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OF MEDICAL EXAMINERS

STATE OF NEW JERSEY
DEPARTMENT OF LAW & PUBLIC SAFETY
DIVISION OF CONSUMER AFFAIRS
STATE BOARD OF MEDICAL EXAMINERS

IN THE MATTER OF THE SUSPENSION :
OR REVOCATION OF THE LICENSE OF : ADMINISTRATIVE ACTION

ORDER OF
ROHAN L. WIJETILAKA , M.D. IMMEDIATE SUSPENSION
LICENSE NO . 25MA05640900 ' PURSUANT TO

TO PRACTICE MEDICINE AND SURGERY
IN THE STATE OF NEW JERSEY

N.J.S.A. 45:9-19.16a

This matter was opened to the New Jersey State Board of Medical

Examiners (hereinafter the "Board") by Jeffrey S. Chiesa, Attorney

General of New Jersey (Wendy Leggett Faulk, Deputy Attorney General,

appearing) upon receipt of information revealing the following:

1. Respondent, Rohan L. Wijetilaka, M.D., is the holder of

License No. 25MA05640900 and was first licensed to practice medicine

and surgery in the State of New Jersey in 1991.

2. On or about November 10, 2011, the New York State

Department of Health, Office of Professional Medical Conduct (OPMC)



filed a Statement of Charges with the New York State Board for

Professional Medical Conduct (NY State Board) alleging forty-one

(41) specifications of professional misconduct by Respondent,

including gross negligence, negligence on more than one occasion,

incompetence on more than one occasion, unwarranted tests,

fraudulent practice, filing false reports, and failing to maintain

adequate medical records. A copy of the Notice of Hearing and

Amended Statement of Charges is attached hereto as Exhibit A. The

specifications related to Respondent's care and treatment of seven

(7) patients.

3. A Hearing Committee of the NY State Board conducted a full

hearing in the matter, and heard testimony from three witnesses: a

cardiovascular expert for the OPMC, Respondent's cardiology expert,

and Respondent himself. During the hearing, Respondent submitted

additional medical records for the patients at issue, claiming the

documents were additional portions of the record he did not

previously provide to the OPMC during its investigation.

4. On or about June 21, 2012, the NY State Board issued a

Determination and order unanimously sustaining all forty-one (41)

specifications of professional misconduct set forth in the Statement

of Charges against Respondent. The Order revoked Respondent's

license to practice medicine in the State of New York, effective upon

service. The Order also assessed a civil penalty of $50,000.00

payable within sixty (60) days of the effective date of the Order.

A copy of the Determination and Order is attached hereto as
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Exhibit B.

5. The NY State Board found that Respondent followed a pattern

of seeing patients over a course of several years and ordering tests,

while consistently failing to obtain adequate histories or implement

appropriate treatment plans. The NY State Board expressly found

that Respondent's failure to provide his patients with even the most

minimal medical care or to give due consideration of the outcome of

the tests which he administered demonstrated that Respondent's sole

motivation for seeing patients was his own financial benefit, without

regard for his patients' well-being.

6. The NY State Board determined that Respondent performed

multiple diagnostic tests which were not warranted by the patients'

medical conditions, and he billed for diagnostic tests which he did

not perform.

7. The NY State Board concluded that Respondent lacks

integrity, as evidenced by his alteration of patients' medical

records, his submission of altered records during the hearing, and

his inconsistent and evolving attempts to explain his misconduct.

8. The NY State Board's findings are grounded on facts that

demonstrate Respondent's continued practice would endanger or pose

a risk to public health or safety pending a determination of findings

by this Board. Pursuant to N.J.S.A. 45:9-19.16a, the revocation of

Respondent's New York license on these grounds requires this Board

to act immediately to suspend Respondent's New Jersey license,

pending a determination of findings.
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9. The NY State Board's findings are also grounded on facts

which would provide a basis for disciplinary sanction in this State.

Pursuant to N.J.S.A. 45:9-19.16a, the revocation of Respondent's New

York license on these grounds requires this Board to act immediately

to suspend Respondent's New Jersey license, pending a determination

of findings by the Board.

10. On July 25, 2012, Respondent was arrested in New York by

federal agents and charged with the illegal distribution of

controlled dangerous substances (CDSs). The sworn criminal

complaint states that on April 23, 2012, Respondent was recorded

issuing CDS prescriptions for two patients, one of whom was not

present before him, without examining either patient or identifying

any condition for which the painkiller was being prescribed.

Respondent's receptionist accepted cash for the prescriptions. The

criminal complaint also states that between 2006 and 2012, the

Yonkers Police Department of New York received at least thirty (30)

reports from pharmacists regarding the frequency with which

Respondent prescribed CDSs, and several patients reported to police

that Respondent sold drug prescriptions in exchange for permission

to bill patients' insurance providers for unnecessary tests. A copy

of the Sealed Complaint is attached hereto as Exhibit C.

11. Respondent was released from federal custody on July 26,

2012 upon execution of a $200,000 bond. The conditions of his

release expressly prohibit Respondent's practice of medicine,

including writing prescriptions, while the criminal matter is
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pending. A copy of Respondent's Bail Disposition is attached hereto

as Exhibit D.

12. The sworn criminal complaint and Bail Disposition are

documentary evidence that Respondent's authority to practice

medicine in New York was curtailed for acts committed prior to the

NY State Board's revocation of his license to practice medicine. The

facts underlying the basis for Respondent's arrest and practice

restriction demonstrate that Respondent's continued practice would

endanger or pose a risk to public health or safety pending a

determination of findings by this Board. Pursuant to N.J.S.A.

45:9-19.16a, this Board must act immediately to suspend Respondent's

New Jersey license, pending a determination of findings.

13. Respondent's arrest and practice restriction are also

grounded on facts which would provide a basis for disciplinary

sanction in this State. Pursuant to N.J.S.A. 45:9-19.16a, this

Board may act immediately to suspend Respondent's New Jersey license,

pending a determination of findings by the Board.

ACCORDINGLY , IT IS ON THIS 8th day of August 2012,

ORDERED THAT:

1. Respondent's license to practice medicine and surgery in

the State of New Jersey is immediately suspended pursuant to N.J. S.A.

45:9-19.16a and effective as of the date of service of this Order.

Respondent shall comply with the Directives Applicable to Any Medical

Board Licensee Who is Disciplined, which are attached hereto and
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incorporated herein.

2. All documentation from the New York State Department of

Health, State Board for Professional Medical Conduct, as referenced

herein as Exhibits A and B, shall be made part of the record and

establish conclusively the facts upon which this Board relies in

suspending Respondent's license to practice medicine and surgery in

New Jersey, pursuant to N.J.S.A. 45:9-19.16a.

3. All documentation pertaining to Respondent's arrest and

release in July 2012, as referenced herein as Exhibits C and D, shall

be made part of the record and establish conclusively the facts upon

which this Board relies in suspending Respondent's license to

practice medicine and surgery in New Jersey, pursuant to N.J.S.A.

45:9-19.16a.

4. Pursuant to N.J.S.A. 45:9-19.16a, the Board hereby

provides Respondent an opportunity to submit to the Board relevant

evidence in mitigation of the ultimate discipline to be imposed. At

Respondent's request and upon a Board determination he has shown good

cause, the Board shall provide Respondent an opportunity for oral

argument, only as to the ultimate discipline to be imposed by the

Board. Oral argument may be conducted before the Board or a

Committee to which it has delegated authority to hear argument and

make a recommendation to the Board.

5. The Board shall make a final determination as to discipline

within sixty (60) days of the date this Order is mailed to or

personally served upon Respondent. Any and all requests by
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Respondent, including a. request for oral argument and/or a proffer

of mitigating evidence, shall be submitted not later than twenty-one

(21) days of the date hereof, unless otherwise provided by the Board.

By : GIM J 90=. 10 ,

George J. Scott, D.P.M., D.O.
President
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DIRECTIVES APPLICABLE TO ANY MEDICAL BOARD LICENSEE
WHO IS DISCIPLINED OR WHOSE SURRENDER OF LICENSURE

HAS BEEN ACCEPTED

APPROVED BY THE BOARD ON MAY 10, 2000

All licensees who are the subject of a disciplinary order of the Board are required to provide
the information required on the Addendum to these Directives. The information provided
will be maintained separately and will not be part of the public document filed with the
Board. Failure to provide the information required may result in further disciplinary action
for failing to cooperate with the Board, as required by N.J.A.C. 13:45C-1 et seq.
Paragraphs 1 through 4 below shall apply when a license is suspended or revoked or
permanently surrendered, with or without prejudice. Paragraph 5 applies to licensees who
are the subject of an order which, while permitting continued practice, contains a probation
or monitoring requirement.

1. Document Return and Agency Notification

The licensee shall promptly forward to the Board office at Post Office Box 183, 140 East
Front Street, 2nd floor, Trenton, New Jersey 08625-0183, the original license, current
biennial registration and, if applicable, the original CDS registration. In addition, if the
licensee holds a Drug Enforcement Agency (DEA) registration, he or she shall promptly
advise the DEA of the licensure action. (With respect to suspensions of a finite term, at
the conclusion of the term, the licensee may contact the Board office for the return of the
documents previously surrendered to the Board. In addition, at the conclusion of the term,
the licensee should contact the DEA to advise of the resumption of practice and to
ascertain the impact of that change upon his/her DEA registration.)

2. Practice Cessation

The licensee shall cease and desist from engaging in the practice of medicine in this State.
This prohibition not only bars a licensee from rendering professional services, but also from
providing an opinion as to professional practice or its application, or representing
him/herself as being eligible to practice. (Although the licensee need not affirmatively
advise patients or others of the revocation, suspension or surrender, the licensee must
truthfully disclose his/her licensure status in response to inquiry.) The disciplined licensee
is also prohibited from occupying, sharing or using office space in which another licensee
provides health care services. The disciplined licensee may contract for, accept payment
from another licensee for or rent at fair market value office premises and/or equipment.
In no case may the disciplined licensee authorize, allow or condone the use of his/her
provider number by any health care practice or any other licensee or health care provider.
(In situations where the licensee has been suspended for less than one year, the licensee
may accept payment from another professional who is using his/her office during the
period that the licensee is suspended, for the payment of salaries for office staff employed
at the time of the Board action.)



A licensee whose license has been revoked, suspended for one (1) year or more or
permanently surrendered must remove signs and take affirmative action to stop
advertisements by which his/her eligibility to practice is represented. The licensee must
also take steps to remove his/her name from professional listings, telephone directories,
professional stationery, or billings. If the licensee's name is utilized in a group practice
title, it shall be deleted. Prescription pads bearing the licensee's name shall be destroyed.
A destruction report form obtained from the Office of Drug Control (973-504-6558) must
be filed. If no other licensee is providing services at the location, all medications must be
removed and returned to the manufacturer, if possible, destroyed or safeguarded. (In
situations where a license has been suspended for less than one year, prescription pads
and medications need not be destroyed but must be secured in a locked place for
safekeeping.)

3. Practice Income Prohibitions /Divestiture of Equity Interest in Professional
Service Corporations and Limited Liability Companies

A licensee shall not charge, receive or share in any fee for professional services rendered
by him/herself or others while barred from engaging in the professional practice. The
licensee may be compensated for the reasonable value of services lawfully rendered and
disbursements incurred on a patient's behalf prior to the effective date of the Board action.

A licensee who is a shareholder in a professional service corporation organized to engage
in the professional practice, whose license is revoked, surrendered or suspended for a
term of one (1) year or more shall be deemed to be disqualified from the practice within the
meaning of the Professional Service Corporation Act. (N.J.S.A. 14A:17-11). A disqualified
licensee shall divest him/herself of all financial interest in the professional service
corporation pursuant to N.J.S.A. 14A:17-13(c). A licensee who is a member of a limited
liability company organized pursuant to N.J.S.A. 42:1-44, shall divest him/herself of all
financial interest. Such divestiture shall occur within 90 days following the the entry of the
Order rendering the licensee disqualified to participate in the applicable form of ownership.
Upon divestiture, a licensee shall forward to the Board a copy of documentation forwarded
to the Secretary of State, Commercial Reporting Division, demonstrating that the interest
has been terminated. If the licensee is the sole shareholder in a professional service
corporation, the corporation must be dissolved within 90 days of the licensee's
disqualification.

4. Medical Records

If, as a result of the Board's action, a practice is closed or transferred to another location,
the licensee shall ensure that during the three (3) month period following the effective date
of the disciplinary order, a message will be delivered to patients calling the former office
premises, advising where records may be obtained. The message should inform patients
of the names and telephone numbers of the licensee (or his/her attorney) assuming
custody of the records. The same information shall also be disseminated by means of a
notice to be published at least once per month for three (3) months in a newspaper of



general circulation in the geographic vicinity in which the practice was conducted. At the
end of the three month period, the licensee shall file with the Board the name and
telephone number of the contact person who will have access to medical records of former
patients. Any change in that individual or his/her telephone number shall be promptly
reported to the Board. When a patient or his/her representative requests a copy of his/her
medical record or asks that record be forwarded to another health care provider, the
licensee shall promptly provide the record without charge to the patient.

5. Probation/ Monitoring Conditions

With respect to any licensee who is the subject of any Order imposing a probation or
monitoring requirement or a stay of an active suspension, in whole or in part, which is
conditioned upon compliance with a probation or monitoring requirement, the licensee shall
fully cooperate with the Board and its designated representatives, including the
Enforcement Bureau of the Division of Consumer Affairs, in ongoing monitoring of the
licensee's status and practice. Such monitoring shall be at the expense of the disciplined
practitioner.

(a) Monitoring of practice conditions may include, but is not limited to, inspection
of the professional premises and equipment, and Inspection and copying of patient records
(confidentiality of patient identity shall be protected by the Board) to verify compliance with
the Board Order and accepted standards of practice.

(b) Monitoring of status conditions for an impaired practitioner may include, but
is not limited to, practitioner cooperation in providing releases permitting unrestricted
access to records and other information to the extent permitted by law from any treatment
facility, other treating practitioner, support group or other individual/facility involved in the
education, treatment, monitoring or oversight of the practitioner, or maintained by a
rehabilitation program for impaired practitioners.If bodily substance monitoring has been
ordered, the practitioner shall fully cooperate by responding to a demand for breath, blood,
urine or other sample in a timely manner and providing the designated sample.



NOTICE OF REPORTING PRACTICES OF BOARD
REGARDING DISCIPLINARY ACTIONS

Pursuant toN.J.S.A. 52:14B-3(3), all orders of the New Jersey State Board of Medical Examiners are
available for public inspection. Should any inquiry be made concerning the status of a licensee, the
inquirer will be informed of the existence of the order and a copy will be provided if requested. All
evidentiary hearings, proceedings on motions or other applications which are conducted as public
hearings and the record, including the transcript and documents marked in evidence, are available for
public inspection, upon request.

Pursuant to 45 CFR Subtitle A 60.8, the Board is obligated to report to the National Practitioners Data
Bank any action relating to aphysician which is based on reasons relating to professional competence
or professional conduct:

(1)
(2)
(3)

Which revokes or suspends (or otherwise restricts) a license,
Which censures, reprimands or places on probation,
Under which a license is surrendered.

Pursuant to 45 CFR Section 61.7, the Board is obligated to report to the Healthcare Integrity and
Protection (HIP) Data Bank, any formal or official actions, such as revocation or suspension of a
license(and the length of any such suspension), reprimand, censure or probation or any other loss of
license or the right to apply for, or renew, a license of the provider, supplier, or practitioner, whether by
operation of law, voluntary surrender, non-renewability, or otherwise, or any other negative action or
finding by such Federal or State agency that is publicly available information.

