
The situation with SARS-COV-2 is influenced by the global response to
the contagion and its impacts on making a proper geographical
assessment on our region. It is evident that there are serious questions
posed with regards to the origin of the virus. It is commonly accepted that
SARS-COV-2 originated in Wuhan, China. It is also commonly accepted
that China has not been forthcoming and transparent by its identification
and management of the outbreak.

 

Foreign Interference

 

 

Australia’s relationship with foreign interests is complex. Australian
politicians and bureaucrats (both current and former) have formed deep
links with the Chinese Government, its Chinese corporations and Chinese
billionaires and other Transnational Organisations and Companies such
the World Health Organisation, the United Nations, CEPI being the
Coalition for Epidemic Preparedness Innovations (CEPI) that seeks to
develop vaccines against emerging infectious diseases (and the numerous
institutes and companies it backs), billionaire technocrats such as the Bill
and Melinda Gates Foundation, the Wellcome Trust and the World
Economic Forum (who also founded CEPI), and other foreign and local
billionaires such as George Soros and Andrew Forrest. CEPI is also now
working closely with the Chinese Government.

The relationships between the public and private spheres have intersected
to such a point that they have completely compromised the Sovereignty
of our Governments. This has led to worrisome and troubling deals being
struck by our States and Territories’ politicians and bureaucrats that have
seen our Port Darwin handed over in a 99-year lease to the Chinese
Government, the Victorian Premier Daniel Andrews making private deals
with the Chinese Government over the ‘belt and road initiatives’ despite
the vacuous protestations of the PM Scott Morrison, and former Secretary
of the Department of Finance and the Department of Health Jane Halton

https://www.who.int/%5d
https://www.un.org/en/
https://cepi.net/
https://www.gatesfoundation.org/
https://wellcome.ac.uk/
https://www.weforum.org/
https://cepi.net/news_cepi/cepi-establishes-representative-office-in-shanghai-china/
https://www.abc.net.au/news/2019-03-12/why-did-northern-territory-sell-darwin-port-to-china-what-risk/10755720
https://www.theage.com.au/politics/federal/inconsistent-with-foreign-policy-morrison-urges-victoria-to-scrap-bri-deal-20200611-p551k7.html


taking on numerous, and at times conflicting, positions as the Chair of
CEPI and a Commissioner at the executive board of the National COVID
19 Coordination Commission. Jane Halton is also on the board of Clayton
Utz, ANZ Bank, Crown Sydney Vault (development of AI for the
Australian Government), the board of WHO and the board of ASPI being
the Australian Strategic Policy Institute that acts as a think tank that
identifies security risks, especially in dealings with China. These are just
a few examples of the deep links between our bureaucrats and politicians
(both current and former) with transnational interests.

 

As Australians, we are now being asked to trust these decision-makers,
when they have openly admitted to their compromised sovereignty.

 

It is no doubt that laws that are designed to strike that balance between
competing interests of public health and human rights will be undermined
by exaggerating the risks that are truly associated with SARS-COV-2,
where both foreign interests and local players may seek to benefit from this
exaggeration.

 

China also launched trade strikes on $1 billion worth of beef and barley
in April 2020 after Australia lobbied for an independent inquiry into the
origins of the coronavirus. This evidences the power that China can yield
over both our economic and political landscape.

 

It is evident now that States and Territories are ignoring the operation of
the Biosecurity Act 2015, the Constitution, and the various human rights
legislative frameworks, and using the contagion as a platform to instill
technocratic agendas that will see the Police, ADF, ASEO, ASIS, DFAT
and the AFP being provided with unprecedented powers over citizens,

https://pmc.gov.au/ncc/who-we-are
https://pmc.gov.au/ncc/who-we-are
https://www.smh.com.au/link/follow-20170101-p54s4k
https://www.smh.com.au/link/follow-20170101-p54uf7
https://www.legislation.gov.au/Details/C2005Q00193


businesses being destroyed and abolished, our economy ruined, resulting
in a significant

increase in suicides, family violence, child abuse and mental illness, and
human rights and privacy rights abrogated.

