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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

N.J.S.A. 45:9-19,16a

TO PRACTICE MEDICINE AND SURGERY
IN THE STATE OF NEW JERSEY

This matter was opened to the New Jersey State Board of Medical
Examiners (hereinafter the “Board”) by Jeffrey 8. 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 meldicine
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)
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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
vspecifications 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 additionél portions of the record he did not
breviously 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 ﬁhe 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 oﬁtcome 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 toN.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 preécriptions 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 28,
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 Dispositién 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 hig license to practice medicine. The
facts underlying the basis for Respondent’s arrest and practice
restriction demonstrate that Respondgnt's continued practice would
endanger or pose a risk to public health or safety pending a
determination of findings by this Board. Purguant 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 pPractice 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, pursﬁant 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 todiscipline
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.

STAj?%éF ) %ﬁﬂﬁ;ﬁ@y@s@@ .

_ GEORGE J, SCOTT, D.O.
George J. Scott, D.P.M., D.O.

President

B
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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

Alllicensees 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.JA.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, butalso 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.

Alicensee 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 to N.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 a physician which is based on reasons relating to professional competence
or professional conduct:

) Which revokes or suspends (or otherwise restricts) a license,
(2) Which censures, reprimands or places on probation,
3) 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.
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NEW YORK STATE DEPARTMENT OF HEALTH
§$XVTE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

(NTHEMATTER ~ AMENDED

i OF . | STATEMENT
i ROHAN WLIETILAKA, M.D, OF

CHARGES

ROHAN WIJETILAKA, M.D., the Respondent, was authorized to practice
medicine in New York State on or about August 30, 1993, by the issuance. of
license number 193531 by the New York State Education Department..

EACTUAL ALLEGATIONS

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

” 2003, Respondent was Patient A's cardiologist. Respondent deviated from

minimally acceptable standards of care in that he:

1. Failedto adequately take histories and perform clinical exams.

2. Failed;to:-ade:qgé‘t‘é!ygjserfonndiﬂ'erenﬁSi%Qiajgnoses»fm Patient A's
complaints-ef-,' iﬁéli‘itli’hg}ebutinat;linﬁtefd:tb;.s‘hc}rtness of breath, chest
pain, palpitations and dizziness:

3.  Failed to use and/or ihapp:epriate_'& used diagnostic testing.

Failed to implement Proper treatment protocols.

5. Failed to adequately and appropriately follow Patient A’s abdominal
aortic éneurysm,. : ‘

6. Failed to maintaina record for Patient A which accurately reflected his
care and treatment, ‘ - '

7. Falsely reported findings of abdominal ultrasounds that he did not




perform.
a.  Respondent did so with an iritent to deceive,
8  Submitted false records for Patient A to The Department of Health
after service of the Statement of Charges in this proceeding.
8. Respondent did so with'an intent to deceive.
parded (oo
During the period between on or about March 1, 2009 through on or about
April 22, 2005, Respondent was Patient B's cardiologist, Respondent
deviated from minimally acceptable standards of care in that he:
1. Failedto adequately take histofies and perform clinical exams,
2.  Failedto adequately peirfcrm;dirfer_enﬁa; diagnoses for Patient B's
complaints of dizziness anidfor shorthess of breath.
Performed diagnostic tests not warrarited by Patient B's condition.
Failed to Properly administer diagnostffb cardiac tests.
Failed to implement appropriate treatment protocols,
Failed to maintain a record for Patierit B which accurately reflected his.
care and treatmient.
7. Submitted false records for Patient B to The Department of Health
after service of the Statement of Charges in this proceeding.
a. RespOndeat‘didfssp@ﬁjﬁgan intent to deceive.

o o b ow

On or-about May 29, 2092March392065 and January 29, 2008, Patient C
was admitted to St. John's Riverside Hospital (SIRH) in Yonkers, New York.
Respondent was the cardiologist involved in her care and treatment and
deviated from minimally acceptable standards of care in that he:

1. Forthe May 29, 2002 admission for suspected heart failure:;

3. Failledto adeq‘uatety’ moniter Patient C after her documented

2




episodes of ventricular tachycardia,

i b.  Failed to provide an adequate clinical plan andior note for
1 . PatlentC's transfer to another Fospital,

2. Forthe March 30, 2005 admission for chest pain:

a.  Failed o address diagriostic test results, including but not
limited to Patient C's EKG and cardiac enzymes, severely
elevated hemoglobin A1C, low potassium and high blood
glucose levels.

b.  Failedtoinclude a follow-up plan on Patient C's discharge
sumimary,

c. Failed to pravide an-adequate:clinical plan and/or note for
Patient C's transferto another hospital.