Pursuant to N.J.S.A.45:9-19.13, if the Board refuses to issue, suspends, revokes or otherwise places
conditions on a license or permit, it is obligated to notify each licensed health care facility and health
maintenance organization with which a licensee is affiliated and every other board licensee in this state
with whom he or she is directly associated in private medical practice.

In accordance with an agreement with the Federation of State Medical Boards of the United States, a
list of all disciplinary orders are provided to that organization on a monthly basis.

Within the month following entry of an order, a summary of the order will appear on the public agenda
for the next monthly Board meeting and is forwarded to those members of the public requesting a copy.
In addition, the same summary will appear in the minutes of that Board meeting, which are also made
available to those requesting a copy.

Within the month following entry of an order, a summary of the order will appear in a Monthly
Disciplinary Action Listing which is made available to those members of the public requesting a copy.

On a periodic basis the Board disseminates to its licensees a newsletter which includes a brief
description of all of the orders entered by the Board.

From time to time, the Press Office of the Division of Consumer Affairs may issue releases including
the summaries of the content of public orders.

Nothing herein is intended in any way to limit the Board, the Division or the Attorney General from
disclosing any public document.





DEPARTMENT OF HEALTHSTATE BOARD FOR PROFESSION!,, MEDICALCONDUCT

TAI T.fiE MATTER

OF

ROHAN WIJETLLAKA,,rvLD.

.AMENDED

STATEMENT

OF

CHARGE

ROHAN WIJETJLAKA, M.D., the Respondent, was authorized to practice

medicine in New York State on or aboutAugust 30 1993, by the Issuance of

license number 193531 by the New York State: Education Department.

FACTUAL ALLEGATIONS

During the period between on or about April 9, 1999 through January 16,

2003, Respondent was Patient As cardiologist. Respondent deviated from

Minimally acceptable standards: of care in that he:

1.

complaints g but not=lirnited'to,shortness of breath, chest;

pain, palpitations and dizziness:

Failed to adequatelyr take h*tories and perform clinical exams.

Failed to adequately. perform differential diagnosesfor Patient A's

Failed to use and/or inappropriately used diagnostic testing.

Failed to implement proper treatment protocols:

Failed to adequately and appropriately follow Patient A's abdominal

aortic aneurysm.

Failed to maintaraa: record for Patient A which accurately reflected his.

care andtreatment;

7. Falsely reported findings of abdominal ultrasoundsthat he iid nat



perform.

a. Respondent did so with an intent to deceive.

Submitted false records for PatientA to. The Department of Health

after service of the Statement of Charg es. in this proceeding.

Apni z2, 2005, Respondent was Patient B's cardiologist. Respondent

deviated from minimally acceptable standards of care in that he:

a. Respondent did so with`an intent to deceive.

1A 1� 12'{iZ.
During the period between on or about March 1, 200k through on or about

1.. Failed to adequately take histories and perform clinical exams.

Failed to adequately perform differential diagnoses for Patient B's

complaints of dizziness and!or shOrn ess of breath.

3 Performed.diagnostic tests riot warranted by Patient B's condition.

4. Failed to properly administer diagnostic cardiac tests.

5. Failed to implement appropriate treatmentprotocols:

g. Failed to maintain a record for Pat ant 13 which accurately reflected his

care and treatment:
7. Submitted false records for Patient B to The Department of Health

after service of the Statement of Charges in this proceeding.

a. Respondent did, so.-so intent to deceive.

On oraboutMay 29, 2002, March30, 200'5 and l January 29, 2008, patient C

was admittedto St. John 's Riverside Hospital {SJRH) in -Yonkers, New York.

Respondent was the cardiologist involvedin her care and treatment and

deviated from minimallyacceptable.standards of care in that he,
1. For the. May 29, .2002 admission for suspected heart failure:

a. Failed to adequately monitor Patient C after her documented



episodes of ventricular tachycardia.

b. Failed to provide an adequate clinicalplan and/or note for

Patient C's transfer to another hospital.

For the March 30, 2005admission for chest pain:

a. Failed to address diagnostic test results, including but not

limited to Patient C's EKG' and cardiac enzymes, severely

elevated hemoglobin Al C, low potassium and high blood

glucose levels,

Failed to include-a follow-up plan on Patient C's discharge

summary..

Failed to provide an:adequate clinical plan and/or note for

PatientC'straris fer-toanother hospital.

For the January- 29, 2006 admission-for-a syncopal episode:

a. Failed to include a reportof Patient C's arrhythmia in her chart.

b. Failed to address diagnostic test results, including but not

limited to Patient C's EKG and blood chemistry.

C, Failed to include; a follow up plan on Patient Vs discharge

summary

). Duringthe-period'` between on or about May 5, 2003 through on or about

August 6, 2005, Re'spondentwas Patient D's cardialog st. Respondent

deviated from minimally acceptable standards bf. r are in that he:

1. Failed to adequately take histones and perforrrl'c linical exams.

2. Failed to adequately perform differential diagnoses for Patient D`s

complaints of chest pain, dizziness shortness of breafh and/or

syncope.

Perfnrmeddiagnost c tests not Warranted by Patient D's condition.

3



4. Failed to properly administer diagnostic cardiac tests.

Failed to implement appropriate treatment protocols.

Fail d to maintain a record forPatient D which accuratelyreflected his

care,_and treatment

Purportedly performed, but in factdid not,performyet billed for

diagnostic testing, including but not limited to nuclear stress testing on

January 17, 2005 -and/or hottermonitoring on February 23, 2005, for

which no documentation nor'reports-are present within Patient Des

medical record.,

an Respondent did so with an intent to deceive.

Submitted false records forPatient D to The Department of Health

after-service of the Statement of Charges in this proceeding.

a. Respondent did so with -an intent to deceive.

During the periodbetween. on-or about July 21 , 2000 throughon or about

October10, 2005 Respondent was Patient E's cardiologist. Respondent

deviated fromminimally;acceptablestandards of care in that he--,

1 Failed to, adequately take histories 'and perform clinical exams.

2. Failed to adequately p er{orm differential diagnoses for Patient E's

compla i nts .of chest pain;. shortness of breath, palpitations and/or

dizziness,

3. Performed diagnostic tests not warrantedby Patlentf 's condition.

4. Failed to properly administer diagnostic cardiac tests.

5. Failed to implement appropriate treatment protocols.

6. Failed:to .maintain a recordfor Patient E which accurately reflected his

-care and treatment

Purportedly performed, but in fact did not perform yet billed for'
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-diagnosiiic testing., including but not limited to a stress -echocardiogram

on.Novemt er 2, 2001,, anabdominal-acute ultrasound on March 8,

2004 and other echocardiograms and :ultrasounds-dated from August

8, 2Q00.through July 1v, 1006, forVihich no:documentation nor

repo sae present Within Patent E's medical record.

a. Respondent did so with an,.intent-to deceive.

8. Submitted false records for Patient'E-to'The Department of, Health

afterservice of the Statement of Gharges;in this proceeding.

a. Respondent did so With an intent to deceive.

During the period between on or about January, 1, 4, 2000 through on or

about October'19, 2005, Respondent was: Patient F's-cardiologist.

Respondent deviated from minimally acceptable standards Of care in that he

1. Failed to adequately take histories:and perform clinical exams.

Failed to, adequately perform d ifferential diagnoses for Patient F's

comp aints of chestpairt, shortness of-breath, palpitations and/or

dizziness.

3. Performed diagnostic-tests notwainanted by Patient F's condition. .

4. -
Failed f o property admin sterdiagnosticcardiac tests.

5. Faded to implement appropriate treatment: protocols.

s: Failed: to maintain a record for Patient F which accurately reflected his

care-arid treatment.

Purportedly performed; but in factAid not perform yet billed for

diagnostic..testing, including but not limited to a stress echocardiogram

on Januar y 78, 2005 and/or err aortic scan and arterial ultrasound on

July'20, 2005, for which no documentation nor reports are present

within Patient F's medical record.
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a. Respondent did-so wiM an intent to deceive.

8. Billed Empire :Blue Cross/Blue Shield fora nuclear stress test on

January t 9, 2005 biut performed no Zest, if any, that day with a nuclear

component

a.. Respondent did so with an intent tOdeceive.

9 Submitted false .records for Patient-F to fife Department of Health

after service of-.the Statement of Charges in this proceeding.

a. Respondent did so with :an intent to deceive.

During the period between on or about Match 7' 200 1 through on or about

September 22,.2005, Respondent was Patient G's cardiologist. Respondent

deviated from minimally acceptable standaON: of care In that he:

1.; Failed to adequately take histories and perform clinical exams.
2. failed to adequa tely perform differential diagnoses for Patient G's

'compfaiqnts of chest pain, shortness of breath, and/or dizziness.

3. Performed diagnostic tests not warranted by Patient-G's condition.

4. Failed to properly administer diagnostic cardiac tests.

5 Failed to implement appropriate treatment protocols.

#;.. Failed to rnaintaina record for Patient G which accurately reflected_ his

care and treatment,

7. Billed Medicare Part B fc r.a nd±clear stress teat onApril 1, 2005 but

performed.no test, if any:, hat dayw, a nuctear component.

Respondentdid so with an intent"to deceive.
8. Submitted false records for Patient Gto The Department of Health

after service of the Statement of Charges in this proceeding.

Respondent did sa- with an intent-to deceive..



SPECIFIC•ATfON OF CHARGES:

,FIRST SPECIFICATION:'

GROSS NEGLIG€NC

Respondertis.chargedwith committing pr fessional misconduct as defined

in N.Y. Educ, Law 6630(4 )by.by practicing the profession of medicine with gross

negligence on a particular occasion as alleged in the facts -of the following:

1. Paragraph A.and each afits subparagraphs, exept A(7)(a) and A(8)

and A(8)(a).

SECOND SPECIFICATION

.NEGLIGENCE ON MORE THAN ONE OCCAslom

Respondent is changed with committing profiessiot al misconduct as de Bert

in R.Y. Educ. Law-§ 6530(3) by practicing the profession of medicine with

negligence on more than one occasion as alleged in the:facts of two or more of the

following:

2. Paragraph A and each of its subparagraph. except AM
(a) A(8) and

A(8)(a),Paragraph Rand each of its subparagraphs except B(7)
and13(7)(a)

,
Paragraph C a nd each of its subparagraphs, Paragraph I7 and

each of Its su bparagraphs, except: D(7)(a); D 8) -and 1)(8)(a),
Paragraph E and each of its subparagraphs; except1'E(7)(a), E(8) and

E(8)(a), Paragraph F and each of its subparagraphs, except F(7)(a),

F(8) and F(8)(a}, F(9) and FF9Xa) and Paragraph G and each of its

subparagraphs] except G(7), l (7)(a), G(8) and G(8)(a).

THIRDSPECIFICATION

INCOMPETENCE ON MORETHAI ONE OCCASION



Respondent is charged with committing professional misconduct as -defined

in N.Y. Educ. Law § 653.0(5) by practicing the profession of rti edicine w

incompetence on. more than. one occasion as alleged' in the facts, ofty oe more of

the following:

3. Paragraph A and each of its subparagraphs-except .A(7)(a), A(8) and

A(8)(a), Paragraph-B and each ofits subparagraphs except B(7) and

B(7)(a), Paragraph C and each of its subparagraphs, _Paragraph D and

each of its subparagraphs, except 1)(7)(s), D(8) and D(8)(a)

Paragraph E and each of its subparagraphs, except E(7)(a), E(8) and

E(8)(a), ParagraphF and. each of its subparagraphs, except F(7Xa),

F(8) and F(8)(a), F(9)-and F(5)(a) anal Paragraph G-.arid each of its

subparagraphs, except -G(7), G(7)(a), G(8) and G(8)(a).

FOURTH THROUGH EIGHTH SPECIFICATIONS

UNWARRANTED TESTSITREATMENT

Respondent is charged with committing professional misconduct-as defined

in N.Y. Educ. Law § 6530(35) by ordering. of excessive tests, treatment, or use of

treatment facilities not warranted by the condition of the patient, as alleged in the

facts: of

4. Paragraphs B, and 8(3).

5. Paragraphs© and D(33.

6. Paragraphs E and E(3).

7. ParagraphsFund P(3).

8. Paragraphs G and. G(3).

NINTH THROUGH TWENTIETH SPECIFICATIONS

FRAUDULENT PRACTICE
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Respondent is.-charged with. committing professional misconduct as defined

by N.Y. Educ. Law;§ 6530(2) by practicing the profession of medicine fraudulently,

as alleged in the facts of the. following:

9. Paragraphs A, A(7) and A(7)(a),.

10. Paragraphs A, A(8) and A(8)(a).

11.. Paragraphs B,. B(7) and 8(7)(a).

12. Paragraphs D, D(7) and D(7)(a).

13. Paragraphs D, D(S) and D(8)(a).

14. Paragraphs E, E(7)and E(7)(a)

15. Paragraphs E. E(8)and E(8)(a).

16. Paragraphs FT(7) and F(7-)(a)

17. Paragraphs F, F(8) and F(8)(a).

18. Paragraphs F, F(9) and F(9)(a)_

.19. Paragraphs G, G(7) and G(7)(a)

20. Paragraphs G , G(8) and G(8)(a).

TWENTY-FIRST THROUGH THIRTY-SEC- ON.D SPECIFICATIONS

FALSE REPORT
Respondent is charged with committing professional misconduct es defiryed

in N.Y. Educ. Law § 6530(21) by wilfully making or filing a false report, .,o faifiing to

file a report required by law or by the department of 'health or the education

department, as allegedin the facts of:

:21. Paragraphs A and A(7).

22. Paragraphs A and A(8).

23.. Paragraphs B and B(7).

24. Paragraphs .D and .D(7).

25• Paragraphs D and D(8).
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28: Paragraphs E and E(7).

27. ParagraphsE and E(8)..

28. Paragraphs F and F(7) .

29. Paragraphs F and F{8)

3g. Paragraph's. F and F(9):

31. paragraphs G and G(7).

32. Paragraphs .G and G(8).

T.titRTY=THIRD THROU H FOR, FIRSTSPECIFICATIONS

FAfi_UF E TO 1 IAIt+IT1Ǹ I�ECORDSS

Respondent is charged wi#h committing professional rns
eonuuct as definedin NY. Educ Law.;§.6530(32)y failingto maintain arerard for ea

hc patient whichaura#ely ,reflects ►e care and''-#rea#ment of the patient, as alleged in th e fac#s of
33. Paragraphs A and A(61;-

34. Paragraphs B and H(f):

35.

36.

37..

38.
39.

49.

41.

Paragraphs and C j1(E)

Paragraphs C, C(2)(b,) .and C{2 {c).

Paragraphs 0 and, C(3){c).

Paragraphs -D and 0(4 ,

Paragraphs;E and E(6)

Paragraphs. F and f{ )

Paragraphs G and (6.
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DATE: November10, 2011
New. York, New York

REDACTED

Roy emerson
Deputy Counsel
Bureau of Professional Medical Conduct
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TATS .OF NEW YQRK : DEPARTMENTOP REMITS
TATS HOARD FOR PR(3'E,SSIONAL MEDICAL CONDUCT

IN 'IIE MATTER

OF

RO AN WIJETILAKA, M.D.

