the order to provide ivermectin and then it had to be served on the
hospital.

Within a half hour of it being served, I got a call from a lawyer who told me he represents the
hospital, and that the court order is ineffective and should have never happened. I asked him
what he was concerned about—after all, I had relieved the hospital of all liability. He replied,
“Judges can’t prescribe medicine.” We hung up and the court contacts me and the judge wants to
have a conference later that day.

I contacted the son and got a hold of the family doctor, and he is aware of what has happened.
I asked him to write me a letter prescription for the ivermectin, which he does. He was an older
family practitioner, but he knew she got one dose of ivermectin and that she did better.

We had the conference with the judge and the judge agreed the hospital had to enforce the
prescription over the hospital’s denial. I won and the hospital administered the ivermectin that
night. Six days later, my client was better and left the hospital. This ended up in the local news,
and it was most-read story in Buffalo for five days in a row. From there, I started getting calls
from lots of other people.
 
QUESTION: Can you highlight any of those cases that stood out in the subsequent months
and how the hospitals fought for the right to kill?
 



LORIGO: I got a call from a woman whose sixty-seven-year-old mother was in the ICU on a
ventilator for several days. You couldn’t even go into the hospital and visit her. On New Year’s
Eve, the family stood outside in the parking lot praying at the window. We prepared a lawsuit
and it came before the judge. He contacted me, signed the order, and we served it on the hospital.

The hospital’s attorney got involved, but the order stayed in effect and the hospital claimed it
didn’t have ivermectin. The daughter went to the drug store and bought it for eighty-three cents a
pill. She brought it to the hospital, and again a woman whose family was told to say their last
goodbyes left the hospital and is still living today.

Another case that stood out happened on Good Friday in 2020. I knew that judge for decades,
so I called him and explained the situation. He told me to email him the papers and scheduled a
conference call with the hospital attorney—and this was the same hospital as before, again. She
went through her little litany and said the hospital didn’t want to give the ivermectin because it’s
not FDA-approved for COVID treatment. But the judge said there was a court order like this
before and the hospital administered it.

So the judge ordered the hospital to administer the ivermectin to an eighty-one-year-old man
who had dementia issues. But they wouldn’t let the wife into the hospital and he had been in
there for weeks on a ventilator. His wife was very concerned that without interaction with
somebody, he wouldn’t survive. So, I went back to the court to allow her to visit him. The judge
asked us to go to his chambers and told the hospital’s attorney to let the wife in for a reasonable
period of time. She agreed and we got an order for one hour in the morning and one hour in the
evening every day. That man took the ivermectin and he survived, too.

However, not all cases had happy endings. Time is not on the side of patients on ventilators
who have a slim chance of survival. The hospitals often fought us every step of the way,
knowing that even if we eventually won, the patient would be dead before we could administer a
long enough course of ivermectin.

A case that will forever stand out in my mind was a woman in her fifties who had been on a
ventilator for about thirty days. The husband who went to see her every day convinced the
infectious disease doctor to prescribe her ivermectin. The pharmacy called the administration and
the administration said no.

The husband and I talked to the doctor, and the doctor said he would be cooperative, but in the
end he wasn’t and finally stopped talking to us. However, her husband had access to the patient
portal and got the prescription printed out. I won the case and the hospital was obligated to
provide the ivermectin.

This lady was in bad shape, but was getting better after five days of ivermectin because the
ventilator was doing less work. Yet once the five-day prescription ran out, her health declined
again. We had to get a second court order based on a new prescription after the head doctor at the
hospital wrote a scathing affidavit against ivermectin.

That’s how I got to know Dr. Pierre Kory, who used to be at this hospital. When he heard
about this case, he penned an affidavit for us with all the studies that showed ivermectin is safe
and works. Kory is triple board-certified and is just stellar. He helped us win that second court
order.



So, the hospital gave her another five days of ivermectin, but then they stopped. We pulled the
patient portal and the doctor had written to give it for thirty days. We went back to court, and in
front of the judge, they called the doctor to the stand and he said he wrote the prescription for
five days despite what he put in the portal.

The hospital leaned on that doctor to write the prescription for five days after he had originally
written something different in the patient portal. I made the doctor read the patient portal in court
and he didn’t know what to say. He said there had to be a mistake with the dates. He was
stammering.

I told the judge my client had been on a ventilator for fifty-three days, and I wanted to put my
client’s husband on the stand to counter what the doctor said, but the judge said she had to
adjourn. That was on a Thursday and the judge said they would reconvene the next Tuesday. My
client died on the Sunday in between.
 
QUESTION: Did anyone representing the hospital in any of these cases—whether it be
doctors, lawyers or administrators—ever say what their alternative treatments were?
 
LORIGO: No, and I even ended up suing one hospital system six different times! Back in those
days, ivermectin was a five-day protocol. The hospital gave the ivermectin but they never asked
for a hearing. Here’s the way it works legally. I bring a lawsuit for declaratory judgement.
Lawsuits take a long time to get heard, but I’m bringing an order to show cause and asking for a
mandatory injunction. When you ask for an order to show cause, it is usually called a temporary
restraining order. You are usually asking to stop something. I’m asking for a mandatory
injunction so I’m asking to perform something so the degree I have to get to is higher.

I generally have to prove four things. I have to prove the likelihood of success on the merits in
the lawsuit. I have to prove irreparable, imminent injury. I have to prove the balancing of the
inequities in my favor. And I have to prove that there is a public purpose for granting the
injunction. In the lawsuits, the hospital attorneys constantly deny all four of those things while
offering no alternatives.
 
QUESTION: Would you cite for them in your dealings with the hospitals that ivermectin
was an FDA-approved drug in general, and even won the Nobel Prize in 2015 for saving so
many lives?
 
LORIGO: Yes, but they would always respond with “there aren’t enough studies.” They were
reading out of the Big Pharma playbook that the FDA and CDC put out. During the first few
months of COVID, they were trying to put forth a vaccine that hadn’t gotten anywhere yet, and
all they knew was that they had a protocol to put them on a ventilator and give them steroids and
antibiotics. Many of those people died like that in those first several months.
 
QUESTION: Did you ever bring up to the judges that the hospitals weren’t willing to
experiment with something we know is safe, but they were willing to use an expensive



standard of care like remdesivir that we know was pulled from an Ebola trial because it
caused liver toxicity and kidney failure?
 
LORIGO: It came up all the time. Here’s what I was armed with as we progressed through this.
After the first three cases, I got connected to the Front Line COVID-19 Critical Care Alliance
(FLCCC) and started talking to them on a regular basis. They looked at repurposing drugs like
hydroxychloroquine, but ivermectin was found to be better in so many ways.

As this progressed, I was doing all this research and looking at all the pros and cons; I went to
the World Health Organization website and looked up the adverse effects of remdesivir and
ivermectin. In less than two years, remdesivir had 7,890 adverse effects, 560 deaths, 945 cardiac
events, and 743 renal failures. In thirty years, ivermectin had zero deaths and 5,400 total adverse
reactions.

I had all that in an affidavit that went to the judge in every one of my lawsuits. Remdesivir is
an extremely toxic drug. It had very few tests before it was approved on an emergency basis. It
costs more than $3,000 a shot. And the government gives a 20 percent bonus to hospitals to use
remdesivir. We presented all of that.
 
QUESTION: The morgues were full of people by that point and the doctors and
administrators would still fight you tooth and nail to the point of appealing decisions, even
after losing at the district court level, when they knew people had no hope of survival if
they were left on a ventilator?
 
LORIGO: Yes, and after early on when I was winning case after case, and most were being
saved, the hospitals started to fight me even harder.

I remember one time the hospital appealed the case of a sixty-seven-year-old woman who had
gotten COVID visiting her daughter and ended up on a ventilator for about twenty days. The
daughter was even told to come and say her goodbyes.

The daughter got a hold of me and I brought the ex parte order to show cause. I convinced the
judge of our case via video conference, and he ordered the administering of ivermectin, but the
hospital refused to administer it. The daughter was in the hospital with her mother, and the
hospital told her they would not obey the court order. The daughter put me on the phone, and I
told the doctor it was not a question of their decision at this point. The doctor gave me the name
of the hospital lawyer and I asked the in-house lawyer if the hospital was going to direct a doctor
not to obey a court order.

She didn’t answer and when I asked a second time, she simply hung up on me. I brought a
motion for contempt on a Friday, served it on the hospital on Saturday, and Sunday night, the
hospital emailed their motion to set aside the court order. Then on Monday, they sent another one
to stay the court order. The judge was on my side and we won. The judge told them they had to
let our doctor treat her with the ivermectin. She’s also still alive today, but even after she left the
hospital, the lawyers were still appealing the merits of the precedent of the case, if you can
believe it!



 
QUESTION: Almost as if to say, “How dare she survive?”
 
LORIGO: I’ve had numerous clients tell me doctors have said they think they should consider
pulling the plug, and when the clients tell them they want to try ivermectin for their loved ones,
the doctors tell them no because that could hurt them. That’s the twisted logic they’ve actually
used. That it could hurt them more as they’re already dying.

The protocol is set by the administration and not by the individual doctors. In many of the
cases, the administrators have testified that the doctors don’t have a choice, even if they are
willing to give ivermectin. Now, the big question is why.
 
QUESTION: Do you have numbers for how many ivermectin cases you litigated, how many
you won, and how many of those cases survived?
 
LORIGO: I won the great majority of the cases at the beginning, but it got so hectic that at one
point in September 2020 I got fifty cases. We were going like crazy and I hired another lawyer
just to do ivermectin cases. Everything else, I had to set aside. I lowered my hourly rate
substantially in order to do ivermectin cases, but at that point I was working ten hours a day,
seven days a week. I was having hearings twice a day in December of 2021. I would estimate I
won 70–75 percent of the initial hearings, but then when we had actual testimony, I started to
lose cases because using local ICU doctors against my telemed doctor didn’t work.
 
QUESTION: How much did the FDA’s war against ivermectin, which started in late August
2021, play a role in swaying judges?
 
LORIGO: It was in every answering paper, that article with the picture of a woman and a horse
claiming it was just a horse dewormer. But the reality is that the article came from the veterinary
division of the FDA and what it really says is don’t self-medicate with animal medication. It was
couched in a whole different language and all the mainstream media picked it up. The FDA
tweeted that you aren’t a horse and you aren’t a cow, but there was a sentence in the article that
initially said if you are prescribed ivermectin for an FDA-approved use, get it from a pharmacy
and use it as directed. But then they changed it by taking out “for an approved use.”

The attorney general for the state of Nebraska made a big deal out of that one sentence because
he said it was an acknowledgement that you don’t have to use ivermectin for an FDA-approved
use and it can be used off-label. The U.S. Supreme Court has held that off-label use is legitimate,
legal, and often medically necessary and the FDA has agreed with that—but not for ivermectin.

I concluded they had to discredit ivermectin to justify the emergency use authorization they
wanted for the experimental vaccines. You can’t have an effective and available treatment in
order to get an EUA from the FDA.
 
QUESTION: To hear you describe the layers of bureaucratic hell that they are willing to



impose just to get what they want is ghoulish, but did you ever encounter any argument
you thought was a valid point?
 
LORIGO: No. There are so many doctors who stopped prescribing it because of intimidation.
I’ve had doctors say they believe in ivermectin and give it to their families, but that they couldn’t
help me out any more in court. I’m going to be seventy-five years old, and this is something I
would never have believed could happen in my life. Hundreds of thousands of people have died
without the need for it. It is so heart-wrenching. In so many of those situations, those people died
alone.
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CHAPTER 12

Jenna Campau and Brian Festa: You Will Take a Shot You Don’t
Need or You Won’t Get the Healthcare You Do

ne of the most barbaric and demonic aspects of this entire biomedical state that has been
created since the advent of COVID is the denial of treatment, including organ transplants,

to those who don’t get the shot for medical or religious reasons. It is a degree of discrimination
and apartheid none of us could have imagined, especially at a time when courts are forcing
hospitals to perform chemical castration or “transgender” surgery under the guise of
antidiscrimination law.101

What began in a few radical hospitals in some blue states has now become the general rule. No
matter how much information comes forward that the shots do not work, especially for those
who are immune-suppressed or suffering organ failure. No matter the mounting evidence of
damage to the organs caused by the shots. No matter your prior immunity status, what risk
factors you have, or how dangerous the shots are to you—you will be getting the shots, and
sometimes even boosters. Legitimate religious and medical exemptions are being categorically
denied.

This policy is as illogical as it is immoral and inhumane. The safety and efficacy of these shots
were never studied in people with organ failure. The same doctors and hospitals that refused to
allow established safe medication like ivermectin to be used for COVID patients with no options
because the efficacy against COVID wasn’t studied in accordance with their standards had no
problem forcing the shots on those in organ failure with no studies on efficacy or safety.

In reality, it was known from day one that the shots failed to stimulate immunity with this
subset of the population. Researchers at Toronto’s University Health Network (UHN) Transplant
Centre studied the T-cell responses in organ transplant patients who had prior infection without
the shots versus those who had the shots without prior infection.102

In April 2021, Mayo Clinic researchers published their findings in the American Journal of
Transplantation that solid organ transplant patients enjoy limited antibody responses from the
shots.

“We report seven SOTs with undetectable or low titer antispike antibodies who developed
COVID-19 infection after receiving one or two doses of the SARS-CoV-2 mRNA vaccine,”
wrote the authors in a letter to the journal. “The clinical presentation and course of these patients
were comparable to those of SOTs who had COVID-19 infection and have not been



vaccinated.”103

A Johns Hopkins study published as a letter in JAMA in March 2022 found that only 17
percent of a sample of 436 organ transplant patients had detectable antibodies from the Moderna
shots.104 “Our study shows that [immunity] is unlikely for most transplant patients, and one could
guess that our findings could also apply to other immunosuppressed patients, such as those with
autoimmune conditions,” Johns Hopkins University surgeon Dorry Segev wrote in Medpage
Today.105

In fact, not only do the shots not work for the recipients, but if anything, using organs from
donors with the shots might be exceedingly dangerous. A U.K. study found thirteen solid-organ
donors who likely died from vaccine-induced thrombosis and thrombocytopenia stemming from
the AstraZeneca shots during two of the early months of vaccination in 2021. So what happened
when ten of their organs were given to recipients? “There were seven major thrombotic or
hemorrhagic postoperative complications in six recipients resulting in the loss of three
transplants.” One of the patients died within a day of cardiac arrest.106

Thus, if anything, there should be a rule banning the shots for organ donors and recipients.
Yet, Jenna and Daniel Campau suffered the denial of a kidney to their seventeen-year-old
daughter Alisa, who was in renal failure.

The Grand Rapids, Michigan, couple adopted their daughter from Ukraine to bring her to
freedom here in the United States, but then faced the worst form of discrimination, one that that
could end her life. Spectrum Health/Helen DeVos Children’s Hospital denied Alisa acceptance to
the organ list because of the Campaus’ religious beliefs opposing the COVID shot.

Worse, in what has become one of the most odious habits of the biomedical tyrants, her
nephrologist filed a Form 3200 medical neglect report with Michigan Children’s Protective
Services. Hospitals and medical practitioners have been engaging in medical kidnapping
throughout the pandemic to deny bodily autonomy as well as parental rights to anyone who
doesn’t participate in their great human experiments.

With the help of the nonprofit We The Patriots USA, Jenna and Daniel are bringing a lawsuit
against Spectrum Health/Helen DeVos Children’s Hospital as a result of the religious
discrimination against their daughter, Alisa. Brian Festa, an attorney and cofounder of We The
Patriots USA, has been helping numerous other clients facing similar life-threatening forms of
barbaric discrimination.

Thankfully, as this book was going to print, We the Patriots USA had achieved the legal
victory needed to obtain the health care Alisa Campau deserves. But because the Campau case
represents thousands of other similar forms of discrimination that continue to occur in the
medical system, we call Jenna Campau to the stand, along with Brian Festa, whose organization
funded her lawsuits and other similar ones, to inform the public and lawmakers on the extent of
this illogical, illegal, inhumane, and life-threatening form of discrimination.

QUESTION: Brian, let’s start with you. Why is your organization supporting legal action
here?
 



FESTA: Jenna’s daughter Alisa is being denied a lifesaving treatment for end-stage renal
disease. She’s being denied treatment due to her refusal to take not only the COVID shot, but
also the flu shot and other vaccines, because she has sincere religious beliefs and medical
concerns about the shots. That’s what is so dangerous about this from a legal perspective. The
precedent that is being set is that this isn’t just about the fog of war during the height of a
pandemic anymore, or when we are in emergency lockdowns. Now, it is going to be anytime you
need what they call “lifesaving treatment”—whether it actually is or not—they can deny it on the
basis of refusing the COVID shot or any shot.

Prior to 2020 or 2021, when did you hear about anyone being denied an organ transplant for
not getting the flu shot? You didn’t. Now it has become the new standard. Even if this isn’t
affecting you personally at this moment, you should be very concerned about this case because if
this is allowed to stand, then this will be the new standard of care in every hospital in the United
States. Imagine being told you can’t have lifesaving cancer or heart surgery simply because you
didn’t get your annual flu shot, or your fourth COVID booster. It’s insane.
 
QUESTION: Jenna, could you describe being united with your daughter in the United
States, and then how you found out she had renal failure?
 
CAMPAU: We met our daughter back in 2012 when we were on a family trip in Ukraine. We
had already adopted our son from the same institution, but it wasn’t until 2019 when she became
officially available for adoption, so we started that process and brought her home in June of
2021.

We already knew that she had some serious kidney issues, but we knew we didn’t have a full
picture. By August, her health had declined quite a bit and she ended up going on a regular
dialysis schedule. It was confirmed she was in stage four if not stage five renal disease. She has
only one kidney and it is very obviously not working properly, so she is in dire need of a
transplant.
 
QUESTION: Can you talk about the timeline of getting on the transplant list, the treatment
in the hospital, and how it changed once they found out you didn’t want to give her the
shot?
 
CAMPAU: They started the process of getting her on the transplant list by the end of 2021, and
we were trusting that they knew what they were doing. Then, within a couple of months after she
was on dialysis, we were informed that if we were questioning or resisting vaccines that they
would consider it noncompliance and they would involve the authorities if they saw fit. We
asked them for a written copy of what their required protocol is so that we wouldn’t be surprised
by anything else. At first, we thought there might be some wiggle room and they might be
willing to negotiate. But it has become very clear that is not the case at all and they filed a report
on us.
 



QUESTION: Wait, so not only did they deny you a place on the transplant list, but they
reported you to child protective services?
 
CAMPAU: Yes. We did not know until January 2022 that there is something called an
evaluation process, where there isn’t an official beginning to all the technical layers of the
process to get on the transplant list until they see a certain level of compliance. At this point, it’s
all about compliance with vaccines, and that they are insisting on a combination of vaccines
including for COVID, and a number of others that we all along have felt we can’t go along with.
 
QUESTION: Did you show them any data about waning efficacy for the COVID vaccine, or
the escalating risk profile? Were the people you are working with even phased by that
information?
 
CAMPAU: We brought this up when we could sit down with all the people on our daughter’s
team and discuss these things together. But when I look at the after-visit notes, it says we never
brought up any of these things. And in a phone call I had with the Patient Relations and Ethics
Committee several months ago, it was suggested I draft an email and lay out bullet points and
include links for whatever I felt was appropriate to explain our objections, which I did, and again
it was as if it had never been said.
 
QUESTION: Did you try to go to a different hospital?
 
CAMPAU: We started to investigate other transplant programs across the country, and I got on
internet forums with other families experiencing similar discrimination. We went to a facility in
Indiana because I had talked to them on the phone, and was assured that they did not require the
COVID vaccine in particular. When we got there, we started consulting with this doctor and
about twenty minutes into our conversation, she said that she was in touch with our facility, and
let them know to tell us that they had changed their policy and now required the COVID vaccine
as well. It’s been so strange to watch all this happen so quickly behind the scenes.

My oldest daughter is thirty now, and when I questioned something or declined something
with my pediatrician when she was a baby, that was the end of the conversation, and we didn’t
have any pressure put on us. I naively thought that was still the case. When I asked the hospital
social worker if the vaccine was such a sacred cow to her that she would risk a girl we had just
brought all the way over from Ukraine being removed from our home, she said it would be up to
child protective services. So that’s been just hanging over our heads and now a report has been
filed. Their goal is to use CPS to force whatever the medical cartel wants to require. Any
religious or safety objections just don’t matter in their paradigm.
 
QUESTION: So Brian, where does the law stand on this hospital/child protective services
power play, or does it vary state to state?
 



FESTA: It’s better in so-called red states in general, but the state still has way too much power
over parental rights and parental autonomy and it’s really dangerous and scary. Medical
kidnapping is exactly what is happening right now. If it can happen to baby Cyrus in a state like
Idaho, it can happen anywhere. These doctors need to find themselves in court, and so does the
state if they act against parents. There is no credible scientific evidence to support the need for a
COVID or a flu shot if you are going to get a transplant. In fact, the science is quite the
opposite.107 They will have to answer to that in court, and we are very confident they won’t be
able to.

I have not seen a case like this go all the way to trial yet. In some cases, on the private level
outside of court, the hospitals have backed down to keep it out of court. Because this isn’t just
about the science but the religious discrimination angle as well, they will have to answer for that
too. Title II of the Civil Right Acts makes it illegal to discriminate against someone in a place of
public accommodation on the basis of one’s religious beliefs. And hospitals that offer goods or
services to the public are places of public accommodation. Any doctor who refuses treatment
based on the patient’s religious beliefs is violating that law.

The Department of Health and Human Services also has an Office of Civil Rights within it,
which was created under the Trump administration, to address this kind of discrimination. There
are a number of counts against these hospitals and doctors from various legal angles, so we are
prepared to go all the way if that’s the direction they choose, but we would rather resolve this
quickly because somebody’s life is at stake. If we do have to go to court, though, it will set a
precedent for thousands if not millions who could be denied critical medical care just for holding
fast to their religious convictions.
 
QUESTION: Brian, what drove you to take on these kinds of cases?
 
FESTA: This is personal for me. My son was very seriously injured by a flu shot when he was
just a baby. He has multiple lifelong autoimmune conditions and deficiencies. He needs to get
very expensive treatments every week for it and his immunologist has confirmed it is because of
the flu shot. So, it’s personal that they are requiring someone who is already in a compromised
immunological state to get a flu shot. It defies logic.
 
QUESTION: Jenna, your daughter is almost an adult and has a mind of her own. How does
she feel about all this?
 
CAMPAU: The idea of having free choice and a voice for herself coming here from Ukraine is
something she is just now figuring out as she is getting command of the English language. At
first, we didn’t want to tell her a lot because we didn’t want to scare her. But even before we got
her home from Kiev, she said she absolutely never wanted the COVID shot. When they came to
her orphanage to administer the shot, they only gave it to the boys and to the female staff who
were beyond child-bearing age. So that seemed pretty telling to her.

But if not getting the shot keeps her from being placed on the transplant list before her



eighteenth birthday, it’s the difference between nine to twelve months and four to six years, in
terms of when the actual transplant would likely take place. That is time we likely don’t have…
all for an outdated, ineffective, and dangerous shot.
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CHAPTER 13

Robert Malone: The Man Who Knew Too Much

he American people were told they were receiving a vaccine that was more or less in line
with the safe technology they have come to expect the past several generations. However,

what they actually produced, supposedly at warp speed, was anything but ordinary.
It was people like Dr. Robert Malone who should have been brought into the development

process, assuming the medical establishment really desired a safe pursuit of mRNA technology
for vaccines. As one of the founders of the technology, Malone could have easily flagged so
many concerns from day one, and could have guided the regulators on what to look for when
analyzing the safety of gene therapies. Unfortunately, no such input from real experts like
Malone was ever solicited. What is the benign, innocent explanation for this?

How is it possible they spent more than a decade unsuccessfully coming up with a safe and
effective vaccine for SARS-COV-1, but they were able to make it so for SARS-COV-2—which
we were told was a “novel coronavirus”—in barely six months? There are only two possible
answers to this question, and they are not reconcilable.

Either these vaccines rank among the greatest scientific achievements in all of human history,
or we have recklessly injected over twelve billion doses (as of July 10, 2022) of a potion with an
escalating risk profile into our species.

So which is it? Few human beings alive are as qualified, let alone willing, to answer that vital
question for us than Dr. Malone. In order to help us understand this mRNA technology that was
used, and whether it was implemented with the proper oversight, we call Dr. Robert Malone to
the stand.

QUESTION: Please begin with a summation of your extensive experience and credentials in
the field of virology and, specifically, with your pioneering of mRNA vaccine technology.
What is it that drew you to it?
 
MALONE: I’m a Maryland licensed physician and scientist trained at UC-Davis, University of
Maryland, University of California, San Diego Salk Institute, Northwestern University Feinberg
School of Medicine, and at Harvard Medical School for a postgraduate fellowship in clinical
research, particularly international clinical research. I’ve had additional training specifically in
medical ethics and clinical research ethics. Much of this is mandated training required if you



want us to manage clinical trials or serve as a principal investigator.
I began my career as an undergraduate working in a retroviral virology lab, focused on breast

cancer at UC-Davis. And while I was there, one of my two mentors, Murray Gardner,
serendipitously was deeply involved together with Preston Marx and eventually Luc Montagnier
in understanding the retroviral basis of acquired immunodeficiency syndrome (AIDS),
particularly using a nonhuman primate model. Coming off of this background of two intensive
years in which I basically functioned as a graduate student at UC-Davis, I received an MD PhD
scholarship at Northwestern, but elected to take my graduate work at UC-San Diego because I
was very passionate about the application of retroviral biology to the indication of gene therapy.
I went there because there were two leading retroviral-vector gene-therapy specialists: Ted
Friedman, and Inder Verma.

I qualified for the program at UC-San Diego by scoring in the top fraction of 1 percent in my
graduate record exam on biology. So I was readily accepted there and progressed rapidly through
the curriculum and was in a series of graduate rotations in basic virology and recombinant DNA.
I’d also done some work in retrovirals in RNA viral biology when I was at Northwestern as a
first-year medical student.

I was accepted into Dr. Inder Verma’s lab at the Salk Institute, which was a main part of the
molecular biology and biology labs at the Salk at a time when there were very few graduate
students. Inder was one of the leading retrovirologists in the world, having characterized reverse
transcriptase for Dr. David Baltimore, who received the Nobel Prize for his work with reverse
transcriptase. Inder was a full professor before the time he was thirty. When I joined the lab, he
was in his early thirties.

Under his direction, I focused on questions relating to the packaging of retroviruses for
purposes of retroviral gene therapy. And in order to do that, I sought to develop a system that
would allow me to use modern recombinant DNA technology to ask precise questions about the
structure and function of the packaging RNA sequence in retroviruses. To do this, I needed to
develop methods or discover identified methods for producing large quantities of purified RNA
and delivering them into cells that would complement those RNAs, resulting in the production of
infectious retroviral vectors. The series of discoveries that I had in the laboratory in the late
eighties, when I was working on these problems, led to both the awareness that gene therapy
technologies of any form could be used for vaccination purposes, and specifically, that mRNA
could be manufactured in bulk and purified and worked with.

With the discoveries I made about the structure of RNA and the necessary sequences and
elements to make that RNA function, I was able to achieve reasonable levels of RNA delivery
and expression in a wide variety of cultured cell lines. And then in embryos, particularly frog
embryos, a series of patent disclosures was filed, which resulted in fights between different
investigators at UC-San Diego and the Salk.

As I was caught in the middle of this, I had a nervous breakdown and chose to resign with my
master’s in lieu of PhD, having already completed my oral qualifying exams. I went to work for
a small biotech company called Vical and brought my technology protocols and reagents there.
And within a couple of months, we had the discoveries that are now called naked DNA delivery,



and had filed the patents that eventually led to nine issued patents covering the platform
technology for delivering DNA and RNA into tissues and animals and its use for vaccine
purposes. That all goes back to 1989.

I then completed my medical degree and finished an internship at UC-Davis. And then because
I was successful in writing grants and contracts during my internship year—I had been awarded
approximately a million in grants and contracts—I elected to become a faculty member rather
than complete my pathology residency. At that point, I set up a laboratory and grew it to about
six faculty members in the field of polynucleotide delivery and gene therapy. I had a number of
other patents and fundamental discoveries relating to the use of positively charged fats to deliver
polynucleotides into cells and tissues. This is the cationic lipid technology. And from that, there
are still multiple marketed cationic lipid compounds sold into the research market.

I was then recruited from UC-Davis and my laboratory was moved to the University of
Maryland-Baltimore across the country. In the subsequent few years, I started a company, which
was part of the objective of the university of Maryland in hiring me, and then had to close that
company because the objections of the dean of the school of medicine. I had been hired basically
by the overall director of the provost of the campus at large, but the dean of the school of
medicine objected to using facilities at the school to start up a company even though it was
funded by the state.

So we closed that, but about that time had a series of inventions and discoveries relating to
using pulse electrical fields to deliver polynucleotides for vaccination purposes. And that
eventually gave rise to another startup company called Vical that also operates in San Diego
now, and is developing DNA vaccines for coronaviruses. At that point, I left the University of
Maryland and joined Uniformed Services University of the Health Sciences in Bethesda, the
military medical school, and worked on a breast cancer program. I set up a research facility in
Western Pennsylvania with a breast cancer tissue banking operation.

Subsequently, I accepted a position as an assistant clinical director of DynPort Vaccine
Company right after the anthrax attacks in late 2001. DynPort at the time had just received the
prime system contract for all biodefense related products advanced development for the
Department of Defense. So at that point, I worked on all of the major biodefense vaccines—
plague, tularemia, anthrax, smallpox, Venezuelan equine encephalitis virus, and a number of
other products, including antibody products.

And then I pivoted my career to focus on regulatory affairs and clinical trials, such as clinical
development. And I’ve been doing that ever since at a number of facilities, including Solvay
Pharmaceuticals for its influenza vaccine contract with HHS’s Biomedical Advanced Research
and Development Authority (BARDA), and various contract research organizations that were
vaccine focused.

I’ve worked at a phase 1 clinical research facility in Baltimore, and basically developed a
broad understanding and capability, particularly focused in the area of biodefense medical
countermeasures—both drugs and vaccines.

I had many large contracts from my clients. I won or managed billions of dollars in grants and
contracts, including for government clients. I’ve done projects, for instance, a cooperative



research and development agreement with the Defense Threat Reduction Agency (DTRA) that
identified a number of repurposed drugs active against Zika and working closely with DTRA. At
their request, I basically parachuted into the company called Newly Genetics and spearheaded
the Ebola vaccine project that was sold off with my assistance to Merck vaccines, and eventually
became the Ebola vaccine that we know today that’s licensed.

So, in summary, I have a career that spans discovery research and fundamental technology all
the way through advanced development and licensure of a variety of medical products. And it
spans molecular biology, virology, immunology, pathology—all the way through medical
clinical research and regulatory affairs, epidemiology, and all the associated disciplines.
 
QUESTION: It is vitally important for you to have restated all of this for the record as we
now get into the specifics of COVID. What was your trigger as a dedicated scientist in this
field? When did you first sense something smells rotten in the state of Denmark, if you
will? When did you sense this is not passing the smell test and something is not right?
 