 

WHO wants the world to believe that asymptomatic people are
infectious and yet the WHO has admitted that such a risk only
constitutes a percentage between 0% to 2.2%.

 

Based on this miniscule risk, and now armed with the knowledge that the
causal fatality rate in Australia is as low as 1.38%, our, Governments are
setting debilitating policies and laws that have resulted in the detainment,
isolation and testing of perfectly healthy individuals and the wholesale
closure and destruction of our businesses.

 

Science is being used as a political weapon to inflate risks that do not
pose significant harm on the majority of the population.

 

Our Governments are treating healthy people as suspect COVID-19 and
requiring them to be detained and tested with no proof of risk and in the
absence of being issued biosecurity control orders and/or public health
orders.

 

It appears that there is more effort invested in building a comprehensive
surveillance state including facial recognition cameras, Digital ID,
biometric data, and a number of other measures, including RFID micro-
chipping and immunity passports as previously explored by Australia’s
Parliament House in a report discussing emerging technologies in 2005.

https://www.who.int/news-room/commentaries/detail/transmission-of-sars-cov-2-implications-for-infection-prevention-precautions
https://www.abc.net.au/news/2020-06-17/facial-surveillance-slowly-being-trialled-around-the-country/12308282
https://www.itnews.com.au/news/australias-digital-identity-bill-tops-200m-535700
https://www.biometricupdate.com/202003/australia-to-roll-out-digital-ids-biometric-features-for-public-testing-in-2020
https://www.aph.gov.au/parliamentary_business/committees/senate/legal_and_constitutional_affairs/completed_inquiries/2004-07/privacy/report/c03


 

 

 

Problems with Data and Statistics

 

 

We have gathered probative evidence from our experts, our clients and
public information from our administrators that shows the following:

 

1. The RT-PCR Tests are not a diagnostic tool

 

 

The Chief Health Officers and the Deputy Chief Health Officers have
misled the public regarding the reliability of the testing and the
information obtained from a positive test, in the absence of clinical
observation.

 

The Australian Government, Department of Health, Therapeutics
Goods Administration ‘TGA’ provides:

 

‘The reliability of COVID-19 tests is uncertain due to the limited
evidence base. Available evidence mainly comes from symptomatic
patients, and their clinical role in detecting asymptomatic carriers is
unclear.’

https://www.tga.gov.au/covid-19-testing-australia-information-health-professionals


 

It is evident that the extent to which a positive RT-PCR result correlates
with the infectious state of an individual is uncertain.

 

The reason for this is because it is understood that RT-PCR tests cannot
distinguish between ‘live’ virus and non-infective RNA.

 

Even the CDC and the FDA in the US, for instance, concede in their
files that the so-called ‘SARS-CoV-2 RT-PCR tests’ are not suitable for
SARS-CoV-2 diagnosis.

‘Detection of viral RNA may not indicate the presence of infectious virus
or that 2019-nCoV is the causative agent for clinical symptoms’.

And:

 

‘This test cannot rule out diseases caused by other bacterial or viral
pathogens.’

 

 

And the FDA admits:

 

‘positive results […] do not rule out bacterial infection or co-infection
with other viruses. The agent detected may not be the definite cause of
disease.’

 

https://www.fda.gov/media/134922/download
https://www.fda.gov/media/136151/download


 

It is therefore extremely irresponsible for our Government to purport that
RT-PCR testing is a conclusive method of diagnosis and furthermore
deliberately set out to confuse the public that people who test positive are
infected and/or infectious with certainty.