DETERM1 ATION

AND

ORDER

BPMC 12-130
,N
` .l J L

i

A Notice of Hearing and Statement of Charges, dated November 1.0 , 2011 were served upon th

espondent Rojan Wijetilaka, M.D. The Statement- of Charges was amended; on December 15, 2011

ICHAEL R. GOLDINC .,M.ID., Chairperson, REID T.lYTifiL
LER :liT.I3, and JOAN MARTINS

NICHOLAS ; duly designated members of the State Board for Professional Medical Conduct; serve

me Hearing Committee in this matter pursuant to Section :230(10)( e) of the Public Health Law.

LIAM J,.I YNCB,-ADMINISTRATTYE LAW JUDGE Served as the Administrative Officer.

The Department of Health (' the Department') appeared by JAMES E. DERTN G, Gene

ounsel by CR RISTINE M . RADM AN, ESQ ., of Counsel : The Respondent appeared by Wood

Scher, WILLTAIYI L. WOOD, ES Q-,Q., of Counsel. Evidence was received, witnesses sworn and hear

transcripts of the proceedings were made.

After cofsideration of the entire record, the Hearing Comm ttee:jssues this Determination and

PROCEDURAL , HISTORY'

December 5, 2911



December 15, 2011
January 24, 2012
January 31, 2012
February 9, 2012
February 28,.2012
March 15, 2012

Steven R. Bergmanh, M.D., Ph.D.

Rohan Wijetilaka, M -D.
Robert M. Siegel, M.D.

April 23; 2012.

May. 3, 2012

STATEMENT OF CASE

The-State Board for Professional Misconduct is a duly authorized professional d seip

ge y of the State of New York (§230 9 AM of the Public f fealth Law of the State of New Yor.

ereinafter "P.H.L."J).

This ease was brought by the New York State, Department of IBealth. Ofl ce o

rofessionaI llemcal C'onduct (hereinafter "Petitioner" or "D artmen
pursuant to §230 of the P-ML

ohan W3jetilaica, M.D. ("Respondent") is charged with forty- one specifications of profession

sConduct, as deigned. in §6354 of the Education Law of the State of New York ("E iucat an Law"},

e charges inclade..allegations,of Respondent having. committed professional misconduct due to gros

egtrgence, egligenee:-on.More than one occasion, incompetence, on more than one occasion, orderin

arranted tests, fraudulent practice, filing We reports, and. failing"to- maintain adequate medic

ecords. A copy of the Notice of Hearing and Amended Statement. of Charges is attached to th

tern inati on and Oidcr.as.Appendix l



FfNDMNGS OF FACT

The following Fkdings of Fact were made after a review of the entire record in this matter

mess other- senoted, all .find ings-and conclusions set forth below are the unanimous determinatio
as

f the Hearing Committee. Conflicting evidence, if any, was considered and rejected in favor of th

ited evidence. Numbers-below in parentheses refer to exhibits (denoted by the prefix "Ex."l o

ript page numbers ("T."). These citations refer to evidence found persuasive by the Hearin

onamittee in arriving at ;a particular finding. .Baving heard testimony and considered documen

vidence presented iby the Petitioner and Respondent, respectively, the Hearing Committee hereb

akes the followingfindings,of fact

1, Respondent; Rohat� Wijedlaka, M .D.,,was authorized to practice medicine in New '', ork State

n or about August 30,1993 by the issuance of license number '1.93531 by the New York State

ducatiron Department. (Dept

atiient A

2. During the period between on or about April 9, 1999 through January 16 , 2003, Respondent was

anent A's cardiologist: The broad 'field-ofcardiolo nvolves the evaluation and treatment of heart

d vascular disease. ;{Dept. Ex. 3A, 3B and 3C, T,19-24).

3. Patient:Awas-56-year=old manwhen he visited Respondent 's office on Agril 9, 1999

omplaining ofshortness. ofbreath, eighteen days after having had qui ntuple coronary artery bypass

gery. His other pertinent medical history included afinding ofan abdominal, aortic aneurysm

"Triple A'), angina, hypertension hypercbolesterolemia and chronicobstructive pulmonarydisease

ith a two pack a day,-smoking habit for many years. Respondent deviated from the standard of care by

at performing an adequatehistory and physical:{"H&P') and inadequately performing a differential

gnosis forPatient A in order io direct an: efficacious treatment plan. He failed to describe the nature,.

3



oration and P Pitatinglarneliorating events for the shortness ofb
reac, - failed to record the date and

tare of the bypass surgery; failed to check .the condition of the coronary artery bypass: surgical scar,

fled to check the Patients POW, respiratory rate, oxygen saturation level and temperature; failed to get

ood work to role out post-ojerative bleeding and/or anemia; failed to order; a chest X-ray to rule out

erieard al.orpleural effasiitas , failed toreferthe patient to a pulmonQlagistto furtheri nvestigate the

ause(s) of the shortness of breath; failed to institute a treatment plea fns the shortness of breath; and

ailed to address when and how Patient A's Tripl e A. was to be eval uated.. ..Pt. Ex-3 A,
�e pp. 8-10, 74-

7,88-89 T. 110-117, 187-188 :

4- Patient A visited Respondent 's office eleven days later , on April 20 1999, again complaining of

hortness of breath which again went unevaluated and untreated. (Dept. Ex. 3A, P. 14; T.121-123).

5. Patient A visited Respondent's off ice fifteen times over three and a halfyears,. from April 1999

ough November 2002, coznplainmg at least ten tunes o f shortness of`breatl . Respondent deviated

om the standard ofcare in that clue symptom was never adequately evaluated or-treated. ( Dept. Ex.

pP. 10-17; x':117-1 19)._

Respondent recorded"Patfent A's blood
pressures consistently as !S(40 Over nine separate visits

ont July 27, 1999 through April 22 2002; This is physiologically unlikely. It is critically important in

e care of patents with an-aortic abdominal aneurysm to ensure that blood pressure is well controlled

d kept as low as tolerable: Respondent's failure to obtain an accurate and true blond pressure.

easurement on eacho f the nine separate visits is a deviation from_tt e"standard of care. ( Dept. Ex. 3A,

'p. 11-15; T.119-120,:125=127).

7. Respondent did not record:a pulse rate for Patient A during the: clinical examination at any of the

docuztiented visits to lis_o'tfice. A cardiacpatient's Pulse must betaken duringa physical

xamination, especially when a patientis on beta bloekers, as was Patient A, because such medication

4



an cause electricalabnormalities (affecting the_pulse rate). Irt failingto do;so; Respandent deviated

m the standard of care. (Dept. Bx.-3A, pp. 10-17; T.115*;

8. Respondent prescribed Meridia, a-weight loss medication, for Patient A on November 2, 1999,

hen the patient's weight increased from 177 to 199 pounds over seven months. A reasonably prudent

ysician, given this patient's history,,would need to rule Out heart failure. as the cause-of the weight

gain. Respondent did not. In addition, the medication he prescribed to Patient A. is contraindicated in

atients with both coronary artery disease and an a bdominal-aneurysm, because itstunulates the

energics)stem which could raise the blood pressure and give the patient "tachycardia. (Dept. Ex. 3A,

. 11; T. 129-1311

9. Also at the November 2, 1999 office visit: Respondent provided no evaluation:for Patient A's

ompla nt of dizziness. ,At the veryleast;Respondent should have checked,Pat ent A's vital signs

ncluding blood pressure, both lying down and standing, and orderedblood work to rule out anemia or

y other metabolic abnormalities, to comport with the standard of care. (Dept: Ex. 3A,.p. 11;-T.131-

132).

10. In early 1996,. a CT scan of patient A's lumbar spine .revealed a fflcal widerriing of his abdominal

orta measuring 2.4 cent meters. This is documented in Patient A's first v isit o Respondent's office, in

1999. An abdominal' aortic aneurysm is. a : ballooning or wide ofobloodves '
y

abeled so at 3 centimeters, that maydissect or tear into the interior wails:of t}te vessel and/or perforate

or rupture through all; of -the walls so there is bleeding from the blood vessel. T.he complete: rupture of

an aortic aneurysm rs a:catastrophic event. Ara aortic u3trasound taken three years later,.gn January 16,

1999, revealed that Patient A's abdominal aortic widening grew to 3.74 centimeters This is

documented.ia Patient AA's first visit to the Respondent's office in 1999. The rate of growth from 2.

centimeters in early 1996to 3.74centimeters just three years later is atypical, :requiring frequent



sessment, both clinically and with ultrasotmd, at least yearly: Respondent deviated fr om the standard

f care by failing to performthis non=invasive; relatively short-ultrasound procedure. (Dept..Ex.3A, p.

127; T. 119-120,138-143, 205-206, 78o-781).

11. OnFebruary 4, 2000 Patient A returned to Respondent for a!olXow-up visitAt that tzu e,

espondent discontinued Ecotrin(baby aspirin) from Patient A's medications without expla atioa.

irin is one of the basic medications Used to treat:heartdisease and help prevent myocardial

arction. It is a deviation ofthe standard of care to discontinue a cardiac patient's anticoagulation

gunen and fail to indicate the reason in that patient's chart. (T.134-135).

12. Also at that visit, which was one year after, patient A's last documented
aortic ultrasound

easuring his Triple A, Respondent failed to perform an ultrasound to assess 'the curre'rItUateofthc

eurysm. Therefore, Respondent did not know its current size=or rate of growth overthepreeeding

ear. Notwithstanding this critical lack of obtainable. medical information and *ithoi t any explanation

the patient's chart, he ordered and performed a;nuclear stress test on Patient A on March 24, 2000

ith no medical indication. In addition, there is:na record ofRespondent-examiningPatient A before

tressing his heart one: year, almost to the day, afterhis quintuple bypass surgery. Tl e failure to assess:

e Triple A's size and stability , compounded by th e absence ofa testPh)rs iraf examination,

eighten the egregiousness of this unnecessary nuclear stress teat. These are grass deviations from the

andard of care. :(Dept. Ex.. 3A, p12; Ti 133-137),

13. A nuclear stress/ perfusion testis similar to an exercise stress test which increases the blood flow

o the heart up to a maximal guideline-directed heart rate: to diagnose iscl emic,;.heart disease. The

�jectian of a nuclear isotope with imaging adds more information to, the testingprocess which maks

e results more sensitive. The test is non-diagnostic;if thee target heart-rate;nnot beachieved. In such

6



aces, phannacologic agents can be used to -adequately stress the heart or other measures undertaken,

lading cardiac catheterization,. when warranted, (T. 22-26).

14. Respondent failed to document any blood pressure measurements during the nuclear stress test

istered to PatientAonMarch 24, 2000, which deviates ffom the standard af.c : as it is clinically

d diagnostically critical to monitor cardiovascularresponse to exercise, over dine and with isicreas-lug

rkload, during all stress tests. ( Dept. Ex. 3A, p. 173; ,T-22m;23,44-45, 136.13:7):

15 Tt is important to_monitor kidney function in a patient, with coronary artery disease, especially

,hen the patient also has a Triple A. Decreasing function may indicate decreased blood flaw , to the

idneys possibly due to the involvement of the-aneurysm with the. renal arteries. (T..1`11,144)

16. Respondent ordered blood, workfor- PatientA on July 27, 1999,
four months after hisquintuple

ypass surgery, but failed to, order additional blood work-until t iro years laters durin g the July 27, 200'1

mce visit. Patient A was oil statin therapy throughout this period of-time, which could adversely affect'

iver function. In addition, his 1999 bIaod work showed an%abnormal iistin
gglucose:level and elevated

!aod urea nitrogenn (BUN), indicting some kidney dysfunction. Respondent deviated:froan the standard

if care when be failed to adequately monitor Patient: A's. lipid profile asWelI as liver and kidney

ction. (Dept. Ex; 3A, pp. 59-60% 45-$Q; T. 143-144).

17. PatientA's kidney function was deteriorating as Isis creatin z e Ievels worsened from 1 :3-in July

f 1999 to 1.5 in Jiiiy of 2001. (Dept. ]EX.. 3A pp. 59-60, 47-50) .

19. On February 22, 2002, Patient A complained of exertional shortness ofbreatti, and Respondent

brined an echocardiogram: and stress echocardiogram. Respondent doouuier ted..in d at visit's office

one that the stress echo showedmild inferior wall: ischemia extending from base to apex. Despite this

ding, Respondent,did not change or adjust Patient A's treatment plan. (I t Ex. 3A, p, 14; T. 153-

155). 1
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19. Less than one month later, on March 19,2002,, Respondent performed a medically uiawarrf,.A

uclear stress/pmfvaion study on Patient A. The patient was unable to exercise to his target heart rate,

•erefore the ex i, ercse test was non -diagnost c. Adding the nuclear component with submaxima

excise does not yield more; information as it is againa non.diagnostic test Under #liese c rcum

ces(presumed worsening ischem a , a reasonablyPrudent cardioiogistwould need to pmfm.ma iferent

eat. Once again, Respondent did not change or adjust Patient A's diagnostic a nd

txeatmentplm wept,
"' 3A pp 1522 T 155-1- , . , ; . 56);

20. Patients who undergo nuclearstressl perfusion studies are exposed to hundreds o f. .

tstnes more.onizing radiation than would be their exposure during a simple chest x-ray: A: reasenablyP rudent

land o ogist would not perform this test regularly on a patient with suspected isehemic heart disease

.òreov fh rfer, epe ormanceof anydiagnostic test on a patient in a clinical setting is only justified if the

esults will make a difference in treatment. (T. 260-262).

21. Respondent failed again to document any blood pressure measurements during nuclear stres

sest administered to PatientA on March 19, 2002, which deviates from the 'standard ofcare as'-described

withi Dn ( ept Bx 3A 22. , p. ; T. 22-23,156-157).

22. On January. 16, 2003, PatientA collapsed at home in the bathroom complaining of lowe

rdominaI Eradiating tothe back af ter having had a bowel movement . Despite his knowl

d fe ge;:o theatient's Triple A and climbing hypertension, Respondent instructed that the patient be given Tylenol

d b uro ght to his office at 100 p .m. Instead, Patient A was brought by afnbulance.to the hospital with

dvancedcardiac life support(ACI S)in progress at 11:3& a.m. (Dept, Ex 3C, p, 32),

23: Upon arrivalat the Emergency Department, PatientA was in full.asystolic and cardiopuir-noh

..es# with an irregularly sha ed and �'
P grossly distended abdomen He was resuscitated'perACLS
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rotocol .and stabilizedin the ER, then brought fora CT scan of his brain and abdomen.. Respondent

W Present in the CT suite duringthe scans. (Dept. Ex. 3C, pp. 12-14, 17).

24. Respondent should have been acutelyawareof themost probable cause ofPatient A's condition

iven the patient's history and presenting symptoms, Most specifically the irregularly shaped and grossly

ended abdomen. (T; 168),

25. The CT scan taken showed a rupturedj uxtareoal abdomi nal aortic aneurysm measuring 9

entimeters in its largest anterior/posterior diameter. A large retroperitoneal hema#orria is identifiedim

right abdomen. Before emergency Surgery to repair the rupture could begin, Patient A. coded once

gain, but this time was unable to be revived. Tinge of death was 2:50 p.m. (Dept. Ex. 3C, pp; 14, 17,

26. Respondent's care of Patient A..grossly deviated from the standard of care. Patient A died. at by

ears of age from a ruptured abdominal aortic aneurysm. Respondent had actual knowledge of this

eurysm for three years. Patient A paid regular visits to his oI ce,which meant Respondent had the.

bligation and opportunity to adequately follow it a long with his other cardiac issues. The fact that the

eurysm was discovered before,i ts rupture should have been, fortuitous. Respondent's neglect deprived

atient A of the chance.to have theaneurysmfixed .and to live longer. ( T. 168).