MALONE: It was gradual for me. But that process began with a phone call I got from infectious
disease doctor Michael Callahan. He was in Wuhan in the fourth quarter of 2019, and called me
on January 4, 2020. Since that time, I had been focused on drug repurposing for the novel
coronavirus and worked a number of different contracts and helped build over $150 million of
grants and contracts through this epidemic largely with Department of Defense, but also with
BARDA.

Those associations gave me an awareness of the government actively blocking various early
treatment options. Ivermectin was one example. In that case, I had worked with a couple of
senior scientists in the U.S. and in Spain to launch a special volume of Frontiers in
Pharmacology, focused on drug repurposing for treating the novel coronavirus and had actively
solicited a review on ivermectin from the now-famous Dr. Pierre Kory.

And then I saw that article arbitrarily and capriciously blocked from publication because of
somebody interceding with the overall senior director of the Frontiers publication series.
Someone that was not disclosed who it was at the time. The article had been through rigorous
peer review, the fees had been paid for, the abstract had been published, and I’d never seen
anything like that in my experience.

Then my own papers and those of many colleagues were pulled and reviewed in an arbitrary
fashion, to the point I and other editors decided to resign and close down that journal. That was
one of the first major triggers of an awareness that something wasn’t right here. Then there was a
series of other events involving conversations with a physician in Canada, who shared what was
going on in Canada with mandates and efforts to vaccinate children with an experimental
product.

Next, there was my ongoing dialogue with three senior members of the FDA and the office of
the commissioner in which we are all perplexed by the government’s position about
hydroxychloroquine and ivermectin. The discussion with those individuals also focused on the
potential risks of the vaccine. I was aware of the risks of spike protein being biologically active



because of the work I was doing in drug repurposing, and I mentioned this to them. They
communicated it to the review branch, and what came back was that the review branch of the
FDA had no concerns about the biologic activity of spike protein, which I found really unusual.

Then there was the push to mandate these emergency use authorized products, which flew in
the face of fundamental medical ethics and informed consent. As well as the requirement that
patients be allowed to elect and to choose to take an unlicensed product with informed consent.
Thus, I saw the mandates as a breach of medical ethics.

Then, I received the Japanese common technical document, which virologist Dr. Byram Bridle
had identified and reviewed, and was shocked to find how sloppy and incomplete the nonclinical
package was within that document. And that kind of set the whole thing in motion, as I had
spoken out about the medical ethics breaches and the fundamental regulatory breaches of
international standards that I observed with the Pfizer product based on the Japanese common
technical document.

This all led to me being included in a famous podcast with Bret Weinstein and Steve Kirsch in
June 2021, in which I discussed what I knew about the risks of the vaccine and the spike protein,
and then that kind of cascaded as information became available. I found myself in a leadership
position, with information about the risks of vaccine and the various governmental efforts to
mandate the vaccine coming at me daily. This is the cascade of events that led to me becoming
increasingly aware that what was being done was a breach of normal clinical research standards,
nonclinical research standards, and medical ethics.
 
QUESTION: How in the world did it ever get off the ground with professional
vaccinologists when this technology was discussed for this novel coronavirus vaccine? It’s
become abundantly clear that at its most basic level, this thing codes your body to produce
a pathogenic spike and the lipid nanoparticles distribute this all over your body so that
you’re producing this thrombotic spike pretty much everywhere. This elicits inflammatory
autoantibodies in a response and that’s not controlled to one area, but potentially in every
organ. And then the lipid nanoparticles seem to be very inflammatory themselves. Even a
layman who does the research can see this at this point, so how could anyone in the vaccine-
producing business from day one have thought this was okay, and in what sort of
appropriate framework did you conceive the idea of mRNA use for other vaccines?
 
MALONE: The initial conception of the technology was that one of the fundamental flaws in the
gene therapy paradigm is that it’s not very efficient, as all of the existing technologies were
inefficient, so that the gene that was inserted with the virus—or whatever your technology—was
widely distributed into a small number of cells all over the body typically. And that this
introduction of DNA, because it was all DNA or viral DNA based, would result in a certain
number of events involving recombination into the genome. Those events were intrinsically risky
in terms of cancer cells or other types of insertional neurogenesis problems.

And furthermore, with the existing vaccine—the existing gene therapy technologies at the
time, which continue to be used at present—they were all designed for high-level, long-term



expression of the recombinant protein. As such, the problem is that if something goes wrong—if
the protein is toxic, for some reason—there’s no way to correct it and recover it. There’s no way
to recover. The patient is stuck with that problem. You can’t go in and surgically remove it
because there’s these random scattered cells all over the body that have this gene therapy.

And so with the advent of my conception that you could use RNA as a drug, the fundamental
basis of that was not just the technology of being able to demonstrate that you could introduce it
and you could manufacture it at large quantities and what the structure needed to be in order to
make it work, but the idea was that with RNA, because it normally has a half-life of a few hours
at most, if there was something that was going wrong with the genetic therapy, the RNA would
naturally degrade rapidly and it would no longer be in the body. It would be cleared and patients
would heal themselves.

Also, the application that I promoted at the time as the entry-level application was the one that
I was aware of that required very, very low levels of protein. And that was generating an immune
response, ergo, a vaccine, because the immune system is a natural amplifier of a biologic effect
from a very small amount of protein. So that was the genesis. It started off with RNA as a drug
because it had these intrinsic safety advantages, and then the application of vaccines as the entry-
level medical indication for use of the technology.

Now, moving toward the present, in the latter nineties, about a decade after I did all this work,
I was contacted by a scholar at the University of Pennsylvania named Kati Karikó, who was
impressed with what I’d done and wanted to get involved in RNA delivery and this vaccine
indication. And so I spoke to her about the problems with the tech, which were that it was highly
inflammatory in particular, as well as inefficient, but introduced her to some senior scientists in
the RNA world that were working on stabilizing RNA. I then invited her to a conference that was
held in Annapolis that I was organizing. Kati was working with a gentleman named Dr. Drew
Weissman.

Weissman is part of Tony Fauci’s close circle of people that Tony has personally trained. And
Kati and Drew recognized in the literature that there was evidence that if RNA included a
modified uridine-base called pseudouridine, that it would be more stable, and in particular, less
inflammatory for an RNA.

So they took the work that I had done—the technology with the RNA synthesis and the
structure of the vector—and instead of using a cocktail of a A, U, G, and C to manufacture that
RNA as separate bases that would be polymerized, they used a cocktail of A pseudouridine
instead of standard uridine G and C to manufacture the product. They found that when they did
that, and they injected it into animals, they didn’t have a strong inflammatory response in the
same way as before. And it produced very high levels of protein.

On this basis, they had a patent issued and then began touring the world, promoting the idea of
RNA vaccination using their modification. That’s the basis for their claims that they invented
mRNA vaccines and should be awarded the Nobel Prize, and were awarded the Alaska Award
and many other global awards for their modification to what I’d done. The thing about what they
did by adding the pseudouridine is they overcame the problem of the hyperinflammation that had
bedeviled the cationic lipid-based (positively charged fats) RNA delivery systems.



But what they didn’t realize, apparently, is that one person’s reduction in inflammation is
another person’s immunosuppression. So, we now know that pseudouridine is actually very
carefully regulated in the cell. It’s not used in a distributed way all through an RNA. It absolutely
is used to regulate inflammation and inflammatory responses in cells and it is used to extend the
half-life of the RNAs that a cell might provide if it chooses to modify some of those uridines to
form pseudouridines.

Basically, what they did was take a very crude approach, put in pseudouridine all the way
through the mRNA molecule, which is absolutely not what natural RNA has, and then used that
for the injections. They still subscribed to the theory, as did Pfizer and Moderna, that these
RNAs in the vaccine would last only for a short period of time in the patient. And they also
subscribed to the theory that they would stay in the deltoid after injection, but the data showed
that they didn’t stay there. In fact, the mRNA goes all over the body and produces remarkably
high levels of protein.

What wasn’t appreciated until very recently, because no one did the studies (even though they
should have, and the FDA should have required them), is both the biodistribution and the
pharmacokinetics of the therapeutic. This reveals to us the duration of the drug product in the
body and how long it is active. What we now know is these hypermodified RNAs that aren’t
really natural RNAs—manufactured by way of the University of Pennsylvania patent—are both
apparently immunosuppressive and absolutely result in very, very long-term stability of the
RNA, so that the RNA is able to be recovered from lymph node biopsies in humans for at least
sixty days, if not much longer. This is absolutely not the way that a natural RNA works.

Thus, what they ended up developing and ultimately using in all of us was a molecule that in
some ways is more like DNA, but also has some of the characteristics of RNA, which can be
used to produce protein, and it still has this extremely long half-life and this immunosuppressive
property.

To that end, what was placed in all our bodies is fundamentally different from what I had
proposed and its behavior in humans is fundamentally different, and it absolutely should have
been rigorously tested to demonstrate safety and its pharmacokinetics and its biodistribution. But
that was not done, it was not asked for, and was not required by the FDA. That was a major
dereliction of duty on the part of the FDA. They absolutely did not do what they were supposed
to do, and that came in two forms. They didn’t do the fundamentals and they didn’t apply the
fundamental standards of good laboratory practices for what they did do.

And then the FDA, for some strange reason, applied the checklist for a standard vaccine
technology when they should have applied the checklist for a gene therapy technology. I was one
of the first to point out that this was actually a gene therapy technology, and I was resoundingly
fact-checked and demeaned about having said so. However, in the SEC filings for both Moderna
and Pfizer, they specifically acknowledged that these were gene therapies.

The reason why I believe there was such pushback to the term is because had they
acknowledged that they were gene therapies, which they were, it would have revealed that the
FDA was asleep at the switch and not applying the checklist of a novel gene therapy technology.
That would’ve included the genotoxicity reproductive toxicology analyses that the FDA did not



require Pfizer or Moderna to do.
So there was very widespread dereliction of duty down to the level where a lot of the tests that

are reported weren’t actually done with the actual biologic material with the vaccine itself, but
with other RNAs, such as luciferin RNA and other surrogates. Had I submitted a package like
this for one of my clients, as a regulatory specialist, I would’ve expected the FDA to
immediately reject it and tell me to go back and do the work that I had failed to do.

The next question is why. You had collusion and cooperation and advocacy for this technology
between the Vaccine Research Center under Tony Fauci’s oversight and University of
Pennsylvania with Drew Weissman, Tony Fauci postdoc researcher, and BioNTech. Then there’s
Moderna, which was developing and eventually deployed a vaccine that was engineered by the
Vaccine Research Center at NIH. There had never been an mRNA vaccine widely deployed in
the world ever, but there was a clear belief from Dr. Fauci that this technology represented the
future.

There were also the nongovernmental actors. At that point, it had a major investment and
support from Bill Gates and his foundation, who believed this was a fundamental advance in
technology. It had clear, explicit backing from the leaders of the World Economic Forum who
believed, among other things, that it represented a step forward toward their agenda of
transhumanism. They speak about this in their own documents. And the logic was that if the
RNA vaccine technology could be deployed, it would create a situation in which those that were
supporting this tech would’ve overcome the ethical objections that they knew existed to
genetically modified organisms, including humans. If there was a crisis like this that they were
able to use this type of gene therapy technology for, it would have the advantage of then
overcoming ethical barriers to willingness of the population to accept other genetic
modifications.

There had never been anything like this deployed before. There were a number of highly
influential individuals, including Tony Fauci and Bill Gates, who very actively promoted the
technology. The Vaccine Research Center, which had experienced failure after failure after
failure, historically, to develop a vaccine that was licensed—including West Nile, Ebola, a
universal influenza vaccine, and most notoriously HIV, which was the very reason why the
Vaccine Research Center had originally been created. All of these had been major failures,
despite billions in funding from Congress. And they had gone through a series of technologies,
including DNA vaccination and adenoviral vector vaccination, and believed that they finally had
a winner technology that they were going to very actively promote, which was the RNA
vaccines.

It’s also important to remember that the RNA vaccine technology was basically brought off the
shelf and actively advanced because of a funding program from the Defense Advanced Research
Projects Agency (DARPA) that was implemented a few years ago. DARPA had actually seeded
most of the mRNA drug and vaccine technology startups through this historic program. But up
until the time of this event, those startups had largely failed.

Moderna was a failing company because of all the toxicity and other problems and failure to
show effectiveness for their various syndications with the mRNA technology. But in this case,



for some reason, it was pushed despite other options being available. More traditional vaccines,
such as Novavax, as well as early drug treatments were available. All these things were largely
suppressed to push just this one technology that was kind of a poster child, a golden child, of all
the major players—DARPA, the Gates Foundation, the World Economic Forum, and Tony
Fauci.
 
QUESTION: So you provided the background as to why they pursued this technology, in
addition to what it is. Moving forward, obviously the Moderna CEO announced they have
fifteen more messenger RNA vaccines in the pipeline. In the past, we could assume a bad
vaccine design would go by the wayside either because it wasn’t profitable or it wasn’t
feasible to develop, but is there a concern that we’re now on a new paradigm where they’re
able to get some sort of approval for something that should never be approved—despite
concerns of inflammation and other health risks?
 
MALONE: The FDA is completely compromised now. The world can no longer rely on them as
an objective rigorous assessor of safety and effectiveness. Some of the fatalities here are the
credibility of the FDA, the credibility of the CDC, the credibility of the NIAID, the credibility of
the hospital systems, and the credibility of physicians. Substantial damage has been done through
this policy of rushing out products before they’re ready and kind of taking a “damn the
torpedoes” approach, combined with all the censorship and propaganda and defamation.

What I mean is the things that have been done that are breaches of the law and fundamental
bioethics go on and on and on. They’ve basically destroyed my industry, which is why I’ve been
such a vociferous objector as I saw this happening.
 
QUESTION: Knowing what you know today, would you say that it is not worth pursuing
mRNA for vaccines in the future, even for pathogens that don’t contain a pathogenic spike
or something with similar toxicity?
 
MALONE: I think that the use of pseudouridine was ill-conceived, rushed, and should have been
much more rigorously tested, but the idea of mRNA as a transient way to produce a protein on
short notice? There’s a lot of fundamental good things about that. And remember that mRNA can
work without the cationic lipid, though it’s not required. There are companies like CureVac in
Germany that don’t use the pseudouridine, and Moderna wasn’t going to use it but they were
arm-twisted into doing it. But originally, it was only BioNTech that was gonna use the
pseudouridine. CureVac is backed by an interesting character named Elon Musk, and is busy
developing a rapid-manufacturing, small-scale platform for mRNA vaccine products.

The idea behind this is still viable, and I published it in a paper a few years ago, which is
basically about rapid response vaccines. There’s undoubtedly a need for this ability to quickly
develop a vaccine candidate product on a very abbreviated timeline for a novel engineered or an
unexpected inner species crossover virus. That’s not to say that it should be deployed globally
without adequate testing, but having the ability to rapidly manufacture something that can be



used in a limited way as an experimental use authorized product still has enormous need and
merit.

But it’s one thing to build that for, say, Special Forces, who might be willing to accept it with
appropriate informed consent. It’s a totally different thing to jam it by mandate into millions of
arms, or billions in this case.
 
QUESTION: After everything we know about all the inflammatory reactions and the
autoimmune diseases we’re seeing, what are your biggest concerns about the long-term
medical adverse effects to the general population?
 
MALONE: The data is increasingly suggesting that particularly with people receiving three
doses, there seems to be a dose-dependent immunosuppression, which is associated with
reactivation of latent DNA viruses, particularly Epstein-Barr Virus. That’s really what’s
responsible for a significant fraction of the malaise, achy joints, things like that, that people
experience as a post-vaccination syndrome. And this immunosuppression also does appear to be
associated with an increased risk of cancers, and in particular, more aggressive cancers than
might otherwise be normally observed.

Therefore, the long-term risk here that we have is particularly with the folks that have received
three or more doses. They have substantial longer-term immunocompromise with the
consequences of viral reactivation immunosuppression. This is when people talk about the AIDS
or acquired immunodeficiency syndrome associated with the vaccines. They’re not talking about
HIV as much as they’re talking about this T-cell deficit that’s associated with it.

There’s also, of course, the myocarditis problems. If you do the rigorous assays in a
prospective fashion, what’s observed is that the majority of patients who receive these vaccines
develop at least a subclinical myocarditis, and this is why the high-performance athletes are so
wary of these products—because they’re being actively monitored for their physiologic
functions. Because they’re being so carefully monitored in their performance criteria, oxygen
lung capacity, and the like, they’re able to see 5 or 10 percent decreases in their function. In a
high-performance athlete, that’s the difference between winning and coming in with the rest of
the pack. So that’s why there’s so much hesitancy there.

And if you apply that kind of prospective analysis, what’s discovered is that the vast majority
of people who are vaccinated have some degree of cardiac damage from these mRNA products.
 
QUESTION: So do you believe that the long-term risks from the mRNA vaccines are worse
than those from the adenovirus vector vaccines, and is it because of the pseudouridine?
 
MALONE: Yes, it’s a combination of things. So the pseudouridine is a new addition to the story,
but we clearly have toxicity from the lipid nanoplex itself. And we know that because Moderna
did studies on an influenza vaccine—so no spike protein was involved—and at a one hundred
microgram dose. Eighty percent of the patients enrolled had adverse events and about 40 percent
of them had grade-three adverse events. That’s absolutely not an acceptable level of toxicity, but



that’s intrinsic to the nanoplex.
It’s a combination of the pseudouridine incorporating into the RNA and the toxicity of the

lipids and the toxicity of the complexes as a whole, which is separate from the toxicity of the
spike.

So, we’ve really got three categories of toxicities. We got the payload toxicity—that’s your
spike issues. We got the cationic lipid and associated nanoplex toxicity. And we have the toxicity
of the pseudouridine incorporating molecule, which is not really a natural RNA; it’s something
else altogether.
 
QUESTION: Can you look in your crystal ball six to twelve months from now? What are
some things that you forecast based on current trend lines and the data that you have
access to? What do you believe will either be more prevalent than we know now or will be
things we will be talking about as they relate to the COVID vaccines, COVID treatments,
anything involving COVID? What do you forecast six to twelve months from now will be
the primary discussion? (We asked Dr. Malone this question in the spring of 2022.)
 
MALONE: Well, on the treatment front, the Merck and Pfizer drugs are really fairly toxic and
not particularly effective. That will come out publicly. The deadly nature of remdesivir will
become more and more clear. The safety and effectiveness of the early treatment strategies that
Drs. Tony Urso, Ryan Cole, and Peter McCullough and everybody have been promoting will
become clearer. So it will become clearer that there were unnecessary deaths due to suppression
of early treatment.

As for the vaccines, because the Pfizer data package will continue to roll out and continue to
be nitpicked, you’ll learn more and more about the various malfeasance that’s occurred. There
will be increasing awareness of the reproductive risks and the coagulopathy, stroke, blood
clotting, autoimmune disease, and this kind of chronic malaise of the post-vaccinated. Those
risks will be known to a greater extent. I think that there’ll be increased awareness of the damage
to immune systems and the dangerous consequences of that.

I’m increasingly focused on what has been done under the guise of COVID by the World
Economic Forum and its acolytes, and the logic of transhumanism and human modification. I
think that if I have my way about it, that’s gonna become much more a part of the national
dialogue. And there’ll be a growing awareness of the intentional infiltration of the Western
democracies by the World Economic Forum, specifically its young leaders trainee program.

The narrative, I think, is gonna turn more along the lines of COVID being a gross
overreaction. And seeing that increasingly now, as people are talking about the overly
pessimistic projections of morbidity and mortality that drove global policy and national policy
information is going to become more and more common knowledge—that the stress scenarios
were grossly overstated, and that threat scenario was weaponized for a variety of purposes that
had nothing to do with public health.
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CHAPTER 14

Brook Jackson: Malfeasance or Malevolence?

et us begin with questions that likely have no comforting answers.
How is it that three-quarters of the COVID deaths globally occurred precisely after the

vaccines were released in December 2020? How is it that numerous countries throughout 2021
and 2022 reported more cases per 100,000 among the vaccinated than the unvaccinated? How is
it that there is zero correlation between high vaccination rates and lower COVID case or death
rates, and some studies show varying degrees of reverse correlation?

How is it that already in February 2021, Pfizer (according to court-released documents) knew
about nine pages’ worth of injuries and maladies covering nearly every part of the body?

How is it the Vaccine Adverse Effect Reporting System (VAERS), which is known to
woefully underreport the scope of vaccine injury, reported 1.33 million adverse events, roughly
166,000 hospitalizations, and over 29,000 deaths, as of July 2022? How can something go from
being heralded as perfectly “safe and effective” by every government and medical entity on
earth, but then turn out to be response for more self-reported adverse events than any vaccine in
human history?

To illustrate the dichotomy between the promise of the vaccine, and the sobering reality,
consider that the New York Times predicted on December 13, 2020, that at 95 percent efficacy,
there would be just 131,200 COVID cases in the U.S. Without the vaccines, they predicted there
would be roughly 2.4 million cases.108

In reality, there were over sixty-eight million more cases from January 1, 2021, through early
July 2022. Just from December 2021 until July 2022—after a majority of adults were vaccinated
and most seniors had been boosted—there were almost forty million cases!

Clearly, this was not some innocent mistake. The gap between their promise based on the trials
and the reality is simply too wide to bridge. Undoubtedly, Pfizer had to know their trial data was
fraudulent. However, we need not speculate as to that point.

Enter Certified Clinical Research Professional Brook Jackson, who was hired as a regional
director for two of the Texas clinical trial sites for Pfizer’s contractor, Ventavia Research Group,
during the phase 3 trial. She will testify to damning evidence of fraud at every stage of the trial
protocol and implementation.

The soft-spoken Texas mom, who has worked as a clinical trial auditor for many years, was
hired by Ventavia in the critical month of September 2020 to oversee site management of the



trial centers in Fort Worth and Keller, Texas—two of Pfizer’s 160 clinical trial sites. She was
fired before the end of the month after reporting documented evidence of fraud, fabricated data,
and violation of clinical trial protocols at every level of the operation. According to Jackson, the
entire trial had been unblinded, thereby sabotaging the crown jewel of the science behind
randomized controlled trials.

Because of the impending federal court case over her termination, Jackson was unable to
apprise the public of what she knew for a full twelve months after she was terminated. She first
divulged her allegations, including the bombshell fact that the trial participants in her sites had
been unblinded, to the British Medical Journal. The rough details of her allegations were
published in an article in BMJ on November 2, 2021.109

As of this writing, Jackson’s allegations are the subject of a federal complaint in the U.S.
District of Eastern Texas against Ventavia, Pfizer, and Pfizer subcontractor Icon PLC for
wrongful termination and violating the False Claims Act.110 However, her claims and
accompanying evidence point to more than just fraud, but a willful disregard for human life by
knowingly injecting the entire world with a dangerous concoction. We therefore call Brook
Jackson to the witness stand to hold Pfizer accountable for mass injury and death caused by their
shots:

QUESTION: Let’s start with the inputs that can make all the difference in determining the
outcome of a trial. Can you design a trial plan/program to get you the desired outcome you
want? When we saw the original Pfizer data that says 91 percent reduction in COVID with
only a small number of people experiencing adverse reactions, you are alleging straight-up
in your federal complaint that there was fabrication and falsification of blood draw
information, vital signs, signatures and other essential clinical trial data. You aren’t just
saying that they violated protocols like safety and privacy, but are you straight up saying it
was fabrication?
 
JACKSON: For this trial specifically, what my former company did very well was market their
study. They were very good at advertising open spots in the study. We were in the middle of a
medical district with a lot of physician offices. Texas is a very diverse state so the demographic
was diverse. The outlook on clinical research was typically favorable. So it was the perfect
opportunity for Ventavia to quickly enroll many participants in Pfizer’s study, which is what
they needed. But there was such a rush to allow Pfizer to get to market first that they enrolled
participants who were not eligible based on prior medical history.

We were not reporting adverse events or, oftentimes, there was a delay in following up on
them. One suspected vaccine injury took eleven days before there was any follow-up and those
are required to be reported to the sponsor within twenty-four hours, so they were ten days late.
This kind of stuff happened daily. My reporting it to my managers started on day two of me
being there on September 9, 2020.

When I first walked into the clinic, we started talking about the things that needed to change. I
was hopeful. My recommendation was to immediately stop enrolling into the study so we could



quantify what errors had been found, so we could alert Pfizer of the things they needed to know
about, specifically the unblinding of the approximately 1,200 patients that had been enrolled to
date. They were at three locations in Texas. All the patients enrolled in those sites had been
unblinded.

It’s truly hard to overstate the importance of this finding. I want to point out that several
months into the trial, the patients were purposefully unblinded by Pfizer, a fact known to the
FDA and the public, but the unblinding I am talking about happened prior to that. I’m not a
scientist and I am not a doctor, but when patients are blinded in a trial, there is a reason for that.
It’s to prevent bias from being injected into the study, and that was especially important for this
vaccine study because of how the trial was designed. They decided to pause enrollment and we
would go through these charts more carefully and involve the sponsor because of the unblinding;
in addition, the storage of the vaccine wasn’t being monitored, and it was out of range for
months based on the protocol’s specified temperature range. We should have immediately
quarantined that vaccine.

There were also other important breaches of elementary clinical trial protocol. The new CEO
of Ventavia is still in the study and her children are as well. At the time of the enrollment pause,
they were bringing friends and family in to quality control the data. I was shocked. I couldn’t
believe it. It is actually in Pfizer’s own protocol as part of the exclusionary criteria that no family
members or friends are supposed to be enrolled in the study. You can go to Ventavia’s website,
where the new CEO Marty Anderson is introducing herself, and she tells you that she is a clinical
trial participant herself.

It’s concerning that they had no regard for following the protocol, which is the gold standard
for the type of study they are running, especially for a product that would be universally
distributed or even mandated like never before. I found more than twenty-five patients that I
audited did not meet inclusion criteria. Some of the participants were on medications that would
exclude them; others had medical histories that would exclude them. The first question that
popped into my mind with the CEO and her children was whether they got to pick which arm of
the study they participated in. Did they get to choose getting the vaccine?
 
QUESTION: How do you follow up on who did and who did not get COVID during the
study, and who experienced adverse events?
 
JACKSON: Ventavia was severely understaffed when I was over at these clinical trial sites,
especially the one in Fort Worth. We had five exam rooms and sometimes only four or five
coordinators. When you are seeing more than forty patients a day, it is impossible to make sure
you are conducting the visit with patient safety and protocols in mind.

That’s why I’m 100 percent confident things were missed and adverse events were not
reported. They were not able to follow up with patients. That’s where the fabrication of data
comes in. If there was a data point that was missing on the charts we were auditing, they would
just fill it in blindly! I watched a clinical research coordinator fabricate a blood pressure reading
because it was not collected at the time of the visit.



 
QUESTION: You’ve already discussed the nature of some of the disqualified people
participating in the trial, but what about the quality of the people administering it? For
example, who actually stuck the needles in the arms and what can you tell us about the
shots themselves? You lay out in your federal complaint that you witnessed the unblinding
of participants, using unqualified people to inject, needles that were the wrong size,
different concoctions not pursuant to protocols, members of Ventavia leadership being
enrolled in the trial, signatures being forged, and data being backfilled and forged with the
COVID vaccine. Can you provide some specific examples of those allegations?
 
JACKSON: There was such a push by Pfizer and Ventavia to enroll, enroll, enroll. The faster the
better. I don’t think Ventavia cared about the reasons behind the rush. They were worried about
the money and being first to market. Ventavia was mainly paid on a per-patient basis, so every
patient they enrolled was money in their pocket.

They were putting unqualified people in important roles, such as preparing the shots,
administering the vaccine, and storing the contents. During my first day when I was getting to
know my staff, it really stuck out to me that the receptionist at Ventavia was also responsible for
being the unblinded vaccinator. To prevent unblinding or unmasking, she was the only one to
know what the participants were getting. There should have been a backup.

But she was a receptionist, and in between those duties, she would be responsible for preparing
and injecting these study participants. When I went to look at her qualifications and her
background, she had zero medical experience. She had donated some time to a children’s
hospital or something like that. Other than that, she had worked at a restaurant before coming to
Ventavia.

The unblinded vaccinator at a different location had been a medical assistant but had zero
protocol training. She had already injected I can’t tell you how many participants. Thus, not only
were some of the vaccinators unblinded due to their other duties, but they were also unqualified
from a medical standpoint.

This is not just about spilled milk from the past. This is about making sure this never happens
again. Somebody has got to stop Ventavia from enrolling patients into any more trials. Their
bread and butter are vaccines. They are a preferred site of many pharma companies, Pfizer
specifically. The last time I checked, Ventavia was enrolling in forty clinical trials and these
studies are a mess.

Just how sloppy is their oversight? On one monitoring visit, which is conducted by either the
pharma company itself or the contract research organization (Icon), the first thing that stuck out
to me when I read the report was death. It was a death the monitor found during the visit to go
over the data that the site had not reported to the institutional review board. A death is something
you report immediately.

In recruitment, you can look at certain disease processes and you can include certain patients
in a trial and exclude others, but I’ve never seen a direct target of high-risk patients and of
patients that fall into a high-risk category of catching a disease, such as health care workers and



first responders. They were targeting this group of people. Even knowing Ventavia was so far
behind in their data entry and they were receiving mislabeled samples in the laboratory—red
flags that Pfizer and Icon were both aware of because I was included on those emails—they still
incentivized Ventavia to enroll more by offering them a bonus. And they offered them an
increase in the number they could enroll weekly, as long as they could guarantee they were from
that high-risk category.

The bottom line is that all of the data you see publicly is all scrubbed and is not from the
original trial site paper trail. That is what makes the Pfizer data bogus from head to toe from the
day they released it. You are never going to see the site-level data unless those of us on the inside
show you. What the public will see, what the FDA has been sued for, is the cleaned-up version
of what is at the site level. So even if you succeed in FOIAing those documents, they will not
reveal the errors I saw firsthand.

To give you an idea, when Ventavia is seeing a patient, every data point is captured on paper.
So, we have source documents with date of birth, age, height, weight, sex, comorbidities,
medical history, and medications. It follows the trial from start to finish and everything is
captured on paper.

From that source, all that information is transcribed over into an electronic platform that Pfizer
uses. So that opens the possibility for there to be errors into that transcription. Then they have
somebody from Icon come to the site and compare the paper source against what was entered
into the electronic system. There’s an audit trail. I’ve looked at the electronic data that has been
released by the FDA and that is the cleaned version of what Pfizer wants you to see.

Everything I am telling you, I have internal documents, text messages, phone calls, and audio
recordings to back it up. Everything.
 
QUESTION: You also allege a failure to secure informed consent. What exactly does that
mean?
 
JACKSON: In order to participate in the study, you have to sign an informed consent form. It’s
pretty long, about twenty pages, if I’m remembering correctly. That is something a coordinator is
supposed to make sure the patient is fully informed about. The sites were so busy and so
understaffed that it became the job of the marketing team, kind of like a call center, to explain
the ins and outs of the study visit so that when they came, they were ready to go. When patients
got to the site, they were brought to an exam room, given the informed consent, and shown the
place to sign.
 
QUESTION: Can you describe the events that led up to your dismissal?
 
