
CLINICAL 
PRACTICE 
GUIDELINES

www.ValleyFeverInstitute.com
Updated Spring 2022

Valley Fever Valley Fever Institute
at Kern Medical

Dale Creighton, VFI Patient, with his dog “Sugar” at his ranch in East Kern County, 2021



Dr. Cobos, Chair of Medicine at Kern 
Medical consulting with a Valley Fever 
patient

WELCOME
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The Valley Fever Institute (VFI) is a tertiary care center for patients with Coccidioidomycosis 
(CM). The VFI sees over 1,500 patients per year, many of whom suffer from permanent 
structural and functional damage. We endeavor to reduce the impact of this disease 
by sharing our standard of care, developed through decades of treating patients with 
severe and refractory CM. In the absence of a vaccine, diagnosis and treatment in the 
early stage of CM is paramount; this relies on the clinical acumen of providers to arrive at 
an accurate and timely diagnosis. As annual case counts trend upward, it is important 
to be cognizant that CM should always be included in the differential diagnosis.

• At least one influenza-like sign or symptom
• Diagnosis of community-acquired pneumonia (CAP)
• Opacity/pleural effusion or cavitary lung disease

diagnosed by (CXR) or (CT) consistent with CAP
• Symptoms of non-Central Nervous System (CNS)

disseminated disease
• Patients with a new headache lasting longer than

two weeks or shorter with systemic inflammatory
involvement. Order an MRI & LP with opening pressure
to evaluate for CNS CM

Order serology for all patients with exposure 
to endemic areas who present with:

Currently available Serologic Tests tests lack standardization in sensitivity and specificity; for the 
purposes of interpretation of these guidelines, all CF Titer values reference those of UC Davis and 
Kern County Public Health (KCPH).  
While most patients will recover without medication, it is recommended that therapy 
be initiated early and aggressively for patients with risk factors for severe disease. 
Regardless of treatment, all patients should be followed for dissemination until two years 
after clinical resolution. 
Please visit www.ValleyFeverInstitute.com for the latest information

Repeat serology if symptoms persist; biological false negatives 
are seen in 50% of early-stage infections. 



PREVALENT SYMPTOMS
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Fever (76%) 

Cough (73%)

Chest pain (44%) 

Fatigue (38%)

Erythema nodosum (26%) 

Myalgias (23%)

Shortness of breath (22%)

Sputum production (22%)

Chills (21%)

Headache (21%)

Night sweats (21%)

Other rashes (14%) 
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COCCIDIOIDOMYCOSIS

CM is an infectious, but not contagious, fungal disease contracted by inhaling 
arthroconidia (spores) of Coccidioides spp., which grows in the dirt in many areas of 
the Southwestern United States. Approximately 150,000 infections occur annually in the 
US; the majority of CM is asymptomatic or mild, with an illness resembling the flu or 
pneumonia. Only 10% of patients will have a disease severe enough to seek medical 
attention and receive a diagnosis. 
Approximately 1% of patients develop disseminated coccidioidomycosis (DCM), where 
the fungus spreads outside the lungs, most commonly to the brain, skin, bones, and 
joints. These patients have a  high risk of lifelong damage or death without treatment. 
Available drugs can produce substantial clinical benefit; however, treatment is lengthy, 
expensive, and not always successful. Clinical treatment failure and intolerance are 
common. There is no current drug that eradicates CM; an average of 200 patients die 
from CM annually. 
The Centers for Disease Control and Prevention (CDC) suggests that CM is not only 
a serious illness but also a costly one. Nearly 75% of people with diagnosed CM miss 
work and school. As many as 40% of people who get CM need to stay in the hospital 
(with an average cost of almost $50,000). In the absence of a vaccine to prevent and 
reduce the severity of infection, improvement in diagnostic tests, antifungal drugs, and 
clinical acumen may lower the impact of this disease on our community through early 
diagnosis and treatment. 