27, Respondent was not aware of the:precise location of Patient A' s abdominal aortic:aneurysm

ept:_Ex. 3A, pp. 12, 13, 19, 58; Dept. Ex.3C, p. 20; T. 538-547, 785).

2$. Respondent altered the medical record of Patient A, by falsely documenting that he performed

ibdomir alultrasoundson October 13, 2000 and August 18, 2002. The patientrecord contains no

primary data of these ultrasounds. Respondent also altered the medical record of Patient A by creating

d inserting false copies of le tters a.ddressed to 'Victor Ribeiro, M.D. reporting that abdominal

trasoundshad been performed. Patient . had only been seen byDr. Ribeiro on two occasions, the



after of which was in 1996, and Respondent never sent copies of the letters to him; (Dept. Ex. 3A, pp.

12, 13, 1% 58: Dept Ex. 3B ; T. 137-143).

29. Respondent altered the medical record ofPatient A, by falsely documenting that he counseled

patient regarding the need for consistent f€�llow up to assess the abdominal aortic aneurism every

'ee to six months. Although Patient A was inRespondent's of fice for a visit at the time this note was

ruiportedly made on August 10, 2001, despondent did not performan
ultrasound or indicate the reason

ne was notPerformed (Dept. Ex. 3A, p.13, T. >19`150).

anent B

30. During the Period between on or about March 1, 2001 throughApril 22, 2005, Respondent was:

atient B's cardiologist. (Dept Ex. 4, pp. 55-79):

31. Respondent took over Patient B's care :from an associate physician on March 1, 200 , one year

er his last visit to the practice. At that time, Patient ,complained of exertional chest pain Patient B

as a 62-Year-Old man with a previous history of hypertension, stroke, leg ulcers with venostasis (slow

Iood flow ) and prostate cancer requiring prostatectomy followed by a penile implant. He completed hi:

iation and surgical therapies iin 1998 and was cured ofhis prostate aieaocarcinoma

(Dept. Ex. 4 no, .6, 114-115, 182-183,284-287, 292).

32. Respondent deviated from the standard, of-tare by failing to geta .complete medicalhistory,

eluding prior treaitnents current medications, :and failing to Perform an adequate physical

xamination with a review of systems. Most notably, Patient B's initial and subsequent complaints of

xertional chest pain were never fully elucidated with notations indicating its nature and severity, when

t started, what brought it on, what relievedit, how often it occurredand if it has been changing over

e. Such information is clinically ?Portant. n formulating a different al:dia_gnosisfor the chest pain,

10



iding thediagnostic approach which directs appropriate treatment modalities. (Dept. Ex. 4, p. 56; T.

16-217,196497, 806).

33. Respondent received payment from Patient Bs insurance company for an echocardiogram of

ati:ent Bon March 1, 2001, which he did not perform. No record exists of any echoc ardiogrjn for that

y in the.medical record, nor is there any indication of the echo resultsin the office visit notes. (Dept.

pp.6-7 56).

34.On March 14; 2001, Respondent performed an exercise nuclear stress test on Patient B which

completely-non -diagnostic for ischemia or electrocardiogram (BKG) changes , as the patient only

xercised for 3 m inutes and 58 seconds and did not achieve his target heart rate(101 beats per minute

then than;134). Respondent deviated from.the-standardOf care by failing to obtain;a meaningful

agnostic -cause -for Patient .B's exertional chestpain through other means, as the patient might have

een a candidate for revascularization or needed an adjustment to the.medical management of his

edition Other available diagnostic modalities available includedthe use of a pharmacologic agent to

cease the patient's heart rate to target, a CT scan oftlie .coron-ary arteries with contrast or cardiac

eterization. (Dept. Ex. 4,, p. 95. T. 22-26 , 221, 231, 777-778).

35. In addition; Respondent failed todocument any blood pressure measurements during the nuclear

ss: test administered--to Patient B on March 14, 2001, which deviates from the standard of care.

ept. EX. 4, p. 95; T. 22-23).

36.On July 3 , 2001, Respondent performed a carotid doppler study on Patient B finding

theroscIeroticchanges inboth carotidarteries. The study was performed three.months aft
er patient B

mplained of dizziness , and Respondent indicated some clinical finding related to the patient's right

,tid. Despite this finding and subsequent test result, Respondent did not -follow the standard,of care

d prescribe, aspirin therapy or a stain drug for Patient-B; nor did he indicate any contraindications for
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h: treatment for this patient. The only notations Respondent included on patient B's office note for

uly3, 2001 were his I eight and weight.(Dept Ex. 4,,pp. 38, 58),

37.On t 'ebruary 13, 2004, March 22, 2004 and Apra 13, 2004, Respondent documented Patient )3's

10-0d pressure at 160190, 160/94 and 160/84 respectively, yet f led to prescribe any anti-hypertensives,

s was a::deviation from the standard of care; especially as.such medication would be the standard

;tment for Respondent's earlier purported diagnosisof Patt ijt $'s d astolic .dysfunction as well,

)ePt E*. 4i PP. 12-13, T. 236-238).

38. Respondent performed four non-diagnostic nuclear stress rests an Patient B on arch 14 , 2001,

ay I, 2002; .July 30, 2003 and August 4, 2004. He documented these-tests as normal, even though

,ey were.non-diagnostic: Respondent deviated from the.standard of care by unnecessarily exposing

atient B to:ionizing radiation(through rad ioactive contrast material) as well as by failing to order

ternative, definitive diagnostic tests to seek diagnoses-'for the symptoms he documented as :p'romgting

e stress tests, including exertianal chest pain, palpitations and.shortness of breath. ( Dept. Ex. 4, pp.

45, 48; 95;. 1. 56, 63-64, 68, 75, 252-255).

39. Respondent does not identify the dose or rate of adzninistratioit• ofth e nucleari sotope .he used

utmg Vie . July 30, 2003 nuclear stress test he administered to PatientB, which deviates from, the

andard of care. Respondent also falsely represents that PatientB achieved-his
target heart rate of _133

eats per min towhen in fact the data sheet reveals thatit never got above 1-06 beats-per minute. (Dept

4, pp. 44-45).

4D. in a, span of only four years, from March of'20Qi through March of2005, Respondent performed

(even stress tests( four of which i ncluded the useHof a nuclear isotope) on Patient.B a eleven tests

ere non-diagnostic yet documented as nor nal, deviating from the standard:af care. In addition;

espondent performed four abdominal ultrasounds (for gain and a report ed Pulsatile abdominal aor t a yet

,12



ese findings are. non-existent in the initial officenote), five carotid doppler studies(for purported yet

on-specifieddizziness ) and four echocardiograms(each purportedly revealingdiastolicdysfzmction,

ut co_nsisteo#IyfaiJng to stage it). This amounts to twenty-four largely negative cardiac tests. (Dept,

4s pp. , 20-23, 27-29, 32-40,.42-45, 474.8, 50-51, 58 8Q=83, 95, 119,135. T. 25, 231, 241243,

'46-247, 255, 259; 266-267,809-811).

41. Respondent only occasionally documented the medications Patient B was taking. There is very

ttle.to no indication as to how any ofthe.numerous diagnostic tests performed on Patient B directed.or

uencedbjs treatment It- is-a deviationfromthe standard,of cafe to regularly perform non-din
gnosti

eats as well asr peat testswith no discer nible medical rationale or change in.treatment. (D ept Ex. 4,

p. 56-79; T..252-263; 802-804).

atient-C'

42- POririgthe period between on ar about May 29„2002 through on or about February 1, 2005

espoadeiit was Patient C's primary care physician as well as.hercardiologist. (Dept. Ex..5, pp. 4, 10,

8, 84, 213, 2b$).

43'. On May 29,2002, Respondent sent PatientC to the Emergency Department at St. John's

verssidellospital . (SJRFi ) with suspected congestive heart failure
(Ci .). At' hat time, Patient C was a

9=year.-old woman with a history of cardioinyopathy, a leaky heart valve;.hypertension asthma and

iabetes mellitus (Dept,Ex. 5i pp. 213-214,268), ,

44.Pa tient C was admitted to the hospital with a diagnosis of dilated cardiamyopathy(disease of the

eart muscle), CEO, hypertension and diabetes, and Herbert Schoen, MD. referred patient C to

espondentfor a cardiacconsultation . The hospital 's admission registration formidentif!

Patient C 'sprimarycare physician as well as the May 29, 2002 admitting and attendingphysician,

otwithstanding the referral. I)r. Schoen definitively documented. the transfer of the patient's care in the
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spital to Respondent on May 31, 2002, after which Respondentwrote the orders for Patient C who

emained>.atthat hospital-until her transfer to Westchester County Medical Center(WCMC)on June 2

04}2;(Dept: Bic, �, pP. 2 t 3-214, 224, 228, 258; 292)..

45; Dining the stay at3RJ3, Patient=C experienced significant cardiac ar hytniias including

entrieular i igeminy frequent premature ventricular contractions(PVCs ) and an episode of ventricular

iycardia. Ventriculartachycardia is a lastheart rhrhythm arisi ng in the lower chambers of the heart,

hichcan be fatal sustained . Respondent documented:this .episode an-May 31, 2002, at which time h

as.in. charge:ofPatient C's;care. ( Dept.Ex. S,.pp. 227,2,46,1249; T1271-272, 74f1-741).

4: A cardiacpatient admit ecito a, hospital should be visited by her attending-or covering physii,

east d aily duringthe.stay' especially When such patient has:potentially dangerous atrhythmias:(T:

72 274, 8x3-824).

47. Patient C was transferredto WCMC on June 2, 2002 for an electrophysiology study and a

ossible iinplantable defibrillator(AICD) The last note indicating that Respondent saw Patient C was

itten;by;him on May 3I, 2002, and no other pbysician.note appears in Patient C's hospital record

ereaf#er:: (Dept. Ex. 5, pp. 217-218,127, 258).

49. Respondent did not provide a transfer note for PatientC. This deviates from the standard of care

ecauseit is criticalwhen transferring a patient from one -facility to another that the receivingfacility

Lands the reason for the transfer including the transferring physician's thinking about the various

est"resorts and physical examinations, medications' andtreatments along with the history of the patient

some detail.(T,272-273,296).

49, On March 30,20-05, Respondent again sent-Patient C to the Emergency Department at SJRH

hen sbe.cornplained afchest pain, shortness of breath and-a Tst-heartbeat, her cardiac pacemaker

avmg_been implanted in 2002. (Dept. Ex. 5, p. 77-84)
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50, Diagnostic t e s t s w e r e p e r f o r m e d o nC, j j during the course of her stay there,

eluding Woodwork and electrocardiograms (EKGs ), until her transfer to Mount Sinai Hospital -for

ardiac catheterizationon Apnil 3, 2005. (Dept. Ex. 5, pp. 98-i lt►),

5l .ltespaadent was Patient C's prntary care, admitting and attending physician/cardiologist for this

ospitalstay..tilY two short notes appear in PatientC's hospital record dated April I and April 2,

4305, and each fail to clinically assess the reason. for her;rapid heartbeat, severely high hemoglobin

C. low pota$sirtm and Iugh.blood glucose levels or to ;analyze-her. EKGs and cardiac function and/or

o provide a comprehecisiveassessmentand.plan. ( Dept.Fat. 5, p. 95).

52. in Patient.C's previous SJ1ZH hospital admissionofMayof 2002, she was identified as having

lergyto aspirin. (Dept. Ex. 5, pp. 255, 258; T. 752 753),

5 =' nn Ma c1of 2005,:Respondent:includes siaily Ecotnn (coated-aspirin) in his physician orders

for form:for Patient c with no documented explanation as to Why-she-could safely take aspirin at

s time, (Dept. Ex . 5, pp. 85,-111- T. 753-755, 824).

$4 .Respondeu #transferred Patient C to Mount Sinai Hospital for cardiac catheterizationon April-3,

005, once again failing to Provide an adequate transfernoteto'the receiving facility with .,any complete

r mearungfiilinformation . Moreover, there was no indication in the medical record that Respondent

ttempred any other form of communication with the-receiving facility.: {Dept Ex . 5, pp. 85-86, 142,

18-819)..

55.`The transferring physician is responsible for ensuring;that all of a patient's current medications

documented on the transfer form so that the institution assuming that patient's care can properly

ister those medications. Respondent bad recentlyprescn'bed Arniodarone in increasing doses for

atient'C to.he control her arrhIP ythmia, but he failed.to include=it on her tears form to MountSinai,.
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s was a medically significant and.potenti iiy dangerous omission. (Dept. Ex. 5, pp. 85-86, T. 755-

6,825).

56 On January 29, 2006, Patient C was takenby ambulanceta.the Emergency Department at S.tRH

er she fainted. Respondent was patient C's primary'care, admitting and attending

hysician/cardioiogisi for this hospital stay, (DePt.Ex. 5,
pp, 4,$, 10)53).

57.Only two-shortnotes appeal in Patient C's'hospital record dated January 30 and January 31,

006, and each fails to clinically assess her blood chemistry,
analyza her 1?KGs:and/orprouicle a

omprehensive assessment and plan. (Dept . Ex. 5,pp .13,1?, 21 1),

58. Notwithstanding the computer print-out of Patient C's AICDdevice, there is no report by

espondcut.analYzing the data and describing the events-artause Of he Syncopal episode, which

eviates from the standard ofcare: (Dept. Ex . 5, p,16, T. 275-276)

59. when Respondent discharged patient C.On
February 2006, he failed provide an adequate

allow-up Plan 'n the. discharge sump ary and her medication list was incom lete.
P (Dept. Ex. 5, pp. 6-7).

'afent D

60.During the period between on or about May 5, 2003
through August .6,.2005, Respondent was

anentD's cardio logist. (Dept Px: 6, pp. 16-27).

61. ftn 1VIay 5, 200 :Patient D, a 62-year-old man, visited'Respondent'sofflce complaining of chest

am and shortnessofbreath on exertion, palpitations, dizziness, an episode ofblurred vision and

umibness oin ille left side a few days ago, and s
yztcope the day before: He had a past medical history of

ypertension and Prostate cancer,:and a family history of
hy'per#ensrozr and diabetes. Patient I? also

uzoked a,,pack of cigarettes day, R poudent "#'aiIs to specify the; duration of the smoking history.

ept. Ex. 6,Pp. 16-17, 51-52; T. 623-624).
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62.Respondent failed to properly assess Patient D's chief complaints including the circumstances

ounding Patient D's fainting episode, blurred vision and eis-sided numbness, any indication of

nether the chest pain was stabiefiznstableor increasing; and whether knot the palpitations were

sociated with the diizmess. Respondent failed to seek emergent care for Patient lD 'for possible stro'ke

d acute coronary syndrome at tots visit, whichdeviates.from the standardof care. ( T 301-304).

63. Respondent performedan EKG- on Patient;!) which w as àbnorn al, fn #heringthe evidence that

anent D had significantcoronary artery diseas {Dept: Ex. 6,pp. 23:=24, T. 342 343).

64. Respondent failed to appropriately evaluate and treat Patient D on May 5, 2003, given his

normal EKG and Presenting toms suggestive :of, a range of both cardiac and neurologic

onditions that put lain at immediate risk for life threatening complications such-as sudden cardiac

each.. Notwithstanding this risk, Respondent scheduled Patient:D f©r stress testing in'his office just a

ew days later; thereby exposing ::him to even greaterrisk by exercising an ischexnia compromised heart-

s was a severe deviation from the standard ofeare (T 301-3 10, 316, S40).