 

 

1. RT-PCR tests give rise to false positives

The Public Health Laboratory Network on Nucleic Acid Test Results
Interpretation states

 

‘The SARS-CoV-2 RT-PCR tests used in Australia have very high
specificities and the strategy of using a second and/or third SARS-CoV-2
PCR assay with different gene targets increases the specificity of the PCR
even further. The combined SARS-CoV-2 PCR testing experience of the
PHLN laboratories is that the false positive rate is extremely low.’

However it also provides:

 

‘…using the same test, if a low risk asymptomatic population is tested
where the likelihood of infection is 5 in 10,000 (i.e. 0.05%), the positive
predictive value is 4.3% (i.e. for every 100 people with a positive test
result, four to five will have SARS-CoV-2 infection but 95-96 people
without infection will have a false positive result).’

 

 

https://www.health.gov.au/sites/default/files/documents/2020/07/phln-guidance-on-nucleic-acid-test-result-interpretation-for-sars-cov-2-phln-statement-on-nucleic-acid-test-false-positive-results-for-sars-cov-2.pdf


Given the above, the PCR-Tests, in low risk asymptomatic population
such as Australia should repeat testing of the same sample and re-sample
where possible.

 

 

Unfortunately, in Australia, laboratory technicians were advised by our
Governments:

 

‘any coronavirus reported by a laboratory as having detected SARS-
COV-2 on PCR will be treated as positive for the purposes of public
health actions, regardless of repeat testing of the sample. It is not
appropriate to advise a patient that a test is false positive without prior
consultation with the department.’

 

 

Such a practice is not only unacceptable but it also poses a serious risk of
inflating the figures reported as COVID-19 when they are false positive
outcomes and constitutes a serious interference of the private rights
between patients and their doctors and/or clinicians.

 

 

Given the reliance on these figures to declare a National State of
Emergency, and now in Victoria, a State of Disaster, resulting in highly
restrictive measures being enforced on the people of Australia, it is deeply
troubling that such a practice has been put in place with Australian
laboratories.

https://www.health.gov.au/sites/default/files/documents/2020/06/phln-statement-on-nucleic-acid-test-false-positive-results-for-sars-cov-2.pdf
https://www.gphn.org.au/health-alert-coronavirus-update-chief-health-officer-victoria-15-june-2020/


More generally, irrespective of the issues of specificity, the RT-PCR tests
have been shown to produce at least 30% false positives and 20% false
negatives according to a recent randomised clinical trial.

 

 

This has also been confirmed by the John Hopkins University that
focused on the alarming rates of false negative results generated by RT-
PCR tests

 

1. Security Risks identified with RT-PCR Tests

 

The Australian government announced in late April that it had accepted
10m Covid-19 tests manufactured by the Beijing Genomics Institute,
purchased in a $200m deal brokered by Andrew Forrest, the mining
billionaire, and his philanthropic arm, the Minderoo Foundation.

 

It followed a report by the Australian Strategic Policy Institute (ASPI) that
found a BGI subsidiary, Forensic Genomics International, was linked to
what it described as a ‘DNA dragnet’ involving multiple companies, which
collected DNA data from millions of men and boys with no serious
criminal history.

 

The report found the BGI subsidiary partnered with Chinese police to help
build genetic databases.

 

http://www.int-soc-clin-geriat.com/info/wp-content/uploads/2020/03/Dr.-Lees-paper-on-testing-for-SARS-CoV-2.pdf
https://www.acpjournals.org/doi/10.7326/M20-1495
https://www.health.gov.au/ministers/the-hon-greg-hunt-mp/media/ground-breaking-partnership-delivers-10-million-covid-19-tests-and-equipment
https://www.theguardian.com/australia-news/2020/jul/09/australian-experts-raise-security-concerns-about-chinese-maker-of-andrew-forrest-covid-19-tests
https://www.aspi.org.au/report/genomic-surveillance


‘This program of mass DNA data collection violates Chinese domestic
law and global human rights norms,’ the report said. ‘And, when
combined with other surveillance tools, it will increase the power of the
Chinese state and further enable domestic repression in the name of
stability maintenance and social control.’