Exposure risk is 
present for anyone 

living, working, 
and traveling to 
areas endemic 

to CM; exposure 
risk is higher for 
individuals who 

work outdoors and/
or in connection 

with soil disruption

(From Centers for Disease Control and Prevention [CDC]. Available at: 
https://www.cdc.gov/fungal/diseases/coccidioidomycosis/maps.html. Accessed 3/29/2022)
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SPORES BECOME AIRBORNE (WIND 
AND DIGGING) AND MAY TRAVEL AT 
LEAST 75 MILES
Infection is almost always due to the inhalation 
of arthroconidia 
• Majority of inhalations result in no infection

or asymptomatic infection
The immunopathology of this host-parasite 
interaction has been studied for several decades but is not yet completely understood:
• Both the innate and adaptive immune systems are involved, with a sequential,

multifaceted, and very complex response:
◊ Neutrophils, macrophages, and dendritic cells are all involved
◊ T-cell responses based on T-helper (Th) cells, Treg, Th1 and Th2 ratio, Th17 and T

cells ratio appear to be important
◊ Antibodies are not protective
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Inhaled Valley Fever Spore & Have
No Symptoms

Inhaled Valley Fever Spore & Have
Flu Resembling Pneumonia Illness

Inhaled Valley Fever Spore & Have
Severe Pulmonary Infection or Disseminated Cocci

Inhaled Valley Fever Spore & Have
Diagnosed Valley Fever60%

40%

10%

1%

Spectrum of Disease

2019 Valley Fever Walk for patients battling Valley Fever, friends, family & supporters



Smoking

Low socioeconomic 
status
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Extremes of age

African descent

Males
• Risk factor for exposure & severe

disease

• Caucasian (CNS)

• African descent (Osseous)

Filipino descent

Immunodeficiency associated with:
• Advanced HIV infection
• High dose corticosteroid therapy
• Lymphoma
• Solid organ or bone marrow transplantation
• Pregnancy
• Biologics (TNF Inhibitors)

Risk Factors
 for Dissemination



DIAGNOSIS
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Diagnostic testing often initiated due to high index of suspicion based on:
• Exposure history to endemic zone
• A protracted clinical course
• Antibiotic treatment failure
• Non-specific laboratory parameters

◊ Eosinophilia (>350 cells/mcL) in a minority of patients
◊ Polyclonal hyperglobulinemia
◊ Hypoalbuminemia
◊ Elevated ESR
◊ Elevated CRP

Diagnoses are most often based upon compatible clinical illness and the following: 
• Laboratory confirmation of endosporulating spherules, generally with

granulomatous inflammation in cytology/biopsy
specimen

• Culture (from any body fluid) positive for CM:
◊ Most definitive
◊ It is important to inform the laboratory of

possible CM diagnosis
» Requires BSL 2/3

• Sporulation occurs after a few days of
growth

• High risk of accidental lab exposure
with improper handling

• Serum or CSF Serology that is positive for coccidioidal antibodies
◊ Test vary in timing sensitivity and specificity

Coccidioides endospores under a microscope 



SEROLOGIC 
TESTING

Early immune response to infection is 
characterized by the presence of IgM. 
Biologic false negatives are common 
early in the course of the disease, 
retesting is necessary if symptoms persist.
 IgM and IgG can be detected by:  
• Immunodiffusion

◊ Very sensitive (at UC Davis and
KCPH)

◊ A positive IgM or IgG is usually
diagnostic

◊ Low false-positivity rate
• EIA (enzyme immunoassay)

◊ Commonly available
◊ Associated with false-positive results
◊ Sensitivity & specificity vary by vendor

The Gold Standard of Cocci Serology: 
a quantitative titer that reflects the 
intensity of immune response. CF titer 
provides both diagnostic and prognostic 
information*: 
• CF titer of <1:2 - 1:4 associated with

good outcome
• CF titer of ≥1:16 - associated with DCM
*Not as reliable in immunocompromised
patients; life-threatening disease may be
associated with low CF titer

Mandatory in evaluation of virtually all coccidiodial disease
• CXR: primary pulmonary
• CT: selected cases, cavitary disease
• Bone Scan: osteomyelitis
• MRI: brain, spinal cord, osteomyelitis, synovitis

Compliment Fixation 

Radiographic Imaging
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UNCOMPLICATED 
PULMONARY 
COCCI
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• Mild to moderate coccidioidal pneumonia will most often resolve without treatment
• Treatment should be initiated with:

◊ Risk factors for severe or DCM
◊ Diffuse pneumonia
◊ Severe illness or intense symptoms
◊ CF titer of ≥1:16
◊ All DCM

Certain individuals will develop persistent, progressive, or complex pulmonary disease, 
and an additional small percentage of apparently healthy individuals will develop DCM

It is the policy of the VFI to discuss the risks and benefits of treatment 
options with our patients: greater than 90% opt for treatment 

• Pregnant patients with mild or
asymptomatic disease with low CF
titers should be followed closely
(often weekly) without treatment