JACKSON: On the first day I was there, I had to step in on an informed consent that was being
given. They were doing a quick overview and I intervened and went over it in detail with the
patient, which took about two hours. You are talking about a novel virus and a novel vaccine and
a mobile app to capture any adverse events. It takes at least some time to understand that, but



they were so interested in getting patients in and out that hundreds of patients were improperly
consented. There were even missing signatures and missing dates.

My management team just told me to put all of it on a list because they were so overwhelmed
with what I was bringing them. Then the next time I opened up a chart I had flagged because the
patient’s signature was missing, the signature would now magically be there, even though it was
obvious the patient would not have had enough time to return. The staff must’ve just forged it.

They chose the route of lies and cover-ups rather than cleaning up the trial because it was all
about quotas and time. I have a text message from one of the managing members at Ventavia that
says not to inform Pfizer we were pausing the study, and instead to tell them we are actually in a
perfect place.

When I first started, I was excited about the pause because I thought they were taking me
seriously, and we were going to make things better. But when I saw that message, I was gutted.
They were just going to clean things up so they didn’t get in trouble. They actively forged data. I
was deflated. I knew what Ventavia was doing and I didn’t want to be complicit in their scheme
to cover up fraud.

I was eventually called in to discuss the pictures I had taken about various things I had
documented, and I took them only to show my managers what I had found. I felt like I was being
interrogated. My manager was attacking my integrity and asking me what my intentions were in
taking the pictures. I’m crying in the audio because I was so upset.

After that meeting, I went home and talked to my husband and we made the decision I was
going to talk with the FDA. In that complaint I listed fourteen different concerns I had about
patient safety. That is what this is all about for me. These patients are people. They matter, they
are in danger, and this clinical site is operating beyond its legal, moral, and scientific scope. A
few hours after I filed the complaint, I got a call from Ventavia and I was fired after less than
three weeks of work. I filed a False Claims Act lawsuit against Ventavia, Icon, and Pfizer and the
case immediately went under seal, which means I was ordered not to discuss the study.
 
QUESTION: For seventeen years, you’ve been working on vaccine trials. Before the
COVID vaccines, you worked with Ventavia previously. Did you ever feel uncomfortable
with anything you saw about safety, protocols, cutting corners that would affect the
confidence in the safety or efficacy of the therapeutic you were working on before this
trial?
 
JACKSON: Absolutely not. My experience is going on twenty years with site management level
and clinical research organization experience in all phases of medical device, pharmaceutical,
and biologics trials to include vaccines and infectious diseases. I’ve never been a part of any
phase or size of clinical trial where I saw as much misconduct as I saw with Pfizer’s phase 3
vaccine trial for COVID-19. I have global experience in clinical research, and I have worked in
other pharmaceutical studies where Pfizer was the sponsor. I had never seen any misconduct like
I did with the COVID study.

Ventavia Research Group continues to be invited by all the Big Pharma companies. They are



pretty big players. There has to be some accountability for what they have done. I also want
government accountability. I alerted the FDA about Ventavia’s misconduct, and when I spoke to
the inspector at the FDA for over an hour, she said the same thing but there was no action. And
it’s not just Ventavia that needs to be held accountable. Pfizer is responsible for the overall
conduct of the study no matter what. When I realized that after the initial sixty days they had to
investigate, they weren’t going to do anything but kick the can down the road, that also makes
them complicit in this fraudulent scheme to cover things up.

On the FDA’s own website, they say they rely on the pharmaceutical company’s data in order
to determine whether or not to approve a medicine or a vaccine. There is no safety net for the
public. If Pfizer and their contractors play loose with the data, the people will never know—until
they experience the harms with real-life human tragedies, as we’ve witnessed since 2021.
 
QUESTION: How did this experience, and what you went through, alter your view of the
way COVID was treated and perhaps the vaccine approval/testing process as a whole?
 
JACKSON: I was one of those people who woke up really late. I’m not a political person. I have
a small family and we do lots of soccer and volleyball, and I kind of stayed away from all of that.
We are not antivaxxers. We typically get our flu shots every year. But my mind has been
changed and my life has been turned upside down because of this virus, the vaccine, and what I
happened to stumble into in terms of all the fraud and misconduct that I’ve seen from the clinical
trials to the federal government.

Now I find something that shocks the hell out of me every day.



H

CHAPTER 15

Stephanie de Garay—Erasing the Vaccine Injured from Humanity to
Serve the Sacred Cow

ow is it that as of February 2022, there were already over 1,000 peer-reviewed studies
discussing vaccine injury, yet there was never any desire to investigate, much less pull the

faulty vaccines?111 Clearly, this was the intention during the clinical trial itself—to see no evil
and hear no evil about any injuries.

While Brook Jackson’s testimony offers a glimpse into how the Pfizer clinical trials were
fabricated, Stephanie de Garay’s testimony about her daughter’s severe, life-altering injury
during the trial reveals the human cost of that fraud. It also provides a harbinger of what was to
come as the entire global population became not a human trial but an animal trial.

Stephanie de Garay and her husband were eager to get back to normal life after the lockdowns
and, like so many other Americans, were convinced that accelerating a vaccine trial was the only
way to “earn” back our freedom and way of life. Thus, they signed up for Pfizer’s clinical trials
along with their three children. Ultimately, the parents weren’t accepted in the 2020 adult trials,
but their three kids participated in Pfizer’s twelve-to-fifteen-year-old and sixteen-to-seventeen-
year-old trials.

It is a choice that the de Garays wish they could take back.
Their twelve-year-old daughter, Maddie, suffered life-altering paralysis, neurological damage,

and multiple systemic inflammatory and debilitating syndromes within hours of receiving the
second dose of Pfizer in January of 2021.

One would have expected that if a healthy twelve-year-old suddenly became disabled from the
shot within hours, Pfizer, the FDA, and Cincinnati Children’s Hospital, which was the trial site
investigator for Maddie, would have immediately diagnosed and treated her injury with
compassion. One would have expected all the players involved to study every pathophysiological
angle of the vaccine injury, properly document it, warn all the other trial participants, and help
fund research into diagnosis and treatment of those injuries.

But then one would learn the hard way to no longer expect those things, because compassion is
in short supply here in the Fourth Reich.

Instead, in the new biomedical supremacist world where we find ourselves, to this day Pfizer
and the FDA refuse to recognize the severity of Maddie’s injuries. Cincinnati Children’s
Hospital refuses to diagnose this as an injury resulting from the shot they administered. Maddie’s



debilitating injury was never properly recorded in the clinical trial data. There was no effort to
study the origins of her injury and find the culprit within the concoction of the shots. The de
Garays were left on their own for legal and medical help as expendables, and an inconvenient
testament to what was to become the most sacred product in the history of mankind. Maddie’s
story is a microcosm of millions of ignored injuries.

See, you were made for the sacred cow; the sacred cow wasn’t made for you.
After all, if a twelve-year-old girl who becomes nearly paralyzed from the waist down and

needs a feeding tube as a result of the shot in the actual clinical trial never resulted in
acknowledgement—much less treatment, studies, and policy changes from Pfizer—how much
more should all those injured outside the trials expect to be recognized? To our government,
pharma, and most hospitals and doctors, those who suffer in silence simply don’t exist. The
vaccines are completely safe because anyone injured wasn’t really injured. It either never
happened, is just in their own mind, or is a coincidence. In Maddie’s case, they used all three
excuses.

It wasn’t until the de Garays found a private doctor who wasn’t beholden to insurance
companies that Maddie was diagnosed with chronic inflammatory demyelinating polyneuropathy
(CIDP) resulting from the vaccine. CIDP is a rare, horrific disorder of the peripheral nerves that
targets the body’s nervous system and results in gradual sensory loss and weakness associated
with loss of reflexes. Indeed, it was one of the hundreds of maladies listed in Pfizer’s
confidential document ordered released by a federal judge, which demonstrates they knew about
CIDP as an associated injury no later than February 2020.112

So that this can never happen again to another child, we call Stephanie de Garay to the witness
stand to tell the world the horror of her child’s vaccine injury and the response to it.

QUESTION: Can you tell us when you got involved in the Pfizer children’s trial and
describe your thoughts in deciding to go ahead and volunteer as a participant?
 
DE GARAY: We found out about the trial from a friend who was in the Pfizer trial for adults at
Cincinnati Children’s Hospital, and my husband and I actually signed up first in July of 2020.
We received all the paperwork they had through email, and then all the communication suddenly
stopped, so we just assumed there were a lot of people that were in the trial and we weren’t
needed. Fast-forward several months later and that same friend had a son enrolled in the teenage
trial. My middle son, Lucas, found out about it and expressed a desire to join.

So, in terms of the motivation, there was a small monetary compensation for it; I think it’s like
a thousand bucks or a little more over a period of two years. But for a kid who couldn’t work and
also wanted to have a life, this was a great opportunity to take off the mask and get back to
normal life.

My friend, because she was in the trial, was unblinded and we knew she had received the
actual vaccine and had no reaction to it. I also knew several adults and kids who were in the trial,
so I was not worried when Lucas asked to do it. Our other two kids, Gabe, the older brother, and
Maddie, the younger sister, found out and wanted to participate in the trial too.



Keep in mind, these kids and everybody had been in lockdown, thus the fear had been placed
into them and we’d been told all along that these vaccines were going to make it all go away.
This was our ticket to freedom. Both my husband and I were frontline workers—I work in a
school and my husband works in health care—so we were planning on getting it early anyway.
Now they had the opportunity to get it early and we figured they were going to be safe. Our
mindset at the time was we believed everything we were told.
 
QUESTION: At what point did you realize you were in for trouble—that this is not what
you were told and what you were expecting?
 
DE GARAY: The kids got their first dose on December 30, 2020, and there was no issue at all
with any of them. Then Gabe got COVID, so he didn’t get his second dose, per the trial protocol.
That’s the way the trial worked, like if you got COVID and it was verified, then you don’t get
the subsequent dose. Gabe was actually sick for a very long time. To this day, I don’t know if it
was just from the COVID, the vaccine aggravating the COVID, or vaccine injury. My guess is he
got COVID from the vaccine, and indeed he was later confirmed as having gotten the actual
vaccine, not the placebo. Lucas ended up getting the placebo, so obviously he had no issues.

As for Maddie, after the first dose, she had the typical symptoms where she had fever or her
arm swelled up, and she was tired, but that was everything we expected. Lucas and Maddie both
got their second doses on January 20, and Maddie had said, “Man, it hurt way worse than the
first one.” Neither of us were really that concerned at the time. They got the shots late in the
afternoon after school, but then in the middle of the night, she came into our room and said, “I
don’t feel right. Something is wrong; can I sleep with you?”

Maddie was almost a teenager, so she never came in our room to sleep in our bed anymore.
Yet, she crawled in between me and my husband, which was even more odd, so clearly
something was wrong. In the morning, we told her she didn’t need to go to school, knowing that
we had been warned ahead of time that she could feel similar symptoms to COVID for a day or
two following the vaccine. She hates missing school, so she asked to go at the regular time and
told me she’d see the nurse if she was feeling ill. Somehow, she made it through the day and
walked through the door of our home…barely.

My husband works from home, and Maddie barely made it to his office, which was right inside
the door. When he saw her, he noticed her fingers were white on the tips, looking ice cold. We
saw that her toes looked the same and she had edema-like swelling all over her body. You
couldn’t even touch her back because she had these zapping pains going up and down her spine.
Her entire body hurt really bad, she had a horrendous headache, and probably her worst
symptom was excruciating pain in her lower abdomen, near her appendix.

My husband immediately called the hotline for trial participants, and they said that they were
going to call right back. So, he called me at work and informed me Maddie was suffering some
sort of reaction to the vaccine. I can hear her in the background yelling, “Mom, my heart feels
like it is being ripped out through my neck.”

That’s when I got scared and left school to immediately go home. By then, the trial line had



called and they said to take her to take her to Cincinnati Children’s, which is where the trial was
being held, because the doctor that was the principal investigator, Robert Frenck, would be able
to have access to our charts and they’d be able to compensate us for any bills that we had. So, we
drove about thirty minutes away, all the while monitoring her vital signs.

When we got to the ER, they checked for appendicitis and they did basic blood work and a
urinalysis. When they checked for appendicitis, it didn’t show anything, so they gave her an IV
Tylenol, and Zofran for nausea. She did have blood in her urine, which is not normal, but they
sent her home because she felt better.

Shortly after she got home, all the symptoms rocketed up again and just continued to get
worse. So, between then and April, she went to the ER ten times, and then she was hospitalized
three times. The first time for three days at the end of January, the second time for a week in
March, and then for a month and a half beginning in April when they also had her in inpatient
rehabilitation. It progressed over time and her condition deteriorated; she ended up eventually
having to have an NG tube to eat. She got to the point where she could not swallow at all and
could not walk at all. She’s still in that state today over a year later.
 
QUESTION: Could you describe more specifically the symptoms she has suffered with the
past year, what the diagnosis ultimately was, and what the consequences for her quality of
life are?
 
DE GARAY: Maddie can’t feel her body from her waist down, and because of that she can’t tell
when she has to pee until her bladder is overly full. It gets to 1,000 mL in her bladder when she
goes to the bathroom once a day. For a typical person, going to the bathroom with 200 mL is a
lot, so her bladder is really stretched right now. Additionally, she has gastroparesis in the
stomach muscles, which prevents her from emptying her stomach. She has vision problems too.
We’ve been to several eye doctors and specialists, and they cannot figure out what they can even
give her, so everything she sees is blurry or double.

Most critically, she can’t swallow food. Maddie can still swallow her saliva on a typical day,
but if she gets a sore throat, she can’t even do that. She’s been on an NG tube since April 2021,
so she gets all her nutrition through the feeding tube, but she mainly survives on formula because
we can’t get enough fluid in her given that the pump can’t go very fast. She also has a PICC line
and gets an IV for additional hydration every day.

In terms of mobility, she can’t feel from her waist down and is wheelchair-bound. She can
move her legs if she’s lying in bed but can’t move them against gravity. You can put a pin into
her, and she won’t feel it at all, and her reflexes are messed up as well. Picture if your legs ever
felt completely numb with pins and needles—that’s how she always feels.
 
QUESTION: Is there neurological damage as well?
 
DE GARAY: On March 12, 2021, just one day before the data cutoff for Pfizer’s twelve-to-
fifteen-year-old trial, Maddie had an MRI of her spine. There were some minor abnormalities



that they explained away—everything that was abnormal they explained away. When she woke
up from the MRI, she was unable to walk to the bathroom; they had to put in a catheter. When
they finally had her stand up, she dropped straight to the ground. Before that day, she would be
hunched over and take tiny steps so she could walk (barely), but now after that, she could not
walk at all.

At the time, the way they explained it was that it was probably due to the anesthesia, so we
believed them. But now, after talking to lots of people and after her similar experience after the
second MRI later in June, we know it was an allergic reaction to the gadolinium-based contrast
from the MRI. Did she pick up that allergy from the shot? Who knows.

Maddie was in inpatient rehabilitation from the middle of February until June. When she left
inpatient rehab, she was able to walk in an abnormal manner, so her legs would shake and her leg
would drag. She was able to walk like that with a walker, but if she let go of the walker,
everything would spin like being on a boat. During the MRI of her brain in June, they used a
different anesthesia. But once again, she woke up and could not pee, and when this one was
done, she lost control over the movement in her neck.

Eventually, she was able to move her neck by the time we left, but she could not support it at
all. So once again, she left there unable to walk again or hold her neck, so we left the hospital
like just like that—in worse shape than before.

Later on, with additional testing, we discovered she had a reaction both times to the
gadolinium-based contrast from the MRI. To this day, we don’t know if that was a pre-existing
allergy (she never had an MRI before) or something generated by the inflammatory response to
the vaccine. We also found out she is allergic to heavy metals as well. So, a lot of times people
develop allergies—and this is something I never previously knew—from vaccines or viruses.
 
QUESTION: Can you describe Maddie’s quality of life at this point? Physically, she’s
confined to a wheelchair, but what about in terms of functionality, learning, thinking,
processing information, speech? Is she still in a lot of pain?
 
DE GARAY: She is in a wheelchair. She can’t take showers by herself. I have to help her to the
bathroom and put on her pants. She has lost her independence, most of it, but she can get around
in her wheelchair if she’s on a hardwood floor. In terms of her brain, she gets exhausted very
easily. She was going to school for an hour and a half to two hours a day, and then we were
doing a modified workload at home where I would work with her. She will mix up words and not
even realize that she’s doing it—that’s getting worse actually—and she’ll just call things by the
wrong name. I know what she’s talking about and now we just joke about it, because that’s life.

Maddie suffers from constant pain in her back and her neck. She still has problems like
supporting her neck. She is similar now to a baby that you hold up its head by supporting its
back, but sometimes it’ll bobble to one side or another.
 
QUESTION: Let’s take this back to early January 2020 before the Pfizer shots. Maddie is a
typical twelve-year-old girl—can you describe her physical condition at that point?



 
DE GARAY: She was in awesome physical shape. She’s one of those kids that would try a sport
and would excel. Throughout her life she played soccer, volleyball, and gymnastics. She did
dance, she did TikToks, and taught herself to walk around on her hands. I have a bunch of
pictures of her (right before she got the second dose) walking around on her hands. She even did
rock climbing. She was very strong, nonstop, and anything she would try she would just be able
to do it and just picked stuff up.
 
QUESTION: So, there were no physical conditions or learning disabilities before that?
 
DE GARAY: She was diagnosed with ADHD like countless other kids these days. So she did
take Vyvanse, but only when she was in school. And she had been diagnosed with
dermatographia, which is when if you scratch yourself, your skin raises and you get hives. That’s
it.
 
QUESTION: Let’s go back to the trial phase of Operation Warp Speed, when there was so
much hope for the vaccine. Many of us would have thought at the time that if you would
have taken a twelve-year-old girl in a clinical trial, for a vaccine for which the ingredients
and technology certainly was novel, and within a day she gets severe systemic and
multipronged reactions to it that degenerate and lead to a de facto paralysis and lack of
functionality indefinitely, that you would have had a team from Pfizer and the FDA
examining every aspect of the of this. Is that what happened?
 
DE GARAY: Not at all. I have never spoken to Pfizer—ever. The first time I talked to the FDA
was many months later, early in 2022, and it was only once, and nothing was done. I filed an
adverse event report in VAERS. The first communication I got from them was this year as a year
follow-up. They never followed up on the initial report. They approved the vaccine in May 2021,
and she didn’t have the MRI of her brain until June of 2021. They did no tests like an
electromyography (EMG) and she can’t feel from the waist down. They did the most basic tests
they could possibly do where they knew nothing would show up, and they diagnosed her with
functional neurologic disorder a day before they submitted the EUA on April 9, 2021.

April 8 is when Cincinnati Children’s Hospital put into her charts “functional neurologic
disorder” as the diagnosis, which is basically saying that this is in her head and it’s all
psychological. The principal investigator, who’s supposed to be the advocate for the participants
in the trial if anything was to happen, works for Cincinnati Children’s Hospital and he can get
into her records. Between January and April, there are notes in her chart showing he talked to all
the specialists prior to her appointment. She had to see a psychiatrist because they put her on
antidepressants, which we’ve since taken her off.

She’s done cognitive behavioral therapy and physical therapy because if you have functional
neurologic disorder that’s what is supposed to resolve it. It did not work. She never got better,
but they still diagnosed her with functional neurologic disorder. The psychiatrist collaborated



with the principal investigator, Robert Frenck, who diagnosed her with functional neurologic
disorder and anxiety.

He had two virtual visits with Maddie, so not in person, never met her before, and he’s the one
who diagnosed her with the functional neurologic disorder. The allergist talked to the principal
investigator and did zero tests. There’s so much that has happened to her that I can’t even tell
you all of it. She had rashes all over her body, she had blisters in her mouth in the beginning, and
she had lumps on her head and the allergist did zero tests.

Nothing.
Anything that wasn’t basic care, we had to ask for. They just did normal blood work and they

did do an endoscopy. All these tests showed abnormalities but there always was an explanation
for everything. There was blood in her urine basically every time they did urinalysis, and they
tried to blame it on her period, which also came ten days after she got the vaccine and it was like
she had given birth. I’m not joking. It was horrible for her very first one.
 
QUESTION: You’re telling us your daughter was a child participant in the actual clinical
trial for the most used experimental vaccine in human history, and yet after she suffered a
series of systemic reactions there was little to no desire to follow up, or even properly
diagnose, from all the investigators supposedly all over it? And you’re saying the only
conversation you had with the FDA was because you filed the VAERS report?
 
DE GARAY: It wasn’t even because I filed a VAERS report. It was because somebody else who
was injured got a call set up with them and pulled me into it to give me time with the FDA. One
thing to note, because this is important, is that while I was in the hospital with Maddie, her story
went viral. That was by accident. At that point, I thought Maddie was the only one injured by the
shot, so I was going to keep this personal. I was trying to be respectful in the beginning until they
figured it out. I had posted something on Facebook asking for prayers and my uncle asked me if I
could make it public so that his church could pray, so I said okay and it went viral overnight.
That’s how her story unintentionally got out. From there, God was in control.

Because of that, we found out about another individual who was in the AstraZeneca trial and
was injured. Somebody saw Maddie’s story and told the other injured person about it and
connected her with me through Facebook. At the time, she was being seen and studied by the
NIH, along with some other people (all adults) who had also been injured. The paper just came
out in 2022 from that study. That doctor could not treat Maddie because she was a child, but he
did talk to her neurologist, which is why they did all this additional testing after the vaccine was
approved.

He told the neurologist to assume that this is real and that he recommended intravenous
immunoglobulin. The neurologist, for a short time, told us that the more he saw us, the more he
knew this was not functional neurologic disorder. And then all of a sudden, we got a message
from him in my chart—he didn’t call us or anything—saying it’s functional neurologic disorder
and we recommend that you do cognitive behavioral therapy, which if you remember, we had
already done. This was also during the time the study’s doctor stopped talking to the participants



and responding to them. So, somebody was told to shut up.
We never signed a waiver. There was an informed consent that basically said you could have a

sore throat, swollen arm, fever, or maybe some aches and pains for about two days. Or that there
is a possibility of an anaphylactic reaction or other reactions, but they will compensate for any of
the medical bills related to the trial as they determine.
 
QUESTION: So where does that stand? Obviously, you have endless medical bills. How
much has Pfizer paid you?
 
DE GARAY: Pfizer paid me nothing. Cincinnati Children’s paid for the hospital bills that we
incurred at their hospital only, and that was after we got a lawyer involved. They did not do it
initially. That’s not for all the medicine that she was prescribed that didn’t help her and made her
worse. That wasn’t for all the lost wages that I incurred because I was a contract worker at the
time. That wasn’t for a lot of expenses. We ended up moving her care out of Cincinnati
Children’s to another local, smaller children’s hospital, just as a holding place.

In April, 2021, she did qualify for long-term care for a year because she was in the hospital for
over a month. It would pay for the copays that we couldn’t cover starting in April 2021 through
April 2022. Anything before that is the stuff that we had to fight with Cincinnati Children’s,
which was the big bulk of it. They wouldn’t even give us a wheelchair in the beginning, so we
ended up getting one on our own. It wasn’t until November 2021 that they finally gave her a
custom wheelchair. We had to have ramps installed in our house and none of that was covered.
We had to put in hardwood floors so she could roll around. We had to make her shower
accessible. All these things that you don’t think about, they all add up.

But once you tell them that she was in the vaccine trial, that’s a red flag because nobody wants
to run any tests because they know something’s going to show up. She was in the trial. At this
point, people know that there’ve been reactions, and her reactions line up with all these medical
papers that have come out. So, they don’t want to be the ones that say she has this or that because
that’s career sabotage. They will be fired.
 
QUESTION: Can you tell us a little bit about the VAERS reporting, what that experience
was like, and what it demonstrates in terms of the likely underreporting factor globally?
 
DE GARAY: I’ll talk about VAERS and I also want to explain what they’re monitoring and how
they monitor during the trial. They don’t use VAERS for the trial. If anything happens, the
principal investigator reports the incident to the sponsor, which would be Pfizer in our case, and
Pfizer reports it to the FDA. There’s no VAERS report.

So, I filled out the VAERS report because they wouldn’t tell me what symptoms were reported
for Maddie to the FDA, and I wanted people to see what happened to her and I wanted it
documented. It took me three days to be able to file that VAERS report because of the amount of
information and because it would keep timing out. I would have to start all over again because it
wouldn’t save the existing information. It was a nightmare.



With the trials, all they’re doing is they monitor you for a week or two. They use an app and
they’re soliciting information on all those limited side effects they tell you about. Did you have
abdominal pain? Was it mild, moderate, or severe? And did it require hospitalization or an ER
visit? Was there diarrhea? Arm swelling? A fever? Muscle aches?

But there is nowhere to put that you have electrical shocks up and down your spine, that your
fingers and toes are white, that you have a rash all over your body, that you have blisters in your
throat, and that you feel like your heart is being ripped out of your neck—none of that. There’s
nowhere to put that on the app. There’s nowhere to document it. The instructions are you call the
trial line—you don’t email, you call—and it’s only monitored for a short period of time.
 
QUESTION: To this day, have you seen an official report of her adverse event?
 
DE GARAY: No. I’ve asked. When I did talk to the FDA, I said I wanted to know what was
reported for Maddie’s side effects and they were supposed to get back to me, but never told me.
We have asked the principal investigator repeatedly. We even have a recorded phone call with
one of the people who worked at the trial, because they had called about something else and my
husband interrogated them. Still have not gotten an answer.

You can manipulate the data. They know the tests that can confirm autoimmune issues, so if
you don’t do those tests then you won’t confirm it. Then it’s like it didn’t happen.
 
QUESTION: You mentioned Maddie’s story went viral. Did it get picked up by any
mainstream media outlets?
 
DE GARAY: The closest to the mainstream media was Tucker Carlson on Fox News, and also
Fox and Friends did an interview with me. However, the Fox and Friends interview has
disappeared. It’s like it never happened. It aired live. You can’t find it. It’s nowhere. Just like
Maddie’s long-term injury.
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CHAPTER 16

Jessica Rose: The Data Is the Thing by Which We’ll Catch the
Conscience of the King

he final principle of the Nuremberg Code quite reasonably and morally established a
guideline that has been violated repeatedly by the Fourth Reich:

During the course of the experiment, the scientist in charge must be prepared to
terminate the experiment at any stage, if he has probable cause to believe, in the
exercise of the good faith, superior skill and careful judgement required by him that a
continuation of the experiment is likely to result in injury, disability, or death to the
experimental subject.

Imagine being one of those scientists leading the experiments for Pfizer, Moderna, and the
relevant government agencies. At what point would they have known that the greatest
experiment ever conducted upon mankind was going to result in widespread death and injury?
That is the question for our next witness, a Canadian viral immunologist and biologist, who is
prepared to show categorically that the date was January 2020. That’s right. Every day this
experiment was continued past the very beginning was a violation of the Nuremberg Code.

We have a pharmacovigilance tool called VAERS, which is operated by the CDC. This is not a
mere survey of vaccine injury. It is the one and only safety net for the American people, and
even much of the rest of the world against damage done by vaccine products approved by the
FDA. This was the system created by the CDC in 1990 in exchange for exempting the
manufacturers of all liability for injury and death caused by their products. Thus, especially when
the government knew it was introducing a novel and risky product at breakneck speed en masse
for the public to be used immediately, VAERS was the most important system they should have
monitored with the vigilance of a hawk from day one.

An unprecedented increase in thousands of maladies, including record numbers of deaths,
should have spawned an immediate cancelling of the authorization for these shots. Especially
given how hard it is to fill out a VAERS entry, the stigma against doctors identifying the shots as
the culprit, and the known underreporting factor.

What Dr. Jessica Rose is prepared to show is that either they never watched the system, or they
did and weren’t fazed by the genocide-levels of safety signals, making it unclear which one is
worse. Dr. Rose has become the foremost expert in the VAERS data for the COVID shots,



having monitored an endless stream of trends since the first month of the release of the shots. As
an applied mathematician, immunologist, computational and molecular biologist, and
biochemist, Dr. Rose is eminently qualified to compute, analyze, and interpret the level of
concern from VAERS reporting and warned the world about the sickening safety signals from
day one.

Because there is no way that similar scientists working both for the vaccine makers and the
government, as well as other high-profile promoters of the shots in the medical industry, could
not have seen these same glaring and blaring safety signals, we call Dr. Jessica Rose to the stand
to show the world the extent of the injury data, when it began, and when it should have been
known.

QUESTION: Your expertise in multidisciplinary fields is uniquely suited to analyze data
concerning vaccine injury trends, and also interpret what is undergirding those injuries.
Can you give us your mathematics and scientific background?
 
ROSE: I acquired this weird fascination with viruses when I was five. This runs deeper than
getting degrees. I am really fascinated with pathogenic viruses, so in order to explore that, I took
the academic route and started with an applied mathematics degree, which means you are taught
using mathematical modelling techniques to do viral kinetic analysis, dynamic analysis, and
epidemiological analysis.

We were taught how to learn about viral dynamics within a host, and also transmission, using
math. I had such a good time that when I was finished, I wanted to apply that skill practically. I
started an immunology degree, which is the hardest thing I’ve ever done. It was fantastic and I
had an excellent advisor, who was also a bit of a black sheep like me. He was an HIV
pathogenecist, so I got to do what I really wanted to do—study HIV—which is one of the most
interesting viruses to me.

That was a joint project, half math and half immunology, and I actually got to play in the level-
three lab. It was really fun. Then I attended a conference in Ohio with all the overlords of HIV,
immunology, and mathematics and I met my soon-to-be PhD advisor. He took an interest in what
I presented, and was astounded that anybody was doing the same thing he was doing in his lab
because there are only a handful of us who approached HIV pathogenesis from the applied
mathematics point of view.

So, as it turned out, I ended up going to Israel to do my PhD in computational biology, which
was meant to also be on the subject of HIV but it ended up being about cytomegalovirus (CMV)
and hepatitis B. This was my first go-round with big data. They needed somebody to find some
patterns using mathematical modelling techniques within this very large data set that was testing
an oral analog of ganciclovir, which is an anti-CMV drug. I completed that and I switched to
bacteria to do a postdoc looking for Rickettsia, which is a pathogenic bacterium, and analyzing
the strains using molecular techniques. Then I moved on to another postdoc in biochemistry,
where I was looking at memory proteins, which was also extremely interesting. So, as you can
see, I’ve had my feet in many ponds.



For me, there has always been this focus around viruses and I love math. I’m good at pattern
recognition, so I’m good at analyzing data. When they declared the pandemic, I was meant to
give all of that up to go to Australia to become a professional longboarder, and that didn’t
happen because you couldn’t travel. Instead, I decided to teach myself to use a statistical
programming language and the data set that I used to enable that was the VAERS data out of the
United States.

The reason I decided to do that was because very early on in 2020, I started to notice things
weren’t lining up with regard to the fear surrounding the coronavirus and the reality. I thought
they would be injecting people pretty soon and I was anticipating that VAERS was going to
become pretty interesting—and it did.

It’s a huge data set now. It has millions of reports in it, which has never happened with any
other vaccine before.
 
QUESTION: Many would assume the CDC, FDA, or even Pfizer/Moderna would have been
monitoring the VAERS system aggressively, given that we’re injecting a novel vaccine
technology against a novel coronavirus—and we’ve never developed a successful vaccine
against a coronavirus before. But if they were, they certainly did a good job keeping that on
the down low. So, it’s been left to analysts such as yourself to inform the public on what the
data says. At what point did someone with your expertise in pattern recognition discover
that this ain’t your grandfather’s vaccine?
 