3. For the._Janua,ry 29, 2006 admission for a syncopal episode:

a.  Failed to include a report 6f Patient C’s arthythmia in her chart.

b Failed to address diagnostic test results, including buf not
limited to Patient C's EKG and blood chemistry.

c.  Failedtoinclude a follow-up plan on Patient C's discharge
Summam

i D. Dunng the. penod between on ar. about May 5, 2903 through on or-about

3. Perfom':ed diagnostic tests not warranted by Patient D's condition.
3




Failed to propetly administer diagnostic cardiac tests.

Failed to implement appropriate treatment protocols,

Failed to maintain a record for Patient D which accurately reflected his
care and treatment.

Purportedly performed, but in fact did not perform yet billad for
diagnostic testing, including but not limited to nuclear stress: testing on
January 17, 2005 and/or holter monitoring on February 23, 2005, for
which no documentation nor reports.are present within Patient D's
medical record.

a. = Respondent did so with an intent to decsive.

Subniitted false records for Patient D to The Depariment of Health
after service of the: Statement. of Charges in'this proceeding.

a.  Respondentdid: so with-an intenit to déceive,

During the period between on-or about July 21, 2000 through on or about
October 10, . 2005; Respondent was Patient E's cardnclogust Respondent .
deviated from mrmmally acceptable standards of care in that he:

1 B
2.

© o oa

Failed to. adequately take histories and perform clinical exams,
Failed to. adequately perform differential diagnoses for Patient E's-

complaints of chest péin, shortness of breath, palpitations and/or
dizziness.

Performed -diagnostic tests riot warranted ‘by Patient E's condition.

Failed to properly-administer diagnostic cardiac tests,
Failed toimplement appropriate treatment protocols.

Failed to mairitain a récord for Patient E which accurately reflected his:
care and treatment,

Purportedly performed; but in fact did not perform yet billed for
g




-diagnostic testing, including but not limifed to a stress echocardiogram

on November 2; 2001, an-abdominal acriic ultrasound on March 8,
2004 and other echocardiograms and ultrasounds dated from August
8, 2000 through July 15, 2005 , for which ho documenitation nor

reports afe-present within Patient E's medical record.
a.  Respondent did sowith an.intent to deceive. .

Submitted false records for Patient E-to The Depariment 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 of about January 14, 2005 through on or

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

Respondent deviated from minimally acceptable standards of care in that he:

1.

Failed to adequately take histories and petform clinical exams.
Failed to adequately perform differential diagnoses for Patient F's
comiplaints of chest pain, shortness of breath, palpitations and/or
dizziness.
Performed :dxagnestuc tests not: wamanied by Pat:ent F's condition.

Fal nisterd ‘cardiac tests.
Faded to lmplement appropﬁate treatment protocols.
Failed to maintain a record for Patient F which accurately reflected his
care:and treatment.
Purportedly performed, but in fact-did not perform yat billed for
diagnostic testing, including but no'.t;ﬁﬁa%fed to a stress-echocardiogram
on January 19, 2005 and/oran aortic scan and arterial ultrasound on

July 20, 2005, for which no decumentatlon nor reports are present
within Patient F’s medical regord.

S




a.  Respondent did so withan intent to deceive,
Billed Empire Blue Cross/Blue Shield for a nuclear stress test on

January 19, 2005 but performed noiest-,;if’any. that day with a nuciear
-component.
- & Respondent did so with an intent to deceive.

Submittéd false records for Patient F to The Department of Health

-after service of the Statement of Charges in this proceeding.
a.  Respondentdid sowith an intent to deceive.

Dﬁuri'rig the: period between on or about March 7, 2001 through on or about
September 22, 2005, Respondent was Patient G's cardiologist. Respondent
deviated: from minimally acceptable standards of care in that he:

1 )
2.

I S

Failed to adequately take histories-and perform clinical exams.