 

Previous reports have suggested BGI had involvement in providing gene
technology used to surveil the Uighur ethnic minority in Xinjiang
province.

 

1. Suspect COVID-19 Cases

 

Apart from the serious problems with using the RT-PCR Tests as a
benchmark for diagnosis, other serious concerns are also attributed to using
the wider label of ‘suspect COVID-19’.

Many of our clients have approached us with regards to serious concerns
about the standards that are being set and applied in relation to identifying
COVID-19 cases.

 

 

The CDNA National Guidelines for Public Health Units for
Coronavirus Disease 2019 (COVID-19) introduces a category of
patient for suspect COVID-19 as follows:

 

 

https://www.reuters.com/article/health-coronavirus-australia-china-int/chinas-bgi-gets-australian-foothold-through-mass-coronavirus-test-delivery-idUSKBN22I0VG
https://www.health.gov.au/sites/default/files/documents/2020/08/cdna-guidelines-for-the-prevention-control-and-public-health-management-of-covid-19-outbreaks-in-correctional-and-detention-facilities-in-australia.pdf
https://www.health.gov.au/sites/default/files/documents/2020/08/cdna-guidelines-for-the-prevention-control-and-public-health-management-of-covid-19-outbreaks-in-correctional-and-detention-facilities-in-australia.pdf


It appears that many of the COVID-19 numbers of infected people being
reported nationally, and particularly in Victoria are suspect cases, rather
than probable or confirmed cases.

 

 

Furthermore, there are concerns with double counting once suspect cases
become confirmed or probable. Another serious issue is contact tracing. It
appears that the States and Territories are not complying with the strict
requirements of providing prescribed contact information when they
identify someone as a suspect case. And in many other situations, people
are being identified as suspect cases, through contact tracing, when they
don’t match any of the clinical criteria.

 

1. Diagnosis and Codification at Hospitals for COVID-19

 

Clinical coding is translation of clinical documentation about patient
care into code format. This process is completed once the patient is
discharged. Clinical coding is completed by a trained Health
Information Manager or Clinical Coder after review and abstraction
of clinical diagnoses and procedures from the patient’s medical
record.

 

We have consulted with a number of experts, and it is evident that the
coding rules for COVID-19 do the opposite. They let the Codes drive
the clinical statement, hijacking every

possible respiratory or viral presentation (severe or otherwise). Coding
COVID-19 for asymptomatic patients just goes against everything we
know. The patient isn’t sick nor do they have a disease, yet they are



diagnosed based on close contact or suspicion (due to overt contact
tracing/public health intervention).

 

There are 5 main issues:

 

 

1. COVID-19 can be suspected on admission and coded due to
bending of our Australian Coding Standards.

2. The clinical definition of COVID-19 “the disease” is extremely
broad because it doesn’t have any unique identifying factors that
make it distinguishable from many other illnesses such as the
common cold or influenza and includes cough and fever.

3. Clinicians must suspect COVID-19 where the patient presents
with any respiratory symptoms (per protocol), they are
immediately codified on admission as a COVID-19 patient.

4. Test results do not need to be confirmed for SARS-COV-2 to have a
diagnosis of COVID- 19.

5. There is excessive testing for SARS-COV-2 which never occurred
previously for influenza or influenza like symptoms.

 

These issues have been exacerbated due to WHO supplying new
emergency COVID-19 codes to the IHPA via the International
Classification of Diseases. This has also impacted our Australia Coding
Standards as all other diseases and conditions, with the exception of
COVID-19, must be principally diagnosed after study of the condition
and in response to being chiefly responsible for occasioning the episode
of care. This process is simply not being followed for suspect COVID-19.

 

https://www.ihpa.gov.au/what-we-do/how-to-classify-covid-19


Essentially, an individual who previously presented to hospital with viral
symptoms (usually non-specific) would not have been given a “viral
illness” diagnosis without any swabs etc.