65- On or around,May 9, 2003 ,.Respondent performed _a suboptimalnucIearstress .test on Patient D

endering it non-.diagnostic: ? Nonetheless, the test did reveal mi:1d apical inferior ischemia even with

ubmaximal exercise suggestingthat the-isch"emia Mayhave actually been worse Respondent failed to

eeic a different test for Patient D that would yielda cliegnostic result such a cardiac catheterization.

respondent also failed to prescribe a betaMocker, statum or asp for Patient D at thistimeeven with

diagnosed ischein a finding and Patient D's less:than optimal lipid profile: Procardia was the only

edication Patient D vas taking.. Theunw arranted adminiistering=ofa nuclear stresstest and the failure

adequately, diagnose and treat patient D are both sever deviations from66: standard of care, (Dept.

6 pp. 26, 30,3941; T. 306309, 842).
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66. In addition,-Respondent failed to document any blood pressure measureinenYts during the -nuclear

tress test administered to Patient D-on or about May 9, 2003, which deviates the standard of care.

ept. Ex: 6, p. 30). -

-67. Respondent reported tree significantly different numbers for l'ofrezit D's ejection fractions for

e May 9, 2003 nuclear stress(75%) and echocardiogram(55° and 4 ), hick i s-not physiologically

ossible. The ejection fraction is one of the most important numbersa cardiologist has to ascertain the

ctioanalcondition of the heart and actually predict-mortality-as well -asdirect treatment. Therefore, it

eds to be measured accuratelyto comport with the ;standardofcare,
{Depth Ex. 6, PP. 29, 38, 43 T.

7-28, 306-307).

68. Three inonths:later, Patient IS came.to Respondent' s office oa;August-l5, 2003 , complaining of

eft-sided chest pain and shortness of breath; which Respondent again failed to detail. The EKG that

taken showednew ST- segment elevations in the anterior leads that suggest erffier aneurysm

ormation or new ischernia. Notwithstanding this new finding, Respondent had Patient D undergo

other non-diagnostic exercise stress test and stress echo that ery day, recklessly exposing Patient D

nce again to unnecessaryrisk. (Dept : Ex. 6, pp-:22, 35; T: 309-31.0, 843-844):

69 Respondent also railed to document any blood pressure measurements during the stress test

feted to Patient D on August 6, 2003, deviating from the -standard ofcare. (Dept . Ex.6, p.35).

70: Respondent falsely billed for a January 17, 2005 nuclear stress t est andaFebruary 23, 2005

olter monitor test which hedid not perfomi No documentation or report of these sfsi s contained in

e medical recordfor Patient D. (Dept. Ex.. 6, pp . 8-9, 16; T. 34 i-312)

71. -Respondent's medical record for Patient D contains two handw ritten office visit reports for that

ame visitwhich differ in content -(La, allergies addressed in onereport.and not.the other,

"unremarkable" family history noted in one report with hypertension.and-diabeteslisted in the other,
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etc.). This constitutes substandard recordkeeping and substandard care..(Dept. Ex: 6, pp. 16-17, 51-52;

. 300-301).

atient E

72. wring theperiodbetw een on or aboutJuly 21, 2000 throughOctober 1̀0, 2005, Respondent was

atient E's cardiologist. (Dept. Ex. 7, pp. 29-45, 127-128}.

73. On July 21, 2000, Patient E. a 61-year-old woman, visited Respondent complaining of "a typical.

pain, shortness ofbreath and palpitations. She had a history of hypertension; diabetes and

yperlipidemia. At 5"l", she weighed 154 pounds . (Dept. Ex. 7, pp 28-29 , 34; T. 317-381).

74. The history,:physical and clinical examination for this first visit was inadequate, The

haracteristics of her chest pain,.such as its origin, fre quency, d ur
aton, nature,relation to exertion and

reclpitating/reheving factors were not addressed.. It was simply labeled ' "atypical There was no order

br any laboratory evaluation, and no medications were listedexcept for Cozasr which Respondent

eplaced with Atenolol presumably due to her cough. The clinical exam and KG were documented as

r at; Respondent; did not include any plan to -evaluate the cause of the chest pain, de a tg frrrmtl3e

tandard olcare. (Dept..Ex. 7 pp 4;28-29 ; T. 317- 318).

75. Respondent. received payment fiom patient E's insuranceearner;for Purportedly performing a

uclear:stress;test, echocardiogram and carotid ultrasound on Patient B on August 8, 2000. Qnly a stress

eat_data-sheet is in Patient E's medicalrecord, and there is noindication of the other two tests in the

isit notes. Also, no signed consent appears in this patient's record, which isx
eQ to. comport with

e standard of care. Respondent falsely billed for the echocardiogram and carotid trasound, having

of performed: them. Respondent also fabricated. a reduced right carotid pulse finding (after

ocumentng it as normal just two weeks before) on the clinical exam o#1'rce.nvte, to justify the

ecessary ultrasound. (Dept. Ex. 7, pp. 2-3, 2Q 106; T..3:18-319)
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76. RespondentdiagnosedpatientE with coronary artery disease (CAD) on August 8, 2000,

though the record at, this time contains little to support that diagnosis. The stress test administered that

y indicated that the patient reached her target heart rate (rendering it a diagnostic test), exercising: for 8

Wes, and 15 minutes, with no indication that the test was abnormal. Again, no blood pressure

easurements appearedon the data sheet. No lab tests were ordered, nostatin or aspirin was prescribed,

d no indication for failing to prescribe those standard medicationsin a patient diagnosed with CAD

documented. This standard of care falls below minimally accepted standards in;cardiology, (Dept..

7, p. 20 T. 318-319, 859)

77. Respondentfalsely-billed for having performed another carotid'doppler and echocardiogram of

atient B on September 10, 2001, which he did not perform. No record of these tests are in the patient's

edical record. (Dept. Ex 7),

78. On October 1, 2001,-Respondent performed another nuclear stress test on Patient E, which was

gin-diagnostic this time. Respondent performed no further testing at that time to determine whether=or

of Patient E actually bad ischemia, despite Patient E's .current and continuing chest
pain andshortite5s

f breath complaints. (Dept. Ex. 7, p. 32, 99, T. 320).

79. Over one month later, on November 2, 200I, Respondent purportedly performed a diagnostic

ss echocardiogram on Patient E which was reported negative for ischemia. No record or mention of

s test is contained is the patient's medical record, yet Patient-E's I nsurance carrierpaid Respondent

or the test Respondent falsely billed for this test with the knowledge -that he did not perform it. (.Dept.

7, pp. 6-7,32).

80. Respondent falsely billedfor the following tests that are absent in, or measurements are altered

from, the original certified record with the. knowledge that he did not perform their, and he fabricated

e medical records to support his Use billing: a September 23, 20 02 echocardiogram, a Sept=ber 23,
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002 carotid doppler study, an August12, 2003 abdominalaorta study, a Match 8, 2004

ocardiogram,: a March 8, 2004: abdominal aorta study, a March 29, 2004 .carotid doppicr study, au

ril 1, 2005 carotid doppler study, and a July 15, 2005 abdominal. aortic ultrasound. ':(Dept. Ex. 7, pp.

8-17, 66, Resp. Ex: L pp,:24-27, 51, 54-56; 78-79,100-101,129; 7.321-330).

8.1. Within the span of only two and one. half years, Respondent performed four nuclear stress tests

n Patient E. exposing her unnecessarily to repeated radiation (August 8 2000, October 1, 2001,

ecember 13, 2002 and March 29, 2004). These :tests were diagnostic and normal. (Dept. Ex. 7,-pp. 49,

102,106,201; T. 866=86$).

82. Respondent falsely billed for having performed. another carotid doppler and, echocardiogram

'atieent E on September 10, 2001, which he did not perform. No record. of these tests is contained in the

atient's medical_record(Dept. Ex. 7).

83. In addition, Respondent performed four unwarranted exercise stress testson patient B in a little

ore. than 2 years (May 1, 2003, June 23, 2004,. April 1, 2005 and July 15, 2005), All but one of :these.

est were diagnostic, and all were.normal (Dept.-Ex. 7, pp. l8; 24, 155-56, 65, 67,224).

84. Patient E,consistently complained of chest pain as well as shortness of breath, palpitations and

izziness during the-many visits she paid to Respondent's of fice, who repeated over and over again

ardiac stress teststhat yielded no new information regarding-her chestpain complaints. (Dept. Ex. 7;

318-330).

85. Respondent perforated a MUGA scan on Patient Eon August 19 2005, which is another kind of

uclear test designed to measure ventricular size and evaluate left ventricular heart function. There was

o medical reason :for this MUGAscan; especially in light of prior essentially normal echocardiograms.

ept. Ex. 7;. T. 32.4-330).
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86. Respondent failed to provide a defi nitive assessment of Patient B's anatomy by other diagnostic

Bansto determine whether or not her chest pain was indicative of signif icant' obstructive coronary

cry disease or something else.Respondent deviated from the standard of care when he continued to

xpose Patient E to therisk of multiple stress tests, often coupled with radiation exposure, with no

ossible medical expectation that.these testswould yield her any benefit. (Dept. Ex. 7; pp. 694-697

,77-880).

'anent F

87. During the period between January l4, 2005 and -October 19, 2005, Respondent was Patient F's

ardiologist.( Dept. E. Spp. 12-15, 20-24 , 113-114).

88. On January 14, 2005, ,Patient F, a;58-yea =-old man, visited RespendeBt's office complaining of

best pain :and shortness of breath on exertion, palpitations, dizziness with left-sided weakness and an

isode of slurred speech._He had'9 history of hypercholesterolem a and mild hypertension and a strong

o ily hist fory o coronary artery disease. (Dept. Ex. 8, PP, 20-21; T. 331-332).

89. Respondent failed to properly assess Patient F's chief complaintsincluding a failure to document

e circumstances surrounding̀Patient P's episode dizziness, left-sided wealmess-and slurred speech

an,haracterizationof thachest Pain as seal le/unstahle or fncreasiu
g> andany ini ationas-to whether the

aIptationswere associated with the dizziness, Them was noorder for any laboratoryevaluation, and

O medications were listed . Respondent 's note in the medical record states that an EYM was normal, bu

report of the EKG is in the patient 's records as isrequired . ( Dept. Bx. S,,011. 20-21; T. 331-332, 893).

90. Respondent performed several ctragnostic tests on Patient Fort January
19,2005, eluding a

tress test, echocardiogram and carotid dopRler, sstudy, documenting"essentially normal results.

(Dept.
8, Pp. 6-7, 12-I3),
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91. Respondent received payment f rom Patient F's insurance carrier, Empire Blue Cross/Blue Shield

CBS), in the amount of $2500 for purportedlyperforminga nuclear stress test on Patient F on January

19; 2005. It was itemized as follows nuclear stress test $1600, stresstest interpretation $500,

yocardial perfusion (nuclear scan) $200 and.2 dose myoview (inuclear isotope) $200. (Dept. Ex. 8, pp,

2-13).

92. Respondent reimbursed BCBS $743.23 on August 25, 2005. Patient F did not receive a nuclear

ess test on January 19, 2005, but Respondent alleged the patient received asrmple exercise stress test.

s reimbursement was itemized as follows: $463.77 (from the $1600) for the nuclear stress test, $79.46

from the $200) for the nuclear scan and $200 for the nuclear isotope. (Dept. Ex. $, pp, l0-14; T. 713-

4, 732).

93. After refunding the $200 .for-:the nuclear isotope that he admittedly did not use on Patient F

wring the January 19, 2005 stress test, Respondent received $200 for the nuclear isotope from patient

's second insurance carrier on Novembers, 2005. Respondent billed this charge.faIsely. 'There is no

dicatioa irn the record that this $20O was reimbursed to the second canner.(Dept. E)L 8i p 114; T. 332-

34).

94. Respondent deviated fron3 thèstat dard,nf care andexposed Patient "F toa stroke risk, When -he

eribrmed,the:7anuary 19, 2005 exeresse stress test on this patient with signif ca t, neurological

toms, without first discovering the cause of the symptoms. The exults of Patient F's cardiac ;tests

ere normal, yet Respondent failed to make an appropriate referral to a new oIogist, and there is no

dication in the record that Respondent 'communicated with Patient ?'s primary care physician about

eed for this referral. (T...336-337; 894-895, 895=$97)..
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95. Respondent billed for two physical exam nations for Patient F on January 19 and 21, 2005,

ectively, for which no of6ce.notes appear in the patient's medical record Respondent`falsdly billed

or-these twoa ationswith the knowledge that he did not perform them. ( wept, Ex 8, pp, 1:2 43),

96. Respondent also purportedly performed .a stress echocardiogramon Patient Y on January 19,

OFFS for which no records exist in the patient's medical record, yet Patient F's insurance carrier paid

espondentforthe test . Respondent falselybilled for this test with the ltnowledge,# lie didrio t

erform it. {Dept. Ex. 8, p. 12,T. 334335).

-97. PatientF-returnedto Respondent's office on,April 21, 20051complaining of chest pain, shortness

f breath and palpitations. There is no indication.that an EKG was performed , deviating from the

taridard of-care. Respondent docUnIented a normal clinieai exam and, he performed.another stress test

ithout a prior EKG. (Dept: Ex, 8, pp 16 22, 54; T. 337=338):

98-'On April 22, 2005 , the:day.afer Respondent performed astress .test on Patient F, he performed

EKG on him which was borderline abnormal. ( Dept. Ex. 8, p; 167).

99 "On July 20, 2005,Patient P 'v isitedRespondent's.offiice:complaining'ofshor mess ofbreath,

alpitations, dizziness and leg;claudication (cramping). Respondent purportedly performed an arterial

oppler of Patient F's lower extr emities and an abdominal aorta study, forwlclt:no data or reports exist

tt3e. patient's medical"record Respondent falsely billed for these tests with the knowledge that he did

of p e r f o r mthem. (Dept. Ex -8, p. 23).

i 00, On October 13, 2005, Patient F repeated his prior visit 's complaints. Respondent

urportedlyperformed a MU. GAscan on PatientF, but there wasno medical indication for the test,

;geciallyin light ofthe normal echocardiogram six mouthsprior and an unchanged clinical

resentation. Respondent falsely billed for thistest withthe knowledge=that he did not perform it.

t: Ex. 8,.p. 24; T. 337--338).
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101, Respondent never fofmuiated a plan to manage- Patient F's clinical signsand symptoms

eyond the performance of the diagnostictests inIlls record. (Dept. Ex. 8; T. 338).

i€ ntG

102. During the period between on or aboutMarch 7, 2001through September 22,2005s,

respondent was Patient G's cardiologist: (Dept. Ex. 9,-pp. 83-100).

1;03. Respondent took over Patient G's care rom an associate physician on March7, 20x1 At

Lt time, Patient G was a 60-year-old, 5'8' 246-pound man complaining of exertional shortness of

reath;and chest pain No medical historyor current medlcatious were documented nor was there and

ncidation as to the cause;.of this:patient's: complaints at that visit. An EKG was performed; and

espondent indicated"no than e" T he physical examination indicate& t hat Patient G's lungs were.

ear,. his pulse in the right carotid was decreased and included a din
gram next to abdomea/extremit es

d some initials̀next to heart,bothof which cannot be deciphered. This H&P fails to meet. the star

f care, (Dept : Ex. 9; p. 60i 83; T,4142).