• Amphotericin Liposomal
(ABL) is the only drug used in
early pregnancy because of
teratogenicity of azoles

• Pregnant patients with greater
extent of disease or high CF titers
should be treated

CM in Pregnancy

Fluconazole and other azole compounds can 
disturb the development of the embryo or 
fetus, causing birth defects
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Therapy
Fluconazole is used as a primary treatment for mild to moderate pneumonic disease 
and in non-life and limb-threatening DCM (skin, soft tissue, and small bones).  
• Predictable absorption
• Dosed 800-1200mg/day (FDA approved 400mg per day may be

insufficient)
Toxicity is modest but can be problematic:
• Ectodermal toxicity is common

◊ Dry lips, skin, eyes, anterior nares (epistaxis), and alopecia
• Focal or diffuse arthralgia may be confused with that of the primary

disease
◊ Fluconazole shoulder syndrome/fluconazole arthropathy

• Fluconazole can cause headache
◊ Mild but may be persistent and can be confused with meningitis

• This can be distinguished by LP
• In a stable clinical circumstance, a drug holiday of 5–7 days may resolve the

issue with reasonable clarity
• Hepatotoxicity and drug-induced hepatitis

◊ Transaminitis
◊ Laboratory monitoring on a periodic basis is recommended
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Duration of Therapy 
Treatment of primary disease frequently lasts 3–6 months (longer in high risk patients). 
The signal to discontinue treatment is based on resolution of symptoms, improved CXR 
and CF titer (UC Davis, or KCPH) to <1:2. 

Follow-Up
Monitoring Uncomplicated CM  
Monitoring is required at 1-3 month intervals with both lab and radiology studies; if there 
is suspicion for dissemination by history or on exam, see page 16 for information on 
disseminated CM. They are evaluated with declining frequency for clinical or serological 
relapse and dissemination.
If no improvement after several months, worsening, suspected/confirmed dissemination:
• Change of azole or to AmB is indicated
• Patient may benefit from Infectious Disease (ID) consult
• Treatment failure can be defined as:

◊ Non-response despite adherence to therapy
◊ Side effect intolerance at therapeutic dose
◊ Inability to achieve therapeutic drug levels



Monitoring Therapy
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During treatment with azoles: 
• LFTs
• CBC w/diff
• BMP

Attention to hypokalemia,
anemia, malnutrition, and
glucose control is paramount

Therapeutic drug monitoring is 
useful to assess: 
• Adherence
• Variations in the absorption

and metabolism

At the VFI, all patients are 
followed for clinical or 

serological relapse and 
dissemination for two years 
post-therapy (with declining 

frequency)

Post-Therapy Follow-Up 



COMPLICATED 
PULMONARY
COCCI

Pleural Effusion
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Exudative pleural effusion occurs in approximately 10% of pulmonary cases. This is 
most often associated with pneumonic disease, but may be the sole clinical focus of 
infection. Surgical therapy is seldom, if ever, required (see coccidioidal empyema as 
follows). 
• Often, no separate diagnostic approach is required and

serological diagnosis is adequate
◊ A complex patient or differential diagnosis may require

thoracentesis
◊ Culture is diagnostic but insensitive if not from biopsy
◊ Differential diagnosis includes tuberculosis and malignancy

Coccidioidal pneumonia can resolve to a normal CXR or may leave residua, such as 
a scar or nodule. A nodule is in most circumstances is a satisfactory result; if a patient 
has a known diagnosis, is closely followed, and an infiltrate resolves to a stable nodule, 
no further evaluation, antifungal therapy, or resection is required. If enlargement of the 
nodule occurs, re-evaluation should be done.
DDx problem occurs when an isolated nodule with 
no track record is found and may benefit from a 
pumonary consult: 
• If the nodule has a benign pattern of calcification

and is stable, it is unlikely malignant.
• If the nodule is quite small, it may be reasonable

in a low-risk (for cancer) individual to follow with
repeat CT or CXR

• Larger nodules (>1 cm) may require further
evaluation
◊ Blood based test for lung cancer detection

may assist in decision-making
◊ The serological status of the patient is not of great help in decision-making

Nodules



Chronic Progressive 
Fibrocavitary Disease of 

Valley Fever Patient

Empyema Disease of 
Valley Fever Patient

Subacute illness that often results in respiratory failure and 
pulmonary hypertension
• Mortality has reduced with the advent of azoles
• Fluconazole and itraconazole are common therapies

Chronic Progressive Fibrocavitary Pneumonia with 
Cocci
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Pleural-based cavities may rupture into the pleural space, resulting 
in a hydropneumothorax, often with bronchopleural fistula. The 
pathogenesis and pleural fluid are distinct from coccidioidal 
effusion; culture is commonly positive. Treatment at a minimum 
requires chest tube drainage; if a persistent air leak occurs, surgical 
intervention may be required.  