Now, they are “suspected of COVID-19” on admission. Once swabs are
taken, if it shows for SARS-CoV2 then they have COVID-19. If they test
inconclusive, they have COVID-19.

These outcomes may also be exacerbated by false positive results. Before
the epidemic, individuals wouldn’t have been tested for H1N1 unless they
were really sick and had pneumonia or other related condition.

1. COVID-19 Deaths

 

We have many clients who have been extremely shocked by the recording
of the cause of death of their family member as COVID-19 when the
family member clearly passed away from a pre-existing condition
unrelated to COVID-19. In some instances, the family member merely
tested positive for COVID-19 but were asymptomatic.

 

The problems here are blatant and the Australian Bureau of Statistics
‘Guidance for Certifying Deaths due to COVID-19’ is overt in its
inappropriate implications when it states: ‘The new coronavirus strain
(COVID-19) should be recorded on the medical cause of death certificate
for ALL decedents where the disease caused, or is assumed to have
caused, or contributed to death.’

 

So even if COVID-19 is merely assumed or contributed to the death, it
will be recorded as the cause of death.

 

1. Financial Incentivisation

https://www.abs.gov.au/ausstats/abs%40.nsf/mf/1205.0.55.001
https://www.abs.gov.au/ausstats/abs%40.nsf/mf/1205.0.55.001


 

The States and Territories National Health Funding Pool upfront
advanced payments from the Commonwealth could be used as a means
for States to attain funding for hospitals.

 

 

We know the procedures for testing, cause of deaths and codifying
positive tests allows the States and Territories to inflate the statistics and
therefore inflate the true impact on hospitals. Their document actually
states under Part 5 22 (b that in relation to hospital services payments, the
Commonwealth will provide a 50% contribution of costs for diagnosis
and treatment including SUSPECTED cases and monthly payments are
based on ESTIMATES provided by the States. It also mentions a 50%
contribution to OTHER COVID-19 activity for management of the
outbreak. And 100% contribution to keep private hospitals viable.

 

 

 

NDIS Price Guide to support participants during COVID-19 is paying
residential care facilities between $1200-$1800 per patient per day for
COVID-19 positive residents. Given the loopholes in testing, this easily
allows struggling care facilities the means to take advantage of these
financial incentives.

 

Other significant issues for our clients- Influenza Vaccine Mandate

 

 

http://www.federalfinancialrelations.gov.au/content/npa/health/national-partnership/covid19-npa.pdf
https://www.ndis.gov.au/providers/price-guides-and-pricing


On 17 March 2020, the AHPPC, the key medical decision-making
committee for health emergencies, has advised that all residential aged
care staff and visitors should be vaccinated against seasonal influenza.
This decision was formalised through the press release made by the Prime
Minister and Cabinet’s department on 21 April 2020.

 

Our team requested from the Australian Government Department of
Health, through Freedom of Information requests, all documents providing
proof of a reduction in overall

hospitalisation following the receipt of an Influenza vaccine that
restricted entry to Residential Aged Care Facilities and all risk
assessments carried out in relation to the decision of the AHPPC which
led to all the States and Territories issuing their respective directives.

 

We were not surprised to receive responses from the Australian
Government Department of Health that the documents we sought ‘did not
exist’.

 

Indeed, the Cochrane Reviews are very clear that ‘Certainty of evidence
for the small reductions in hospitalisations and time off work is low.’
And in relation to the elderly, ‘Very few deaths occurred, and no data on
hospitalisation were reported.’

 

This is apart from the significant issues associated with safety of
influenza vaccines and short-term and long-term adverse reactions.

 

In their conclusions, the Cochrane reviewers state:

https://www.pm.gov.au/media/update-coronavirus-measures-210420
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004876.pub4/full


 

 

‘Healthy adults who receive inactivated parenteral influenza vaccine
rather than no vaccine probably have a one per cent lower risk of
experiencing influenza over a single influenza season (2.3 per cent
versus one per cent, moderate-certainty evidence).’