104: Respondent documented diagnoses of coronary artery disease (CAD)
angina,

ypertension and diabetes. At the bearing, Respondent testified that Patient Galso had bronchial astluni

or which he was onbronchodilators and that:his bloodpressure was controlledwith ACE inhibitors, but j

s information was not.included in Respondent's chart for Patient F'-s initial visit to him on March T,

1. (Dept: 83; T. 462463).

105. Despite Respondent's notation on March7, 2001 of his intention to obtain a stress test f�

atient G, one. is not obtained until almost a year: later, notwithstanding that patientG visited his office.

ee tunes after his initial visit with similar cothpIaints. (T. 83-84).

106. Respondent obtained payment fro
P i n 'm at e t Gs ins> raxtce carrierfor a June 29, 2001

tid doppler study, a July 2, 2001 abdominal aorta study, and a September 1$,.1001 arterial doppler
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'IT, Respondent falsely billed for thesetestswith the knowledge that he did not performthem. (Dept.

9,-pp. 11-12).

107. Respondent bled Patient C's insurance company for,a follow-up visit on June 29,0 1

or"which"no record exists in his office notes. Respondent falsely billed:for this visitwith theknowledg

at_he did:not: examine Patient ( on thatday. (Dept . Ex. 9, pp.11,83-84).

108. Respondent performed it nuclear-stress two
n PatientG on October 11, 2002, in which

e patientreaehed_his target heart rate,, yet theblood pressure;meastirements were not documented,

is deviates from the standardof care , Respondent documented that the test was negative for ischern

9t. -a.9, pp. 33, 44-45;:185).

109. In a span ofless than three and ahalf yoarsfrom: Feb
niary of _2002 through3uneof 2 -

esponderit performed seven stress tests (two ofwluch included the use of a nuclear isotope}on Patient

Six-of the seven tests were.diagnostic and reported as-normal .1 notwithstanding the absence of-blood

ressure measurements in most of them: (Dept. Ex. 9, pp. 31-33, 36-37,39,52,106,167,169, 181, 183'.

185);

I 10. Patient G visited Respondent's office on December 1$, 2003 complaining of chest pain

d shortness of breath . Resp ondent-noted that be would perform a nuclear stress test, which he did on

eceniber23,:2003-alongwith a carotld;doppler_stztdy. One of the indications for the doppler study was

aurosis fu .gax (loss ofviston ). Tliereis rto indication in the record that Respondent examined Patient

before stressing turn that day, nor is there any documentati on `describingthe circumstances of his

on loss or.any neurologic examination, ( Dept. Ex. 9, pp. 35, 64).

11'1. 13uringthe December23, 2003 nuclearstress test, Patient G's heart rate dropped as he

ontinued to exercise which lean ominous sign suggesting dangerous cardiac or neurological problems.

espite this finding, Respondent failed to immediately terminate the test and seek emergency diagnostic
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d treatment for Patient G. PatientG soughtEme gency Room care on his own the following day

::d was admitted.to $JRH:with a stroke. 'Fhe re:imd treatmentprovided to Patient G by Respondent

verely deviated from the standard of care; Respondent's failures were many and compounded each

thee. He stressed Patient G without any medical indication as 1e had a nonial stress echocardiogram

ust seven months. prior; he failed to refer Patient :6. to a neuralvgist or ophthalmologist for the vision

ss; he decided to go ahead and stressPat ient G putting him At visit #or a maj©r neuro-cardiac event; he

ailed to examine him-before the stress test,=-and he virtually abandoned Patient G after the stress test.

ese'actiaans'ail,but certainly precipitated Patcen(G' -neurological event. (Dept. Ex. 9r  pp. 36, 53, 67-

2, 1'69, 269-27o T. 336,487-490. 496.500, 505=506),

1 I2. The nuclear stress test that ,Respotidet perf�ormed:on Patient Gr on December 23, 203

xpose Patient +Gto increased risk; resulting in his:hospitalization lvit#t a cerebrovascular accident

ept . 9; pp . 3b, 53, 67-721169, 269-,270; T. 487-490, 496540).

113. The other. numerous diagnostic testsperformed on Patient G both before and after the

vents of December 23, 200 3, includm.gmultiple echocardiograms; carotid doppler studies and

ipheral artery ultrasounds neveractaaily diagnosed anything; nor &d they direct any efficacious

aament, as Patient G's s. -joi ns persisted throughout the years.he was Respondent's Patient. (Dept.

9, pp. 83-1{�; ��; 38, 40 �i2, 43, 45;183.}.

'a1siticatiOn of Patient Records

114. During the course of the investigation condretedby the Office of Professional Medical

onduct 'OPMC' R{ �,Respondent provided copies of the mescal records of his pafients>Respondent

ertifed that the records ofPatientsS, D,,F , F and G were "complete, true and exact copies/onginals of

e patientrecords kept on file duringthere gular courseo#`hutmess and were madeat the time of such

ent as recorded. or vwfitten," {Dept:. 3;A, 4, 6, 7, 8. and 9).
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115. The Department served F`espondmt with a:Notice-of:Hearing and Statement of Charges

this proceeding dated November 1:0, 201 f. he Statement of Charges outlined the allegations of

seoilduct regdidngtbese seven patients {i?ept. E . 1):

I l;ti: At the hearing on December 15, 2011,, Respondent submitted a new set of dock

hiclthe claimed to be additional portions of the medical records for Patients A, B, D, E, F and G whit

had not previously provided. (Resp. Ex. H,1 E L, M and N).

117; At the hearing on 3anuary24, Agspon submitted still additionaldocuments for

atients B, E and F (Res p- Er Q, Ex. F, p, 44A,':-add- F -F, p. 24A and 24B).

118. At the hearing on February 0;2012, R espondent submitted still. additional documents for

'atientA and G (Resp. Ex. R and S).

119. The additional documents submitted by Respondent allegedly as part ofPatient:A's

ecord includes reports of erJioeardioaramand carotid doppler studies purportedly performed on ' July21,

001, yet there is no documentation that PatientA`paid an ; office visit to Respondent: on July 21, 2001.

urther, neither study is mentioned in the note of a subsequent July 27, 2001 office visit. Additionally,

ere are two-reports presumably for-the same July2001 dopplerstudywhich are dif ferent in form and

ontent, and one is datedJuly 2l.-and the other July27 . (Reap. Ex. Id, pp.10-11, 32-33, T. 1 44-14,7).

120. The J, my 21, 2001ecfocardia
$rarn 1606414 the new set of documents diagnoses Patient

with diastolic dysf action and trace mitral:and tricuspid regurgitation , Diastolic dysfunction indicates

t the ventricular heart wall has become stiffer, interfering with its fund on which can produce

Atoms ofshortnessof breath. This same diagaosis. found in, the records submitted for Patients B,

E, F and G. (Resp. Ex. H p. 10, T. 237-238,430432).

121. A reportfor a March-19, 2002-stress test contained in the setof documents for Patient A

bmitted at the hearing. in December 201-1 inclfdesblood;pressvre measurements that were not in the
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ginaI record subfittedto 4PMC. Still later in the bearing, R espondent submitted a worksheet wh ch

as not part of the medical-record initially received. (Resp. EX:H R).

122. T'lie additionalsetsof doeu3nent'submitted by Respondent for Patient A add specific

ata, such asindicationsfor.diagnostic tests as well;as blcodpre eS>and aortic measurements not

ecorded in the original reports, and new reports;of tests for which Respondent received payment.

esp. Ex.1 , R; T. 448-449).

123. Dn;July 22, 2002, Respondent ptupartedly perfom ed carotid doppler and

hocardiogram studies on Patient A one year after the prior year''spurportedstudies. Respondent's

arotid doppler duplicate report in the additional documents submitted af. the hearing indicates t hat

anent A had a clinical history of "transient.weakness. in lef t upper extremity," which does not appear in,

e original report nor anywhere -else in PatientA'.s medical record: (Dept. EL 3
pp. 16, 20=2 1; Resp;

:H, pp-9,28-29.

124. Respondent submitted additional records for the March 1,E?01 echocardiogram

agnosing Patient B with diastolic, dysfunction. Still later in the hearing, Respondent also submitted a

andwrtten expanded history and physical for the of fice visit on that date. Respondent did not in
fact

erfonrt an echocardiogram on Patient B on March1,.2001 and:both the expanded visit notes and echo

report were knowingly and falsely created. (Resp.,Ex. I, pp. 1 Z 1`3, Reap. Ex Q; p. 778).

125. Respondent's stated. during his direct testimony in this hearing that the March:1, 21)41

hocardiogram report was not in the originally submitted certified record to the O lice of Professional

edieal.Conduct(OPMC) because be discarded.the original report after he "gestated" the report in a:

ormat intended to conformwith ICANL standards. DurJAZ mss exarnination,.however, Respondent

estified that he did not originallyincludethe echocardio
groutreportbecause heonly sent what he

ough was essential since he did not knowthe exact `-nature oftiie investgatiob "'Respondent's

29:



legedly "restated report"does not indicatethat it is a revisionor indicate the true date on which it vas

. pared(T. 574, .583-585; Reap. Ex. 1).

125: The blood pressure measurements clocitmeated in Respondent's_ later submitted reportfI

or
March 14, 2001 test are not contained in the m dit:al record that was iaitiallysubmiited ta'OPC,

ept. Ex. 4, Resp. Ex .d).

127. On July 3, 2001, Respondent performed an abdominal ultrasound study on Patient B and

oundno signif icant dilatation of the aorta, The: additional report for this test submitted by the

esponclen# at the }gearing contains a clinical history created to support the need for the test, as well as

.tailed aortic .measurements which was not contained in the patient's initially -ru tted medical

.cord. ( Dept. Ex. 4, p. 38, Resp. I, p. 115; T.222:223).

T2$. Respondent failed to consistelnt y identify which nuclearIsotope he was employing

rig the July 30, 2003nuclear stress test he administered to Patient B . The original medical retard

-eport documents sestamibi, without dose and rate of.administration, while the later submitted

ocuments indicate doses ofmyoview. Both r.
.parrs.also:falsely represent that.Paticnt B ,achieved iris

get heart rate of 133 beats per minute when the, data stieel'reueals it never got above 106beatsper

ute. This is additional evidence of the unrehiabi:ty of Respoindenit's:records in general and the

.liberate falsification of his later submitted iocun tints in partictalar, ( Dept.;.Ex. 4, pp. 44-4.5, Resp<

pp. 34-35; 231-23.4).

129. Respondent testified at _the hearing that his treatment ofPatient B was thwarted by the

atient's `.early Alzheimer's,"lack of family and;V#iIS40f.,

ovember 12, 2004 just 4 months before his-last visit to izespondent),bOwever, :a board certified

eurologist.documented that PatientB was, a married man, employed aspacker in a factory with no

ignifica it cognitive problem. (Dept. Ex.:4, pp.182-183:, T. 559, 605-512).



130. The blood pressure measurements documented in Respondent's later submitted report for

e stress test of Patient D as well as the measurements in the May 9, 2005 echo ardiogram report are

of iu the original medical record and. were falsely created by Respondent. ( Dept. Ex. 6, Resp. Ex.

49-**; 64-6 .

131. Respondentfalsely billed for a stress echo on Patient p and fabricated a medical record to

pport his false billing. (Dept: Ex. 7, pp. 6-7, 32, Reap . Ex. L, pp. 22-23; T 320-321).

132. Respondent also purportedly performed a stress echoearriiogram`an Patient F on January

19,200 5. forwhich no records exist in the original certified record, yet Patient F's insurance carrier paid:

,esponderst for.the test.Respondent falsely billed for this test with the knowledge that be..did

erform_it and fabricated a medical record, which 16 supplied mid-hearing to ,support false billing.

'epil Ex. 8,-p.12, Resp M,,p. 23a T. 334-335).

133. On July 20; 2005, Patient F visited Respondent' s office complaining of shortness of

Bath, :palpitations, dizziness and leg claudication: (cramping),, Respondent purportedly performed an

erial doppler of Patient F's lower extremities and all. abdominal aortastudy, for which no data or

eports exist=in the patient's medical record. Respondent falsely billed for these tests with the

owledgethat he did not .perforin them and.fabricated medicalreeords to support his false billing,

ep# Ex. 8 p. 23, Resp.. Ex. M, pp. $-6)..

134. Respondent fabricateda documentto•supporthis false-billingB
, Pr Clctober 13, 205

G,4 scan=,on PatientF. (Dept. Ex. 8, p. 24; T. 337-338; Resp.'Enc. M, p. 4).

135. Respondent fabricated a medical record to, support his false billing of Patient G's

ce carrier for a. June 29, 2001 carotid doppler study; a July 2, 2 1 abdominal aorta study, and a

eptember 18, 2001 arterial doppler study, (Dept Ex. 9, W. 11-12, Resp. Ex.TT,:pp. 90-92,
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136, Respondentf$bricatedblood pressure measarements:for Patient G's stresstest. (Resp.

M-pp. &1-82).

137. Respondent created the-additional documents admitted as Resp. Ex. I3, I, K, L,

and S.-to concealhis' deficient medical -care and his false billing(paragraphs114136 supra).

CONCLUSIONSOF LAW

Respondent is charged, with fort y-one specifications . alleging professional nusconduc

ithin the nearing of. Education Law §6530. The charges relate to gross negligence, negligence

competence, unwarranted testing, fraud, submitting false reports, and failing to maintain adegua

atient records. The: Hearing. Commi ttee made the following conclusions : of law pursuant ,to the fact1l,

dings listed above. All conclusions resu lted from a unanimous vote of the Hearing ComIl3ittee,

Respondent provided copies of the medical records: for the seven patients to OPM

g the course of the investigation and prior to issuance of the Statement of Charges . After th

earing commenced.. Respondent initially claimed that he had produ ced:only that p ortion of the Fatima

ords which be considered pertinent to the Department's investigation which he understood to b

lated to billing infractions. Five of-the medical recordswhich Respondent initially provided to the

epartment,lwwever, are certified by Respondent as being complete. Moreover, the recordsstibmi

we no appearance of having being a deliberate subset of the- patients' medical records intended ti

ddress only billing. infractions. Accordingly, the Hearing-Committee did not find Respondent',

.planation credible.

A review of the individual patient recordsfurther disproves Respondent's claim that t1

itially submitted records were incomplete because be, understood that he was only required to submi

at portion of the patients' medical records that addressed his billing practice. For example,Responden
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filed for having performed. a carotid doppler and, echocardiogram of Patient E on September 10, 2001,

ut no record of these tests are contained in the medical record Respondent initially submitted fo

anent E. At the hearing; However, Respondent's new submissions contained a detailedtyped report i

Inch he diagnoses small atherosclerotic plaque -and: diastolic dysfunction, findings eonvenientl

nsistent with the patient's complaints of dizziness and exertional shortness of breath. (Resp. Ex.

p. 5_8;:T.850-863),

Further instances of Respondent baving:altered the newly submitted documents to justi:

medically unnecessary test eaiile seen, For example, thereAre two different reports of a July 22, 2

arotid doppler and echocardiogram studies conducted on;Patien't A exactly one year to the month afte

e prior year's purported studies. Respondent's carotiddoppler newly submitted report documents

iiri cal history of "transient weakness in lef t upper extremity" which does not appear in the.

ontained in the originally produced medical record forPatient A or elsewhere in the medical record:

Additional evidence of Respondent's alteration of his medical records can be s

eviewing the July 20, 2005 office visit notes for Patient F and comparing that record with his late

ibnitted abdominal acuta study report from that same. doy.. The.report indicates "increasing abdo

ahf' and a `palpable Pulsatile- abdominal aorta" asindications for the study to rule out a Triple A. Th,

isit notes, however, document a normal. abdominal exam and abdominal pain is never mentioned:

ept. Ex. 8 p: 23, Resp. Eft. M, p 5).