Coccidioidal Empyema

Cavitary lung disease has a complex DDx, including infections, 
autoimmune, and malignant diseases. In CM, one may find 
cavitary disease that is noted as a sequela of primary pulmonary 
infections, or as an incidental or clinical presentation of varying 
significance. Asymptomatic cavitary disease does not usually 
require intervention. The most dreaded complication of cavitary 
disease is massive hemoptysis; this needs to be managed by a 
team of pulmonary, thoracic surgery, and interventional radiology 
on an emergent basis. 

The most common is the incidental ‘thin-walled’ cavity, with 
50% of cavities smaller than 3cm resolving in 6-12 months and 
approximately 50% of all cavities resolving in two years. If cavity 
persists and symptoms abate, a trial of azole withdraw may be 
undertaken; reinstitute therapy if symptoms recur. Indications for 
surgical resection of cavity include: 

• Recurrent bacterial superinfections
• Recurrent or life-threatening hemoptysis
• Rupture of cavity into the pleural space (coccidioidal empyema)

Cavitary & Fibrocavitary 

Cavitary Disease of Valley 
Fever Patient

Fibrocavitary Disease of 
Valley Fever Patient

Pulmonary Cavity Disease 
of Valley Fever Patient



DISSEMINATED 
COCCI (DCM)
The sites of DCM discussed will be limited to those most commonly encountered.  By 
convention, CM that is not pleural/pulmonary is DCM. Virtually every part of the human 
body has been described with DCM through lymphatic and/or hematogenous spread, 
with categorization by the site of clinically evident disease. Diagnosis and treatment of 
DCM require more expertise and judgment than uncomplicated pulmonary disease. 
DCM of skin, soft tissue, joints, and bones that is limited and not life-threatening is usually 
treated with Azoles.
A Bone Scan is recommended to identify sites of interest on all cases of osteomyelitis 
and all other patients where DCM is identified.  
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Osteomyelitis 

CM has been described in almost all 
bones by Bone Scan. Axial skeleton is of 
particular importance (lumbar spine is 
most common). CT and MRI w/ contrast 
are used to evaluate the extent and the 
severity of disease.  Duration of therapy 
substantially longer than one year is 
recommended. Life and limb-threatening 
disease is usually treated with ABL for 12 
weeks and then transitioned to azole for 
a total of three years. If osseous disease is 
amenable to surgical debridement, it may 
be a valuable adjunct to debulk extensive 
disease or to preserve or restore structure 
and/or function. 

Coccidioides Spherule

Synovitis
May occur as a separate entity or in association with osteomyelitis. Azole monotherapy 
is usually effective, occasionally ABL or surgical interventions are required for severe or 
refractory disease. 
• Common sites of knee, elbow, wrist, and ankle

◊ If adjacent (or distant) bones are involved, treat as osteomyelitis

Lymphadenitis
Most commonly occurs as lymphatic spread from 
pneumonic disease (with occasional hematogenous 
spread) and can be found on CXR or chest CT. Most 
commonly, and especially if a presenting problem, 
a surgical lymph node biopsy is diagnostic. Azole 
therapy for three years usually produces a salutary 
effect.
Common Presentations: 
• Hilar lymph nodes (most common)
• Mediastinal lymph nodes (seldom presents clinically) 
• Subclavicular, supraclavicular, and suprasternal

lymph nodes
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Cutaneous CM is one of the most common and 
usually the most benign form of dissemination. 
Diagnosis is usually by biopsy; in some 
circumstances, clinical suspicion and serology 
may suffice. Diagnosis is more difficult in patients 
presenting primarily with an unidentified skin lesion 
as the visual appearance of cutaneous CM is quite 
variable:
• Small cutaneous abscesses or verrucous lesions

are common
• Ulcerated lesions may occur

Cutaneous Disease  

Peritonitis When it occurs in isolation, coccidioidal 
peritonitis can be a subtle and difficult 
diagnosis; presentation is varied, but most 
commonly ascites of uncertain origin.  
• Serum cocci serology is almost always

positive
• Histopathology is the most common

positive diagnostic
◊ Laparoscopic evaluation shows

peritoneal ‘studding’ that is grossly
identical to carcinomatosis and
tuberculosis peritonitis