 

It is important to note that the Cochrane Institute is the ultimate
arbiter of medical health interventions.

We say that Mr Scott Morrison and his Cabinet acted beyond their powers
by requesting that the States and Territories pass directives under their
respective public health and emergency acts to direct a group of people,
being aged care visitors and employees affected collectively, to take the
influenza vaccination otherwise they would be denied the benefit of
contact with their elderly family member or loved one and/or potentially
be terminated or stood down from their work positions.

 

We say that these decisions have been made with no evidence to properly
support the contention that taking the influenza vaccine will reduce
hospitalisations, as detailed above and based on the results of our FOI
requests.

Requiring vaccines on healthy individuals is unlawful. The requirement to
take a vaccine has been explicitly detailed under the Biosecurity Act 2015
as well as paragraph 51 (xxiiiA) of the Australian Constitution and that
the Biosecurity Act acknowledges the express limitations not to conscript
Australians into medical services.

 



This legislation is clear in relation to imposing any conditions on
individuals that can only be achieved through the application of a
biosecurity control order and/or a public health order.

 

Making a benefit contingent by creating a compulsory requirement for a
vaccine, to obtain that benefit, is not providing the individual freedom of
choice and is in serious breach of the circumstances anticipated at law
where a vaccine maybe necessary and compulsory to achieve risk
minimisation.

 

In due course, we will apply this principle to challenge the unlawfulness
of both the no-jab no- play and the no-jab no-pay legislative frameworks.

 

Section 92 of the Biosecurity Act 2015 is very clear that a vaccination is
anticipated to be covered by a human biosecurity control order. There are
no other circumstances that legally make a vaccine a requirement. The
vaccine must only become a requirement if there is a proper risk
assessment made on an individual who would be presenting signs and
symptoms of that listed human disease. Furthermore, any requirement
made via a human biosecurity control order and/or a public health order
must include all rights of review. The individual may have other options
for treatment under these circumstances and they must not be required to
take a vaccine if there are other options.

 

Section 92:

 

 

Receiving a vaccination or treatment



 

An individual may be required by a human biosecurity control
order to receive, at a specified medical facility:

 

1. a specified vaccination; or

 

1. a specified form of treatment;

in order to manage the listed human disease specified in the order, and any
other listed human disease.

 

Note: For the manner in which this biosecurity measure must be
carried out, see section 94.

 

On 22 July 2020, Victoria’s Chief Health Officer, Dr Brett Sutton,
removed the restriction on persons entering, or remaining on, the premises
of a care facility where the person could not demonstrate that they have
an up to date vaccination against influenza, if such a vaccination is
available to the person. Accordingly, employees who had not been
vaccinated against influenza and who were required to work in other
areas, or take leave, were allowed to return to duty in care facilities and
visitors were allowed to see their family member in the Residential Aged
Care Facility.

 

The influenza vaccination was recommended but not required.

 



DHHS, later confirmed the position of the Chief Health Officer, Dr
Sutton, stating that the reason for the removal was there are minimal
people who are impacted with the flu this year.

 

Unfortunately for our clients this has created a most vexing and troubling
situation in Victoria during the State of Disaster, as many Residential
Aged Care Facilities have stopped altogether their access to their loved
ones and denied them access purporting that the decision made by Dr
Brett Sutton was made in error.

 

Dr Sutton clearly did not make an error, as quoted in the Herald Sun and
in communications to residential care facilities. Plus the Care Facilities
Directives have remained consistent with his decision to remove the
influenza vaccine mandate.

 

We say that all other States and Territories must immediately follow suit
and ensure that they remove the influenza vaccine mandates from their
respective directives.

 

All States and Territories must clearly communicate this removal to all
Residential Aged Care Facilities and other impacted Employers, making
it very clear that they cannot enforce mandatory influenza mandates as a
policy as the law does not permit them to do so.