ROSE: Right away in January of 2021, and you don’t need expertise for that assessment to have
been correctly made. What you would have needed is basic information on how VAERS
functions as a pharmacovigilance tool. So, if you detect a safety signal—a safety signal for death,
for example, has been historically fifty people—in the context of a biological product like a flu
vaccine, then you pull the product. Fifty has traditionally been the cutoff.

In January, we are talking about the month after the rollout in the U.S. and Israel began on
December 17, and we already had more than fifty deaths in VAERS—and that is even before we
address the underreporting factor within a complex, self-reporting system. Thus, we already had
a safety signal from only death, but it is even worse than that. We also already had safety signals
from hundreds of adverse event types. We are currently up to over 14,000 different adverse event
types reported (as of July 2022). We had neurological signals. We had cardiovascular signals.
We had pathological signals. We had immunological signals. We had death. We had
hospitalization. We had disabilities. You name it. We had already had all the signals in January
2021, before most of the public had even been injected yet.
 
QUESTION: Are you saying, from a pattern recognition standpoint, the traditional modus
operandi of pulling a product after discovering fifty deaths in VAERS was predicated on
the fact that if there are fifty such entries, which are pretty exhausting to type in because
they can take a long time, the assumption is that is just a fraction of what is really out
there, correct?



 
ROSE: Precisely, yes.
 
QUESTION: You said there were already 14,000 different adverse event categories. We
now know from court-released documents that Pfizer, and likely the FDA, knew no later
than February of 2021 that there were nine pages of maladies, or what looks to be more
than 1,000 categories of adverse events they observed. To the best of your knowledge, does
it appear that most if not all of them are represented in VAERS?
 
ROSE: Oh yes. And more.
 
QUESTION: Right away, people assume there are always going to be a certain percent of
adverse reactions to any therapeutics—even generally safe ones. Over 400 Americans per
year die from using acetaminophen, as just one example.113 So, the key is the denominator.
In the case of acetaminophen, hundreds of deaths are a scant percentage of the $1 billion
spent per year on Tylenol.

Similarly, the COVID vaccines have a really big denominator, since at the time of this
interview, over five hundred million doses had been administered to Americans. Given that
vast denominator, it’s probably not enough to say it has the most adverse effects, to be fair,
because it’s also the most injected. Therefore, what do the percentages, or the numerator,
say about the safety of these products? Are they really that less safe than what we’ve
become accustomed to with normal vaccines?
 
ROSE: I wrote an article on Substack about this very thing.114 I compared the number of adverse
events, as per the number of people who were injected, with the three COVID products in the
United States versus the flu products. Just the flu, which is one of the more accessed therapeutics
annually. I didn’t factor in any of the other vaccines. It was just to see what the ratio was.

There is about a two-and-a-half-times difference in the denominators, but that ratio did not
transfer to the number of adverse event types, or to the number of adverse events themselves—
not even remotely. There was no comparison. The number of injections being the same did not
translate to the number of adverse events.

Therefore, it is not because the number of injections being higher for COVID that we are
seeing this exorbitant increase in the number of reports. There’s no comparison. We are talking
about a difference between 39,000 average number of adverse event reports for all vaccines
combined for the last thirty years, versus 1.2 million in 2021 for just three products! There’s no
comparison.

But the patterns were recognizable in January 2021. I wrote a paper on this at the time. All the
predictions I made back then—and worse—have sadly come to pass.
 
QUESTION: As it stands at the time of this interview in July 2022, there are more than
29,000 deaths, more than 165,000 hospitalizations, and almost 200,000 doctors office visits



reported in VAERS from the COVID vaccines. Why do you believe this system is woefully
underreported? Those numbers alone would have gotten any biological product pulled by
an exponential factor. Why do you believe they are underreported, and not overreported
because anybody could be filling this out and making something up?
 
ROSE: We never need to talk about the underreporting factor because the numbers are so horrific
already, but it’s just human nature that underreporting exists. There are only going to be a certain
percentage of people who suffer an adverse event who are going to report it, and there are a
variety of reasons for that. However, in this case, there are so many adverse events occurring.

This is how I would paint the picture: you are an ICU doc. You just completed a fourteen-hour
shift. You know, because you are an experienced physician, that when ten people who came into
the ICU that night with cardiac events were between twenty and thirty years old, and just had
their second COVID injection, you know that those are likely caused by the injections
themselves. One single VAERS report takes at least thirty minutes to file online. After such a
long, grueling shift, are you really going to stick around just to make stuff up? Especially since if
you don’t complete each sequential page on time, you get booted off the system and have to start
all over again. That’s a lot of information to fill out, which makes it difficult to fake.

Not only that, but there is this atmosphere in hospitals right now where you are not even really
allowed to suggest that the injections are causing any adverse events. You are mocked. You are
gaslit. You are belittled. If anything, the doctors are being disincentivized to fill out the reports.
And patients are going to their general practitioners, they know that something is horribly wrong
with them and they know that it’s because of the injections, because they were completely
healthy before and the doctor mocks them. I’ve heard of doctors telling patients to leave because
they merely suggested it was the injections that caused their issue, so why would that doctor file
a VAERS report?

The good part about it being a volunteer system is that the individual patient can still file the
report, and the person who is suffering might actually be the best person to do it because they
have all the details. I’ve calculated that the underreporting factor for injuries may be as high as
thirty-one, based on the Pfizer phase 3 clinical trial data and their rate of adverse events. I think
that it probably varies between adverse event types. For death, specifically, my data analyst
instincts tell me a factor of ten is a decent estimate.
 
QUESTION: Thirty thousand deaths would be just as much a violation of the Nuremberg
Code as 300,000. Isn’t it true that CDC was supposed to have an office that was constantly
monitoring this, and putting out tables based on the weekly VAERS updates?
 
ROSE: Yes, but that was not done. We know that because a recent FOIA request proved it. They
claimed that is how they would be assessing the damages and they have not been doing it.
 
QUESTION: What is the benign, innocent explanation for that?
 



ROSE: There isn’t one. Moreover, there can’t be one.
 
QUESTION: Isn’t it true that VAERS mostly captures injuries that occur pretty shortly
after the time of the injection, and that the realm of possible injuries that festered, were
latent, or didn’t go kinetic until much later, are extremely underreported? So when you
look at VAERS in 2022, when the vaccine intake was much slower than in 2021, because
most people who wanted the shot or were forced to get it were already injected, it seems
like the rate of myocarditis reporting seemed to increase. Hence, is latent myocarditis
something that could be a ticking time bomb over time?
 
ROSE: Yes. I dare say that is a component, and I dare say that this data appearing later is the
backlog filling. I think it is a combination of things.
 
QUESTION: Obviously this VAERS reporting demonstrated a threshold to pull the
product from market really from the time the distribution began, as you’ve demonstrated.
At about a year and a half later, what are the most concerning safety signals being hinted
to, or screaming bright red from VAERS, using applied mathematics as well as
understanding the mechanism of action of this shot?
 
ROSE: It is a weird time to ask me this because I am on this trajectory leading me very close to
the underlying destructive cause. The immunological adverse events have been piling up from
the very beginning. That makes sense to me because the systemic nature of the damage points to
some kind of immune dysfunction.

That doesn’t really perfectly explain to me why we are seeing bleeding and clotting at the
same time, for example. It doesn’t explain the fibrin agents embalmers are finding. What does
explain that are amyloid plagues. I’ve been doing research of immunological problems such as
autoimmune disorders and amyloidosis.

Something that is also extremely concerning, that is related to this, are prion diseases like
Creutzfeldt-Jakob. This is very rare. The background is about one in one million Americans per
year will be diagnosed with Creutzfeldt-Jakob. We are now well above that according to
VAERS, and that is with a very low underreporting factor. What’s more concerning is that this
number is going up every week.

That is a bad sign.
Just to be clear, one report of Creutzfeldt-Jakob in the context of a biological product is

concerning to me, because it is not something you want to mess around with. If you get
diagnosed with it, you have about a year to live and there is nothing you can do about it. You
want to talk about fearing something? Viruses are not what you should fear—this is. It makes the
proteins misfold in your brain and basically your brain goes to mush. There are already forty-six
reports of prion diseases in VAERS right now!

Needless to say, that is scary.
Amyloidosis is another concern. In terms of clinical destructiveness and life alteration, there



are 51,438 reports of disability within the context of these products. I know people who have
been put in wheelchairs who were previously healthy.
 
QUESTION: What about the more immunological responses like autoimmune disease? We
are seeing a lot of shingles. Do you suspect that autoimmune and/or immune suppression
are going to be among the longer-term effects of these shots?
 
ROSE: Yes, I think that as people keep injecting themselves, they become progressively more
immunocompromised. If you have a reduction in CD8-positive T-cells after injections, it’s not
good because those are the T-cells that kill virally infected cells. HIV is the same kind of
problem except you have a reduction of CD4-positive T-cells, which are the generals of the
immune system. Both of these T-cells are vital to this sector of the immune system, and if you
have a deficiency in either one, it is not good news.

In the case of latent viral infections like herpes zoster, which manifests as shingles, this is also
a byproduct, in my opinion, of immune factors being disrupted or dysregulated. These immune
components are supposed to be maintaining these viruses that you have in your body in sort of a
dormant state, but they aren’t doing that as well anymore after the injection of these products.

We don’t really know why but we know it is happening. You can’t deny it. You can see it with
your eyes clinically. The amount of people who are reporting herpes zoster manifesting as
shingles is off the charts, and it is not just herpes. There is Epstein-Barr virus, cytomegalovirus,
Hepatitis, and there’s also cancer. The data pattern shows the mechanism of protection against
the emergence or reemergence of these problems is being compromised somehow by these
injections.
 
QUESTION: The body’s mechanism of fighting cancer is kind of similar to fighting viruses.
When you have a depletion of some of these killer cells, is there a long-term concern you
are going to make people more vulnerable to various types of cancers? Is there any
pharmacovigilance data in VAERS or elsewhere that would seem to indicate that there
might be a “Houston, we have a problem” moment when it comes to cancer?
 
ROSE: Yes, and there are multiple facets to this one.

The first is the most important one and that’s what the oncologists I know are saying as well as
ones who are actually still being diligent doctors. There are patients, who have been in remission
for years, coming out of remission shortly after their shots. They are seeing rare cancers. They
are seeing more cancers. Cancers coming in younger people. VAERS confirms this.

The number of cancer reports is very high, but what is more alarming is that the number of
reports of rare cancer is also really high. There are cancers that generally appear in young people
occurring only in old people and vice versa. We are talking about breast cancers in males. Breast
cancer is the number-one cancer being reported, but there also are leukemias out the ying-yang.

We are seeing bad signs and it doesn’t look good. It very much aligns with this immune
dysregulation or compromisation theory. If the protective mechanisms to keep cancers at bay are



lost, then we will see a resurgence of cancers.
 
QUESTION: The 800-pound gorilla in the room is the reproduction of human civilization.
Published early on in the FDA summary basis for regulatory action on Comirnaty, they
noted missing information on use in pregnancy and lactation. It was obviously very clear
early on that the effects of the vaccine on sperm, or concerning pregnancy, the fetus, or a
nursing child are not known. As we currently stand mid-2022, what is the sum total of the
evidence we are seeing that are red flags—or downright injuries—as it relates to the
reproductive system of both men and women?
 
ROSE: As far as I know, the studies they did pertaining to fertility were absolutely lamentable or
not done or not complete. They did no genotoxicity studies. They did no carcinogenicity studies.
As far as I know, they didn’t look very hard at what would happen with fertility.

Having said that, we were told explicitly that once injected, these products would stay in the
injection site or the local draining lymph node. We know now, according to Pfizer’s own data
that was court ordered to be released, that the lipid nanoparticles were heavily distributed to the
ovaries and the testicles and they concentrate there. The purpose of the lipid nanoparticles is the
delivery vehicle of the payload, which is the messenger RNA that is the coding material for the
spike protein.

So, what is the effect of lipid nanoparticles slipping their way into cells in the ovaries? We
have no idea. And what is the effect of massive of amounts of spike protein being produced at
those local sites? We have no idea. Those studies were not done. Not only that, but the
information that this bioaccumulates in the ovaries and the testicles was withheld. That’s
shameful considering that there is a paper that remains published to this day in the New England
Journal of Medicine that is promoting the safety of these products for pregnant women.115

The fertility data is not good, and you can look at this from two points of view. You can look
at it from the point of view of women who are getting pregnant and losing their fetuses, having
miscarriages or spontaneous abortions. You can also look at this from the point of view of
stillbirths. Both of these are happening at higher rates than we’ve ever seen before in the context
of biologicals from both VAERS and on-the-ground reporting. I have two well-known doctors in
Canada who were told by the doulas and the nurses in two specific hospitals that the rate of
stillbirths was really, really high. And when one of them spoke about that publicly, she was taken
away to a psychiatric hospital, and the other one was beaten in court.

This is not a joke. It actually happened.
The precautionary principle dictates to us that if there is even a sign of danger, we don’t need

causation, especially when we are talking about the fertility of women and men. We need to stop.
We need to talk very loudly about this. We don’t need to censor people. And we need to find out
if this is happening because we don’t know yet. We have a lot of signs that women’s fertility is
being affected. Women’s menstrual cycles have been completely dysregulated from the very
beginning.

I remember in Israel they started rolling the vaccine out really soon, most people got it, and the



women started talking about having dysfunction in their menstrual cycles. I’m not sure if it’s the
vaccine, and nobody knows yet. That’s exactly the point, and why we need to find out. Because
if the damage is cumulative, or if this extends through the generations, we might be in really big
trouble. What I’m saying, from a scientific point of view, is we must thoroughly investigate if
this could really reduce the population.
 
QUESTION: In other words, ubiquitous menstrual cycle dysregulation alone doesn’t prove
with the preponderance of the scientific method that the vaccine will sterilize people. But it
certainly does signal some smoke; perhaps you ought to pull the products until you can
conclusively confirm they’re safe?
 
ROSE: There are two things that everybody needs to know. One, there wasn’t enough data
collected with regard to pregnancy safety. There is not enough data, period. There is nobody on
this planet who can definitely say what is going to happen to a pregnant woman if she gets
injected with this. Nobody. If anything, the data points to it not being good for women in their
first and second trimesters to get them, because it greatly increases the odds they will lose their
baby.

Two, if there is even an iota of a concern about fertility, we have to stop and figure that out
first before proceeding, let alone promoting and forcing people to take this.
 
QUESTION: Roughly three-quarters of the COVID-related deaths in the world took place
after the vaccine products were released. And in many countries, especially in the Pacific
Rim that seemed to do very well that first year, almost all their deaths occurred after the
shots were released. The more they injected, the more they infected. Most people never
heard of the concept of a leaky vaccine, suboptimal antibodies, non-sterilizing vaccines,
antibody-dependent disease enhancement, or original antigenic sin. All these concepts are
new to your average person. But is it not a fact that to anyone working as a vaccinologist,
or similar disciplinaries in the manufacturing companies and the regulatory organizations;
this is as simple as the ABCs. How could they have not understood the risk of creating viral
escape and making things worse? Isn’t that part of Vaccinology 101, that you have to make
sure when you are going with a non-sterilizing vaccine that it doesn’t make it worse?
 
ROSE: Yes, and the thing is we’ve been trying as a species to create a vaccine against
coronaviruses for decades. We’ve never been successful because they are highly adaptive. If you
knew about this, you would say that there would never be a coronavirus vaccine that would work
for very long.

I know most people don’t understand that, but the very smart people doing the work behind the
scenes absolutely know this stuff. And the policymakers also knew they were pushing the
original version onto people who were probably immune, and it is not going to work against the
new so-called variants. And now they are chasing variants.

They passed a new policy now that basically means no clinical trials are required for variations



of these products, and by the way, that includes self-amplifying mRNA products, which are
being trialed right now.
 
QUESTION: Can you describe what self-amplifying mRNA products are?
 
ROSE: Basically, it means that instead of needing the host cell machinery to propagate itself, it
carries its own luggage in order to do that for itself. So, the claim is that this is awesome because
you will need only a small dose of it in the beginning, but we don’t know anything about the
byproduct of what doing this is going to be. I’m not going to speculate because it is not my field,
but it terrifies the hell out of me. I’ve written a Substack about this as well.116

The thing that scares me the most is that this was always in the plan. There is a version of the
Pfizer product that everyone is getting that is the self-amplifying version. It is in the trials now. I
guarantee that not one of the people participating in those trials has any idea that they are being
injected with something that is different from what has been described before, as is this
messenger RNA that uses host cell machinery to translate into the spike protein.
 
QUESTION: Obviously, from the get-go, to even pursue children as candidates for an
experimental shot violated the Nuremberg Code in the sense that the benefit could never
outweigh the risk—because the risk for them has always been close to zero. But the fact
that they pursued children way after it was clear the vaccine didn’t work, and then even
babies the following year when we saw negative efficacy and the pathogen for which they
were immunizing against was long gone, does this pose any long-term danger to their
innate immune systems? What sort of long-term effects do you see to children’s immune
systems because of these shots?
 
ROSE: The injection circumvents the innate system and the innate system is powerful in
children. It is proven to be highly effective. Children don’t suffer from COVID-19 in a bad way.
To go after them is preposterous for that reason alone. It makes no sense to even make it an
option to inject children with this. It is a beautiful blessing that children have not been affected
by this.

As far as what the shots are going to do to children long term, I do not have anything good to
say about that. They are touting that the benefit of these shots is the reduction in severity of
symptoms and that is starting to prove to be not so true as well. But the risk could be death. If
I’m weighing the risks and the benefits there, I think I am going to choose not to inject myself.

I don’t really want to say anything about the babies yet because I don’t want to be too morbid.
Let’s just say I’m keeping a close eye on VAERS. There are already more than 2,000 reports in
VAERS for zero- to five-year-olds, and that was before they said they could roll out the EUA
product.
 
QUESTION: Wait, these shots were not authorized until June 15, 2022, for the cohort of
six-month-olds to five-year-olds, and you are telling us there are already 2,000 reports



predating that? Could these perhaps be due to children from the clinical trials?
 
ROSE: Some of them, yes. But there are simply too many of them to all be from the clinical trial.
There were only a few thousand children in the clinical trials, so unless all of them ended up in
VAERS, which I suppose is possible, it is not only the children who were in the clinical trials.

A doctor from Canada had injected over 500 children aged zero to five before the vaccines
were approved for that age group because he felt it was his duty to protect them.117 Of course, we
have no follow-up on those babies. We don’t know if they suffered any adverse events. I’d
imagine that those reports, even if they were submitted to the Canadian system, may not have
made it in because those reports in Canada are vetted by people who have a vested interest to
make sure that the products don’t look bad. But at least we know for sure there were babies
being injected off-trial.
 
QUESTION: Did this doctor lose his license?
 
ROSE: Are you kidding me?
 
QUESTION: By the time this interview will be read by the audience/jury, it will at least be
early 2023. Can you think of something pertaining to these vaccines that we’ll be discussing
in six to twelve months that isn’t quite on our radar yet, looking at the data patterns you’re
seeing?
 
ROSE: Babies and small children dying, and I’m so sorry to say it. But the data trends point to
forthcoming cardiac problems and deaths in those cohorts. The rates are low right now, because
there aren’t enough data points yet. But we shouldn’t be seeing these signals at all, and we are
already well above the fifty deaths in children aged zero through eighteen. Nothing makes sense.
There are no rules.



I

CHAPTER 17

Kristen Meghan Kelly: E-MASK-ulation of the Human Body, Civil
Rights, and Common Sense

f a government can force a human being to cover his route of inhalation in order to access
public accommodations and criminalize breathing without a mask—what exactly can a

government not do to you? Which fundamental right remains that you still retain for yourself?
It’s not just that our government officials beginning with Fauci knew from day one that masks

don’t work against respiratory viruses.118 It’s that they knew they were harmful, knew they were
never meant for children under any circumstance, and knew that there were better controls of
hazardous environments than cheap Chinese cloth that wouldn’t denude humanity of its dignity
and bodily autonomy. Yet, they nonetheless chose the most inhumane and illogical breach of
human sovereignty by controlling the most vital parts of all human beings down to the age of
two. They then engaged in the most egregious form of discrimination, shaming, and even
apartheid against those who did not and even could not comply.

They kept these policies in place for years on end—and in many cases, to this day—despite
irrefutable evidence and lived experience demonstrating that they absolutely did not work. The
policy was so Orwellian that one French researcher, after studying case rates in thirty-five
countries with six hundred and two million people, concluded in a peer-reviewed paper that
masks “may have harmful unintended consequences.”119

There is an entire industry of industrial hygienists and hazardous exposure experts inside and
outside of government who were aware of the danger and lack of efficacy of masks. It’s just that
they chose to go along with this atrocity. However, one such expert chose to speak out and serve
as an expert witness in court cases and at legislative hearings to bring the truth about source
controls, personal protective equipment, and how the protocols for dealing with them were
breached with a degree of ferocity that is only matched by its degree of unscientific insanity.

Retired Air Force veteran Kristen Meghan Kelly, a mother of two in Michigan, is a senior
industrial hygienist who has worked in the field of hazardous exposure protection for two
decades. She is not only a subject matter expert who can attest to the abuses of basic legal
standards, medical and safety protocols, and human rights violations inherent in the mask
mandates, but as a sexual assault survivor is also a victim of the mask regime herself. Like so
many who suffered trauma, she was unable to cover her mouth without triggering a panic attack
resulting in cardiac arrhythmia and vertigo. Before the claimed public health emergency, she was



previously exempted by an occupational health physician from respirator use due to two medical
issues. She represents so many of those forgotten human beings with disabilities who were
denied access to public accommodation and even medical care for not being able to wear this ill-
advised and ineffective medical device.

Because Mrs. Kelly has experienced every aspect of this issue from so many angles and has
represented so many victims of this regime, we call her to the stand to share with the world the
magnitude of the atrocity of what is probably the most intimate violation of bodily autonomy in
modern history.

QUESTION: Typically, in your line of work there is an assessment of the nature of the
hazard you are up against, the options available to combat it, the evidence of what works,
the safety concerns, and then how to confront it safely. Throughout COVID, how have the
various layers of government and the medical field upheld or disregarded those principles?
 
KELLY: Industrial hygienists are exposure scientists and what gets conflated in the minds of the
public is that we are just OSHA liaisons, and we just deal with administrative issues of
compliance. That is a very small aspect of this profession. In reality, we are really engineers and
scientists, and we must anticipate, recognize, evaluate, and control a wide array of hazards. More
specifically, we work with public health professionals and health care workers. Industrial
hygienists aid in identifying the hazard through evaluations. We utilize a multidisciplinary
approach and review to understand what these hazards do to the human body and we track the
trends of symptoms through public health professionals. That means we are informed regarding
the hazard at hand and we even pass that information on to doctors with whom we are
consulting.

In navigating a hazardous exposure threat, we use this multidisciplinary approach. We look at
different conditions because when it comes to controlling a health hazard there is never a
situation where it is one size fits all as far as the controls needed. We follow a practice called the
“hierarchy of safety and controls” and we start at the very top and work our way down the
inverse pyramid. When we are implementing these controls, they must have something called a
risk-reduction rate. We know when we are dealing with an aerosolized virus, engineering
controls go through dilution, destruction, and filtration technologies to provide—at a minimum
—a 90 percent risk reduction rate.

When we talk about the bottom-of-the-barrel selection of controls, which is personal protective
equipment like N95 respirators, we wouldn’t promote those respirators as the best respiratory
protection due to their limitations regarding aerosol exposures, difficulty to quantitatively fit test,
and their assigned fit and protection factors. We would use a powered air-purifying respirator
(PAPR). Although respirators are control methods, they are among the least desirable. After a
certain amount of time, people are inattentive and do not wear them properly, and they lose their
efficacy and ability to control the hazard.

This conveys why we do not rely on or promote masks; they do not seal, creating gaps that
result in a less than 1 percent risk reduction. Masks have no governing health and safety criteria



and are not rated against an aerosol, and we know this in view of the fact that proper control
measures have their own rating and limitations assigned through the National Institute of
Occupational Safety and Health (NIOSH). Under their guidance, masks are not considered PPE,
nor are they regarded as source control for an aerosolized virus, reiterating that they cannot form
a facial seal.

When implementing a control, we first ask ourselves: does it work? Masks do not prohibit
aerosols from being inhaled or exhaled, but engineering controls do! We can declare masks stop
some large droplets of fluid; nevertheless, is not the primary route of transmission in this case
concerning an airborne aerosolized virus. We commit to addressing the greatest hazard, and that
is the spread of infectious aerosols, which are inhaled into the deep lung and which masks are
unable to stop.

From there we ask: does the solution—in this instance, the mask—do they bring about harm
and create a greater hazard? As expected, masks can create a greater hazard as they are
documented as causing the wearer to inhale less O2 and additional CO2, they are not designed to
be worn for prolonged periods, and they are not designed to be worn by children or individuals
with a wide array of medical issues.120

Consequently, this entire policy was all in shambles from the day it was promulgated. We
didn’t utilize a multidisciplinary approach or review. We didn’t follow the hierarchy of controls.
And we had not conferred with the actual subject matter experts, industrial hygienists such as
me, who deal with controlling hazards at the source, daily. In these situations, consulting with
nongovernmental experts is key, as there is less likely a conflict of interest and intimidation of
released information. Instead, our government went straight to the public health professionals
and the doctors. Everyone has a role, but when you skip one, the rest all falter.

Thus, the deviation of our government from personal protection, source control protocol, and
safety is as dramatic as a heart surgeon one day opening a patient from the back rather than the
front.
 
QUESTION: What would have happened, pre-COVID, if a group of businesses told their
employees or customers you can’t come here, you can’t work here, and you can’t be
serviced here unless you wear this PPE—no exceptions, no fit test, and no health test?
 
KELLY: Masks and respirators are classified as medical devices because they have the ability to
impact the body and proper gaseous exchanges. Respirators are regulated through NIOSH. We
know these medical devices require medical clearances, and there is a long list of exceptions as
to why individuals may not medically be able to tolerate these devices, such as autism, PTSD,
asthma, hypoxia issues, vertigo, cardiac issues, and the like. Thus, in a normal setting outside of
a pandemic, if an employer mandated such medical devices, OSHA would have fined them into
the ground. 29 CFR 1910.134 requires businesses to have a written respiratory protection
program in place. This encompasses a health risk assessment and exposure data documenting
how it came to be that respiratory protection was needed and proof the hierarchy of safety and
controls was considered. Although masks are not considered respirators, OSHA does have



guidance on the elective use of masks in the workplace.
Elective use is a fundamental issue to remember; this is because OSHA wouldn’t anticipate

requiring masks in the workplace, as it is viewed as elective use for situations like nuisance dust
and individual allergies to nonhazardous substances. There is no standard on using masks for a
virus as it was and is not the answer in risk mitigation. We know the requirements for
implementing the use of even an N95 respirator; it’s egregious to assume masks should be
mandated without regard for capabilities to control the hazard and their health impacts.
Additionally, 29 CFR 1910.132 places the responsibility on an employer to ensure specific PPE
is rated for the hazard at hand. Rightfully so, one may argue these restrictions and requirements
apply only in occupational settings. Accordingly, mandating covering noses and mouths with
breathing barriers is not an issue that is capable of being anticipated in the world of health and
safety.

Where a standard exists, there is a hazard, but where there is a hazard, there is not always a
standard!

I know as an industrial hygienist if I required employee masking against an aerosolized virus, I
could have my employment terminated or lose professional credentials and certifications. The
possibility of criminal charges exists if I select an improper control method that leads to injury,
illness, or death. When you knowingly recommend improper control methods causing greater
harm, there are consequences. Some may relate masks as part of the public health code “no shirt,
no shoes, no service.” Except none of their choices for protection are classified as PPE or
medical devices.

Masks impact breathing and the proper gaseous exchanges needed for body systems to
properly function. I sit here as an exposure scientist with twenty years under my belt and wonder
how we let this happen. It was so criminal. Where are my colleagues? Where is OSHA?
 
QUESTION: OSHA not only failed to follow its own policies and protocols but was actually
one of the agencies tasked with promulgating and enforcing the mask policies in the
government and recommending them in the private sector. What is the most egregious part
of this deviation from their established science and protocols?
 
KELLY: We must always follow the hierarchy of controls, pursuant to OSHA’s guidance, yet
this precedent was abandoned. Industrial hygienists implement controls, and there must be
follow-up investigations—regularly. For example, I put hospital workers in respirators and
ensure they have increased air exchanges and positive pressure in their operating rooms and
negative pressure rooms for isolation areas. These evaluations are scheduled on a quarterly,
semiannual, or annual basis. I have to return to interview staff and ask how things are going. I
conduct air measurements and monitoring. In certain situations, I may conduct a form of
presence and absence sampling by conducting swipe samples of several surfaces.

In other words, I have to verify the confidence in the controls implemented—something our
government refused to do. There have been times I discovered improperly selected and failed
controls. I had identified employees working around respirable carcinogenic metals dust and



were wearing half-face respiratory protection when full-face was needed. Workers were
complaining of sores in their mouths and irritation of the eyes. Yellow and green chromate dust
was present in their eyes.

Yet, in the case of the federal government, they put out all these categorical, sweeping, and
unprecedented mandates and rules and never went back and verified the confidence in these
controls. That right there is why I ponder where OSHA is, for the reason this requirement is a
huge part of program management within OSHA. We must provide documentation. If I’m
consulting as an industrial hygienist to a hospital and I do not have a report showing that I went
back to verify confidence in any controls that I put in place, there is a major cause for concern in
my ability to support the right for employees to have a safe and healthful work environment.
Where is the accountability for OSHA?
 
QUESTION: Indeed, two years into the pandemic—still with no updated assessment of the
government’s masking policy—a German study found almost all the children who wore
masks experienced dangerously high levels of carbon dioxide, beyond acceptable levels.121

Would those working at NIOSH or OSHA have known this was always an inherent risk?
 
KELLY: Absolutely. Let’s use health care, for example, that’s where you still see the most
mandates existing. If I were to suggest that in a health care setting all the other controls are not
lowering the hazard enough to an acceptable limit, and I, therefore, needed you to wear a
respirator, there is no data to back up that assertion. I also know that masks do not fall under
OSHA’s respiratory protection standard, and that is because they were never designed for
prolonged use as a control method for this hazard. When selecting a respirator, you first
determine the level of exposure through air sampling. Under OSHA’s 29 CFR 1910.134, when
we cannot identify or reasonably calculate an employee’s exposure the employer shall classify
the atmosphere to be immediately dangerous to life or health (IDLH). There is no occupational
exposure limit for a virus. This would mean full-face pressure-demand supplied air with
auxiliary self-contained air supply. Visualize that for a moment.

These devices impede your gaseous exchanges. When we cover our nose and mouth, the
body’s natural response is to increase our respiration rate. If I determine an employee must wear
a respirator, training on its limitations and approval from an occupational health doctor is
required. I’ve managed respiratory protection programs for more than 75,000 people and
completed program requirements on an individual basis.