The Department's expert witness testified tbat'the distinct form and content of the newl'

bmitted documents provided evidence, whichsuggested that Respondent had created them to falser

ustifythe treatment he provided his patients. The contentof the duplicate reports foridentical tests an

tes-of service consistently supply more deta led medical information than is contained in the originals.

oreover, the original record contains consistent and exclusive use of one distinct written format whir
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e later submitted records consistently and -exclusively use another and markedly different format:'Th

ater submissions use a letterhead different in size, type and content; a different physician stamp an

ontain no. dictation identifiers. This was further evidence that R pondent 's explanation of have n

elected onlycertainrecords related to billinginfractions was false. (T: 46-50).

Confronted with the fact that the newly submitted documents showed the use of differen

etterhead, physician stamp, and dictation stamp than seen in the medical records for these patien

wing the same time period, Respondent testified that be revised his records so he could improve th

ocumentation of his patient records for his applications to the Intersocietai Commission fo

ccreditation of Echocardiography Laboratories (ICAEL) and the lntersocietal Commission fo

ccreditation of Nu clear Laboratories (ICANL ). If this testuttony is true , Respondent's revision o

edical records is contrary to accepted medical practice designed :to :safeguard. the integrity of sue

ords, particularly here where the revised records do not indicate that they are revisions or on the dot

n which they were prepared. The: Bearing Committee considered this to be fur ther evidence o

5pondeilt'slack of integrity and lack.;af credibility.

When it was pointed out at the he aring = that Respnndetut failed to document any bloo

ressure measurements during the nuclear stress-tests administered to Pat ent A B, D, E, F and G, li

empted to explain this failure by testifying that he wrote these blood pressures down on either th

KG tracings or. separate small worksheets.which were notincluded in the medical records submitted t

e Department The Hearing Committee did not f ind' this:explanationcreddible and determined that thi

iliits which Respondent subsequently offered at the hearing were:falsely created to support hi

'alricated explanation.

Respondent attempted to justify his. false billing for Patient D by testifying that he

cardiac patientswith the same name of similar age and build who both visited his office on the ve
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ame two days of January 10, 2005 and February 24, 2005. (T. 638-644, 657-661). The Hearin

ommittee did not believe Respondent's testimony related to having two similar patients with the sam+

acne, seen coincidentally on two subsequent dates.

The Haring Committee then considered the credibility-of the expert witnesses called b

Departmentand the Respondent and the-weight to be accorded their testimony.

The Department' s expert, Steven R. Berggiaun , MD., PhD ., is currently .the Chief o

ardiology for the Beth Israel Medical Center in New York , New York . His re -certifications fo

ternal Medicine and Nuclear Cardiology arein progress. Dr. Bergmann conducts research, main

active clinical practice and supervises medical students, residents and fellows. He received .a_ medic

agree from Washington University School of Medicine in St. Louis Mlissouri , in 1986 , and a PhD., i

hysiology and Biophysics.from Hahnemann Medical College in Philadelphia; 1 isylvania in 1978.

Respondent's expert, Robert M. Siegel, M.D., received his medical degree in 2003 fm

Albert Einstein College of Medicine and became an Assistant Professor :o# Medicine there in 2010

well as an atfendis g_cardiologist` at the JacobiMedical Center in the Bronx, New: York. He is boarde

Internal Medicine, Cardiology and Nuclear.Cardiology.

The Hearing Committee found. that Dr. Bergmann was very knowledgeable an

xtreniely forthright in his testimony.. Accordingly, they placed great weight on his testimony. Th

earingCommittee felt that Dr. Siegel had a,reasonable knowledge of cardiovascular medicine, but h

as less knowledge and experience than Dr. Bergmann and so accordedless weight to his testimony: Dr.

iegel generally.agreed with the standards of careih cardiology as articulated by Dr. Bergmann, and h

knowiedged that the patients' medical records, at times,..did not contain enough information

etertnine whether certain diagnostic tests and treatment protocols were appropriate for the patients.(T

69, 771, 796-797). At other times, however, Dr. Siegel's testimony was so evasive that i t bean)
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isingenuous. For example, when asked whether Respondent should have formulated a dif fereati

agnosis for a patient, Dr. Siegel digressed into a lengthy explanation in which ultimately testified tha

cardiologist has to have a d `erential diagnosis in .the back of his head, but that h̀e tines not need

ite.;it down (T. 7 64,765)i he. Hearing Committee specifically rejects this testimony and accen

lead the testimony of Dr. Bergmann which establishes .the importance of formulating a differenti

agnosis. In particular, the Hearing Committee accepts Dr. Bergmann' s overall assessment o

espondent's care and treatment ofthese seven.patients Which s howed:

A pattern of listing symptoms without really developing a clear histo
abort these symptoms just for the indication of d ry

oing>tests and repeatedtests almost on an annual. basis and almost on the anniversary date for
many of these patients. there is a pattern of doing submaximal non-
diagnostic tests, There is a pattern of no. diagnostic plan, no treatment
plan in teens of medication, ...ver y minimal clinical examinations and I
think not accurate measurements of even blood pressure in
I the ofbce, anddon't °think that Dr. Wijetilaka used standard of care for a physician. I
think that his patients ha ffve su ered including tiepa nts whe've comebacktens of times with the same complaints without treatment, (L 343).

Based upon its determination related to the credibility of the testimony and th

ocuznentaryevidence presented, the N- g Committee voted unai intously to sustain each and eve:

Factual allegation contained in the Amended Statement of Charges.

The First Specification: charged Respondent With professional misconduct for practicin

edicine with gross negligence in his care of patient .A,.. in violation of New York Education La

§6530(4)- Gross negligence is defined as negligence which involves a serious or significant deviatio

m acceptable medical standards that creates the risk of potentially grave consequences to the patient

e Department established by a preponderance of the evidence that Respondent"s care ofPatient.A W

ssly negligent- The Committee Members fully cope with Dr, fiergtnann's opinion the
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spondent's failure to monitor the patient's abdominal aortic aneurism placed the patient in grave ris

f harm which was realized when!the aneurism ruptured and the patient died. Respondent had repea
m

ru
ipportunities over the course of the years to attend to this critical issue as the patient returned to hi.

ffice iifieen times over a three :and a half Year periOd, complaining fr quenFly of shortness of breath.

'tend, Respondent neverinstituted a treatmentplan for the patient's shortness of breath, failed

easure and control Patient A's blood pressure and failed to address the patient's aneurism:

The Second Specification charged Respondent with professional misconduct fa

racticing medicine -With negligence on more than one occasion im Iris care of Patients A through G,
T

iolation of New York lducatton Law .§6531(3). Negligence is defined as the failure to exercise the

e that would be:exeresed by a reasonably prudent licensee under the circ umstances and.. involves

eviction from , acceptable :medical standards in the treatment o f patients. As discussed aboves the

epartrnent established. by a` preponderance of the evidence that Respondent's practice of medicin

bowed a pattern of failing; to provide a course of treatment for these patients who returned over th

curse of year for repeated a d oftentimes non-diagnostic tests. Accordingly, the Second Specif icatio

sustained.

Tfie T irASpecification charged Respondentwith professional misconduct for practicin

edicine with incompetence in his care of Patient A through G, in violation of New York Educatio

§6$30(5). Incompetence is a-lack- of the stall or knowledge necessary to practice the profession;

Department established by s preponderance of. the evidence that Respondent lacked even the bass

equisite knowledge of the . critical importance of developing a differential diagnosis for his patients.

erefore, the Third Specification is sustained.

The Fourth through Eighth Specifications charged Respondent with profession

sconduct for ordering excessive tests:for Patient B, D, 13, F and. G which werenot warranted by th,
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onditioa of those patients in violation.of New York EducationLaw §6530(35). As indicated in the

clings of fact above,..Respond t'r+ ted y administered tests on patient B. D, B, F and_C which wer

er non-diagnostic or nonnal, and ail cut : _
1u 3' demonstrated no attempt to adjust his

eatment to take into cEinstderaf dri the results of those. tests. Accordingly, these Specifii

The Ninth through Twentieth Sp ecifications charged Respondent with profession

iscanduct for practicing,-medic nie fraudulently in regard to Patients A, B,1}, B F, in violation

evs�York Education Law §6530(2). Fraudulent practice: is the. intentional miSIrl-presentatio

srepresentation or concealment of n known fact. As indicated above in the findings of fact,

esponctent srepremted;ius tfeatme;at of.these seven patients by altering thei r medical records tc

onceal his deficient meddical care ar to ust�fJ his fal
. y se medical : billing: The Committee inf,

espondent' s knowledge of-the falsity of these records and his intent to deceive based on Despondent'

astern of admuustering tests w ith no, regard for the results achieved as well as his incons isten

estimony regarding his pm Melton acid alteration of the patient records submitted at the; hearing.

cl these Sl ecifcAtion are susfaih

The TvuentyFirst through Thuty-Second Specifications charged Respondent wi

rofess onalmisconductfgr filing a' false report in regard to -patent $ jD, j F and 0, in, vi0la60 o:

èw York EducationLaw 3(21): s discussedahe e, the Hang .Con ttee determined that th

Fepartment established b prePY a. onderance:of evidence that Respondent altered, the patients' medic

ecords and submitted false documents asserting they were part of the patients' medical records

ecordingty,:these Specificatiors aresustained:

The . ''Thi ty_Thirdthro Folly p: irst Specifications charged Respondent with failing t

fain a record for each patient which accurately reflects the evaluation and treatment of the patich
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violation of New York Education Law §653o(32). As discussed above, the Department estab'

y a preponderance of the evidence. that Respondent',feiled to take adequate histories of his,patients a

ent an.adequate treatment plan. As such these Specificationsare also sustained.

DETERM INATION AS TO PENALTY

The Dearing Committee, pursuant to the Findings of. Fact :and Conclusions of Law a

orth above , determined by a:: nn niniott8 vote that Respondent's license to practice medicine in Ne

ork State should be revoked and :that .a civil penalty should- be assessed. This determination w

eached upon due consideration of the fug, speetn= _ of penalties available pursuant to statute, itciud n

evocation, suspension; ptbbatiOn, cesisare; . W #tze.unposit on ofcivilpenalties.

The Hearing Committee sustained the charge of.gross negligence in Respondent's care o

anent A . Among other deficiencies, Respondent .failed to monitor patient A's. abdominal aortic

eurys. over a period of three years, is # to appropriately treat the patient's blood pressure; an

ailed to recognize or address the. cri tical report of the patient :having collapsed, complaining of lowe

bdominal pain.. The -record also establishes Respondent's negligence and incompetence in that h

ollowed a pattern of seeing..Patient A and,the other six patients over a course Of Years and orde

arious Tests, yet failing to obtain adequat stoes or implementing appropriate treatmentplans. Th

earingCommittee believes that Respot:d t'' failure to provide his patients' with evensome.mom;

evel of medical care and consideration of the .outcome of the tests which he administered .demonstrate

at Respondent's sole motivation for seeing patientst!as his own financial benefit and that he bad n

egard ,for his. patients' well-beii-9, T.he egregious nature of Respondent's deficient medical car
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tanding alone would warrant the revocation of his license to practice medicine in the State of Ne

ork

The Hearing Committee finther found that Respondent was guilty of professiot

sconduct in that he performed multiple diagnostic rests which were not warranted by the patients'

edical conditions and that he billed for diagnostic test which he: did not perform. The Commit

-ejected Respondent's various explanations for his conduct and determined that a civil penalty o

50,000 should be imposed..

Finally, the Hearing Committee-concluded that Respondent.lacks any integrity as ftirthe

videnced by his alteration of the patients' Medical records, his submission ofaltered records during lb

armg, and his inconsistent and evol mg attempts to explain' his.misconduct. Physicians must compt

ith the highest ethical standards,: and integrityis as; Important' to the;practice of medicine as medic

ompetence. The Hearing Committee -found that Respondent.lacked credibility, showed no rem ors

for his misconduct and' failed to take any,-responsajbility for his actions.

ORDER

Based upon the foregoing, IT IS HEREBY t3RDEREI ? THAT.,

1. The First throggh Forty-first Sperm".nations Of professional ritiseonduct, asset forth i

e Statementof Charges arc SUSTAINED;

2. Respondent's license:to practice medicine.in the Statee ew York is R rq



3. A civilpenalty of 550.;000.00 is assessed whichis payable within sixt +-(6O) days of tb

ective date of this Order.

4. Any civilpenalty notpaid by. that date shall besubject to all provisions of law relatin

o debt collection by the State of Ne w York. This includes but is not limited to the imposition o

serest, late payment charges and collection:fees; referral to tlir New Fork State Department o:

Iaxation and; Finance for collection; and .non-reuewal(of permitsor licenses [Tait Law section 171(27)

State Finance Law section 18; CPLR section :.5001; Executive Law section 32. Payments must b

ubmitted to:

Bureau of Accounts Management
New York StAWDepartm;nt'of Health
Empire State Plaza
Corning Tower, Room 1717
Albany, New"York 12237

5. This Determinaflon:.andOrder shall be effective upon service . Service shall be eithe

y certified mail upon Respondent at his lest known address arid ,, such service shall be effective epo

eceipt or seven days after mailing, whichever is earlier, or by personal service and such service shall b

ffective upon receipt,

ATED : New York, New York'
June Z 1 ,2012

REDACTED

B Gels: , NG; M:D

REID T. MULLE% MD.
JOAN M AK1INEZ-MCNICHOLAS
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0: Christine Radman, Esq.
Associate Counsel
New York State. Department of Health
Office of Professional Medical Conduct
90 Church Street
New York; New York 10001

William L. Wood, Esq.
Wood :& Scher
Attorney for Respondent
222Bloomindale Road
White Plains, New York 10605
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Approved:
ILAN VGRAFF
Assistant United States Attorney

Before: THE HONORABLE GEORGE A. YANTHIS
United States Magistrate Judge
Southern District of New York 1 99.9

- - - - - - - - - - - - - - -x

UNITED STATES OF AMERICA SEALED COMPLAINT

- V.

ROHAN WIJETILAKA,

Defendant.

- - - - - - - - - - - - - - - - -x

SOUTHERN DISTRICT OF NEW YORK, ss.:

Violation of
21 U.S.C. §§ 812,

.841(a ) (1) , 841(b) (1) (c)

COUNTY OF OFFENSE:
WESTCHESTER

GUY. J. REPICKY, being duly sworn, deposes and. says
that he is a .Westchester County Police Detective, currently
assigned to a Drug Enforcement Administration ("DEA") Task

Force.

COUNT ONE .

1. On or about April 23, 2012, in the Southern
District of New York, ROHAN WIJETILAKA, the defendant,
intentionally and knowingly did distribute and dispense a
controlled substance, in violation of 21 U.S.C.- § 841(a)(1).

2. The controlled substance involved in the offense
was a schedule II controlled substance, to wit, oxycodone, in
violation of Title 21, United States Code, Sections 812 and
841 (b) (1) (C) .