• Paracentesis yields fluid consistent with an
inflammatory/malignant process
◊ Peritoneal fluid CF titers add nothing
◊ Culture of the fluid is low yield
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This is a heterogeneous group of infections, however, many infections are culture-
positive and are often managed by large-volume aspiration and azole monotherapy or 
ABL followed by three years of azole therapy.  
Common Presentations: 
• Intramuscular infection (often associated with osteomyelitis)
• Prevertebral abscesses (often associated with vertebral osteomyelitis/discitis)

◊ These may require drainage by an interventional radiologist or surgery
• Psoas abscess
• Gluteal abscesses (often associated with sacroiliitis)
• Subcutaneous abscess (up to 10cm)

Soft Tissue Infections 



This is the most devastating complication of coccidioidal infections and is best managed 
by those with experience.  Complications include hydrocephalus, vasculitic infarctions, 
focal neurological deficit of cranial nerves, arachnoiditis, syrinx, paraplegia, bowel, 
bladder, and erectile dysfunction.
It may co-present with primary disease, appear some weeks or months after primary 
infections, or in persons with no notable primary infection; common presentations, seen 
separately or in parallel, include:

• Headache
• Persistent and progressive confusion

At the VFI, coccidioidal 
meningitis is more 

common than 
bacterial, viral, 
tuberculous (TB) 

and cryptococcal 
meningitis combined

Meningitis 
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• Focal neurological deficits
• Gait disturbances (especially tandem gait)

A high index of suspicion and early LP either with or 
without antecedent neuroimaging are paramount. The 
LP is the diagnostic of choice and should be completed 
in the traditional lateral recumbent position, if possible: 

Positive culture of CSF or CSF CF Titer are confirmatory, 
but frequently negative; in the absence of positive CSF, 
diagnosis can be made with a positive serum serology 
with abnormal CSF findings (CSF pleocytosis, usually 
lymphocytic with decreased glucose, and elevated 
protein.) 
Azoles are the primary medical therapy, with Intrathecal 
Amphotericin-B Deoxycholate (ABD) used in severe and 
refractory disease. Morbidity and mortality are higher 
than any other disease manifestation: 

• Universally fatal if untreated
• Treatment is lifelong
• Significant morbidity and mortality of relapse

• Opening pressure of 180–200 mmH2O is normal
• Severe increased intracranial pressure of ≥250

mmH2O requires cerebrospinal fluid (CSF) removal
to obtain a pressure of <50% of the opening pressure
or 200 mmH2O, whichever is greater
◊ In persistent or severe cases, placement of a

shunt is essential
• CSF should be analyzed for cells, differential

(cytospin), glucose, protein, coccidioidal titers, and
fungal culture
◊ DDx: Tuberculosis, Cryptococcus, Brucella, Syphilis
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ADDITIONAL THERAPIES
Some aspects of treatment are discussed previously in broad terms. There are no 
currently used antifungal drugs that have a specific indication for CM. Most treatments 
are based on observational studies, anecdotes, and expert opinion. 

AMPHOTERICIN B 
Used when indicated in pregnancy and when patients are rapidly progressing in clinical 
course and with high CF titers. ABL is used intravenously in pulmonary disease and DCM. 
Several weeks of amphotericin B are often required for improvement. Intrathecal AmB-D 
should be initiated in tertiary or quaternary referral centers and thus will not be discussed 
in this guide.
• Severe pneumonic disease

◊ VFI usually initiates ABL on a daily basis for two or more weeks, depending on response
◊ Subsequently, the frequency is decreased to three times a week for a variable period,

for two or more months
◊ The patient is then transitioned to an azole

• Non-meningeal DCM
◊ Initial ABL is given 6 or 7 days per week in the hospital and transitioned to 3–5

days/week outpatient infusion center for the first 30 days of treatment
◊ Thrice weekly therapy is continued for approximately 90 days and occasionally

longer

Monitoring consists of: 

FLUCONAZOLE
Used as first-line therapy for non-life or non-limb threatening CM and is discussed in greater 
detail under pulmonary CM. Numerous patients fail fluconazole due to intolerance 
(ectodermal toxicity, arthropathy, headache, and rarely hepatoxicity) or ineffective 
drug action (non-improvement or progression of disease). In the event of failure, patients 
are most often transitioned to another azole; however, in severe or refractory cases, ABL 
is often used as adjunctive therapy.