When you listen to the federal or state government, or even private corporations, issue a
blanket mandate for a medical device that can cause great harm to different individuals, that is a
deplorable breach of settled protocol. I also believe it was criminal for doctors to go on the
mainstream media and say there are hardly any medical issues that would preclude someone
from covering their face. That is simply not true and ignores the science existing in the realm of
occupational safety and health.

Where were the occupational health doctors speaking up when governments were imposing a
one-size-fits-all control on our entire country when we’re not permitted to do that ourselves in



any other context? Why were they silent?
During the initial rollout of these tyrannical and negligible mandates, there were patrons

fainting in parking lots while loading their goods, as well as construction workers laboring by
themselves in hundred-degree heat with breathing barriers on and sweating. Once those masks
become soiled, they further prohibit your proper respiration. Having an improper level of
hemoglobin, impacted by improper gaseous exchanges, can cause a domino effect impacting
body systems.

Extended mask and respirator use, as a blanket solution, mirrors the unethical and illegal act of
mandating the use of oral prescription medication to patronize a business—without knowing
about your allergies or previous adverse issues with that medication. Prescriptions require
consideration by your physician to review your medical history as improper use can lead to
death. Turning to masks and respirators, 3M and Honeywell tell us improper use of these devices
can lead to death. These are the facts we chose to ignore due to selectively picking data for
different agendas, and we omitted the actual science that has existed in this profession for over
forty years.

Under OSHA’s respiratory protection program, elective mask use activates the requirements
under 29 CFR 1910.134 Appendix D. I would provide those individuals with training regarding
the limitations of use because such suboptimal breathing barriers can provide a false sense of
security. You don’t just hand out respirators like gloves. A recent trip to a Walgreens unveiled
Honeywell N95 respirators on a small table, removed from the boxes, exposing this PPE to
cross-contamination. If this were identified in an occupational setting, two years ago, the
employer would be subject to a citation for handing out personal protective equipment that
requires medical clearance, training, and a fit test. Now we are handing out soiled respirators
with no training to the average layperson. This is all wrong!
 
QUESTION: Does this explain why we were never told to mask up during our entire lives
during flu season?
 
KELLY: Yes. All the professionals with a modicum of ethics prior to 2020 knew that not only
would masks be completely useless, but also that masking could never be implemented as a
blanket approach because there are so many preexisting genetic and human health issues that can
impact the ability to cover your nose and mouth for eight hours a day. We’ve abandoned all the
science and protocols.

OSHA standards aren’t law, but they are enforceable by law. Take note of the information on
the boxes of N95 respirators. The manufacturers’ warnings convey they are not for consumers or
children. Specific respirators are determined by an industrial hygienist or another subject matter
expert like an Occupational and Environmental Safety and Health Professional. That health
clearance is required. You must be fit tested on a specific size and model, and trained on proper
use, cleaning, storage, and disposal. You must be trained to recognize the adverse issues of use.
We cast aside all of that! I will parrot these key requirements like Zuckerberg’s propaganda of
wearing a mask to protect Grandma!



We are causing great harm to the people of this country and to our children, who never, under
any circumstances, were included in historical studies of how masks and respirators impact the
human body.
 
QUESTION: Children had to wear masks all day every school day in almost every corner of
the country. Are you saying that before COVID, recommending to put a mask on a child,
much less mandating it, was a nonstarter?
 
KELLY: It’s been known for decades that we do not mask children or place pregnant women in
respirators for prolonged periods without consulting with a credentialed individual in fetal
protection, such as an industrial hygienist and an occupational health physician. One study
revealed that if the mother is dealing with limited oxygen intake, there can be prenatal hypoxia,
which impacts brain development and cognitive function with neurodegeneration.122 With
children at the age of two, constant oxygen restriction can impact frontal lobe development. This
became apparent when the CDC lowered developmental milestones in children in March of
2022.123

When these mask mandates were deployed, I was giving interviews and telling people we were
going to see cognitive delay, social delay, increased rashes, bronchitis, pneumonia, hypoxia,
hypercapnia, and fungal issues because I already witnessed this in occupational settings from the
unsuitable mask and respirator use. Again, respirators are not made for children, and it’s written
on the box and insert warnings. A talented high school basketball player suffered repetitive
hypoxia from overexertion while masking up during basketball practice and gameplay. This high
school student has daily pain, sees an array of specialists, and lost his normal quality of life.

In Michigan, parents and teachers have reported children have collapsed from wearing masks
in the heat and during prolonged periods of use. That’s how dangerous this can be. Any
enforcement of masks on children, after known adverse events are reported, is child abuse. I can
conceptualize the ignorance of falling for “do what we say” and the fear of retribution, but when
you witness children needing medical attention, how do you continue to perpetuate the harm?
Before 2020, if a parent forced their child to don a mask or respirator for a flulike virus, in all
conditions, every day, all day long, and reusing the dirty breathing barrier, they would expect a
visit from child protective services for Munchhausen’s syndrome and Munchhausen’s syndrome
by proxy.

Why would we place masks on millions of children and put them through this form of assault?
It’s not just the physical harm. We have groomed our children to comply with things they know
deep down are unnatural and do not feel right. This can be viewed as a form of grooming the
young into a dark place of complying with uncomfortable requests to appease authority. We
don’t need our children to just shut up and color. My heart breaks as a mother of two to think
about what we are doing to our youth. We allowed them to be brainwashed and programmed,
and it is completely unacceptable.
 
QUESTION: Not only are you an expert witness to this atrocity committed en masse, but



you are also a victim of it yourself given you have issues from a disability. Because of your
expertise, you have testified at legislatures and state court cases throughout the mandates
and the pandemic. You have a broad picture of the ferocity with which this has been
imposed on people. Can you go through some of the stories and harms you’ve heard from
people where there was no sympathy and they were denied care or service?
 
KELLY: I had predominantly women come to me who were denied service because they just
couldn’t cover their faces. It was a highly triggering event to an attack or sexual assault that
brought back traumatic memories. That is something I can speak to myself. I was sexually
assaulted and sodomized when I was on active duty. The inhumane service members who
attacked me placed a bar towel over my face. Since then, I have been unable to forcibly cover my
face. If I go to the dentist, I am under oral and IV sedation because I cannot be placed in a
situation where I am forced to cover my face and mouth. It brings me back to that trauma,
causing cardiac arrhythmia, altered blood pressure, and vertigo flare-ups. I also have a secondary
issue dealing with oxygen deprivation.

One of the most heinous situations I was contacted about was a custody issue involving a child
who was in the process of getting a kidney transplant. One parent wanted this child to wear an
N95 respirator and the other parent said no. Somehow the nephrologist wanted the child to wear
an N95. I thought that was insane. Oxygen deprivation can impact renal function, and the child’s
kidneys were already in distress.

There are numerous medical issues that preclude you from wearing a mask or respirator.
Couple that with people who are already in treatment programs that are regularly scheduled but
are denied that treatment because they can’t wear a breathing barrier due to the very issue they
seek treatment for.

This is a level of discrimination I have a hard time wrapping my head around. The stories
come in at all hours of the day. I was contacted by a woman who, while waiting for an x-ray, was
placed in a dirty linen closet due to her inability to medically tolerate donning a mask. She was
denied utilizing the patient waiting room due to her facial nudity. A Vietnam veteran, who
survived lung cancer from Agent Orange exposure, was denied entry into a hardware store
because of his reduced lung capacity. Why would anyone place a mask over the face of an
individual receiving supplemental oxygen through a nasal cannula? An elderly woman was made
to wait outside of a medical facility, wheeled out into below-freezing temperatures while waiting
for her appointment.
 
QUESTION: In the past, they might take your children away from you if you were forcibly
covering their nose and mouth with a cloth. But now if you had one parent who didn’t want
their kids to wear a mask, that would be noted in a custody battle; would the judge side
against those parents?
 
KELLY: It was being classified in the courts as neglect by the parent because we had all these
government agencies and people on social media telling you how safe it is to wear a mask all



day, in any and all environments, with no regard for anyone’s health history. When those in my
field attempted to correct the record as expert witnesses, we were told we were not doctors.
While we are not dismissed as subject matter experts on exposure control, we were sometimes
overshadowed by doctors practicing in a field they are not credentialed in. What the media and
government have done is so detrimental to human health, trust in public health, and the field of
safety and health. Two decades in this profession should have weight against the unsubstantiated
arguments of community masking.

A majority of the litigation sides with us, but the custody issues are the hardest. I’ve seen
parents lose primary custody over these arguments; those who identified harm in masking their
children were viewed as conspiracy theorists. If we had been allowed to educate communities
about proper control measures, we would have healthier people, have boosted compliance with
recommended controls, and you wouldn’t see lowered expectations for child development.
 
QUESTION: What is the feedback you got when it involved an employer or a store or a
doctor’s office and the person said, “I have a disability and I can’t wear a mask”?
 
KELLY: Just speaking for myself, I haven’t worn a mask or respirator at all throughout the
pandemic. I explain that I have an Americans with Disabilities Act–protected medical
exemption, and sometimes that keyed them into leaving me alone. I don’t have special rights
over anyone else. I do however have a disability that affects my daily life and I have those
protections. Sometimes employees understood ADA Title III protections. My local VA clinic,
which actually houses my proof of inability to wear a mask or respirator, has not been respectful
of those issues. I have PTSD and battle severe iron deficiency; I was accosted at the door for my
inability to wear a mask.

I explained why I cannot comply with their mandate and the VA police observed the
conversation; when they saw I was having trouble breathing they allowed me to proceed to my
appointment. VA providers and industrial hygienists have admitted they knew that masks do not
aid in reducing the spread of SARS-CoV-2. Why aren’t they standing up? It is the declining faith
in health care systems that is causing an epidemic of patients not reporting medical issues,
becoming behind on recurring appointments, and delaying seeking dental care.
 
QUESTION: You used the term “grooming” earlier. To what end? Was the grooming
purposeful or was the policy just bad and did it create the grooming effect?
 
KELLY: I thought long and hard about this using my experience working for the government for
twelve years. I know they knew how dangerous and useless using these control methods was.
The fact we substituted a useless control method, which increases cross- and self-contamination
and increases the viral load versus recommending engineering controls was self-revealing. We
should have incorporated engineering controls in homes and businesses that could have reduced
the hazard by 90 percent, I have no other answer than to say that none of this was about health
and safety. This level of purposeful negligence cannot be shielded.



If employee and community safeguards were the objective, we would have consulted with the
proper experts. I believe this was done to test the compliance of the American people. What will
they put up with? Just like public schools are designed to teach children to follow and not have
autonomous thought, this cemented why we shouldn’t be coparenting with the government. I
believe there are nefarious reasons behind this, and I will never understand it, but it was truly
grooming children to accept harm to their bodies—whether it be sexual, social, psychological, or
physical. It was purposeful. Too many people and agencies in the government knew how
dangerous this was, especially to children, and they still brought about this abuse.



I

CHAPTER 18

J. R. Hoell: How Dare You Heal Your Children Rather than Let Us
Experiment on Them?

f a government can control your body, you know what else it can control?
Your children.

Under this new Fourth Reich regime, if you don’t agree with the biomedical state—or with
their political beliefs in general—then you are a threat to yourself and those around you.
Persisting in those views is, therefore, tantamount to child abuse if you are living in accordance
with those beliefs around your children.

We have already established that there has been a religious holy war declared on safe, effective
FDA-approved drugs like ivermectin. The same doctors who would jab a baby with the mRNA
biological products or forcibly mask a child for eight hours in the heat without batting an eyelash
also believe that treating a teenager with ivermectin is child neglect. That leads us to our next
witness, J. R. Hoell.

Hoell is a principal systems engineer from Dunbarton, New Hampshire. He has also formerly
served as a conservative state representative in the New Hampshire House of Representatives,
and has been very involved in political causes that threaten the regime, most recently in the
medical freedom movement. As a cofounder of ReBuildNH, Hoell was one of the most vocal
opponents of the lockdown regime in his state. How coincidental, then, that he suddenly got a
knock on the door one day from police at the behest of the state’s child protective service—the
Division for Children, Youth, and Families (DCYF).

His alleged “crime”? Successfully treating his teenage son with ivermectin.
See, Hoell had committed a “political crime.” The attempted punishment that the medical

establishment and the state agency tried to mete out was one that was both nefarious and is
growing around the country. They wanted to take away all his minor-age children. They wanted
to make an example out of him to future regime dissenters.

Medical kidnapping is a growing trend in all fifty states. We have heard numerous stories of
hospitals and doctors calling child protective services if they believe the parents are not
following their medical edicts, or using the protocols of their political opponents.

In one case in Idaho in 2022, a family temporarily lost custody of their baby simply because
they failed to show up for a doctor’s appointment (they were all under the weather).124 It’s the
worst form of collusion between the medical tyrants and the biomedical state that can result in



something worse than jail time—loss of parental rights over one’s children.
Although everyone wants to protect those children who legitimately are being abused by

parents, we cannot continue a system of guilty until proven innocent whereby one can lose his
children for weeks or months based on a political witch hunt. According to the Administration on
Children, Youth and Families (ACYF), during FY 2019, child protective services agencies
around the country received 4.4 million referrals involving alleged child maltreatment of 7.9
million children.125 Approximately 3.5 million of these referrals were deemed credible enough to
investigate, but just 16.7 percent of the children investigated were found ultimately found to be
victims of abuse or neglect. In other words, just 7 percent of the original pool of children for
whom referrals were lodged were actually found to be in danger.

Those 7 percent badly need intervention, but what about the families of the other children?
Now consider that this was before the politics of COVID and political witch hunts introduced an
entirely new dynamic to frivolous child neglect claims.

Think about it, if masks and vaccines could be elevated to such lofty omnipotence that they
can predominate all laws, human rights, social norms, antidiscrimination policies, Nuremberg
principles for human experimentation, and civil rights, they most certainly can be used to
abrogate parental rights. What is to stop the government from taking away your children if you
don’t vaccinate them, mask them, or if you use vitamins and supplements they don’t like, or
violate any future sacred-cow political obsession we can only begin to imagine?

What if you don’t want your children on a ventilator? What if you feel the child is being
mistreated in the hospital and desire to discharge him? Indeed, without reforms of the process for
child protective service agencies claiming custody of your kid, there is nothing stopping them.

For that reason, we call former state representative J. R. Hoell of New Hampshire to the stand
to inform the world about how easy it is for the medical profession to take away your child.

QUESTION: Let’s start out with the timeline of when your son got COVID. You treated
yourself and your family very easily and got over the virus. In light of that, what did you do
with your son, and what was the reaction of the medical and public officials in your home
state of New Hampshire?
 
HOELL: We saw what was going on in March 2020 and were looking for alternative treatments
at that time because I wasn’t convinced the medical community had our best interests at heart. It
became clear that ivermectin was effective for treating respiratory illnesses and people were
using it very successfully early on. Even though the FDA wasn’t studying it, I thought it was
worth investigating. I started reviewing various medical journals, technical articles, and looking
at SARS-CoV-2 virus infection rates and recovery trends in other countries. I realized that
certain third-world countries were doing far better at managing the virus than the U.S. and
Europe. Fast-forward to August 2021, and one of my employees whom I was working with side-
by-side gets COVID. I then treated myself with ivermectin as a prophylactic and didn’t become
infected with COVID.

Then, right before Thanksgiving, my family came down with COVID. It started with my



youngest son, and then it worked its way through the family. I went out and got a test to confirm
the diagnosis, and at that point we started using what is now known as the Front Line COVID-19
Critical Care protocol, a protocol designed to prevent and treat COVID in outpatient settings. We
recovered swiftly from COVID with no issues. The following week we weren’t sure why my
thirteen-year-old son wasn’t sleeping well after he had recovered. He told us he ingested several
Tylenol tablets because he had a headache, and we thought it might be connected so I called
poison control.

We went to the emergency room, where they ran a full panel of blood work and the doctors
found no evidence of anything that was outside of normal limits. There was no Tylenol in his
system, and there was no evidence of any drug toxicity of any sort. After the doctors saw the lab
work, they sent us home because there was nothing wrong. The doctor did ask us to do a follow-
up visit with our primary care physician to make sure that they were aware of the ER visit. Our
son’s primary care physician, who is a licensed nurse practitioner, saw him a few days later.
After our appointment, she also sent us home.

Several hours later, our nurse practitioner called me and said the disorientation issue with our
son was due to ivermectin and that we gave our son “too much.” In her opinion, his
disorientation was not related to sleeplessness. I discussed with the nurse that the ivermectin was
out of his system even before the ER visit, and that it couldn’t be detected in his bloodstream.
Moreover, sleeping trouble is not documented as a side effect in any of the medical literature
published regarding this medication. She didn’t like my response, and she failed to understand
that there is no way to overdose on ivermectin at the levels we were using. We had administered
the medicine within the administration limits that Merck had published in the Physicians’ Desk
Reference.

Several minutes later, I received a call from DCYF, New Hampshire’s child protective service
agency, and that began what was effectively a four-month ordeal that was an attempt to take
away my minor-age children (a son and a daughter).

A child having trouble sleeping should not be the reason nurses are calling child protective
services!
 
QUESTION: How did the practitioner even find out your son had taken ivermectin two
weeks prior to the Tylenol issue?
 
HOELL: We were going over the patient history with the nurse and we told her we came down
with COVID. We told her our son was still having issues with taste and smell and experiencing
other COVID side effects. She immediately concluded it must be the ivermectin, even though
these are known post-COVID symptoms, and no side effect data profile on ivermectin supports
that hypothesis.

Because I wasn’t willing to do exactly as she demanded, the nurse turned us in to child
protective services.

Since then, I have been contacted by several other families who were turned in to DCYF for
things as simple as failing to show up for a scheduled appointment with a doctor.



 
QUESTION: In any of your research throughout this ordeal, did you find any indication in
published literature that sleeplessness could be a side effect of ivermectin?
 
HOELL: No. Like most antiparasitic medicines, gastrointestinal issues are the primary side effect
of ivermectin. If you take too much, which we did not, the first thing you potentially get is
cramps, nausea, and tender/swollen lymph nodes that are sensitive to the touch. In our case, the
nurse never physically touched our son, so she had no idea if our son’s lymph nodes were
swollen.

She never did anything one would expect in an ordinary follow-up visit to properly diagnose
the root cause for a trip to the emergency room. On the phone, she demanded I take him to the
emergency room right away because, in her opinion, he was at risk of coma or death. She
literally imagined out of thin air something that was not supported by any actual medical
documentation. Competent medical providers routinely complete what is known as a
“differential diagnosis.” This is when you compare one possible root cause with other potential
root causes, and you rank the probability of those options against one another. You come up with
pros and cons for all of them. She didn’t do any of that, and even if she did, it was not done
properly. Instead, she regurgitated the mainstream media narrative that ivermectin is dangerous
and that you cannot use it to treat COVID. I should add, for those not familiar with this
medication, it has been used for over thirty years and administered several billion times and is on
the World Health Organization’s list of essential medications. Statistically speaking, ivermectin
is safer than Tylenol.
 
QUESTION: Did she actually warn you she was going to call protective services?
 
HOELL: No. I received a phone call from an unrecognized New Hampshire state–issued land
line, which I took it because I thought it might be important. It was a DCYF worker who insisted
I take my son to the hospital right away. I said I would talk with my wife and get back to her
about which hospital we would go to. The DCYF worker then called me back a few minutes later
and said it was really urgent and that she needed me to pick a hospital right away and that she
would meet me there. I let the employee know that we would go to the Elliot Hospital in
Manchester. Then, the DCYF worker called back a third time and said I also needed to bring my
minor-age daughter to the emergency room as well, even though my daughter was not
experiencing any medical issues. I said that was unnecessary, and I would get back to her after I
spoke with my wife.

It was at that point I realized they wanted me to take both my kids to the hospital so they could
take possession of them in a medical kidnapping, because once you are in the hospital, you can’t
leave without being released. Consequently, I didn’t take either of my kids to the emergency
room. My wife and kids left to go visit friends and family, and within twenty minutes, the police
and child protective services were at my door attempting to take my kids.

One social worker and two police officers showed up at my front door demanding to be let into



our house. They wanted to know where my kids were. I said I didn’t know where they were as
they were in transit, and I couldn’t contact any of them. DCYF said if I didn’t turn over my kids
quickly, they were going to get a court order to have the kids forcibly removed. A few hours
later, they in fact returned with a court order to take possession of my children. There was no
chance to argue our case in front of a judge as this order was issued as an ex parte order behind
closed doors. They came back and said a judge had ordered for my children to be taken and that I
needed to let them into my home to collect our children.

I again stated that my wife and children were not present, and I let one of the officers inside to
verify that my children were not present in my home. The police then put the children’s names
into a National Crime Information Center as missing juveniles, which is normally done for
children that have been kidnapped. So, in their attempt to take my children, they accused me of
kidnapping my own children, making it near impossible to be present in the state with our
children with us.

We remained at that standstill for a full eight days until we could get a court order to allow us
to be “temporary custodians” of our own children. Meanwhile, the state remained the legal
guardians and this was true for the next four months. After that court hearing, we were able to
request that the names of our kids be removed from NCIC so my wife and children could return
home. Imagine being forced out of your own home and state because some overzealous state
employee thinks that you have given the wrong medication to your children.

What is simply terrifying is that although DCYF knew the very next day that a New
Hampshire licensed medical doctor had examined our son and said he was “picture perfect” and
in great health, they still continued the witch hunt. Although DCYF had a recorded video call
with my son where they were able to ask the questions that they needed to ask to determine that
he was fine, they still pursued this case for the next four months.

While they never tried to arrest me for not turning over our children, they did threaten both my
wife and I with criminal contempt of court for not turning over the children to the state. I told the
judge that the order was not an order to turn in my children; it was a specific court order for the
state to come pick our children up. Legally, I wasn’t obligated to actively do anything. I also told
the judge that the track record of this rogue state agency is such that no loving parent would
knowingly render to the state control of children that are being well taken care of.
 
QUESTION: How were you able to get out of this nightmare without having your kids
taken?
 
HOELL: The state had ordered protective custody of our minor-age children. There were court
hearings about this case in December 2021, January, February, and March 2022. In December,
we argued that we were a homeschooling family, and the children were fine, so there was no
reason to do anything. The judge said he would hold on taking the kids until the final outcome of
the case, and that we would have a chance to have our medical witnesses testify at the next
hearing. But in both January and February, the judge didn’t let our side present any witnesses or
evidence at all. He simply ruled against us at the first, second, and third hearings. It was only at



the final hearing where we could present our side of the story that the judge ruled in our favor.
In New Hampshire family courts, there are no rules of evidence. The judge has complete

discretion about what is shared and not shared in the courtroom. The judge has complete control
of what information the case will be decided on. Hearsay is admissible, which is effectively what
happened in our case. The nurse made a claim. DCYF took the claim as fact and proceeded to
ask for the removal of our children.

The medical system works hand-in-hand with the court system, and it hurts families.
During this series of events, we had four different attorneys working on this for us, but it

didn’t matter. The judge issued a preliminary finding of child neglect based on our side not being
allowed to share the facts of the story. Then at the adjudicatory hearing, the judge ruled:

FINDINGS OF FACT: The evidence DOES NOT substantiate the petition: CASE
DISMISSED. The petition is dismissed for the following reasons(s): The credible
evidence presented by the DCYF did not support the allegations contained in the
December 14,2021 Petition. The father, JR Hoell took his son [redacted] to the
Catholic Medical Center Emergency Department (CMCED) at the recommendation of
the poison control center after [redacted] disclosed to him he had taken excessive
quantities of Tylenol. After being seen at CMCED he was discharged with the
recommendation to follow up with his Primary Care Provider (PCP) and to schedule an
appointment with a mental health professional. Mr. Hoell scheduled both of these
appointments within 24 hours. The PCP, APRN Lauren Goodwin, subsequently
conducted a brief appointment with [redacted],At that time, she made a report to DCYF
based on her understanding of what transpired in the Emergency Department on
December 4, 2022 and her limited knowledge of [redacted] use of the drug lvermectin.
APRN Goodwin opined that [redacted] was in a toxic state as a result of injecting[sic]
lvermectin. During the hearing the overwhelming credible evidence demonstrated that
this statement had no medical foundation. The credible evidence also reflected that the
parents had not neglected [redacted] in any way, and certainly not in the manner
alleged by DCYF….

QUESTION: If you had not had the foresight to send your family away, are you saying you
could have been on the hook for losing custody of your children in the preliminary hearing
instead of it ultimately being adjudicated to be frivolous?
 
HOELL: I don’t even know if we would have ever been able to successfully argue our case. The
state would have held all the cards. The only reason we were able to win this case was we had
possession of our children and we were able to fully document that there was never any risk of
harm. We were able to document that there was no harm by visiting independent medical
professionals (medical doctors, naturopaths, and pharmacists) that were willing to do the right
thing and stand up to medical establishment.

Because we were able to push back against the state, DCYF was unable to make their
argument. If DCYF had possession of our children, we would never have been able to see other



medical doctors to document that our children were in great health other than this sleeplessness
issue we were trying to resolve. We would have been in a hostage situation and the state would
have been able to dictate what we did and didn’t do.
 
QUESTION: Were the state’s actions justified, in your view?
 
HOELL: No, the state’s actions were not justified in our case. I would argue that taking
someone’s kids away from them is on par with the severity of a felony conviction punishment,
but unlike with a criminal case, there is no due process in family court. The judge has complete
control of the rules of evidence.

In our case, it was the same judge at all four hearings. We had an emergency room doctor that
we hired for the second, third, and fourth hearings sitting in the hallway for three hours waiting
to testify and the judge did not afford him the opportunity to speak. Not only did this nurse
misdiagnose my son, but it was a fraudulent misdiagnosis to the point the nurse should lose her
license. But in New Hampshire, you may or may not be able to testify at the judge’s discretion.

The judge can rule that they have heard enough information—which he did in this case—and
our witnesses were never called. We had a three-hour hearing schedule, but after an hour and
forty minutes, the judge ruled against us, and then we spent the next hour discussing what to do
to get to the next hearing. This could have ended a lot worse had we not acted to keep them from
getting their hands on our kids.
 
QUESTION: What did it cost to win this case?
 
HOELL: At the time of this interview, we are still paying off the legal and expert witness costs.
We spent almost $60,000 just to respond to the state. The good news is that about 75 percent of
that cost was covered by generous friends and family who donated and helped.

In hindsight, one wonders if the entire process itself was intended to be a form of punishment
that the state can levy against families that do not conform to their tyrannical objectives.
 
QUESTION: You are somewhat of a known public figure in New Hampshire. You served in
the legislature for eight years, and you were one of the founders of Rebuild New
Hampshire, which is not just any activist group. It was the largest organization in the state
fighting the lockdowns and medical tyranny and mandates. Do you think you were targeted
because of your affiliation and activism?
 
HOELL: I have hard evidence to believe, based on the case files turned over during discovery,
that this was a targeted persecution concerning me because of my activism. There is a police
report in the file that makes it clear this was a politically motivated witch hunt. Since the trial
concluded, I’ve also had eleven other families contact me who also have been run through the
ringer on similar issues.

There is a direct link between the medical industry and the enforcement of child protective



statutes under the claim of “in the best interest of the child.” But the reality is that the child’s best
interest is not often the driving motivation. It is a profit-making center for the state. They are
incentivized financially to put children into their care because money from the federal
government flows down, and that is true in other states as well. They are looking for customers.
Each state has its own mandatory reporting guidelines. There are some severely warped
incentives to take children out of healthy families, and it needs to be fixed.

That’s why I’m coming out of retirement and running for the statehouse again. What is going
on here puts children at risk and is not about their mental, physical or emotional health. It is
about making government bigger and some level of profit making. It is disgusting.
 
QUESTION: Do you think homeschool families are at greater risk?
 
HOELL: Yes, I do. During our final court hearing, we were asked by the attorney representing
DCYF whether my wife has her master’s degree in teaching. Well, what does my wife’s degree
have anything to do with the alleged neglect of our children and why is this relevant in a
courtroom? Nothing, simply nothing. The only reason that a question like that would be asked
would be another fishing expedition to find another reason to keep our children.

In my opinion, the reason that homeschoolers are targeted is twofold.

1. Homeschool children are taught critical thinking skills and not just how to memorize
specific information. This makes those children more capable of discussing, evaluating, and
dissecting the claims made by the bureaucrats who are employed by government.

2. Homeschool children are not immediately accessible to the state for taking. If your children
are going to show up at the public school the next day, the state will have easy access to take
them. In the case of homeschoolers, however, this option is not present and therefore they go
to extraordinary lengths to make sure that they can take the children directly from the
parents.

In our case, our children were never part of a public school system and they have done
extremely well. One would think that this is a credit to us, but in our case, the state used the
homeschooling against us.

Even though our oldest two children were able to graduate from college with high honors, debt
free, having paid for school themselves with grants, scholarships, or on the money they earned
while working and going to college, that was insufficient to prove that we were/are good parents.
There was nothing that we could do to prove that we were good parents according to DCYF. The
good news was the judge eventually saw through the lies and even noted at the last hearing that it
was clear that we were good parents and that the state overreacted.
 
QUESTION: What policy changes do you feel need to be put in place?
 
HOELL: The problem is there is a secrecy clause for most of what happens in family courts and
child welfare cases, and that extends even to matters concerning your own child. They don’t



allow discussion about anything. In the case of New Hampshire, there are criminal penalties
associated with that. We need to bring more transparency surrounding the state’s actions. If the
state is acting in the best interests of the child, then they should have nothing to hide.
Transparency is the key to public policy, especially when nothing short of custody over your
own kids is at stake. Time is really of the essence to protect parental rights.
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CHAPTER 19

David Martin Asks, “Was It All Part of the Plan?”

he democide committed by the government and medical profession over the past few years
would be appalling enough if it were in response to a natural pandemic. However, there is

nothing natural about the origins of this virus. It is incumbent that we get to the bottom of who
was behind the creation of the virus, who knew what, and when they knew it.

It was known quite early on that the virus is not found in nature and was the result of gain-of-
function research. It was also self-evident that the vaccines were not concocted within a few
weeks in the beginning of 2020 and that all of the idiosyncratic responses to it—from lockdowns
and masking to dashboard counts and the media messaging—were too uniform and too quick to
have been germinated serendipitously. How could they have been ready with such a scheme to
block natural effective remedies, promote the most dangerous therapeutics, shut down the world,
and establish an infrastructure of censorship, enforcement, policy-making, and fear-mongering
so quickly?

Was this, in fact, a “plandemic”? Were the same players behind the inhumane response to the
virus actually behind the creation and/or release of the virus itself? It is simply astounding that
after everything we’ve learned from a decade of the same players predicting and being involved
in gain-of-function research of furan cleavage sites on spike proteins of coronaviruses that there
is no commission created in the United States to hold the people responsible accountable.

That entire timeline of the creation of the coronavirus spike protein and the players behind it,
warning about it, and planning for it is thoroughly laid out in Peter and Ginger Breggin’s 2021
book, COVID-19 and the Global Predators: We Are the Prey. For example, on October 18,
2019, an event that was already planned months in advance, the Bill & Melinda Gates
Foundation, the World Economic Forum, and Johns Hopkins University hosted “Event 201,” a
“desktop” simulation on a pandemic.126 This event was funded by Open Philanthropy, one of the
nonprofits funded by Dustin Moskovitz, cofounder of Facebook and owner of Sherlock
Biosciences—one of the first CRISPR (gene editing) companies to receive EUA for CRISPR
during the state of emergency. This was before anyone knew about a novel coronavirus. The
scenario was described as follows.