We are also very concerned in relation to clients who are being forced to
obtain vaccinations who are employees and students in other settings
such as child care workers, truck drivers, disability workers and
university students. The directives have created confusion amongst
employers and service providers and emboldened them to require

https://www.heraldsun.com.au/coronavirus/government-cut-mandatory-flu-shots-from-aged-care-emergency-orders-before-coronavirus-erupted/news-story/c020183ed0b8e34d79b35fef5a41a07c


vaccines on healthy individuals when the laws do not permit for such
enforcement.

 

COVID-19 Vaccine Mandate

 

 

Mr Scott Morrison has announced that COVID-19 vaccines will be “as
mandatory as you can possibly make it”. He has also entered into a pre-
emptive agreement with UK-based drug company AstraZeneca to secure
the potential COVID-19 vaccine developed by Oxford University, if its
trials prove successful. Apart from the fact that international companies are
being provided preference over local companies, Mr Morrison is not in a
position to require a vaccine on healthy populations. CEPI has backed
Oxford University which is chaired by Jane Halton who is also allegedly
an independent person sitting on the National COVID-19 Commission.

 

Many of these vaccines would have skipped important clinical steps, not
tested on animals or against a saline placebo, will have no long term
record of safety (5-7 years) by the time it goes to market, only tested on
healthy people and by the company, made by a company given immunity
from prosecution for injuries and death, and forced on the citizens of
Australia regardless of informed consent for an epidemic that cannot be
properly defined

 

Vaccines are being heralded as our only saviour while our Governments
restrict the supply of trusted medications such as hydroxychloroquine
(and in some cases relabeling the drug as a poison, when it has a 65 year
safety profile) and downplaying the critical recommendations for

https://cepi.net/news_cepi/oxford-university-vaccine-against-covid-19-starts-clinical-tests/
https://c19study.com/


Ivermectin as a highly effective solution coming from our trusted Dr
Thomas Borody.

 

Dr Borody appeared on Sky News and it is evident that Ivermectin is an
immediate and successful solution to the COVID-19 situation, especially
the one playing out in Victoria.

 

Decisions made by individual public officials to withhold Ivermectin,
from patients in urgent need, could lead to individual criminal
prosecutions and civil action for misfeasance in public office and breach
of statutory duty. Furthermore, deals garnered with international vaccine

companies to the disadvantage of local companies, who may have higher
standards in vaccine safety and efficacy, will also attract the same actions.

 

State of Disaster in Victoria

 

 

The State of Emergency under the Public Health and Wellbeing Act
2008 (Vic) lapsed on 17 August 2020, despite the further directive to
extend it until 13 September 2020.

 

The maximum six-month state of emergency declaration under the Act
has expired. The Victorian Premier has instructed the Solicitor-General to
draft an open time Amendment for the Act.

 

https://www.sciencedirect.com/science/article/pii/S0166354220302011
https://www.youtube.com/watch?v=6xklE0jTgaw


He has to get it through both houses of Parliament. He’ll recall Parliament
any day now. He doesn’t have a majority in the Legislative Assembly
(Upper House).

 

Contemporaneously with the alleged State of Emergency, Victoria is
currently operating under the State of Disaster.

 

The State of Disaster declaration is unlawful insofar as the Victorian
Premier has not complied with the clear requirements set out under
subsection 23(7) of the Emergency Management Act 1986 (Vic):

 

‘If a state of disaster has been declared under this section the Premier
must report on the state of disaster and the powers exercised under
section 24 to both Houses of Parliament as soon as practicable after the
declaration if Parliament is then sitting and if Parliament is not then
sitting as soon as practicable after the next meeting of Parliament.’

 

The Emergency Management Act 1986 (Vic) has no severance measures.
This means the Minister cannot exclude a clause from the Act if he's
failed to comply with it, thus leaving the rest of the Act's powers intact.