Failed to adequately perform differential diagnases for Patient G's
complaints of chest pain, shortness of breath, and/or dizziness.

iFe'ﬁQ'rmed'.di§g§éétic tests not warranted by Patient G’s condition.
Failed to properly administer diagnostic cardiac tests,

Failed to implement appropriate treatment protocols.

Failed to maintain a record fer Patient'G which accurately reflected his
care.and treatment,

Bﬂled Medicare Part B for a-nuclearsiress test on April 1, 2005 but

’ any. that day with-a nuc}ear component.

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

S;ubm;tted false records for Patient G to The Depariment of Health
after service of the Statement of Charges in this proceeding.

4a.  Respondent did so-with an intentto decaive,




FIRST SPECIFICATION °

Respondent is charged with-committing professional miscondiict as defined
in N.Y. Educ. Law § B530(4) by praclicing the profession of medicine with gross
negligence on a particular occasion as alleged in the facts of the following:

1. Paragraph A andeach of its subparag raphs; except A(7)(a) and A®)

and A(8)(@a).

‘SECOND SPECIFICATION
NEGLIGENCE ON MORE THAN ONE OCCASION
Respondent is charged with committing professional miscond uct as defined
in N.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. subparagraphs except A(M)a), A(8) and
'A(a)(a) Paragraph Band each of its subparagraphs except B(7) and
B(7)(a), Patagraph C and each of its subparagraphs, Paragraph D and
each of its siubparagraphs, -except D(7)(a), D(8)and D(8)(a),
Paragraph E and each of its ‘subparagraphs, - except-E(7)(a), E(8) and
E(8)(a), Paragraph F and eschofits. subparagraphs, except F(7)(a),
F{8) and F(B)(a), F(9) and F{9)(a) and Paragraph G and each of its
subparagraphs, except G{7), G{7)(a), G(8} and G(8)(a).

THIRD SPECIFICATION
INCOMPETENCE ON MORE THAN-ONE OCCASION




Respondent is charged with committing professional misconduct as defined
in N.Y. Educ. Law § 8530(5) by practicing thie profession of medicine with
incompetence on more than one occasion as alleged in the facts of two.or 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 of its subparagraphs except B(7) and
B(7)(a), Paragraph C and each of its subparagraphs, Paragraph D and
each of its subparagraphs, except D(7)(a), D(8) and D(8){a),
Paragraph E and each of its subparagraphs, except 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 F(3)(a) and Paragraph G and each of its
subparagraphs, except G(7), G(7)(4), G(8) anid G(8)(a).

FOURTH THROUGH EIGHTH SPECIFICATIONS
UNWARRANTED TESTS/TREATMENT

Respondent is charged with committing proféssional 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 B(3).

5. Paragraphs D and D(3).
6.  Paragraphs E and E(3).
7
8

Paragraphs F and F{3).
Paragraptis G and G(3).

NINTH THROUGH TWENTIETH SPECIFICATIONS
FRAUDULENT PRACTICE

8




Respondent is.charged with commitling 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. Paragtaphs A, A(7) and A(7)(a),

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

11. Paragraphs B, B{7) and B(7){a). |

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

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

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

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

16. ‘Paragraphs F, F(7) and F(7)(a)

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

18.  Paragraphs F, F(8) and F(9)(a).

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

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

TWENTY-FIRST THROUGH THIRTY-SECOND SPECIFJCATIQNS

Respondent is charged with comm:thng prefessnonal misconduct as deﬁned"
[ in NY. Educ. Law § 6530(21) by wilfully making or fi iling a false report, or faﬂing to
filea repori required by law or by the department of health or the educat:on
depariment, as alleged in the facts of:

| 21.  Paragraphs A and A7),

22.  Paragraphs A and A(8).

23. Paragraphs B and B(7).

24. - Paragraphs D and D).

25.  Paragraphs D and D(8).




26.  Paragraphs E and E(7).
27.  Paragraphs E and E(8).
28.  Paragraphs F and F(7).
29, Paragraphs F and F(g),
30. Paragraphs F-and F(9).
31.  Paragraphs G and G7).
82. Paragraphs G and G(8).