“Event 201 simulates an outbreak of a novel zoonotic coronavirus transmitted from bats to
pigs to people that eventually becomes efficiently transmissible from person to person, leading to
a severe pandemic. The pathogen and the disease it causes are modeled largely on SARS, but it



is more transmissible in the community setting by people with mild symptoms.”127

Before anyone knew about a pandemic, Bill Gates tweeted the following message on
December 19, 2019. “What’s next for our foundation? I’m particularly excited about what the
next year could mean for one of the best buys in global health: vaccines.”128 What did he know,
when did he know, it, and who else was involved?

Congress and state legislatures must create a commission to get to the bottom of this matter,
and to audit any other gain-of-function research coming down the pipeline. For example, in
2022, the Department of Defense finally conceded that it was operating forty-six “Ukrainian
laboratories, health facilities, and disease diagnostic sites over the last two decades.”129 We know
that many of the same players behind the gain-of-function coronavirus research and the Wuhan
lab were involved in the Ukrainian labs.130 How can we allow this to continue, given all of the
destruction this research has wrought on mankind?

In broad daylight, on October 20, 2021, the NIH conceded to Kentucky Rep. Jim Comer that
EcoHealth Alliance indeed engaged in gain-of-function research with the Wuhan lab and it was
funded by the NIH in 2018.131 The NIH described the research as a test to see “if spike proteins
from naturally occurring bat coronaviruses circulating in China were capable of binding to the
humanACE2 receptor in a mouse model.” They note that indeed these mice became “sicker,” but
bizarrely deflected by asserting it was “an unexpected result of the research” that EcoHealth
violated the terms of the grant, and that somehow this virus they created was distinct from what
was infecting the world. Humanity is owed an answer about the history of this research and what
came out of it.

A good starting point is drawing upon the expertise of people like Dr. David Martin. Dr.
Martin was an international bioweapons inspector and intelligence analyst who has studied the
patents of the various components of the virus and the vaccine for years. He has a story that
needs to be shared with the world if we are ever going to get to the bottom of who caused the
greatest calamity and destruction of civilization likely in human history. It is for this reason that
we call him to the stand to lay out the facts of where COVID, and all its cascading policies, came
from:

QUESTION: You have an extensive background in health care, technology, and more. Can
you itemize some of that experience for us?
 
MARTIN: My undergraduate degrees are in biology, psychology, and sports medicine. I have a
master’s in physiology. My doctorate is in radiology and orthopedic surgery, engineering, and
sports medicine at the University of Virginia, which is a top twenty-five university in the
country. I joined the med school faculty there in the early 1990s.

Also during the 1990s, I founded and ran Mosaic Technologies, which was a treaty-restricted
technology transfer company. Our business was to go into countries that were mostly precluded
from exporting offensive military technologies during the Second World War, and the treaties
thereafter, and find military technologies that could be exported as civilian technologies.

I’ve also been very involved in investigating biological and chemical weapons capabilities and



violations around the world for the U.S. government. I published the official document on an
annual basis that recorded globally all biological and chemical weapons facilities, who was
funding them, what they were doing. That work made me familiar with people like Ralph Baric
and Anthony Fauci way back in nineties, when they took the spike protein associated with
coronavirus and weaponized it to target human tissue—including lung and heart tissue—under
the cover of an effort to create a vaccine vector that could be used for an HIV vaccine.132

Thus, as you can see, I’ve had a hand in things ranging from medical technologies, stealth,
antenna, radar, nuclear medicine, and all sorts of other things.
 
QUESTION: Is it your view COVID-19 did not happen spontaneously? That those behind
all of this didn’t merely take advantage of an organic crisis to advance an agenda, but
caused the crisis themselves?
 
MARTIN: Yes, but it’s not just my assertion. I have over 4,000 pieces of documented evidence
to show that from 1999 until September 2019, this entire terror campaign was organized and
funded through National Institute of Allergy and Infectious Diseases (NIAID). For example, in
October of 2014, NIAID told the University of North Carolina to continue their gain-of-function
work on the spike protein from the Wuhan coronavirus model, despite the moratorium against
it.133 There’s not even a question this was premeditated.

The goal early on was finding a way to weaponize what had been for two decades prior a
concern of veterinary medicine. Most coronavirus infections prior to 1999 were contained to
dogs and pigs, and it was usually a gastrointestinal target, not a cardiac or respiratory one. It was
Baric who turned it into a device that could target the human heart and lungs. There is no
accident anywhere in this. It is exceptionally clear from the evidence I’ve been briefing since the
early 2000s—that this is a known and planned weapons program. It had nothing to do with
public health or any of the alleged nightmarish scenarios we were told in late 2019 and early
2020.

In early 2015, in a critical admission of racketeering and domestic terrorism, Peter Daszak, the
head of EcoHealth Alliance, stated to the National Academy of Sciences “to sustain the funding
base beyond the crisis we need to increase the public understanding of the need for medical
countermeasures such as a pan-coronavirus vaccine. A key driver is the media and the economics
will follow the hype. We need to use that hype to our advantage to get to the real issues.
Investors will respond if they see profit at the end of the process.”134

I’m not making an allegation. It is their own admission. I have the documentation. They stated
that this was a domestic terror campaign, and they stated it during the gain-of-function
moratorium.
 
QUESTION: Are you suggesting this just about the creation of the virus, or are you saying
it about the creation and release of the virus?
 
MARTIN: We need to be precise in this because we are being misled by the cunning use of



language. Coronavirus is a model of what is called a clade, or a subspecies of virus. Coronavirus
is a descriptor of one type of virus. But the fact of the matter is that there is not a single
coronavirus. In 2003, during the first SARS outbreak, which we were told was also an accident,
the CDC’s first patent that was filed on the genome of SARS coronavirus was ironically the U.S.
government seeking to control the genome of the subclade referred to as SARS.135 What we have
had in the past two and a half years has not been a virus outbreak. It has been the deployment of
a spike protein weapon that has been known and improved upon over the last two decades since
that first patent.

Baric said in 2016, when he was speaking at the Wuhan Institute, that a SARS coronavirus
targeting human tissue was poised for human emergence.136 How would he know that? Because
the proverbial guns were loaded and ready to be deployed.

Once again, this is not an assertion. It is an open and shut case. Go back and look at the 2003
patent.137, 138 The U.S., led by the likes of Fauci and Baric, allegedly took what was described by
the Chinese and turned it into an invention owned by the U.S. through the CDC, which was
given complete control of the commercial deployment of a coronavirus weapon—specifically the
SARS coronavirus, with its corresponding spike protein.
 
QUESTION: One of the mysteries of this saga from the beginning was the ignoring of
thousands of years of preestablished science on natural herd immunity, as well as ignoring
decades of post–Spanish flu studies and research on the ineffectiveness of masks. One of the
things many always wondered, even back when you would be censored for not accepting a
natural origin of the virus, is whether this complete bypassing of established science was a
tacit admission the virus was not of natural origin? Therefore, it may not adhere to
preestablished natural laws of virology and immunology, which we have observed and
recorded. Do you have any thoughts on that?
 
MARTIN: The fact of the matter is we knew in 2015 that Baric was modifying the Wuhan
Institute’s coronavirus model to amplify its pathogenicity.139 We know they were actively aware
and conscious of the fact they were constructing a weapon, by inserting into the RNA amino acid
sequences that have never been seen in a natural spike protein model of any pathogen—SARS or
otherwise. This was architected to be a synthetic chimeric alternative to coronavirus. There never
was any attempt to try to make this a herd immunity situation, and what makes that the most
damning is the very first patent the University of North Carolina filed on the weaponized
coronavirus refers to an “infectious, replication defective” clone of SARS coronavirus.140 So, this
was meant to be a weapon targeting an individual, not a pandemic or immunity structure.
 
QUESTION: Why? Is it Big Pharma greed? Is it population control? Is it a pretext for
broader social control? Is it all the above? Do we yet know why it appears to have been
released sometime in 2019?
 
MARTIN: It wasn’t released in 2019. It was introduced more broadly to the population in 2019,



but it would take a basic biochemist five seconds to prove the RT-PCR (reverse transcription-
polymerase chain reaction) fragments of spike proteins were evident in populations within tissue
data banks that go back over the last two decades. It is an easy thing to do, and the reason why
nobody does it is because nobody wants to answer the question of how long this has actually
been in the population and who has been exposed to it.

The fact of the matter is we know that back in the early days of what is allegedly the
pandemic, there were universities in California that were awkwardly finding evidence of what
was being called SARS coronavirus in tissue predating patient one in China.141 Then those efforts
were all shut down.

We know that any frozen tissue at any tissue bank, which means any blood sample, could be
easily tested for the existence of what we are calling this particular spike protein fragment—and
you’d find a relatively high population that has the circulating fragments of coronavirus in tissue
samples going back for years. Remember, this disease called COVID-19 is the first and only
disease that has ever been invented that has no differential diagnosis. This is a diagnosis by
committee. There is no lab test. There is no standard test.

There is nothing that actually says you have COVID, and the reason why is because an
enormous amount of people who test positive for the fragment of spike protein have no
symptoms. And then a lot of people who have symptoms don’t test positive for the fragment of
the spike protein, so this is not a causal situation at all.

COVID-19 is a statistical terror campaign. It has nothing to do with any reality, and the spike
protein is a weapon and we need to see it through that lens. When you create a weapon and you
unleash it on a population, there is no question that the intended outcome is the death of people.
If you go back and look at the WHO’s global preparedness board document from its vaccine
decade preparedness program—which the Gates Foundation, the China CDC, NIAID, the
Welcome Trust, and others published in 2011—their goal was a 15 percent reduction in
population by 2020, and they even said that was through vaccination programs.142

 
QUESTION: Are you saying this was about herd thinning, not herd immunity?
 
MARTIN: No question. It was a requirement to reduce the population, and everybody since
roughly the year 2000 has signed on to that. You can’t achieve immunity with a patented
biological weapon that is infectious but replication defective. You have to go back to their own
language. Infectious means you get sick. Replication defective means it doesn’t transfer to other
people. You can’t back this into a community health virology storyline that goes awry. This is
actually architected to achieve an outcome.
 
QUESTION: Does this explain why years later there are still people getting sick with this, or
does that have to do with the vaccine?
 
MARTIN: The people who are getting sick and dying are the people getting either the shots or
the swabs. You don’t get sick and die from a normal, healthy population wandering around doing



normal, healthy things. You get sick and die when you are constantly being exposed to having
things shoved up your nose, or being exposed to an enormous number of settings where the
distribution of the pathogen is being released, which explains the deaths among the injected. The
point is proven by the fact that it wasn’t until the alleged vaccine trials began that we started
seeing excess deaths. Going into the first two quarters of 2020, no life insurance company on
earth actually reported excess claims being made. It wasn’t until the injection clinical trials got
started that we started seeing excess deaths.
 
QUESTION: If indeed this was purposefully deployed, then what was the purpose of masks
and lockdowns?
 
MARTIN: That’s super easy. In April of 2020, so well into the alleged pandemic, the Journal of
the American Medical Association on its cover page specifically said that a healthy population
should not wear face masks at all.143 The only double-blind clinical trials done on face mask
wearing said that influenza-like illness increased with mask wearing. So, the only reason you put
masks on is to incentivize a population to take the shot and then take the mask off. That was the
whole intent.

The mask was the symbol of the terror campaign. If you go back to the early part of the
summer of 2021, that was very much the case in cartoons and advertisements and all kinds of
other things. “Get the shot and ditch the mask” was kind of the mantra. This was a behavior
modification technique. This had nothing to do with health.

There is no question there has been zero evidence in any study ever that says there has been a
respiratory transmission case of SARS coronavirus. Thus, the idea of wearing a face mask for
something that has never been established as a respiratory pathogen is a rather critical thing to
point out, just like when CDC initially tried telling us to wear face masks for monkeypox in June
2022.144 Monkeypox in most instances comes from direct sexual contact from homosexual men.
I’m not going out on a limb to say a face mask won’t protect you from a disease spread through
gay sex.

This was the fulfillment of a lot of studies on behavior modification techniques, and how you
introduce fear into the population.145 It’s the slow rollout of interventions. First, don’t travel.
Then, stay at home for a few weeks. Wearing masks was part of an architected plan for cognitive
dissonance and behavior modification. It is all psychological warfare. It was about studying how
to influence people and then executing a plan for that influence. The more cognitive dissonance
you put into a person, the more willing they are to say yes to anything.
 
QUESTION: Let’s go back to the COVID vaccines. When did the research on the shots
really begin?
 
MARTIN: Pfizer’s first patent on the spike protein coronavirus vaccine was filed way back on
November 14, 1990 (US Patent 6,372,224), which is more than a decade before the first
SARS.146 On this particular pathogen, the first development of the injectable form happened



mysteriously two days after the CDC filed its aforementioned patent on April 25, 2003.147

So, the CDC allegedly invented the SARS genome on April 25, and then a mere two days
later, a patent was filed by Sequoia Pharmaceuticals on the vaccine for SARS.148 If you believe
that, I’ve got a bridge in a swamp to sell you.
 
QUESTION: Did Moderna piggyback off that work?
 
MARTIN: Oh, yes. Moderna is distributed and set up as the outgrowth of a ten-year National
Science Foundation (NSF) grant that was called—I kid you not—Darwinian Chemical
Systems.149 That grant was specific to identifying ways you could get RNA, and specifically
mRNA, to transfect a genome so you could actually inject mRNA into a cell and change the
genome of that cell. For a decade, from 2000 to 2010, that work was financed by the NSF, and in
2010, a set of alleged venture capitalists—who, by the way, no one had ever heard of before, and
no one has been able to establish where their money actually came from—formed Moderna.150

They filed patents on the mRNA technology actually months before the company itself was even
started!

This was a setup from the get-go.
 
QUESTION: Are you suggesting all the pharma companies marketing vaccines for this
pathogen knew about the development of this as a bioweapon for many years?
 
MARTIN: Welcome Trust knew about it because they were part of the campaign since 2011.
Pfizer obviously had the largest patent portfolio. Jansen Pharmaceuticals acquired a lot of the
early SARS vaccine patents predating the MERS outbreak in 2012 and consolidated a bunch of
the spike protein vaccine patents from 2003 to 2008.

The reason everyone knew about it was because when President Trump went to sign the
executive order for the Operation Warp Speed vaccine development program, everybody knew
that just a day earlier the global preparedness monitoring board at the WHO had said we were
going to have a worldwide exercise in the development of a vaccine for an “accidental or
deliberate” release of “high-impact respiratory pathogens.”151

 
QUESTION: What’s the endgame here?
 
MARTIN: The endgame is ultimately gene editing. COVID is just to get the camel’s nose under
the tent. You go back to Dolly the Sheep and all the other gene modification technology that was
slow rolled over the last decade and a half, the Catholic Church and most evangelical Christians
were opposed to it, and most relatively rational human beings were also opposed to the idea of
letting people in lab coats engineer humans. This is about gene-editing humans, not getting
people treated for alleged pandemic diseases.

That can be for a lot of things. Moderna has a mRNA vaccine platform for what they call
opioid addiction. There’s an army clinical trial right now for a vaccine for breast cancer



avoidance. Among the crowd that Fauci has assembled, there is very strong interest in a world
entirely dependent on a chemically engineered vaccine platform. This is to be injected at birth,
and then humans will be dependent upon it for the rest of their lives.

This is about getting you hooked into an edited genome to change human experience.
Recently, they’ve been saying this entire exercise is about getting us ready to be rapidly adapted
to meet the challenges of climate change and dietary changes. This is a worldview that says
humans need to be mechanically evolved faster to adapt to the changing conditions, and the way
you do it is to get them dependent on editing their genes in real time.
 
QUESTION: You understand that what you are describing is extremely—and existentially
—sinister stuff, right?
 
MARTIN: I don’t know how else you can say with a straight face that through vaccines, in a
decade, we are going to reduce the population 15 percent. That statement says we are going to
kill seven hundred fifty million people. Those are the WHO’s published objectives in their
vaccines publication. And that’s signed off on by everybody who is on the WHO board.
 
QUESTION: Where does Wuhan fit into this?
 
MARTIN: In 2013, they uploaded what was reportedly a gene sequence called WIV1, which was
allegedly a SARS-like virus.152 The University of North Carolina made a recombinant expression
of that virus in 2014, funded by NIAID and amplified by it for the two years of the gain-of-
function moratorium. By 2016, they announced to the world that WIV1 spike protein modified
recombinant chimeric alteration of the virus was “poised for human emergence.” 153

Wuhan is allegedly where the sample was uploaded and copied into the bioweapons program.
The head of the Wuhan lab was the former head of the Chinese bioweapons program.
 
QUESTION: How much of a coincidence is it that the only therapeutic that got approved
early on to treat the virus in patients, remdesivir, happened to also have been developed by
the same lab at the University of North Carolina?154

 
MARTIN: Baric, the patent holder, made the weapon and he made the alleged cure you’re
referring to. Fifty-three percent of the Ebola patients it was given to wound up dying.155

 
QUESTION: When the media started showing images in Wuhan of people collapsing, and
then a couple of weeks later the panic coming to Lombardy and New York, you are saying
there is a significant number of high-level individuals in our government who knew exactly
what was going on?
 
MARTIN: They weren’t befuddled at all. This thing was organized. When you publish that a
weapon is poised for human emergence in 2016, and then are shocked it emerges, you are an



idiot.
 
QUESTION: Lest someone reads this and thinks you are addressing this only speculatively,
you have actually directly engaged in this battle, including in the legal arena, have you not?
 
MARTIN: I was sent by the U.S. government to be a biological weapons inspector in 2003 to
Slovenia, and then to Tehran in 2005 for the National Bioengineering Summit for Biological and
Chemical Weapons manufacturers. I’ve been doing this for two decades. The reason I can cite all
of this without looking at a single note is because it’s not just research, but I’ve been a physical
witness of these weapons programs. When anthrax was allegedly released, I was the one who
pointed out the fact the army had purchased three hundred million doses of ciprofloxacin in May
before the “attack” in September 2001 (the FBI later named an army microbiologist, Bruce
Edwards Ivins, as its prime suspect in those attacks156).

Regarding COVID, my company was hired to help with the initiative that ended the face mask
ordinance on airplanes. And then we did a case in Utah concerning the legality of using a
deceptive term like “vaccine” to promote a public health outcome, when the injection doesn’t
actually provide any public health need response. It only allegedly lessens the likelihood of
severe illness or need for hospitalization if infected. It is not a public health police powers
vaccine. It is an elective medical procedure, so given the fact there has been a misrepresentation
of the use of the term “vaccination,” and given the fact it is a willful act, that is a Class 3 felony
in Utah. The government’s response to defend itself from our case is the admission of that
felony, which is why we did it in Utah. The attorney general is actually compelled to act against
a felony admitted by the federal government.

Which means I’m not just idly or recklessly speculating here. I’ve taken the knowledge and
documentation I have regarding COVID-19 and applied it successfully in a court of law.
 
QUESTION: Who do you believe needs to be held responsible for all of this?
 
MARTIN: The direct perpetrators who implemented this plan were Peter Daszak, Ralph Baric,
Anthony Fauci, and former secretary of Health and Human Services Alex Azar. Those are the
four perpetrators who have blood dripping off their hands. If you take a step back and say they
were funded by other people, then you have the Welcome Trust, the Gates Foundation, the Open
Philanthropy Foundation, and EcoHealth Alliance. At the end of the day, the core to the story is
that the WHO has been a captive agency since 1952, which is when Harry Truman signed the
executive order that actually gave the WHO the directive to control the surgeon general of the
United States. Since then, we have been living in a state controlled by the pharmaceutical
industry.157

 
QUESTION: How do we protect against this with so many agencies and organizations
involved?
 



MARTIN: You have to have the people informed. We have had a highly corrupt drug-dealing
structure that has been far more dangerous than the military-industrial complex. The pharma-
industrial complex is far bloodier and damaging. People must wake up to the fact that health care
writ large since the 1930s has been chemical drug dealers. When you have drug dealers running
a country, you get what we are currently living with. There are a lot of people who just don’t
want to look at the fact that in the United States, we have been running an active eugenics
program for that long. In the 1930s and 1940s, there were headlines asking why we don’t
manage human populations with the same level of discipline that farmers use to manage their
cattle. There’s nothing new under the sun. This sinister movement has been around for a while.

I’ve been pursuing a racketeering and antitrust angle from the beginning because it blows up
the shield of immunity for vaccine manufacturers. I want that ended immediately. There should
never be any immunity for making a product that kills people. Ever. Until that crime is busted,
we can go after the individual hitmen and probably take down some pretty important people. But
again, until the blanket immunity is ended, we haven’t really accomplished anything. We need to
get the public behind the erasure of the liability protection. That’s the only way we come out of
this alive for ourselves and our future generations.



A

CHAPTER 20

Vera Sharav: “Never Again” is Now

s time goes on, there are fewer and fewer people alive who survived the terror of the Third
Reich and the Holocaust. Vera Sharav is one of those few remaining gems and she has an

enduring lesson for the world: Nazism is not just a specific group of people at a specific time in
history. It is a mindset, and she is warning that its legacy is alive and well among the oligarchy
ruling what was once concerned enlightened democracies.

Vera was just a young girl when she and her parents were taken to a Nazi prison camp in
Romania. Her father died of an illness he contacted in the camp, and she was separated from her
mother for years. Luckily, she was able to escape to what is today modern Israel, and eventually
immigrated to the U.S. when she was ten.

Different survivors chose an assortment of postwar paths based on the lessons they learned
from the genocide they lived through. For Vera, the lessons were quite clear—Auschwitz didn’t
begin with Auschwitz and the final solution. It began with the mix of scientism, public health
nationalism, lack of informed consent, technocratic government authoritarianism, and the
elevation of corporate supremacy over individual rights.

It is for this reason she founded the Alliance for Human Research Protection, which is an
organization dedicated to upholding the humanitarian values and ethical standards of medicine
enshrined in the Hippocratic Oath and the Nuremberg Code. In order to ensure that “Never
Again” is more than a hollow slogan, Sharav set out to educate the public on ethical breaches in
the principles of informed consent and medical experiments on human beings long before
COVID fascism came to life.

Sharav believes that we must understand the underlying ideology and political and ethical
framework within the medical community that allowed the Third Reich to grow and eventually
culminate with the Final Solution. In order to understand the relevance of the Third Reich to the
current discrimination, public health fascism, and unbridled human experimentations (and why
we are facing an even more technologically dangerous “Fourth Reich”), we call Vera Sharav to
the stand—one of the few remaining people who can speak to the past, present, and future of
public health fascism in so-called enlightened countries.

QUESTION: A lot of people recoil from any analogy drawn from the Third Reich, the
1930s, the Nazi regime, and the scientism that they pursued for, in their view, the benefit of



public health. As a survivor of the Holocaust who came to America to escape such horror,
what would you say to those people who think such comparisons aren’t justified?
 
SHARAV: The parallels are all too evident. They have to do with the prelude, or the steps that
led up to the Holocaust, because it didn’t just begin overnight. What is interesting about the
children who are being sacrificed now to the Pfizer/Moderna mass injection regime is that the
first murder victims of the Nazi regime were German infants and young children under the age of
three. Their crime was that they weren’t perfect. They were in some way disabled. And the
whole public health system was geared toward rounding them up.

At birth, midwives would report the birth of a child who wasn’t perfect to the state and it went
up the ladder. Doctors were the ones who selected those children whom they deemed unworthy
of life. The children were taken away from their parents and they were told their children would
receive special treatment to improve their condition.

The special treatment was medical murder.
Some children, before they died, were actually used in starvation experiments, so the doctors

could record how long a baby or child would survive without nutrition. What made it possible
was the mindset of eugenics, which aims to clear the genetic pool of those they deem unfit. This
program expanded to the disabled of all ages. The mentally ill were cleared out of the asylums
and the last group were the residents of nursing homes.

Hospitals became state-sanctioned murder ventures. They tested their methods for killing,
including Zyklon B for the gas chambers. At a certain point, it had to go underground because
when it reached the nursing home group, there was a fuss from the citizenry, but it continued
until 1945. When you listen now to some of the people on the advisory committee to the FDA, it
is absolutely chilling how disaffected they are about condemning children to death or irreparable
damage via the COVID vaccine for absolutely no potential benefit.

There is absolutely no justification whatsoever to expose children to these experimental
injections. Children have been proven to be largely unaffected by COVID. So why are they
pushing these injections? One possible reason is that it is becoming clear to people that there is
no longer an emergency—if ever there really was one—which means that emergency use
authorization is essentially illegal.

But the only way the manufacturers could continue to be indemnified from liability for harm is
if the CDC puts these injections on the children’s vaccine schedule. It is on the backs of the
babies that they are trying to maintain their immunity from liability. This is sadly where our
society has come to.
 
QUESTION: Can you take us back to the beginning of your story and how you escaped the
Nazis and survived?
 
SHARAV: I was three and a half when we were deported. All children in such crises develop
and grow far beyond their years. I observed a lot. One of the things that was very common in the
concentration camps was that although I wasn’t in a death camp, death was always around. The



fear of being put on a list to be sent to a death camp was constant. In the camp where I was
detained, we were left to starve. Under these circumstances, you are left to exist in a subhuman
condition.

I lost my father before I was five and I blamed myself for his death. When we were deported,
we had to cross a river on a rickety boat and there was fear it would tip over because there were
too many people on it. So, my father took off his coat and dropped it into the river. When he
died, I was sure it was because he dropped his coat and subsequently got sick from the cold, but I
held on to my little toy. Then my mother got wind of a rescue operation in 1944 when they were
getting ready to liquidate all the camps. She lied to save my life and registered me as an orphan.

I then spent about ten months as a child without parents. I had to learn how to assess people
and whom I could trust to take care of me. I had to choose. One of the horrors I remember from
that trip is one time we were allowed to get off the train to relieve ourselves. This one girl who
was older than the rest of us found a baby in the ditch and she brought it with her back to the
train, but the guards wouldn’t let her. They beat her off the train with the baby. I was horrified
because I knew they would both die.

A lot of such buried memories have come up during this COVID horror. I befriended a family
on the train. The ultimate destination was Israel before it was a state. When we got to a harbor
city in Romania, there were three small boats waiting for us. I was assigned to the boat with all
the orphaned children, but I absolutely refused. Everybody embarked and I was left alone crying
my heart out, but I would not budge.

Miraculously, they gave in to me and let me stay with the family I had befriended. The first
night out at sea—and I didn’t witness this horror because I was asleep—a submarine torpedoed
the boat with all of the children on it. There were no survivors. I was supposed to be on that boat.

I didn’t say a word the next morning when I found out, but I thought that I had been right not
to listen to authority. So now as an adult, I certainly hold on to that determination of mine to
trust my own instinct—my own informed consent—and not simply to always comply. This
whole COVID nightmare would not be happening if people would not comply. If you are a free
human being, you have to exercise your freedom.

None of the restrictions during COVID have had anything to do with protecting people’s
health. On the contrary, they have done the opposite and the evidence is piling up. The countries
that have the highest rates of vaccinated people are having the highest rates of sickness and
death. It is hard for them to hide it anymore. There are the children, the young men with
myocarditis, and the lost pregnancies. This is essentially the worst crime against humanity ever,
because this is targeting the entire global human population, not just one group of people or
country.

Hitler was helped by a whole slate of corporate allies. American corporations. German
corporations. Swiss corporations. U.K. bankers. He was bankrolled with the means to conduct
the war and the genocide. Although something unique happened at the end of the war with the
Nuremberg trials, it was only a few of the criminals who were tried. Most of the others continued
to expand their plots and perfect their methodology.

We’ve had plenty of hints about this global objective of control. They want the natural



resources, the financial resources, and the human resources. Slavery was a very big business
during the Holocaust. The most visible leader of the World Economic Forum, Klaus Schwab,
had a father whose business relied on slave labor.158 It’s all just a continuing thread.

Most of the perpetrators during the war moved on and many went to the United States. More
than 1,600 Nazi scientists and doctors went to the United States with their families.159 They
spread what they did across hospitals and academic institutions and the military. What I’m
suggesting is that Germany lost WWII, but the Nazis did not. They have essentially been
thriving.
 
QUESTION: They say the road to hell is paved with good intentions. When you came to
America from the camps after losing your father and being separated from your mother
for a long period of time, you knew that Auschwitz didn’t start with Auschwitz. It was this
medical scientism and public health supremacism that was elevated over individual
compassion and care and informed consent. Do you feel we are living through that
nightmare again?
 
SHARAV: Until now, I’ve talked about the uniqueness of the Holocaust compared with other
genocides. We had a lot of other genocides in the twentieth century, but none of the others relied
so heavily on the medical establishment. That’s what we have now. Just like we had in Germany.
Without the medical establishment, those babies would not be subjected to what is coming with
endless mass therapeutic experiments. The medical establishment gives the veneer of legitimacy
to mass murder.
 
QUESTION: What are some of the tools you see used the last few years that echo or parallel
the tools for propaganda that were used by Germany in the 1930s to convince people that
their demonic plans were for the betterment of humanity?
 
SHARAV: The initial weapon was to instill fear in the public with a constant barrage of
propaganda. That’s what we are living through now. People have been paralyzed by fear of an
invisible virus and those who refuse the experimental injection, just like Jews, were demonized
as spreaders of infectious disease. It was a lie then and it is a lie now.
 
QUESTION: One of the actions taken by many of these international governments is the
forced lockdown whether you have the virus or not. We even heard the camps in Australia
and other countries like Canada had quarantine hotels. Then we had the crescendo with
the Shanghai lockdowns. Could you describe your experience in the concentration camps
when you were a very young child, and how you feel about drawing that parallel?
 
SHARAV: The first thing is the segregation and deportation. There were more than 4,000 camps
of various kinds all over Europe. The main point was to uproot people. Most were not
immediately thrown into the death camps. They were more like weigh stations and slave labor



camps. We don’t have the same thing right now, but it’s just a matter of degree. Who knows
what the next thing will be?

It happens with an accelerated elimination of civil and human rights and that is done in stages.
What is especially disturbing is that the people who are not isolated or sent away look the other
way. They pretend they don’t see. And what we’ve seen during these lockdowns is the same kind
of thing. People don’t want to get involved. They are silent. They don’t want to lose their
lucrative jobs or respected positions of power. And it has been said over and over again by some
of the most prominent Holocaust survivors that the worst crime was silence.

The silence of the onlookers got the Nazis to believe that nobody cared. They could just keep
pushing the pace of what they were doing. The other thing that is similar to the Nazis today is the
medical complicity with technology. Hitler could not have accomplished what he did without
IBM. The IBM punch card system was the precursor to today’s digital technology. What IBM
provided was a conducted census in Germany and all over Europe that identified the Jews. This
enabled the Nazis to uproot them, track them, surveil them, and strip them of their assets. If
you’ve seen some of the people tattooed with brands on their arms, those were IBM
identification numbers.160

IBM machines were stationed at death camps and IBM ran the trains to the death camps so
they would arrive on schedule. This was an industrialized genocidal operation made possible by
IBM, and IBM today is one of the major producers of digital ID for COVID.161

For these days, the vaccines are sort of phase one. What they are really after is for everyone to
have a digital ID because that gives them full control where everyone will be a slave. They may
have a chip inside the injections. We don’t know what is in them. If they get that into your body,
that’s it, and they control you 24/7.