At least weekly 
• Complete blood count (CBC) with differential
• BMP
• Liver function test (LFT)
• Mg++
• Phosphate

At every infusion 
• Basic metabolic panel (BMP)
• Serum magnesium (MG++)
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ITRACONAZOLE  

Used as second-line therapy in fluconazole failure 
due to inefficacy or intolerance. Itraconazole should 
not be used in persons at increased risk of heart 
failure. Side effects include sodium retention and 
decreased cardiac contractility; this is a substantial 
problem for many patients and monitoring with 
brain natriuretic peptide is recommended when used in this setting.
• Itraconazole is usually dosed at 200 mg, 2 times per day

◊ This is the dose most commonly used at the VFI
• Absorption is problematic

◊ Must be taken with fat and acid, impaired by PPI, and antacids are contraindicated

VORICONAZOLE 
Currently, the VFI does not recommend this drug on a routine basis. 
• The FDA-approved dose has been found to not be optimal in CM; the usual starting

dose at VFI is 4 mg/kg of body weight every 12 hours, with no food 1 hour pre-dose
and post-dose.

• Photodermatitis has proven to be a major concern:
◊ Changes in skin color and severe sunburn with limited sun exposure
◊ Melanoma and squamous cell carcinoma
◊ Death

POSACONAZOLE  
Posaconazole is used as a rescue therapy when fluconazole has failed in pneumonic 
and DCM. Available in liquid formulation for individuals unable to ingest a tablet. Side 
effects include hypokalemia and hypertension based on an aldosterone-like effect; this 
may limit the use of this drug in some patients.  
• The FDA approved dose of the tablet formulation is 100 mg, 3 times per day
• At the VFI, the recommended dose is 400 mg every 24 hours

◊ Poor absorption, needs to be co-administered with fatty food

ISAVUCONAZONIUM 
VFI has used this drug preferentially due to its tolerability and efficacy in the last 5 years 
in all forms of infection, particularly when fluconazole has failed.  
• To date, the VFI has only used the FDA-approved dose of 372 mg every 24 hours
• Reduced negative outcomes:

◊ Clearly superior and more predictable absorption
◊ No QT prolongation & low Drug-Drug Interaction
◊ Low side effects
◊ Expensive
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DURATION OF 
TREATMENT FOR DCM

DCM (including miliary pulmonary) 
• Meningitis treatment is lifelong
• Non-meningeal: minimum of three years

◊ Clinical & radiographical stability
◊ CF titer of <1:2 for at least six months

Montoring Therapy
• During treatment with azoles:

◊ LFTs
◊ BMP
◊ CBC w/diff

• Attention to hypokalemia, anemia, malnutrition, and glucose control is
paramount

• Therapeutic drug monitoring may be useful to assess:
◊ Adherence
◊ Variations in the absorption and metabolism
» Levels of itraconazole and hydroxyitraconazole are added



VALLEY FEVER INSTITUTE TEAM
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Royce H. Johnson, MD Dana Brucker, RN Augustine Muñoz, MDRasha Kuran, MD

VALLEY FEVER INSTITUTE

For questions, comments and consults, please contact: ValleyFever@KernMedical.com  

We require a referral for all patients seeking tertiary care:

Please send all relevant medical records to the VFI Fax (661) 862-7536, be sure to include:

• H & P, *Discharge Summary, *Consults, *Progress notes pertaining to referral diagnosis
• Pertaining microbiology and/or pathology*
• Labs (Coccidioidomycosis Serology) no older than 3 months
• Imaging (X-Rays, CT, MRI, etc.) *hospital radiology - CD preferred
• Clinical notes from previous ID specialist, if patient was established elsewhere prior to

referral to VFI
• Demographics
• Authorization, if required by insurances

*If patient was hospitalized, hospital records pertaining to referral diagnosis are required
for processing referral

Carlos D’Assumpcao, MD Michael Valdez, MD Jeff Joliff, PharmD Isabel Fong, PharmD Bianca Torres

Arash Heidari, MD



1111 Columbus Street
Bakersfield, CA 93305

www.ValleyFeverInstitute.com
ValleyFever@KernMedical.com

Research:  (661) 706-6748
Referral Fax:  (661) 862-7536 