THIRTY-THIRD THROUGH FORTY-FIRST SPECIFICATIONS

Respondent is charged with committing professional misconduct as defined
inN.Y. Educ. Lavw § 6530(32) by failing t6 maintain 2 record for each patient which
aceurately reflects the-care and treatment of the patient, as alleged in the facs of

33, Paragraphs A and A(s).

34.  Paragraphs B and B(6).

35, Paragraphs G an dfi-.C,(?_1)T(fb)6
36, Pa'ag'aPhSC,C(Z)(b)an d C2)(c).
37.  Paragraphs C and C(3)(c).

38.  Paragraphs D and D),

39.  Paragraphs E ap

40. P
41.
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| DATE:

November 10, 2011
New York, New York

REDACTED

Roy Nemerson
DeputyCounsel .~
Bureal of Professional Medical Conduct
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EXHIBIT B



Emm OF NEW YORK : DEPARTMENT OFHEALTH
[STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

INTHE MATTER DETERMINATION

oF o
ROHAN WIJETILAKA, M.D, ORDER
BPMC 12-130

‘C‘{\ TN S

AiNotiC,e of Hearmg and Statement of Charges, dated November 10, 2011, were served upon the

e me e FE w6 RE 66 ee
s

e

Respondent Rojan Wijetilaka, M.D. The Statement of Charges was smended on December 15, 2011)
IMICHAEL R, GOLDING, M.D, Chairperson, REID T. MULLER, M.D. and JOAN MARTINEZ.
IMcNICHOLAS, duly designated members of the State Board for Professional Medical Conduct, served
s the Hearing Committee in this matter pursuant to Section 230(10)(e) of the Public Health Law,
WILLIAM J. LYNCH, ADMINISTRATIVE LAW JUDGE, served as the Administrative Officer.
i The Department of Health (“the Department”) appesred by JAMES E. DERING, Genersl|
#’Jounseg-byi CHZRISTINE M. RADMAN, ESQ., of Counsel. The Respondent appeared by Wood &|
IScher, WILLIAM L, WOOD, ESQ., of Counsel. Evide:iégiwﬁs;rgceiyed,-witnésses sworn and heard,
Tnd transcripts of the proceedings were made, |

After consideration of the entire record, the Hearing Committee issues this Determination and

hOr‘der.

PROCEDURAL HISTORY
'——_—w_“*_—*‘.

{Pre-Hearing Conference: December 5, 2011




Hearing Dates:

[Witnesses for Petitioner:

Witnesses for Respondent:
1. WrittenSubmissions Recelved:

%éﬁbmﬁpns}iﬂ_al&:

' b‘gency of the State of New York (§230

hereinafier “PHLD.

{Professional Medical Conduct {biereinafier

etermination and Order.as Appendix 1,

STATEMENT OF CASE
2LV OF CASE
The ‘Stéte Board. for Professional Misconduct is a duly authorized professional disciplinary

Thi§ case was brought by the New York State’ Depamnent of Health, Office of

filing false reports, and failing to- maintain adequate miedical
irécords. A . copy of the Notice of Hearing and Amended Statemem of Charges is attached to thi

Decemiber 15, 2011
January 24, 2012
January 31, 2012
February 9, 2012
February 28, 2012
‘March 15, 2012

Steven R: Bergmann, M.D., PiD.
Rohan Wijetilaks, M.D,
Robert M. Siegel, M.D.

Aprli 23, 2012

May 3, 2012

¢t seq of the Public Health Law of the State of New Vorkl

“Petitioner” or “Department”) pursuant to §230 of the P.H.L|

e |

%




FINDINGS OF FACT
The follewing Findings of Fact were made after a review of the entire record in this matter.
:iUnless otherwise noted, all findings- and conclusions set forth below are the tinanimoéus determinations

: of the Hearing Committes, Conflicting evidence, if any, was considered and rejected in favor of the

tted evidence. Numbers: below in parentheses refer to extibits (denoted by the prefix “Ex.”) or
recript pags pumbers (“T.7) These citations refer 1o evidence found persuasive by the Hearing

“omamitiee in amiving at 'a partionlar finding. Having heard testimony and considered documentary

[pvidence presented by the Pefitioner and Respondent, respectively; the Hearing Commitice hereby

jmekes the following findings of fact:

1. RﬂSPondﬁnf,R@an ‘Wijetilaka, M.D., was authorized to practice medicine in New ok s

Jon or about Augst 30,1993; by the issuance of license number 193531 by the New York State
ducation Department. (Dept Ex. 2).