They aren’t even keeping this a secret. One of their so-called philosophers, Yuval Harari, talks
about it all the time, as does Pfizer CEO Albert Bourla.162, 163 Their whole plan is to create
transhumans. It is very diabolical and, in that sense, the culture of those planning and pushing all
of this are today’s Nazis.

Nazism isn’t specifically German, or even a country; it’s a mindset. They are monsters in
human bodies but aren’t anything like normal human beings. They have absolutely no empathy.
They want to essentially annihilate all that is human in our civilization. They have the hubris to
regard themselves as gods.164

 
QUESTION: People never want to believe that they are living in tragic turning points of
history like what you are describing here. Pre–World War I, Germany was the most
progressive, enlightened, educated, and wealthiest nation on earth. However, the
generation that was born during that period would see Germany be the tip of the spear for
not one, but two world wars by the time they were in their forties. A lot of Americans are
struggling with the idea that such a thing could happen here, now that we are the most
enlightened and prosperous nation on earth. Do you see any similar and ominous cultural
indicators here in the U.S. that existed in Germany during that era?
 



SHARAV: The Germans didn’t believe something like that was possible and the Jews didn’t
believe it, either. Until 1938, Jews could still leave Germany. That was five years into the
regime, but most stayed until it was too late. When thirty-two countries met in Avion, France, to
discuss the “Jewish question,” they all decided they could not take in any more refugees. That’s
what gave Hitler the green light. There are a lot of complicit actors in this crime. The report of
the Holocaust Commission to the president of the United States in 1979 warned that with
population growth, the Nazi option to slaughter millions of people is real (or justified to curb the
excess population).

What I am particularly upset about today is that there absolutely is this concerted effort to
prevent anyone from going near the Holocaust and drawing comparisons, and that includes
Jewish institutions. What they are doing by keeping the Holocaust out of conversations is
making the Holocaust irrelevant when it is the most relevant historical episode. The one thing the
victims wanted more than anything is for the world to remember so that it wouldn’t happen
again. They found diaries buried in the ground at Auschwitz written by those who were charged
with getting the bodies to the crematorium. They knew that they had only so long to live and
then they would be the ones sent there and others would come after them. They wanted a record
of it. So those who are trying to prevent a discussion that raises an alarm so people can
understand are doing a disservice.

This time it won’t be gas chambers. It will be remote. Click, click. It’s biotechnology now.
That’s the weapon of choice because it gives them total control. You really don’t need atom
bombs now.
 
QUESTION: Do you think one of the problems with people who talk about the Holocaust is
that they diagnose it as an outcome of fascism, and so we need socialism in response or
more centralization of power, when your message is that we actually need decentralization?
 
SHARAV: They actually toyed around with lockdowns back in 2003,165 but there was a doctor
who helped combat smallpox, D. A. Henderson, who actually had a track record of stopping this
stuff, and he and others said absolutely no.166 The worst thing you could do was stop the
economy. You isolate only the sick. You don’t disrupt life. But then with COVID, we proceeded
to do just that. These public officials knew what they were doing. They are taking orders, too.

This has been a purposeful demolition of the economy, especially of the middle class and
closing small businesses. They urged everyone to buy everything digitally because they want a
digital currency. The worst thing for humanity to do is to give in to central control because that’s
what they want. The World Health Organization, the United Nations, the World Economic
Forum, and the World Bank are all working together here in unison. This is their game. They are
intent on eliminating nations and thus eliminating constitutions and constitutional rights. They
really want to reduce us to animals. They are treating us as herds.

The trouble is that the education system from kindergarten on has been about training young
people to trust authority and be compliant. That’s why you are seeing all this obedience. People
are even wearing masks where they are no longer required to by ordinance. They don’t want to



hear the truth. They want the controlled narrative. The Biden administration paid $1 billion for
the media to only write positive things about the vaccines and they all marched in lockstep. It’s
not a conspiracy theory. All the leaders in the West have been training by the same script, and
they all followed it during COVID. We don’t really have elected leaders anymore.

This has been planned for a long time—ever since 1945. They didn’t rest. And unfortunately,
most of the people have been asleep. I thought they would be shocked and angry to be
commanded to stay locked down when they were perfectly healthy. I would have thought
Americans, in particular, would value their freedom much more. Yet the United States owns this
particular catastrophe. The virus was produced in a lab that we paid for. We’ve got to undo that.

We were all prisoners. It is unbelievable when you think about it, especially when you know
this was not a lethal disease for most people. It was lethal, though, when they put people on
ventilators, and when they forbade doctors from prescribing FDA-approved medicine that had
been used for decades with a long record of safety. Instead, people died from essentially medical
murder.

In March and April of 2020, orders went out to hospitals in Western Europe, Canada,
Australia, and at least five states in the United States not to treat the elderly. They were to be sent
to nursing homes, where those who were infected would infect the others. It was a genocidal
operation. Before Andrew Cuomo gave the order in New York, he predicted the virus in nursing
homes would be like fire through dry grass—in other words, he knew. So, what happened to
him? He made $5 million off a book and he got an Emmy Award.
 
QUESTION: What would you urge the people to do about this? What would today’s
Nuremberg Code need to be to put the never back in never again?
 
SHARAV: First of all, they should follow the Nuremberg Code, which is very unique because it
emphasized that the individual human being takes precedence over the state. The ten principles
essentially laid down what is permissible research with human beings and what is not. The
medical establishment and pharma have not been abiding by it. They don’t want to hear it. They
have other plans.

They use those whom they regard as dispensable people: the mentally ill, prisoners,
immigrants, and so on. It’s all very dark. These businesses have only grown and a lot of it is
under the radar. They have done experiments on mind control with surgical insertions. They have
been tinkering on how to control us. Whenever you think something has been laid bare, it isn’t.
The plan was always to control a vast number of people without having to shoot them and that
sort of thing. How to do it in a way where they have cover, both from the medical establishment
and from government.

One of the things that most have a hard time trying to grasp is that there are truly, truly evil
people. They can’t imagine it. They can’t imagine that doctors are laying out a vaccine protocol
that is going to harm those babies like they voted on at the FDA committee. They don’t imagine
that those doctors really don’t care about those children. A lot of those doctors will say, at best,
that they didn’t know. But a lot of the doctors, especially at the top, know all too well what they



were doing. I’ve seen this all before.
People aren’t listening, though. They are loath to believe that they have been lied to and

completely misled. Just like it happened back then also. Some of the Jewish leadership even said
Hitler didn’t really mean what he said. But they were wrong.



L
CLOSING STATEMENT

adies and gentlemen of the jury, from the very outset of the trial contained in this book, you
have been issued two challenges.

First, obviously starting with a provocative title, Rise of the Fourth Reich, which provokes a
very strong reaction—even among those of you that may have been the most willing to hear and
affirmatively respond to the testimony laid out in its pages. Using the worst and most evil display
of authoritarian power this world has ever known as a reference point should not be done
cavalierly, let alone for mere rhetorical flourish.

However, and unfortunately, we strongly (and sadly) believe the testimony contained within
this tome reaches such depths and is therefore a justifiable comparison. If anything, it could be
argued that what Covidstan, the “new normal” of fascistic western governance, aims to
accomplish here, if left unchecked, might even be worse and here’s why. When such
authoritarian evil is relegated to a singular nation-state, or even an axis or empire, there will
naturally be resistance to it. Even if such resistance is only driven by rival nationalistic
ambitions, and nothing more altruistic, in some or most instances.

But what happens when the authoritarian evil transcends our natural competitions and
nationalistic ambitions that would otherwise organically emerge to confront it? What happens
when it exists outside our normal geopolitical ebbs and flows? Furthermore, how much havoc
can such a power wreak when you can’t declare war on it with your military? Or vote it out of
office in the next election?

Even Hitler, in all his megalomania, tacitly acknowledged his own mortal limitations in
arrogantly proclaiming his Third Reich would last 1,000 years.167 On the other hand, what’s at
stake here is nothing less than a new, but technocratic, Dark Ages. An era where the Western
civilization that raised humanity from that awful period is all but erased—as are its influences
like the Enlightenment, the Reformation, and the American Revolution—and replaced with a
transnational alliance of technological elites in both the public and private sector.

Elites who control your lives literally down to the last molecule—if not turn you into nothing
but a molecule.

An era when not just individual liberty, but your individual bodily autonomy, are all but
extinct. So, no, we don’t think Rise of the Fourth Reich goes too far at all—though we wished it
did. And ladies and gentlemen of the jury, we suspect you’re at least open to agreeing with us,
otherwise you wouldn’t have made it this far into this book.

Which brings us to the second challenge before you, which you will decide after finishing our
work. That challenge can be found in our subtitle: Confronting Covid Fascism with a New
Nuremberg Trial So It Never Happens Again.



We are not a nation of laws, and never have been, but a nation of political will—and we
always will be. Which means whatever you incentivize, or don’t punish, you will get more of.
Whatever tyranny you are willing to comply with will be imposed upon you. This is the very
essence of the concept “government by the consent of the governed” mentioned in our
Declaration of Independence. We get the very government we deserve.

We do not face an insurmountable army of millions of soldiers with bombs, bullets, and
bayonets. If we are to continue allowing a select few evil billionaires and megalomaniac
government officials control our ability to breathe freely and live without a biomedical
supremacism and surveillance, then shame on us. As Sam Adams, father of the American
Revolution, admonished,

“The truth is, all might be free, if they valued freedom and defended it as they ought. Is
it possible that millions could be enslaved by a few, which is a notorious fact, if all
possessed the independent spirit of Brutus, who, to his immortal honor, expelled the
proud tyrant of Rome and his royal and rebellious race? If, therefore, a people will not
be free, if they have not virtue enough to maintain their liberty against a presumptuous
invader, they deserve no pity, and are to be treated with contempt and ignominy.”168

Therefore, we do not ask you merely for a guilty verdict. We ask you to be the guilty verdict.
Fulfill the subtitle of this book as free men and women in a constitutional republic. Your elected
officials will not act en masse to prevent such a tragedy from reoccurring or even taking
permanent root without your, shall we say, “encouragement.” In order to achieve the en masse of
elected officials holding Covidstan’s feet to the fire we need, we must first reach a critical mass
among the people demanding justice.

Rest assured, reaching a guilty verdict in this trial is not a passive transaction. You cannot
render your verdict, and then call it a day. Your work is just beginning if you do, for this is what
self-government is all about, and self-government always begins with “self.” Just as the
Constitution begins with the words “we the people,” so must the fulfillment of “never again.”

At this point in our tribunal, if we did our job of telling and exposing the truth adequately, your
blood is either boiling or clotting. But what are we prepared to do?

Clearly, what we are doing is not working, as the biomedical fascism continues unabated
several years after basic science and learned experience repudiated every governmental action
taken under the guise of fighting COVID. In our fight for medical freedom, this is our Haggai
1:5 moment: “You have planted much but harvested little. You eat but never have enough. You
drink but never have your fill. You put on clothes but are not warm. You earn wages only to put
them in a purse with holes in it.”

Liberty will not restore itself. The “new normal” of COVID fascism will not revert to the God-
ordained self-evident normal of human beings living free of external control, without taking
affirmative action against the foundation that has been laid, burning it to the ground, and salting
the earth above it. As Sam Adams warned those who initially wanted to avoid confrontation with
the English Crown in the early 1770s, “If we are voluntarily silent as the conspirators would
have us to be, it will be considered as an approbation of the change.”169



In other words, it is time for us to up our game.
How can we emerge from the utter destruction of the past few years of Western governments

regressing into pre-Enlightenment thinking without any plan of action to immunize ourselves
from this disease of biomedical tyranny ever infecting us again? Just like after the Holocaust,
when Western governments promised “never again,” and established principles to guard against
using human beings as lab rats, so too is it incumbent upon our generation to reaffirm certain
ironclad principles and construct a legal firewall around these impregnatable principles. If we
don’t, we will sentence the next generation to even worse.

Sadly, we thought we already inoculated ourselves against such subhuman experimentation
and denial of basic human rights seventy-five years ago. Along with the trials at Nuremberg to
bring the perpetrators of the Final Solution to justice was a separate doctors’ trial held in 1946–
1947 to convict those who engaged in experiments for supposed medical purposes. Out of that
trial was born an international standard of medical ethics under the newly-adopted Nuremberg
Code, in order to make sure that such tortuous experiments would never be carried out under the
guise of medicine and science again. And to guarantee that informed consent would serve as the
North Star guiding future medical practice, experimentation, clinical trials, and pharmaceutical
interventions.

At first glance, someone with only a cursory understanding of the Nazi regime and the
Holocaust might be puzzled that there was such a need to adopt medical ethics after the
Holocaust. After all, what do a couple of murderous concentration camp “doctors” who tied
down starved and abused prisoners, and purposely murdered them, have to do with run-of-the-
mill doctors, scientists, and pharmaceutical companies practicing medicine for the good of the
general public? Weren’t these “doctors” just as unmistakably murderous as the other twelve
Nazis sentenced to death at the main trial for carrying out mass genocide? Why did the
organizers of the Nuremberg tribunal need a separate, auxiliary trial a year later, rather than
mixing them in with the original perpetrators of the Final Solution and the genocide at the
concentration camps?

Indeed, they were part of the genocide of Jews, but the prosecutors behind the doctors’ trial
wanted to make sure that the world understood their actions and intentions were just as diabolical
as those who commanded the concentration camps, because the doctors did have their public
excuses and defenses.

The main defense of the twenty-three doctors prosecuted for murder was that they conducted,
among other experiments, “high-altitude” and “freezing” experiments on prisoners at the Dachau
concentration camp in order to help German pilots survive—and were even pivotal to helping
U.S. pilots survive in the postwar era.170 The defense brazenly articulated a view that the “good
of the state” takes precedence over the individual. And they even cited, not without merit, the
fact that Americans had conducted malaria experiments on prisoners.171

To that end, Nuremberg prosecutors wanted to ensure that for the rest of eternity, nobody in
the medical field, even those with a legitimate rationale of ancillary benefits inherent in their
experiments, could lay claim on another human being’s life in order to supposedly save others
for “the greater good.” Which is why they didn’t just create a Nuremberg Code to stop doctors



from forcibly tying down patients and injecting them. They understood that in the future, there
might be shades of relative gray, where scientists would be so obsessed to legitimately cure an
ailment, they’d be willing to deny a patient’s proper informed consent about the safety of the
therapeutic they were experimenting with.

It’s precisely for this reason they state in precept ten of the code: “During the course of the
experiment the scientist in charge must be prepared to terminate the experiment at any stage, if
he has probable cause to believe, in the exercise of the good faith, superior skill and careful
judgment required of him, that a continuation of the experiment is likely to result in injury,
disability, or death to the experimental subject.”

Yet, if we fast-forward seventy-five years, our own government and medical establishment
continued with the lockdowns, school closures, masking, remdesivir, and COVID shots long
after it was apparent they needed to be terminated and that the grand human experiment was all
pain and no gain.

Brigadier General Telford Taylor, the chief prosecutor at the doctors’ trial, stressed in his
opening statement, this was “no mere murder trial,” because the defendants were physicians who
were “exceptionally qualified to form a moral and professional judgment” and who had sworn to
“do no harm” pursuant to the Hippocratic Oath.172

“It is our deep obligation to all peoples of the world to show why and how these things
happened,” observed Taylor in his opening statement on December 9, 1946. “It is incumbent
upon us to set forth with conspicuous clarity the ideas and motives which moved these
defendants to treat their fellow men as less than beasts. The perverse thoughts and distorted
concepts which brought about these savageries are not dead. They cannot be killed by force of
arms. They must not become a spreading cancer in the breast of humanity.”

Taylor’s point was that one can fight a murderous army with an equally dedicated military. But
how do you fight scientism and biomedical authoritarianism whereby the medical field, working
with the state, convinces people that some people deserve less life and that anything and
everything goes when it comes to the achievement of scientific, medical, and public health goals
—unless it is rooted out legally and intellectually from society, law, and the body politic?
General Patton might have been able to defeat the Panzer tanks in battle, but his military success
alone could not eradicate the ideology the Nazis were fighting for.

Taylor’s concern was not just punishing the Nazis but also ensuring that our own Western
societies wouldn’t learn from that behavior—perhaps not in a concentration camp but through
more subtle means. Hence, Taylor was not only concerned with what the Nazis did in the 1940s
in places like Auschwitz and Dachau, but what he witnessed in the lead-up to the Final Solution
during the 1930s. That’s when the German medical profession played a prominent role in
sanitizing the demonic behavior within an otherwise civilized people.

That we have megalomaniac politicians in Western democracies willing to sacrifice lives for
power, control, and greed is unfortunately not unprecedented. What is unprecedented, however,
is how through COVID, such evil was able to transcend borders and national politics to
encompass nearly the entirety of the West just as it once plunged Germany into the Third Reich.
With the majority of doctors and the broader medical profession clapping along like trained seals



as they enforced this potent zeal and cruelty.
Our entire set of bioethics in modern America is built off the principles of the Nuremberg

Code born out of the horrific discoveries during the 1946–1947 Nuremberg doctors’ trial. Except
those principles were vitiated—anywhere from ignored during a panic to blatantly abrogated
during COVID. This marks an eerie return to the darkest ethos of the Third Reich–era doctors
and scientists. If we ever hope to reclaim our humanity, there must be a reckoning for the
medical profession that not only partnered with but pioneered the Fourth Reich regime of
coerced human experimentation, denial of lifesaving care, discrimination against those with
disabilities, and the elevation of a medical/scientific authoritarianism over the most basic human
rights.

That one should conclude from the Holocaust a person must not be strapped down and
physically injected was obvious to the Greatest Generation. What they wanted to craft was a set
of ethics that would create an enlightened consent among the public, so they couldn’t be
manipulated or brainwashed into an experiment, much less threatened, discriminated against, and
coerced—either physically or via loss of livelihood and access to public freedoms—into placing
a medical device on or in their person. After all, fascism is not initially advertised as barbarism,
but as a beacon of hope for bettering the lives of the public as a whole. With such lofty goals as
the guiding light of these policies, the leaders of the Nuremberg trials understood that history
could repeat itself, and the people could be blinded into supporting barbarism, in pursuit of
“perfecting” humanity.

As of this writing, Canadians who didn’t get the unsafe and ineffective shots must still drive
thousands of miles across their country to see a loved one because they are barred from
airplanes. Americans in many parts of the country are still denied organ transplants for not
getting the shots regardless of their personal circumstances, risks, and potential benefits from the
shots. It is that sort of coercion they wanted to nip in the bud at Nuremberg, and not just for
Germany but for the rest of the world.

In crafting a set of medical ethics, General Taylor wrote a memorandum on April 15, 1947,
establishing that not only should medical experiments be voluntary in a legal sense, but in an
intellectual and social sense as well. “This requires specifically the absence of duress, sufficient
disclosure on the part of the experimenter and sufficient understanding on the part of the
experimental subject of the exact nature and consequences of the experiment for which he
volunteers, to permit an enlightened consent,” he wrote.173

Decades later, our government has regressed to pre-Enlightenment thinking by openly
opposing such framework for an informed consent. In a March 2022 paper coauthored by Dr.
Anthony Fauci’s wife, Christine Grady (who heads the Department of Bioethics at the National
Institutes of Health Clinical Center), she defended the practice of “pressuring employees to get
vaccinated” and “embarrass[ing] vaccine resistors.”

“Individuals who choose to make the workplace less safe for others through their vaccine
refusal should be able to foresee the possibility of this kind of social consequence,” wrote Grady
along with three other authors.174 They mention “stigma and ostracization” as potential social
consequences. Meanwhile, they never explain how one could make the workplace less safe if the



people who think the COVID shots work have the shots themselves. After all, how can one
blame the unvaccinated for failing to protect the vaccinated by not getting the protection that
failed to protect the protected?

That is broadly the punchline of the Nuremberg doctors’ trial. There is never such a scientific
rationale, or moral justification, to assert that person A must take an affirmative action against
his body, lest he somehow harm person B who has the same prerogative to take that prophylactic
if he so chooses. And even if that person initially agrees, precept nine of the Nuremberg Code
notes that he can always withdraw: “During the course of the experiment the human subject
should be at liberty to bring the experiment to an end if he has reached the physical or mental
state where continuation of the experiment seems to him to be impossible.”

The Nazi-era doctors didn’t go from zero to one hundred—or from compassionately caring for
patients to torturing them in a concentration camp—overnight. Throughout the 1930s, the
government promoted a sort of medical authoritarianism and imbued it into the medical field,
using national health goals to desensitize doctors to the humanity of the individual patient and
acculturating scientists to a culture of the ends justifying the means. It revolved around
sacrificing certain individuals for the betterment of the state, science, and public health. Public
health was not just incidental to the Third Reich, but one of the lead ships in their armada of
dehumanization and genocide.

Robert N. Proctor, professor of the history of science at Stanford University, noted in his
seminal work, Racial Hygiene: Medicine under the Nazis, that physicians were seven times more
likely to join the SS than German males from other professions.175 Between the Nuremberg Laws
on racial hygiene, euthanasia, and forced sterilization, doctors were groomed into the belief of
settled enlightened science being harnessed for the betterment of society.

Indeed, throughout the early twentieth century, Germany was the center of many legitimate
medical and scientific breakthroughs while becoming perhaps the most enlightened, progressive,
and prosperous nation on earth. This gave mainstream doctors the false sense of the superiority
of science, which led to almost treating it as an article of faith. Even before the onset of the
Nazis, benevolent authoritarian notions were popular in a nation with such a proud national
heritage. Therefore, it didn’t take much longer for the Nazis to get them to serve society at large
and not the individual patient.

In his book The Nazi War on Cancer, Professor Proctor explains the scientific and medical
landscape under the Third Reich as follows:176

“We know that physicians joined the Nazi party in very large numbers, that about sixty
percent of all biologists joined the party, and that roughly eighty percent of all
professors of anthropology—most of whom were physicians—were members. We
know that the Nazi regime maintained a large medical surveillance capacity, as part of
its program to ‘improve the strength of the German nation’; we know that there is a
curious blend of the modem and the romantic in Nazi culture—a blend Jeffrey Herf has
characterized as ‘reactionary modernism.’”

Again, in examining the backdrop of the Holocaust, Proctor notes how the most genocidal



ideology arose not out of the primitive and gruesome tribal warfare in the undeveloped parts of
Africa, but in the most scientifically advanced and enlightened society of western Europe. “Part
of our story has to be understood in light of the fact that Nazism took root in the world’s most
powerful scientific culture, boasting half of the world’s Nobel Prizes and a sizable fraction of the
world’s patents. German science and medicine were the envy of the world, and it was to
Germany—the ‘land of scholars and poets’—that many academic hopefuls flocked to cut their
scientific teeth.”

Even those not quite as steeped in the intellectual sciences but more in the care and
compassion side of medicines, such as nurses, also played a vital role. As the National Holocaust
Memorial Museum relates:

“Many nurses who did not necessarily support the Nazi regime still implemented its
discriminatory and murderous policies through the course of their regular, daily work.
Engaging with patients more frequently and directly than doctors, nurses were often the
ones who actually applied the regime’s medical policies. Nurses played a central role in
the regime’s so-called ‘euthanasia’ program. Under the program, roughly 250,000
children and adults with mental and physical disabilities were murdered. They were
killed by starvation, lethal injection, or gassing.”177

We have presented eyewitness testimony in this book demonstrating how our government-
medical-industrial complex has imbued this same malevolent mentality into the minds of so
many mainstream doctors and nurses. If someone doesn’t join the experiment, they are
subhuman, don’t deserve proper care, and in fact deserve to die.

We need not imagine how we could relapse into a eugenics mindset and follow that slippery
slope to the gates of hell even in a supposedly civilized country. If it could happen to the
Germany of the early twentieth century, perhaps the greatest nation in the world at that time, it
can certainly happen to the America of the early twenty-first century.

It’s actually far more likely that tragic relapse has already occurred. Absent a reaffirmation of
the Nuremberg Code and numerous new laws, policies, patients’ rights proclamations, and
bioethics codes, it will only continue to get worse.

Proof of such an assertion can be found by our legal system already unanimously adopting a
eugenics-era decision of Jacobson v. Massachusetts to justify state power to control your body
under the guise of public health.178 Jacobson gave rise to the infamous Buck v. Bell decision in
1927, which greenlit forced sterilization.179 As Justice Oliver Wendall Holmes infamously wrote
for the majority at the time:

We have seen more than once that the public welfare may call upon the best citizens for
their lives. It would be strange if it could not call upon those who already sap the
strength of the State for these lesser sacrifices, often not felt to be such by those
concerned, in order to prevent our being swamped with incompetence. It is better for all
the world, if instead of waiting to execute degenerate offspring for crime, or to let them
starve for their imbecility, society can prevent those who are manifestly unfit from
continuing their kind. The principle that sustains compulsory vaccination is broad



enough to cover cutting the Fallopian tubes. Jacobson v. Massachusetts, 197 U. S. 11.
Three generations of imbeciles are enough.180

Notice how immediately before declaring “three generations of imbeciles are enough,” that
Holmes cites Jacobson. Just know that this is the decision currently being used to allow
governments to do anything and everything to our bodies, without even having to provide
evidence of safety, efficacy, and lack of alternatives. Instead, when we demanded to know where
the data was justifying such action, or demonstrating that it’s even accomplishing its professed
purpose, we were slavishly told to “trust the experts.” During such coercive times, it’s only about
a five-minute walk from “trust the experts” to “just following orders.”

People often bristle when you draw upon the Nazi comparison to describe what has transpired
with COVID fascism. They believe that genocidal fascism is somehow limited only to the state
targeting a particular race or ethnicity. But fascism doesn’t have to always be rooted in race.
Merriam-Webster defines fascism as “a political philosophy, movement, or regime (such as that
of the Fascisti) that exalts nation and often race above the individual, and that stands for a
centralized autocratic government headed by a dictatorial leader, severe economic and social
regimentation, and forcible suppression of opposition.”181

This is exactly what we are seeing in Western countries via COVID today. It’s not a matter of
targeting any one race but creating a standard of national interests and proclaiming that anyone
who doesn’t subscribe to those interests—even if they affect one’s body in the most intimate way
—is a threat to the nation and needs to be segregated, discriminated against, persecuted, and
suppressed.

It’s not about equal-opportunity authoritarianism, because it is directed solely at those who
don’t fit the national standards. Thus, we are witnessing the worst influx of illegal immigration
and domestic crime precisely during the time of the most heavy-handed authoritarianism against
“some” citizens. This is anarchy mixed with tyranny.

Furthermore, at the same time we suffered from the most autocratic stay-at-home order of all
time—to the point that people couldn’t properly bury their grandparents with even a modest
funeral—we experienced the greatest ubiquitous mass gatherings in history through BLM
protests and riots.182 At the same time that hospitals can deny kidney transplants to those without
the shots, Catholic hospitals are being forced to offer castration operations.183 At a time when
schools can expel a student for not covering his breathing or getting the shots, the school is
sanctioned from preventing men from entering female bathrooms.184

Hence, you are either with the total state and the spirit of the age or you are against them.
Nothing less than total submission and compliance will be tolerated, and anything less is
considered opposition. And yes, if you are against them, you as may as well be a Jew in Nazi
Germany. Nazism doesn’t have to be born out of a subhuman regard for one particular race; it
can also target a behavior or those who make certain medical, social, or political choices. The
goal here is the isolation of “the other” with the intent of later banishing/extincting them. Such
evil is unfortunately not unique in human history, it’s just unique in our modern age to see it
manifested so clearly through political and public institutions like the Nazis did in Germany.

Or like the COVID fascists did throughout Western democracies such as our own.



Thankfully, we had enough pre-existing freedom to eventually force it to de-escalate to some
extent before it fulfilled its intended hegemony. But rest assured, malignant tumors left untreated
always become a full-blown metastatic cancer—and full-blown cancers once thought to be in
remission can return and even spread.

They did this once under the guise of “science”; if permitted they will do it again.
At the time this book was being written, many of the accoutrements of modernity had returned

to Western democracies such as our own. But the underlying cancer had not been irradiated. It
lingers beneath the surface, waiting for the right time to return and devastate our bodies once
more. It uses even obscure ailments such as monkeypox, which is spread only sexually by a scant
percentage of the population, to continue its never-ending stream of fearmongering and panic
porn. For if a people are perpetually conditioned to live in fear, they can at any strategic point be
driven to completely give themselves over to it provided the right malady comes along.

Indeed, the original foundation for biomedical tyranny and eugenics was partially born out of
Hitler’s own paranoia for diseases. Michael Kater, professor of history at the Centre for German
and European Studies at York University in Toronto, proves persuasively in his book, Doctors
Under Hitler, that “physicians became Nazified more thoroughly and much sooner than any
other profession.”185 Professor Proctor posits with regard to the biocratic authoritarianism
permeating German in the 1930s, “One could well argue that the Nazis were not, properly
speaking, abusing the results of science, but rather were merely putting into practice what
doctors and scientists themselves had initiated.”186

Perforce, what the bioethicists and prosecutors at Nuremberg were trying to preempt was not
just the rare doctor who would physically torture a patient on purpose at Auschwitz or Dachau,
but the entire culture of scientific supremacism and medical authoritarianism predominating over
individual care and compassion that infested the German medical field for a generation.

It is that same sort of trial—and subsequent inoculation in ethics, policy, and law—that we
must reaffirm in our times. There would be an urgent need to reaffirm human and bodily rights
following the events of the past few years, even if the American and global leaders issued a full-
throated repudiation of their past actions. But the reality is that they think they did nothing wrong
and plan to do it again. Aside from the Florida governor, dangerously few politicians in either of
America’s political parties have issued a categorical opposition to any future mass quarantines,
masking, discrimination based on medical choices, and use of experimental therapeutics without
liability, oversight, and transparency.

In easing some or most of the restrictions, most political leaders merely stated it was time to
move on, that the “restrictions” were no longer needed, or that the fatality rate of this particular
virus didn’t justify the ongoing damage. But the notion that all these policies are illegal,
immoral, illogical, and inhumane? Never addressed, which means “never again” will last until
the right circumstance presents itself once more. And we’ll again see most American politicians,
regardless of political affiliation, fall for the next iteration of the biomedical state long before
Pfizer can concoct its next magical potion. And if this can happen in America, where there is still
some semblance of belief in liberty, imagine how quickly the rest of the world could fall back
into barbarism.



Remember, lockdowns, rationing, discrimination, and deeming people unessential are tools
that, once legitimized, will not necessarily be limited to pandemics. In June 2022, Sri Lanka used
force to block “nonessential” vehicles from accessing fuel as they experienced an economic and
debt crisis.187 French cities banned outdoor gatherings during a heat wave in that same month.188

Once governments were told by the scientism false prophets that using these barbaric tools was
not just permissible in an enlightened world but even imperative and lifesaving, they will never
find bitter the taste of such forbidden fruit.

