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Question 3 — Public experiences



3c-3d. What happened, and when. | experienced sleep disruption,
headaches, heart rhythm irregularities, impaired cognition, and finally a blood
clot resulting in a pulmonary embolism after 14 years of close proximity to
mobile phones against the body, household Wi-Fi, proximity to cellular
infrastructure and smart-meter technology. Over the last year | have removed
these stressors from my environment and all symptoms have significantly
improved. | am answering Question 3 because HHS asked why families care,
and because “wait until every study agrees” is not a public-health policy | will
accept after these ordeals.

3e. Care. Cardiologists, hematologists, and functional doctors were all seen
and all performed dozens of tests and were not able to explain what caused
the blood clot.

3f. What we changed. Distance from the handset. Speakerphone. Radios off

when unused. Wired connections for house internet. Those are the controls a

family still has. They are not available to a child in a classroom the family does
not control, or to a household next to infrastructure a town cannot condition on
health.

3g. Support. NTP TR-595; Ramazzini Institute 2018 (Falcioni et al.); IARC
Monograph 102; Environmental Health Trust v. FCC, 9 F.4th 313 (D.C. Cir.
2021); Public Law 90-602, 21 U.S.C. 88 360hh—-360ss; Section 704.

3f. Reduction test. Wireless router off and replaced with wired. All mobile
devices and smart devices configured to not transmit, kept phone off the body.
Symptoms drastically improved, all health markers drastically improved, no
recurrence of blood clot since.



Question 4 — Clinical and research patterns



Question 5 — Standards and frameworks




5.Ramazzini Institute (Falcioni et al., 2018) — far-field GSM exposure
at environmental-level intensities; same tumor types as NTP.

6.ICNIRP 2020 and IEEE C95.1-2019 — still thermal-first. Useful as a
map of what industry-aligned bodies will defend. Not a substitute for HHS

review.

7.Council of Europe Resolution 1815 (2011); European Environment
Agency “late lessons”; Biolnitiative 2012/2022 updates; SCHEER
2023 — the last of these is contested; HHS should read the dissent, not
only the summary.

8.Public Law 90-602 (Electronic Product Radiation Control, 1968) —
HHS/FDA already has a statutory duty to control radiation from electronic
products, including non-ionizing. That duty was not repealed when the
FCC set SAR numbers.

9.EHT v. FCC, 9 F.4th 893 (D.C. Cir. 2021) — the Commission’s
decision to keep the 1996 limits was arbitrary and capricious as to non-
cancer harms, children, and long-term exposure. The remand is still live.
HHS should not write a report that pretends the court did not exist.

10.Section 704 of the Telecommunications Act of 1996 (47 U.S.C. §
332(c)(7)(B)(iv)) — local governments may not regulate personal
wireless facilities on the basis of environmental effects of RF emissions if
the facility complies with FCC limits. That preemption is why a thermal-
only federal number is not a technicality. It is the only health argument a
town is allowed to use.

5n. Changes that would improve assessment, disclosure, and regulation



*HHS/FDA resume PL 90-602 work on wireless products: pre-market
non-thermal endpoints, post-market adverse-event collection, and child-
use conditions of use.

*Separate compliance testing (what FCC already does) from health
evaluation (what HHS must do).

*Require disclosure of time-averaged and peak, indoor source inventory,
and distance-to-body assumptions — not only a SAR figure measured
against a large adult phantom.

*End the practice of treating “below FCC limits” as a health finding.

«Coordinate with the FCC on the 2021 remand so the health agency, not
the spectrum agency, writes the health chapter.

50. Research needed to test minimization methods and to evaluate
standards

Largest gaps: real-world cumulative indoor exposure; nighttime exposure of
infants and children; modulation and pulsed signals versus continuous-wave
SAR; people with implants; IEI-EMF case definition; environmental effects on
insects and birds at infrastructure density now being built. Needed: prospective
birth cohorts with wearable RF/ELF dosimetry; school-level intervention trials
(wired vs. wireless); replication of NTP-class animal work at today’s
waveforms; methods research on exposure reduction (distance, duty cycle,
corded / fiber / optical).

5p. Classification system

Yes. A health-relevant classification cannot be SAR-only. It should score, at
minimum;



Question 6 — Evidence of harm caused b

current limits



What the current limits were not designed to prevent, and where
evidence of biological effect below those limits exists:

*NTP TR-595: clear evidence of malignant heart schwannomas in male
rats; some evidence of brain gliomas in male rats; increased DNA
damage in some tissues (Smith-Roe et al., Environ Mol Mutagen 2020).
Exposures were whole-body and high relative to a phone against the ear,
but they were below thermal-breakdown thresholds used to justify “if it
does not heat, it does not harm.”

*Ramazzini 2018: increased heart schwannomas in male rats at 50 V/m
— an environmental, far-field intensity, not a near-field phone.

*|IARC 2B (2011) and the human glioma / vestibular-schwannoma
epidemiology that put RF into that category (Hardell series; Interphone
high-use decile; CERENAT).

*Oxidative-stress and VGCC-related mechanistic literature (Yakymenko
review; Pall review — contested, but large). HHS should commission an
independent mechanistic review rather than inherit a talking point.

Fertility and testicular heating / non-thermal sperm-parameter papers
(various human and animal). Directionally consistent enough to be a
research priority for a device that lives in a pocket.

|EI-EMF provocation literature is mixed and often underpowered; that is
an argument for better methods, not for a health agency to declare the
patient population imaginary.

“Caused by current limits” is the right phrase. A limit that only forbids heating
permits every non-thermal and cumulative condition the studies above were



Question 7 — Methods now available to

characterize exposure



Question 8 — Improvements needed for real-

world assessment

Question 9 — What should be disclosed



Question 10 — Surveillance systems



Question 11 — Sensitive



Question 12 — Evidence below current federal



Question 13 — How listed technologies chan

cumulative exposure



Question 14 — Environmental effects



Question 15 — Evidence that matters for




oriority federal research




Question 17 — How federal health agencies

should coordinate



Question 18 — Additional evidence and

recommendations
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