 

This means we, in fact, have no state of Disaster or Emergency in Victoria
at present as the Victorian Premier has failed to comply with the Act -
Section 23(7), which does not give to

the Police Minister the powers under Section 24 of the Act to provide
continuance of the lockdown.

 



The Victorian Premier had the opportunity to report to the Parliament when
it last sat on 4 August 2020, and he failed to comply with subsection 23(7).

 

Immediate Requests from our Clients

 

In light of the significant human rights breaches and the negligent (if not
wilful) conduct of our decision-makers the following immediate requests
are made:

 

1. The Victorian State of Disaster must cease immediately and
all ensuing requirements for curfews, business shut downs,
5km radius travel ban, increased Police powers,
surveillance and remote learning should immediately cease.

2. All individuals who are being detained as returning travellers
or at cross-borders must be immediately released in the
absence of having signs and symptoms of the listed human
disease and being issued the appropriate biosecurity control
orders and/or public health orders with the appropriate
review rights enclosed.

3. Individuals should not be required to be tested, medically
examined or have their temperatures taken in the absence of
having any signs and symptoms of the listed human disease
and being issued the appropriate biosecurity control orders
and/or public health orders with the appropriate review
rights enclosed.

4. Individuals should not be required to wear a mask in the
absence of having any signs and symptoms of the listed
human disease and being issued the appropriate biosecurity
control orders and/or public health orders with the
appropriate review rights enclosed.

5. All individuals that either need to return home from overseas or
leave to an accessible overseas location should be facilitated



to do so without any unreasonable restrictions.
6. Businesses should be immediately re-opened with appropriate

social distancing measures and appropriate people limitations
are applied depending on shop/business capacity.

7. Under no circumstances, should children and/or other
dependants be removed and/or separated from the care of
their parents and/or other guardians.

1. All contact tracing must strictly follow the prescribed
contact information requirements.

2. All reporting on discharged COVID-19 cases must occur after
appropriate clinical diagnosis and post-discharge from
hospitalisation. There should be no exclusive reliance on any
positive tests for diagnosis and all individuals must be
informed of false positive results.

3. All reporting of deaths involving COVID-19 must ensure that
COVID-19 is reported as a contributing or antecedent cause
if it is an assumed or otherwise a co- contributing factor.

4. Immediate removal of the influenza vaccination mandates from
all States and Territories’ directives implemented with clear
communication to all Residential Aged Care Facilities and
other employers that policies must not be set that require
influenza vaccination. These policies must be restricted to
recommendations.

5. Immediate contact must be re-established with the elderly
residents and/or other residents of Residential Aged Care
Facilities and/or Hospitals and/or other similar facilities with
their families and loved ones for reasonable periods of time.

6. The elderly residents and/or other vulnerable residents of
Residential Aged Care Facilities and/or Hospitals and/or
other similar facilities must be provided comprehensive
nutritional supplementation.

7. All employers who terminated their employees for not
receiving the influenza vaccination must offer their
employees their position again. All employees
temporarily suspended from work must immediately be
returned to their employment.



8. All other institutions that have imposed vaccination
requirements in their policies must immediately cease these
requirements.

9. Ivermectin must be immediately provided as a treatment to all
hospitalised patients diagnosed with COVID-19.

10. Hydroxychloroquine prohibition immediately lifted on the
basis of peer reviewed studies which indicate it is an
effective treatment for coronaviruses.

11. All proposed COVID-19 vaccination mandates must be revoked
and there must not be any condition precedents attached to
the option of receiving a COVID-19 vaccination (including
the denial of any benefits).

Please feel free to contact me on 0425 754 299 to discuss the content of
this letter and moving forward constructively with negotiations for
resolution.

 

You have until COB 27 August 2020 to constructively respond, otherwise
we will be commencing immediate legal action.

 

 

 

 

Yours Faithfully,

 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/16115318/