(Title 21, United States Code, Sections 812, 841(a)(1),
841(b)(1)(C) and Title 18, United States Code, Section 2.)
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The bases for my knowledge and for the foregoing charge
are, in part, as follows:

1. I am a Westchester County Police Detective,
currently assigned to a DEA Task Force. I have been personally
involved in the investigation of this matter. This affidavit is
based upon-my conversations with other law enforcement officers
and agents, my interviews of witnesses, and my examination of
documents, reports and other records. Because this affidavit is
being submitted for the limited purpose of establishing probable

cause, it does not include all of the facts that I have learned
during the course of my investigation. Where the contents of
documents and the actions, statements, and conversations of
others are reported herein, they are reported in substance and
in part, except where otherwise indicated.

2. Since. September 2011, DEA, the Federal Bureau of
Investigation ("FBI"), and the Department of Health and Human
Services ("HHS"), as well as other law enforcement agencies,
have been investigating ROHAN WIJETILAKA, the defendant.

3. ROHAN WIJETILAKA, the defendant, is a'
cardiologist, who received his New York State medical license in
1993 and has been practicing medicine in Yonkers, New York,

since at least 1996.

4. I have spoken with a Yonkers Police Officer who
informed me of the following:

a. Between 2006 and early 2012, on at least
thirty occasions, pharmacists and pharmaceutical technicians
expressed concerns to the Yonkers Police Department about the
frequency with which.WIJETILAKA, the defendant, prescribed
Percocet, Oxycontin, Oxycodone,:and other painkillers. Based on.
my training and experience I know that these prescription drugs
are often abused and that many people are addicted to them,

b. Between 2007 and 2011, several of the
WIJETILAKA's patients reported to the Yonkers Police Department
that the WIJETILAKA sold prescription drugs in exchange for
patients allowing the WIJETILAKA to bill their insurance

providers for unnecessary tests.

5. Since in or about September 2011, DEA has been
working with a Confidential Informant ("the CI"). The CI has
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also worked with, and is a registered informant for, the
Westchester County Police Department. Both DEA and the"
Westchester County Police Department have found the CI to be a
reliable source of information and have found that his reports
have been consistently corroborated by independent evidence. The
CI has been a patient of WIJETILAKA, the defendant, for
approximately two years. The CI has informed me of the

following:

a. In or around the summer of 2010, the CI was
informed by another individual that WIJETILAKA, the defendant,
readily provided prescriptions for prescription painkillers,
including oxycodone.

b. Since in or around the summer of 2010 the CI
has gone to the office of WIJETILAKA, the defendant, at least
once a month. WIJETIL;AKA has routinely written prescriptions
for the CI for oxycodone and other painkillers. WIJETILAKA
often wrote these prescriptions without examining the CI or
identifying a condition for which the painkiller was being
prescribed.

c. When the CI had insurance coverage,
WIJETILAKA would bill his insurer for the painkillers. On
occasions when the CI was uninsured, he would pay WIJETILAKA in
cash.

6. On or around April 23, 2012, the CI went to the
office of WIJETILAKA, the defendant. On this occasion the CI
was wearing a recording device, and I and other law enforcement
agents were conducting physical surveillance of the exterior of
the office and observed the CI enter the building. Based on my
conversations with the CI, my evaluation of signed
prescriptions, and my review of the recording, I have learned
the following:

a. As of April 23, 2012, the CI had not been to
WIJETILAKA's office for approximately four weeks, nor had he
been otherwise evaluated by WIJETILAKA or another doctor.

b. The CI paid WIJETILAKA's receptionist cash
for oxycodone prescriptions for himself and his girlfriend. The
CI's girlfriend had formerly been a patient of WIJETILAKA's,
but, as of April 23, 2012, had not been to WIJETILAKA's office

3



nor otherwise been evaluated by WIJETILAKA for approximately

five months.

c. Without examining the CI., WIJETILAKA signed
a prescription in the CI's presence . The prescription
authorized the CI to receive 90 pills, each of which contained

30 milligrams of oxycodone.

d. Without examining the CI's girlfriend (who
was not present) WIJETILAKA also signed a prescription for the
CI's girlfriend in the CI's presence . The prescription

authorized the CI to receive 90 pills, each of which contained
30 milligrams of oxycodone.

7. On or around June 27, 2012, the New York State
Department of Health, State Board for Professional Medical
conduct,' suspended WIJETILAKA's license to practice medicine in
New York State, effective July 3, 2012. WIJETILAKA is still
licensed to practice medicine in New Jersey and may also be

licensed to practice elsewhere.

8. .1 have spoken with a DEA agent,.who has informed
me that, since July 3, 2012, New York State's Bureau of Narcotic
Enforcement's records reflect that at least five prescriptions
for controlled substances have been written by someone using the
New York State registration number for WIJETILAKA, the,

defendant.

Based on my review of the State Board's mission statement,
I know that the State Board investigates complaints about
healthcare professionals and is responsible for monitoring and

disciplining healthcare practitioners.

4



WHEREFORE , deponent prays that an arrest warrant be
issued for ROHAN WIJETILAKA , the above-named de endant , and thatshe be arrested and imprisoned , or bailed , as e case maybe.

PICKYGUYJ

Detect e
Westchester County Police

Department

Sworn to before me this
25th day bf July, 2012

THE HOMORABLE EO RGE A. YANTHIS
UNITED STATES MAGISTRATE JUDGE
SOUTHERN DISTRICT OF NEW YORK

5



CR 12 (Rev. 5103) WARRANT FOR ARREST
DISTRICT

SOUTHERN DISTRICT OF NEW YORK

UNITED STATES OF AMERICA

V.

DOCKET NO.

12 MAG4MAGISTRATE'S CASE NO,

199 9
ROHAN WIJETILAKA

Defendant.

NAME AND ADDRESS OF INDIVIDUALTO BE ARRESTED

ROHAN WIJETILAKA

WARRANT ISSUED ON THE BASIS OF, � Order of Court
� Indictment � Information x Complaint DISTRICT OF ARREST

TO: UNITED STATES MARSHAL OR ANY OTHER AUTHORIZED OFFICER CITY

YOU ARE HEREBY COMMANDED to arrest the above-named person and bring that person before the United States
District Court to answer to the charge(s) listed below.

DESCRIPTION OF CHARGES

Narcotics distribution.

IN VIOLATION OF UNITED STATES CODE TITLE
21

SECTION

812, 841(a)(1), 841(b)(1)(c)

BAIL OTHER COMMONS OF RELEASE

ORDERED BY ,5SIGNA S, MAGISTRATE) DATE RLTEREp7 ZS/�2
CLERK OF COURT (BY) DATE IVUED

7175
RE'I MN

This warrant was received and executed with the arrest of the above-named person.

DATE RECEIVED NAME AND TITLE OF ARRESTING OFFICER SIGNATURE OF ARRESTING OFFICER

DATE EXECUTED

Note: The arrestingofficer is directed to serve the attachedcopy of the charge on the defendant at the time this warrant is executed.
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AUSA

DISPOSITION SHEET

DATE OF ARREST03 -2N � VOL. SURRENDER
� ON WRIT

MAGISTRATE'S
DOCKET NUMBER

TIME OF ARREST %'. 0 Q . •M .

TIME OF PRESENTMENT O _, \

PROCEEDING: ( Rule 5 O Rule 9 � Rule 40 � Detention Hearing � Other.

� INTERPRETER N[ EDEDLANGUAGE:

DEFENDANT'S NAME:
ItzCOUNSEL'S NAME: cRETAINED � LEGAL AID . � CJA

BAIL DISPOSITION

� DETENTION � ON CONSENT W/O PREJUDICE� SEE DETENTION ORDER

.0 DETENTION- HEARING SCHED'WLED AT DEFENDANT'S REQUEST FOR
d AGREED BAIL PACKAGE

PRB
FRP

O)O CASH/PROPERTY:

f RAVEL RESTRICTED TO SDNY/EDNY/
Q SURRENDER TRAVEL DOCUMENTS (& N.6 NEW APPLICATIONS)

� REGULAR PRETRIAL� STRICT PRETRIAL DRUG TESTING/TREATMENT
� HOME INCARCERATION � HOME DETEN N � CURFEW � ELECTRONIC MONITORING:

CONDITIONS:I/DEFENDANT.TO BE,REL ASE UUPO FOLLOW G CONDITIONS:

-REMAI ING CONDITIONS TO BE MET BY r- •- 1a-
� OTHER: p � ,�� �� � •

RECEIVED

JIJJ_-7 2012

FOR RULE 40 CASES: U.S A.O.
White Plains Office

� ID HEARING WAIVED � PRELIMINARY HEARING WAIVED
� DEFENDANT TO BE REMOVED � ON DEFENDANT'S CONSENT

DATE FOR PRELIMINARYHEARING Of f' �� - 7`�1`

COMMENTS AND ADDITIONAL PROCEEDINGS:

DATE

� ON DEFENDANT'S CONSENT

UNITED RTES MAGISTTRATJUDGE

SOUTHERN DISTRICT F4 E1N YORK

W:j (ORIGINAL) - DEFENDANT'S FILE PINK - U.S. ATTORNEY'S OFFICE YELLOW - U.S. MARSHAL GREEN - PRETRIAL SERVICES AGENCY

REV.(2001) IH-2
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V.

DAWOOR0

APPEARANCE BOND

CASE NUMBER `-a Mt c t 1� `l

Non-surety : 1, the undersigned defendant acknowledge that I and my. . .
Surety: We, the undersigned, jointly and severally acknowledge that we and our ...

personal representatives, jointly and severally, are bound to pay to the United States of America the sum of
$ 0 o t:�' , and two has been deposited in the Registry of the Court the sum of
$ S O . D o © in cash or (describe other security.)

The conditions of this bond are that thedefendan v'\ th L t\_"`

name
is to appear before this court and at such other places as the defendant may be required to appear, In accordance with any
and all orders and directions relating to the defendant 's appearance in t his case , including appearance for violation of a
condition of defendant's release as maybe ordered or notified by this court or any other United States district court to which
the defendant may be held to answer or the cause transferred . The defendant is to abide by any judgment entered In such a
matter by surrendering to serve any sentence Imposed and obeying any order or direction In connection with such
Judgment.

�riCleAc

United States.
This bo Is of on 1G�` A J at

to ��- P%W
Defend Address.

Surety. Address.

Surety. Address.

Signed and acknowledged before me on

It Is agreed and understood that this Is a continuing bond (including any proceeding on appeal or review)
which shall continue until such time as the undersigned are exonerated.

If the defendant appears as ordered or notified and otherwise obeys and performs the foregoing conditions of this
bond, then this bond is to be void, but If the defendant fails to obey or perform any of these conditions, payment of the
amount of this bond shall be due forthwith. Forfeiture of this bond for any breach of its conditions may be declared by any
United States district court having cognizance of the above entitled matter at the time of such breach and If the bond If
forfeited and If the forfeiture is not set aside or remitted, judgment may be enteredon motion In such United States district
court against each debtor jointly and severally for the amount above stated, together with Interest and costs, and execution
may be issued and payment secured as provided by the Federal Rules of Criminal Procedure and any other laws of the

Approved;
ciai offi m



Case 7:12-mj-01999-UA Document 6 Filed 07/26/1y w5 \'Q Ct
AO I99C 1tEav65n AMoe efre -

Advice of Penait and SapedoasTO THE \� r \) A

YOU ARE ADVISED OF THE FOLLOWINQPENALTfES SANG.nON&

A violation of any of the foregoing conditions of release may result in the immediate issuance of a warrant for your arrest,
a revocation of release, an order of detention, and a p .o for contempt of wart and could result in a tam of maprxisanment,
a fee, or both.

The commission. of a Federal offense while on p mtrialrelease will result in an additional sentence of a term of impasonmoat of
not mor e than test years, if the offense is a felony ; or a in of imprisonmentof not more than one year, if the offense is a misde-
meanor . This sentence shall be in addition to any other sentoom

Federal law makes it a crime punishable by up to 10 years of imprisonment, and a$250,000 fine or both to obstruct a criminal
investigation. It is a crime punishable by up to ten.years of Imprisonx and a $250,000 fine or both to tamper with a witness, vic-
tim or informant to retaliate or attempt to re taliate against a witness, victim or informant ; or to intimidate or
witue3s, victim, juror, informant, officer of the cotut Tice penalties formom serious if they involve a te g or attempted killing . S• etiQn, ink Y

If after release, you knowingly fai`i to appear as row by the conditions of release, or to surrender for the service of sefence,
you may be prosecuted for fairing to appear or surrender and additional punishment may be 'nuposed. Ifyou are convicted of:

(1) an offense punishable by death, life 'mpdsomnent,not more than $250.000 or ' or
10 years, or for a Wm of fifteen years or more, you shall be fined

(2) an offense � for not more than 10 years , or both;
Punishable by imprisonment for a term of five years or more, but.less than fifteen

shall be fined notmore than $250,000 or imprisoned for not more than five years, or both- Yom, y ou
(3) any otherfelony, you shall be fined not more than$250,000 or imprisoned not more than two years, or both;
(4) a misdemeanor, you shall be fined not more than$100,000 or
A mom of imprisonment imposed for failure to imprisoned not more than one year, or both.

In addition, a failure to appear or surrender appearor surrenderi b be addition to the sentence for any other offense,
may result inin the forfeiture o oaf f anyny bond posted.

AcknowlIedgment of Defendant

I acknowledge that I am the defendant in this case and that I am aware of thew4d ons of release. I
tionset fo of azele&seto appear as directed, and to surrender for service of any I aware of promise
s andsanctionsove.

akdr's.�
'. --�� ignartne

Address

City and State Telephone

Directions to Un&d States Marshal

The defendant is ORDERED released after pro essin
g,The United Statesmarshalis ORDERED to keep the defendantin custody until

defendant] d bsus poste ond and/or complied with all other conditions for reles
appwp�judieaal officer at the time and Place specified,if still In custody.

Date:

WHITE COPY - CWRT YELLOW - DEFENDANT GREEN - PRETRIAL SERVICE BLUE - U.S. ATTORNEY

Pp1K • U.s. MARSHAL



Case 7:12-mj-01999-UA Document 5 Filed 07/26/12 Page 1 of 1
AO 199A(Rev.6/97) Order Setting ofRetease.

Page I of Pager

OEttiteb �tate'l 99ittkt (Court
DISTRICT OF

UNITED STATES OF AMERICA

V.

Defendant

ORDER SETTING CONDITIONS
OF RELEASE

Case Number

IT IS ORDERED that the release of the defendant is subject to the following conditions;

(1) The defendant shall not commitany offense in violation of federal , state or local law while on release in this

case.

(2) The defendant shall immediately advise the court, defense counsel and the U .S. attorney in writing before
any change in address and telephone number.

(3) The defendant shall appear at all proceedings as required and shall surrender for service of any sentence

imposed as directed. The defendant shall appeat at (if blank, to be notified)
pbm

on
Date and Tune

Release on Personal Recognizanceor Unsecured Bowl

IT IS FURTHER ORDERED that the defendant be released provided that:

(V) (4) The defendant promises to appear at all proceedings as required and to surrender for service of any sentence

imposed-

) (5) The defendant executes an unsecured bond binding the defendant to pay the United States the sum of

dollars ($
in the event of a failure to appear as required or to surrender as directed far service of any sentence imposed.

wwra COPY - COURT Y13.LOW- DEFENDANT GREEN - PRETRIAL SERVICES L - q,t AT I Y PW - U.S. MARSHAL