2 During the period between on or about April 9, '199'9.thmugb'1anuary 16, 2003, Respondent was

[Patient A’s cardiologist. The broad field of cardiology involves the evaluation and treatment of heart

#nd vascular disease. (Dept. Ex. 34, 3B and 3C; T. 19:20).

3. Patient A was 56-yeai-old man When he visited Respondent’s office on April 9, 1999
jcomplaining ofshormggg of breath, eighteen days after having had qniﬁmpig"comnary artery bypass
purgery. His other pertinent medical history included a finding of an ‘abdominal zortic aneurysm
’E(‘*rﬁpiegx’), anging, hypertension, hypercholesterolemia and chronic sbstructive pulmonary disease
waxm 2 two pack aday: smoking habit for many years. Respondent deviated from the standard of care by
V ot pcrformmg an adequate ‘history and physical (“H&P”) and inadequately performing a differential

diagnosis for Patxgmt A in-order o direct an efficacious treatment plan. He failed to describe the nature,

3




Idiration and pfacipitaﬁng/amelioraﬁng events for the shortness of breath; failed to record the date and
 Inature of the bypass surgery; failed to check the condition of the coronary artery bypass surgical scar;

ifailed to check the patient’spiilse; Tespiratory rate; oxygen saturation leve] and temperature; failed to get

blood work to rule out post-opeyative bléeding and/or snemis; failed to-order a chest x-ray to. nile out

pericardial or pleural effisions: failed to refer the patientto  pulmonologist to further investigate the

cause(s) of the shorness of breath; failed to institute a treatment plan for the shortness of breath; and
|f2iled1to address when and how Patient A's Triple A was to be evaluated. (Dept. Ex. 3A, pp, 8-10, 74-
{77, 88-89; T. 110-117, 187-188). i
4. Patient A visited Respondent’s office eleven days later, on April 20, 1999, again complaining of
shortness of breath which again went unevalnated and untreated. (Dept. EX. 3A, p. 16; T. 121-123).

5. Patient A visited Respondent’s office fifieen fimes over three and a half years, fom April 1999

T ough Nov;embet'ZOQZ,_;complgii;ing at least ten times &f shortriess:of breath. Respondent deviated
om the standard of care in {hat this symptom was never adeguately-evaluated br:ﬁ'é;é’(ed. (Dept. Ex.
BA, 5. 1047 T, 117:119,

6. Respondent recorded Patient A%

‘bload pressures. consistently as 130/80 over nine separate visits:

and kept as Jow as tolerable; Respondent’s failure to obtain an accurate and trueblood pressure
[measurement oni each of the nine separate visits is a deviation from the standard of care, (Dept: Ex. 3A,
p. 11-15; T. 119-120, 125-127).

7. Respondent did not record -2 pulse rate for Patient A during the-clinical examiination at any of the

i1ﬁﬂeeta documented visits to kis office, A cardiec patient’s pulse must betaken during a physical

iexanﬁnaﬁon_,.mpccially when a patient is-on beta bIockers, as was Patient A, because such medication
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can: cause electrical abnormalities (affecting the pulse rate). In failing to do so, Respondént deviated
from the standard of care. (Dept. Ex. 34, pp. 10-17; T. 1 15). |
8. Respondent prescribed Meridia, s weight loss miedication;, for Patient A-on November 2,1999,

Jwhen the patient’s weight ineressed from 177 to 199 pounds over seven miohihs. A reesonably prudent

hysician, given this patient’s history, would need to rule out heart failure as the cause of the weight

ain. Respondent did not. In addition, the medicitian he presoribed to Patient A is contraindicated in
irenergic system which could raise the blood pressure and give the patient tachycardia. (Dept. Ex. 34,
b 11; T. 129-131),

9. Alsoat the November 2, 1999.office visit,_ Respondent provided no evaluation for Patient A’s
fpomplat ofdzziss. At theverylast, Respondent should heve checked Patient A’ vital signs
ﬂ:nciuding blood pressure, both lying down and standing, and ordered blood work to rule out anemia or
{any other metabolic 2bnomialities, to comport with the standard of care. (Dept. Ex. 3A,p. 11;T. 131-
132). ’