As founding father George Clinton, the very first governor of New York and fourth vice
president of the United States, warned at the New York ratification convention in July 1788,
“history does not furnish a single instance of a government once established, voluntarily yielding
up its powers to secure the rights and liberties of the people.”189

When Fauci was asked about the most barbaric lockdowns of anywhere in the world—the
literal house arrest and starvation of the citizens of China’s most prosperous city, Shanghai, in
the spring of 2022—one would have expected him to condemn such literal Nazi-like policies
with moral clarity. Instead, two years after we understood all of the failures and destruction from
lockdowns, Fauci continued to tacitly bless them.190 His only criticism of China was that he felt
their vaccine wasn’t good enough that they could emerge from the concentration camp.

But lockdown has its consequences. “You use lockdowns to get people vaccinated so that
when you open up, you won’t have a surge of infections,” Fauci said back then on national
television. “The problem is that the vaccines that they’ve been using are not nearly as effective as
the vaccines that are used in the United States, the UK, [the] EU, and other places. So, they don’t
have the degree of protection that’s optimal.”

Additionally, he stated that “their approach, the strictest lockdown,” is not a viable path here
not because it is barbaric, doesn’t work, and kills millions long term, but because politically
“you’d never be able to implement in the United States.”

In other words, according to Fauci, if in his estimation there would be a better vaccine that he,
of course, is involved with, and if it would be politically feasible, he would support even the
Shanghai genocide. This is two years into hundreds of studies showing lockdowns don’t work
and that they induced a physical, mental, behavioral, emotional, and child developmental
holocaust on society.191 Such devotion to a proven failure isn’t science but dogma. And it’s a cult
with a big tent, but if you dare think for yourself you aren’t in it.

Even as late as April 2022, after it was so clear the shots failed and thus they needed to push a
fourth booster, Dr. Paul Offit of the Food and Drug Administration Vaccines and Related
Biological Products Advisory Committee essentially said facts don’t matter.192 They now
experiment on you first and do the science later.

“It’s just sort of fait accompli,” said the famed director of the Vaccine Education Center at
Children’s Hospital of Philadelphia. “I feel that we’re in a time, this sort of COVID
exceptionalism, where we don’t do things the way we normally do it, which is that the science
precedes the recommendation. Here, it’s the other way around,” he said.

We’ve gone from American exceptionalism to COVID exceptionalism. One puts the
individual before the total state, the other the total state before all.



Offit said this even after he himself conceded there were serious risks. Later that month, he
wrote in the New England Journal of Medicine that boosters are “not risk free” because of
myocarditis for younger males.193 He also warned that for all age groups, there is the potential of
“original antigenic sin”—a decreased ability to respond to a new immunogen because the
immune system has locked onto the original immunogen.

Translation: continuing to inject people with the COVID shots for an extinct variant risks
weakening their immune systems against future tyrants.

Yet, this same venerated vaccinologist, as a member of the relevant FDA advisory committee,
voted just a few months later to approve a three-dose Pfizer shot for babies out of the gate and
suggested they would need boosters.194 He said it with a straight face as if his prior admissions
never happened. You’ll be getting the shots just because we say so.

How can they justify this? What is the driving force of their unchallenged certainty, the
contrary data be damned?

What we are confronted with today in Western society is an unimaginable quest for
transhumanism, the unprecedented technology to implement those perverted ideals, and the clean
conscience of the governing elites to pursue them at all costs—all under the guise of creating a
class of super humans to control and subjugate the rest.

And if that sounds suspiciously similar to the Nazis’ infamous search for the “Übermensch”—
it’s because it is. There is nothing new under the sun.

The public health supremacism undergirding COVID exceptionalism was ultimately not just
about public health trumping human rights, but a grooming tool to acclimatize people to the loss
of their bodily freedoms for any global human engineering project in their plans. And trust us
when we tell you they have no regrets whatsoever.

As C. S. Lewis once wrote:

Of all tyrannies, a tyranny sincerely exercised for the good of its victims may be the
most oppressive. It would be better to live under robber barons than under omnipotent
moral busybodies. The robber baron’s cruelty may sometimes sleep, his cupidity may at
some point be satiated; but those who torment us for our own good will torment us
without end for they do so with the approval of their own conscience.195

Nobody expressed this plan to torment our bodies and souls—in the most literal sense—
without end and with a clean conscience better than Yuval Noah Harari, the top advisor to Klaus
Schwab and the World Economic Forum. In an interview with Israeli media on “The Era of the
Coronavirus: Living in a New Reality,” Harari plainly stated his intent to undo democracy with
transhumanist technology.196

“We need to reinvent democracy for this new era in which humans are now hackable animals,”
he shockingly told Israeli journalist Romi Noimark in October 2020. “You know, the whole idea
that humans have, you know this, they have this soul or spirit, and they have free will, and
nobody knows what’s happening inside me, so whatever I choose, whether in the election, or
whether in the supermarket, this is my free will. That’s over.”

The professor of history at Hebrew University went on to explain exactly what he means by



using technology to upend democracy, and even your own sovereignty over your body, soul, and
thoughts (emphasis added):

You have to realize that practically today, we have the technology to hack human
beings on a massive scale, and this means you need, we need, to reinvent democracy.
We need to reinvent the market. Again, the whole idea of the customer is always right,
we just do whatever the customers want, yes, but you can now hack the customers. You
can manipulate the customers to want what you tell them to want. So, this whole idea
that corporations just serve the needs of the customers, this is over. You can’t hide
behind this explanation anymore.

Some governments and corporations, for the first time in history, have the power to
basically hack human beings. There is a lot of talk about hacking computers, hacking
smartphones, hacking bank accounts, but the big story of our era is the ability to hack
human beings, and by this I mean that if you have enough data, and you have enough
computing power, you can understand people better than they understand themselves,
and then you can manipulate them in ways which were previously impossible, and in
such a situation the old democratic system stop[s] functioning.

These chilling comments bring us full circle, and back to the beginning of this closing
statement. If you are still naively holding onto the fantasy that our provocative comparison of
COVID fascism to the Nazis goes too far, consider these chilling comments were not from Mein
Kampf—though if such technology existed when Hitler wrote his dark manifesto, they certainly
could’ve been. But these words were said with gusto from a respected academic at a university
located in—ironically enough—Jerusalem, Israel!

Which means the cancer has become so widespread that even the people within the nation that
should be the most sensitive to mere hints of such precedents have been fully anesthetized into
biofascist compliance. Their immunity to authoritarianism has been diminished just as the
COVID shots diminish your natural immune system.

That means the time for “never again, again” is upon us. There are not as many of us awake to
what is happening as we hoped, but there is far more than they anticipated. Recent elections
within several Western democracies, including our own, have shown the masses are growing
increasingly disenchanted with the elites driving us towards a new Dark Ages.

Therefore, the time to demand those who have acquired their newfound political power riding
the wave of that discontent act accordingly is now. The window for substantive pushback—a
mass vaccination drive of human liberty against the pathogen of biomedical tyranny—is open
now, but it won’t be open forever. The Fourth Reich is upon us, and it will require more from our
public officials than a Weimaresque bumbling or buck-passing.

That is where you come in, ladies and gentlemen of the jury.
COVID fascism, and its desire to use anything and everything available through technology to

steal our sovereignty as human beings, is not going away. It needs to be ripped up from the
ground, root and branch, and tossed onto the ash heap of history. It must be aggressively
confronted regardless of where it comes from—government, law, politics, culture, medicine, and



science—and using the same force through which it was born.
There must be severe penalties—whether civil, criminal, or political—for those responsible to

provide us a legal and political inoculation (one that works much better than the COVID shots)
to prevent this from ever happening again. Those responsible are without remorse, so there must
be a reckoning. Barring that reckoning, we promise you they will make us remorseful later for
not holding them accountable now. They will make our children and grandchildren even more
so.

Therefore, ladies and gentlemen of the jury, we urge you to rise to the occasion history has
presented us and be that reckoning.
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APPENDIX

Making the Nuremberg Code Great Again

ever again” is an empty slogan if we emerge from the past few years—with their violent
breach of the Nuremberg Code—and not move to protect human rights, medical

freedom, bodily autonomy, and informed consent at all stages of law, politics, and government.
What follows is a blueprint, rallying cry, and an emergency agenda that must be championed
immediately if we are to remain free as human beings.

The first step in repentance is acknowledging the sin, asking forgiveness for it, and resolving
to place barriers against a relapse into its commission. To that end, every legislative body—from
county council and state legislature up to the U.S. House and Senate—must pass a resolution
apologizing for going along with this form of democide we incurred the past few years. They
must apologize for the lockdowns, the closure of schools, violation of human rights, denial of
early treatment, promotion of dangerous experimental therapeutics, and forcibly masking human
beings.

Specifically, the resolution must concede the following points:

• Lockdowns and masks provided only pain and no gain against the virus and must never be
used again.

• The COVID injections must immediately be terminated.
• Doctors must never be prevented from prescribing FDA-approved drugs with long-

established safety profiles.
• A fund must be created to research the scope of vaccine injury, the best methods for treating

it, and monies must be dispensed to compensate those who were injured.
• Nobody should ever be denied a career, education, medical treatment, military service, or

any public accommodation on account of not opting to endorse or partake in a particular
medical treatment.

• All of the COVID shot manufacturers must be investigated for falsifying clinical trials and
withholding information concerning safety and efficacy, and should face indictment for
fraud depending on those findings.

• Individuals within government agencies must be held accountable for the gain-of-function
research that likely created the virus, for the devastating and failing response measures to the
virus, and for working with the pharmaceutical companies on the fraudulent vaccine



program.

Next, the resolution of apology must clearly spell out unambiguous rights that are now
recognized by government—never to be infringed upon again. They would include:

• The right of every citizen to move freely without being restrained or forcibly vaccinated or
masked in violation of his bodily integrity.

• The right of every citizen to responsibly open his or her business without government
deciding which ones are essential.

• The right of every citizen to worship freely during a declared emergency.
• The right of every American child to attend school without physical and psychological abuse

(or threats thereof).
• The right of every citizen to be shielded from government monitoring of his medical

privacy.
• The right of every citizen to move freely and to be free from any quarantine absent evidence

of illness or direct exposure to a quarantinable virus (not a respiratory virus).
• The right of every citizen to access basic employment and goods or services without being

forced to inject any medical intervention or material into their bodies.
• The right of every citizen to sue for damages resulting from injury from a particular medical

device that is either funded by or promoted by government.

Every legislative body, including Congress, must commit in writing to the principle that during
a declared emergency—for health or other reasons—individuals absolutely retain the right to be
free and independent and maintain their inalienable and fundamental right of self-determination
to make their own health and personal safety decisions including, but not limited to, the right to
refuse any of the following health-related countermeasures:

• The wearing of masks or other medical devices.
• Vaccination.
• Testing or any physical examination.
• Participation in contact tracing.
• Being indiscriminately monitored and spied upon by governments or corporations using

officious technology.
• The involuntary sharing of personal data or medical information.
• Forced quarantine of any individual who has not been infected with an actual disease that

has been proven deadly, and has not already proliferated through large portions of the
population.

After affirming these rights and recognizing the mistakes of the past in as many legislative
bodies across the country as possible, it will then be time for vaccination—to erect legal firewalls
to ensure that the sanctuary of the human body can never be attacked by the deadly pathogen of
public health authoritarianism.

Constitutional Amendment Banning all Medical Mandates



No government should ever coerce an individual to obtain a medical intervention or utilize a
medical product. That is the safeguard of all human liberty that must never be breached—ever
again.

A constitutional amendment codifying a human right is a blunt instrument against
governmental action with no compromise, exceptions, or discernment. Yet, what we just
experienced calls for exactly that sort of strong medicine. What we have learned clearly from a
moral, ethical, legal, and scientific perspective is that there is never a time when person A’s
inactivity is a threat to another person to the point that said individual must take an affirmative
action against his or her body to save person B.

It must be made clear that no government can ever force an individual to ever wear a mask or
get a particular shot or other medical therapeutic or procedure. No exceptions.

While governments have a right to regulate certain activity and curtail certain actions, they
never have the power to regulate your inactivity and place a positive directive on your negative
state of being. Personal liberty is defined by Blackstone as “the power of loco-motion, of
changing situation, or removing one’s person to whatsoever place one’s own inclination may
direct; without imprisonment or restraint, unless by due course of law.”197

Nobody has the right to mandate a mask or a needle on or in your body and deny you access to
public accommodation as a result of exercising that right. As Father Ed Meeks of Towson,
Maryland, so eloquently said, “No earthly king or president or public health official or billionaire
technocrat gets to dictate what we must put into our bodies.”198

Although the federal Constitution is nearly impossible to change, state constitutions are pretty
easy to change, especially in a number of red states. In many states, where legislatures fail to
consider the amendment proposal, voters can petition to secure a ballot initiative through voter
signatures. The language of the amendment would go something like this: “An individual’s right
to refuse any medical procedure, treatment, injection, device, or prophylactic may not be
questioned or interfered with in any manner. Equality of rights under the law or access to places
of public accommodation shall not be denied or abridged to any person in this state because of
the exercise of the right under this section.”

Pennsylvania State Representative Russ Diamond was the first legislator to introduce a similar
amendment, which as of mid-2022, passed the relevant committee in Pennsylvania’s House of
Representatives.199

This entire tragedy came about because the people and their state legislators had no voice in
the fundamental transformation of society, when it was impelled upon us in March 2020. Thus,
what better way to fix it then by permanently prohibiting any repeat performance—with the state
legislatures and the people themselves taking the lead to amend state constitutions at the ballot
box?

Reparations and care for the vaccine injured

Our government either mandated or cajoled most people into getting the shots to the point that
there was no enlightened consent. Millions have been injured as a result. Congress must establish
a fund to compensate those victims. It must also immediately fund research into detecting,



diagnosing, and treating those injured. If Pfizer and Moderna were able to get billions of dollars
to produce dangerous and counterproductive products, then the people injured by them deserve
equal funding.

The right to treat and access treatment

One of the most destructive aspects of the budding Fourth Reich was the ban on accessing
lifesaving treatment and the punishing of doctors who, unlike those pushing the experimental
shots and dangerous therapeutics like remdesivir, offered patients FDA-approved treatments for
COVID with proper informed consent. In order to make sure this can never happen again, we
need to pursue a fifty-state strategy to enact the following:

• A ban on any state medical or licensing board taking action against any physician for
prescribing clinically indicated, medically necessary, appropriate off-label FDA-approved
drugs, for offering their professional opinion on any aspect of the pandemic or its treatment,
or for not wearing a mask.

• The process of medical complaints brought before the state boards must be reformed to
make them more transparent. These reforms would include making submitted allegations
formal affidavits, dismissing anonymous and secondhand complaints, and expedited
hearings so that doctors are not suspended for months on end based on a charge they have no
ability to combat.

• All medical licensing board officials should be subject to removal by the legislature so that
they don’t become autonomous tools of tyranny.

• A requirement that all pharmacies fill any prescription of an FDA-approved drug used off-
label. Any pharmacist who denies a prescription of a medically necessary drug—unless he
has a religious conscientious objection—would face a $500,000 fine or a year in jail.

• Every insurance company must cover COVID-related prescriptions pursuant to the same
rules they use for billing of other prescriptions, as well as for coverage of the vaccines and
remdesivir. Scope of coverage mandates, whether one agrees with them or not, if they are
going to exist, must be applied equally.

• A new patient bill of rights for hospitalized patients, which will allow them to always have
one advocate present in the hospital, allow them to access FDA-approved drugs off-label
prescribed by a doctor at their own expense if they agree to assume liability, and the right to
refuse any hospital-prescribed treatment. There must be a cause of action created to sue any
hospital for civil charges and possibly for the district attorney to bring criminal charges
against hospitals that deny these rights.

No mandates for school

While access to public school education is not an ironclad fundamental right, the fact public
education is the biggest expenditure within each state budget confirms the priority status we have
bestowed upon it as a society. Therefore, if the shots are safe and effective, then those with the
shots should have no problem with those who opt not to get them for medical or religious
reasons. We will not tolerate any longer the fallacy that the success or failure of these products



relies upon those who don’t use them—beginning with our children. We must ensure in every
state, county, and district that children are not discriminated against on account of not receiving
any vaccine.

The right to medical privacy

Mix the desire of the medical tyrants to control our bodies with the boundless digital technology,
and there is no limit to the pernicious and officious breaches of medical privacy that we will
face. In June 2022, when Chinese citizens attempted to withdraw their bank deposits during the
barbaric lockdowns, the government had their QR health codes turn red so they were forced back
into quarantine and would be arrested for protesting the lock on their bank accounts.200 We must
categorically halt the toxic mix of health tyranny and invasive technology in its tracks. Every
state legislature must therefore pass a bill ensuring:

• Nobody’s vaccination status should be recorded without the explicit affirmative consent of
the patient.

• A categorical ban on the authority of any state or county official to issue a stay-at-home
order, or to have carte blanche to shut down businesses under the guise of public health.

• A ban on contact tracing or the forced quarantine of any healthy individual who has not been
infected with an actual disease that has been proven deadly.

• A prohibition on government tracking, monitoring, or controlling a human being without his
consent when there is no probable cause a crime was committed.

• A ban on all health “passports”—digital or otherwise.
• A categorical ban on the funding, creation, and implementation of any “self-spreading”

vaccine that could shed the medical intervention from a person who consented to one who
has not. Such technology is already being deployed and will be the way of the future if it’s
not immediately halted.201

• A GOP-controlled Congress must also pass federal legislation providing for a cause of
action in federal court for any individual or class of citizens to sue the government for
breaching such privacy without probable cause of having committed a crime.

Clip the wings of state and county health departments

COVID fascism, like all forms of authoritarianism, flowed from arbitrary, capricious, illegal,
illogical, and inhumane executive action—whether at a federal, state, or local level. Not a single
one of these detestable policies was instituted by a legislative body in the early days, and even
after two years most states and localities never passed a mask or vaccine mandate through a
legislative body. To rectify this mistake, and immunize ourselves from arbitrary administrative
power in the future, the following objectives must be implemented:

• All state and local health directors must be subject to removal by the respective governing
legislative authority.

• Any public health orders issued by the health departments—state or county—are to be
regarded as advisory unless they are affirmatively ratified by two-thirds of the governing



legislative body.
• No public health emergency declared by the governor may last longer than seven days

without the support of two-thirds of the legislature. Any declared emergency would trigger
an automatic reconvening of the legislature until the declaration has expired so that we can
never repeat the mistake of allowing months to lapse with health directors ruling over our
life, liberty, and property without redress through the elected representatives.

• Investigate all actions taken by the federal government under the authoritarian COVID
regime. How can we emerge from the Fourth Reich without engaging in retrospection,
investigate all the unanswered questions about the origin and response to the pandemic, and
shame those responsible for it? Obviously, we need a congressional-level investigation on
par with the “9-11 commission,” but because so many of the policies were carried out by the
state governments, we need state commissions as well. In terms of specific action items:

• Each state should form a temporary COVID committee to hold hearings and audits
of all the current actions taken by the federal and respective state governments, predicated
on a purported scientific premise about the virus, the vaccines, or treatment. Based on the
findings, any policy found to be out of sync with evidence of safety and efficacy must be
terminated and permanently banned.

• State legislative health care committees must conduct full investigations of the
treatment of patients in hospitals. The scope of each investigation should include an audit
and analysis of the therapeutics used, the therapeutics rejected, the deviation from standard
and established care for patients in respiratory distress, and any allegations of mistreatment
or discriminatory actions taken by hospital staff.

• Every state should pay for a full audit of every individual who died within the
thirty-day investigative window of taking the COVID shots, as well as a macroanalysis of
excess deaths by category since 2020.

• Every state should establish its own vaccine adverse event database—one that is
easier to use than the federal system—and encourage, rather than discourage, doctors to use
it.

• Every state must establish a backstop safety net against the FDA for when the FDA
approves dangerous products so they will have a process in place to halt the distribution of
those products within the state until certain benchmarks of safety and efficacy are
established that satisfy state regulators.

Audit all gain-of-function research

It is self-evident that the ban on gain-of-function research wasn’t worth the paper it was printed
on. Congress must audit every biolab we constructed, fund, or assist throughout the world to root
out any efforts to make pathogens stronger or more transmissible or to enable zoonotic viruses to
jump to humans. All funding or participation from agencies such as BARDA, DARPA, NIAID,
and the U.S. Defense Threat Reduction Agency (DTRA) must cease immediately. Congress must
stiffen criminal penalties for violations and create a private cause of action for individuals
injured by any of these technologies to bring a lawsuit.



Repeal liability for drug companies

If all this new technology they have developed and plan on forcing upon humanity is “safe and
effective,” then pharma companies should have no problem assuming the baseline degree of
liability for defective products that other manufacturers shoulder, right? Imagine if we regulated
oil companies or car companies the way we regulate Pfizer? We are so accustomed to endless
recalls of car seats and airbags, but never is there a recall of a vaccine.

The original sin to this great human experiment that allowed the vaccine manufacturers to get
away with genocide, censorship, and even having their products mandated on human beings
without being held liable—and without undergoing the discovery process inherent in lawsuits—
is because of the 1986 National Childhood Vaccine Injury Act (NCVIA).

One could defend the idea of absolving vaccines of liability as a well-intended effort to ensure
there is a steady flow of cost-effective vaccines in the country. But that was back when we would
actually pull a vaccine after the first sign of trouble. The behavior of our government agencies
and the manufacturers has voided out the original rationale for that law. The FDA and CDC have
proven they cannot be trusted any longer as regulatory bodies.

After all, VAERS was created in the NCVIA as a countermeasure to the liability exemption—
in that if people would begin reporting adverse events, it was assumed the government would
suspend the vaccine until the reports could be confirmed or denied. It was their job to prove the
claims were false before continuing with the mass vaccination. What we witnessed with COVID
fascism, however, was that the government continued to fund, market, distribute, mandate, and
even expand the scope of availability in age groups of the shots long after over a million adverse
events and thousands of deaths were reported to the system.

Furthermore, we now know that the CDC refused to follow through with its promise to publish
comprehensive VAERS data that would have compared the rates of adverse events per dose used
against other vaccines.202 The federal government has become a PR department and benefactor of
their products, not just the approver or regulator.

Additionally, in 2011, the Supreme Court made it clear that even if there is a design flaw in
vaccines, the makers are categorically exempt from all legal action from any such claim. The
Supreme Court ruled in Bruesewitz v. Wyeth that the law preempts all design-defect claims
against vaccine manufacturers brought by plaintiffs seeking compensation for injury or death
caused by the vaccine’s side effects.203 Any ability to recover damages or even evoke discovery
of details in court is extremely limited to the point of irrelevancy.

Finally, as part of the deal to grant manufacturers immunity, the NCVIA required the secretary
of HHS to send a report to a House and Senate committee every other year describing the actions
of the department “with respect to, the licensing, manufacturing, processing, testing, labeling,
warning, use instructions, distribution, storage, administration, field surveillance, adverse
reaction reporting, and recall of reactogenic lots or batches, of vaccines, and research on
vaccines,” in order to reduce the risks of adverse reactions to vaccines.204 In 2018, HHS
acknowledged in a FOIA request that they had never complied with that law in three decades.205

Thus, it is quite clear that the 1986 NCVIA is extremely outdated, and must be repealed or
seriously reformed and limited.



The NCVIA was aggravated by the Public Readiness and Emergency Preparedness Act (PREP
Act), which was invoked on February 4, 2020, by the Trump administration.206 The PREP Act
shields all manufacturers of any diagnostics and treatments (not just vaccines) during a national
health emergency from any practical degree of liability.

What this means, according to the Congressional Research Service, is that not only are the
manufacturers immune to claims of negligence, but they are immune even to claims of willful
misconduct.207 There are numerous insurmountable hoops one has to jump through in order to
sue for willful misconduct, and it can occur only if the DOJ or HHS, which are promoting the
vaccine, first commit a legal action against them. As we are all quite painfully aware at this
point, asking the government to go after Pfizer is like asking the government to go after itself.

As such, it was known up front that no matter how dangerous or ineffective any COVID
product would be, it would never be subject to the same liability process that has perfected the
safety of vital products in so many other industries. Thus, all hospital treatments, PCR testing
kits, remdesivir, Paxlovid, and molnupiravir were exempt from liability along with the vaccines.
Furthermore, the degree of existing immunity conveyed by the 1986 act was expanded by the
Prep Act. Both laws must be dramatically reformed.

It’s also important to remember that during the 1980s, there were only a few vaccines and very
few manufacturers. Now, it is a booming business funded by all the masters of the universe—
from governments to Bill Gates. The notion that they need liability protection this broad is insane
and downright immoral.

Finally, even if lawmakers cry foul about the potential of multibillion-dollar lawsuits to chill
the incentives to develop “cures,” a compromise can easily be reached to limit the payouts to
those injured just to compensatory damages. However, opening up lawsuits from those injured
by vaccines would still have the effect of providing the public with full legal discovery of the
science and data behind these products.

Who could oppose sunlight and transparency if they have nothing to hide?

End conflict of interest in drug approval

Generally speaking, a society should desire the least amount of regulation of potentially
lifesaving products as necessary to ensure its safety. However, it has become apparent that the
FDA is irremediably corrupt and has an incestuous relationship with Big Pharma, as they
overregulate some products while greenlighting Big Pharma to unleash dangerous products with
the help of government. It is time to sever the impervious bond between Big Government and
Big Pharma to ensure the public is never used as lab rats ever again.

To that end, there should be a dual-track regulatory and approval system between those
products that enjoy government support and those that don’t. Any product that the government
plans to endorse, purchase, market, and actively distribute (as opposed to simply approving for
use) must be backed by clinical trials conducted by third-party institutions with no conflict of
interest or relation to the manufacturer.

Furthermore, the approval must be done by a panel of independent scientists with no ties to
either the manufacturer or government. Also, such approval must come with a government slush



fund to pay for lawsuits against the product by those claiming injury. Finally, all FDA funding
should come from general appropriations, not from user fees, which has created the moral hazard
of the pharma companies paying the salaries of the regulators.

In other words, if the government is going to partner with the product, they cannot be the
regulator and they must share in the liability.

Transfer public cures research from the medical cartel to study off-label, already-approved
drugs

Ever Since President Nixon declared war on cancer in 1971, the National Cancer Institute has
spent $90 billion on research of and treatment for the great mankiller. There are several hundred
nonprofit organizations they fund with annual budgets topping $2.2 billion.208 In addition, our
convoluted Medicare, Medicaid, and insurance scheme has paid out more money for treatment of
the status quo than any other country by a wide margin. Yet, what have we gotten for it?

Recently, Yale researchers analyzed the association between cancer care expenditures and age-
standardized population-level cancer mortality rates in twenty-two wealthy Western countries in
2020. Despite the fact that America spent $584 per capita on cancer care—more than any other
nation, and double the median spending level of the twenty-one other nations—“cancer care
spending was not associated with age-standardized cancer mortality rates.”209

You can rinse and repeat this dynamic for heart disease, diabetes, Alzheimer’s, and
autoimmune diseases, and you will find that we get sicker as we spend obscene amounts of
money on care and research. Every politician is shamed into funding more “cancer research”
without any understanding that they are likely funding the perpetuation of these diseases and the
obstruction of a cure.

Big Pharma and Big Government have essentially created a racket in which only therapeutics
backed by large randomized controlled trial data (manipulated by the medical cartel) published in
high-impact journals (controlled by their allies) get to see the light of day with clinical care
protocols. This is how they have, for years, stifled promising results from cheap, safe, off-patent
drugs, and milked the taxpayers for endless funds for supposed new wonder drugs that never pan
out.

Budding scientists who are truly motivated by the love of science and humanity have no
funding to conduct large-scale randomized controlled trials. The only ones who do are the
federal government and Big Pharma working together. Thus, while there is so much nascent,
promising research on existing cheap drugs possibly working against cancer, they are relegated
to in-vitro, animal, and small-scale human observational trials or case studies. These scientists
don’t have the money to take them to the next level, and Big Pharma would like it to stay that
way.

To rectify this circuitous cycle of greed and failure and to take the incentive for control and
profit out of the process, Congress (and state legislatures) must allocate a percentage of cancer
research exclusively to those seeking randomized controlled trials to study off-patent drugs
already approved by the FDA that have shown mechanistically through preliminary research
conceptual efficacy against cancer or other vexing ailments.



In other words, what we all learned from COVID is that Big Government and Big Pharma
work together to box out cheap, safe, and effective treatments that are off-label while funding
expensive, novel, and often dangerous new drugs. They manipulate the data to suggest whatever
they want it to conclude. By allocating some of the funding exclusively for existing off-patent,
off-label drugs, it will take the money and politics out of the cures business and attract only those
truly seeking the well-being of humanity.

Categorical ban on medical kidnapping

It is an undisputable God-given right for parents to determine the care—medical or otherwise—
of their children. In a world where medical “experts” reign supreme and politically motivated
accusations run rampant, American parents face a dynamic where they can lose their child
without due process based on hearsay and politically-motivated accusations of child neglect.

As such, it’s time for every state legislature to affirm the finality of a parent’s decision as it
relates to medical care for their children. No parent shall be investigated, much less lose parental
rights, on account of refusing specific medical treatments, diagnostics, or devices unless there is
proof that the parent acted with malicious intent. Refusal to engage in masking or vaccinating a
child should never be used as a tool to investigate the parents, nor can it be used as a factor in
family court in determining custody arrangements.

Furthermore, it must be clear that a parent, when determining that the child is not getting
proper care at a hospital or medical facility, has the right to take the child out and seek care
elsewhere without fear of reprisal. There must also be a provision to sue any medical practitioner
who calls child protective services, and ultimately, the complaint is found to be frivolous. Not
masking or vaccinating a child shall be deemed as a frivolous complaint. Idaho House Bill 821 is
a terrific model for affirming parental rights against medical kidnapping sponsored by the state
and the medical profession.210

Conclusion

There is no greater issue for which there is an urgent need for multipronged policy changes than
medical freedom. The survival of humanity quite literally depends upon it. As Bill Gates
famously said in 2010 as he lamented about the growing global population, “If we do a really
great job on new vaccines, health care, reproductive health services (abortion) we can lower that
by perhaps 10–15%.”211 At the time, most of us either ignored his comment or didn’t take him
seriously. Now we know after having lived through his first round of the Fourth Reich. Do we
need more to learn our lesson?

During the floor debate over the Fourteenth Amendment, Senator Jacob Howard, one of the
primary authors of this civil rights-era constitutional amendment, described a fundamental right
affecting an aspect of a citizen “lying at the basis of all society and without which a people
cannot exist except as slaves, subject to a despotism.”212

There is nothing more tyrannical than forcing deadly treatments upon us against our will and
denying us the ability to seek proper care for our bodies, especially when the biomedical statists
are likely assaulting us with deadly gain-of-function pathogens. We quite literally cannot live



free without being subject to despotism until medical tyranny is exterminated from our
civilization.

We must vow this: never again will we allow our government to control our bodies under the
guise of “science.”

To that end, this appendix was specifically constructed so that you, the average American,
would have a defined action plan to take to your elected representative and demand they do their
job—which is to protect and defend your God-given rights.

Do not let them off the hook. Accept no excuses. We must not just simply move on while the
cancer is still there. We must demand nothing less than our elected representatives be the
chemotherapy to kill the deadly cells that remain.

We are not a nation of laws, and never have been, but a nation of political will—and we
always will be. Our will to demand “never again” must be stronger than their will to do this to us
again…and again…and again…
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