10. In early 1996, & CT scan of Patient A’ lumbar spine revealed a focal Widening of his abdominal
faorta measiring 2.4.centimeters: This is documented in Patient A’s first visit to Respondent’s office in
§1999. An 'abdomiha,&iaoﬂ;:‘:c aneurysm is a ballooning of widening/enlarging of a blood vessel, typically

abeled so at 3 centimeters, that may dissect or tear into the interior wails;ofthemae;él and/or perforate
Kr rupture through all of the. walls so there is blee'di‘ng from the blood vessel, The complete rupture of
“rm aortic aneurysm is a catastrophic event. An zortic ultrasound taken three years latet, on January 16,
11999, revealed that Patient A’s.abdominal aortic widening grew to 3.74 centimeters. Thisis

documented in Patient A5 first visit to the Respondents office i 1999, ‘The rate of growth from 2.4

centimeters in early 1996 to 3.74 centimeters just three years later is atypical, requiring frequent
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kassessment, both clinically and with ultrasoind, at Teast yearly. Respondent deviated from the standard
E]of care by failing to perform this non-invasive, relatlvely short ultrasound procedure, (Dept. Ex. 3A,p.
I8, 127; T. 119-120, 138—143_,_-;205#206,» 7,80-.78'1);. ‘

11. On February 4, 2000, Patient A returned t6 Respondent for & follow-np visit. At that time,
Tl,esponﬁem discontinued Ecotrin (babiy aspitin) from Patient A's medications without: explanation,
Aspirin is one of the basic medications used to treat heart disease and help prevent myocardial
Lunfarctzon. 1t is a deviation of the standard of caré to disconhnue ‘@ cardiac. panent’s -anticoagulation
jregimen and fail to indicate the reason in that patient’s chart, (T. 134-135),

1 12. Also at that visit, which was one year after Patient A’ last documented aortic ultrasound
easuring his Triple A, Respondent failed to perform an ultrasound to assess'the cuiirent state of the
[gneurysm. Therefore, Respondent did not know i'tg'fcuuen,t}.size:orratefoﬂg;qwth over the preceding’
year. Notwithstanding this.critical Jack of obtainable medical information‘and withouit agy~explanétion
iin the patient’s chért, he ordered and performed a:nuclear stress test on Patient A on March 24, 2000

with no medical indication. In addifion, there is-no tecord of Respondent examinis g Patient A before

stressing his heart one year, almost.to the day, -a.ﬂerhigqﬂintu’;ale bypasssurgery The failure to. assess:

Ei‘c‘Tﬁp_}c A’s size and stability, compounded by the sbsence of'a pre-test physical examination,

| heighten the egregiousness of this unneccssary nutlear stress test. These are gross deviations from the
standard of care. (Dept. Ex. 34, p: 12; T. 133-137),

13.A nnciearstressfperﬁasmn test is similar to an exercise stress test which ificreases the blood flow
lto the heart up to a maximal guideline-directed heart rate to dmgnose ischemic heart disease. The
b[mlecnon of a nuclear isotope with i imaging adds more information to the testing process which makes

{the results more sensitive, The test is non-diagnostic if the target heart rate canniot be achieved. Tn such




luding cardiac caiheteﬁiaﬁon,, when warranted. (T. 22-26).
- Respondent failed to document any blood pressure measurements during the nuciesr stress tssy
ocminisered to Pient A.on March 24, 2000, whick deviates from the standard of care'as it is clinically-
l]axid diagnostically critical to monitor cardiovascular response 10 exercis e, over time and with iﬁcfeasipg, .
Lp"o,ﬂdoad,duzing all éb'ess tests. (Dept. Ex. 3A, p. 173; T. 2223, 44-45, 136.137).

: 15, It is important to monitor kidney function in & patient with coronary artery disease, especially
when'the patient alse has a Triple A. Decreasing function may indieaté dectsssed blood flow to the

~ idneys possibly due to the involvement of the aneurysm with the renal arteries, (T. 111, 144),

16. Respondent ordered blood work for Patient A on July 27, 1999, four months after his quintuple
rg;wass surgery, but failed to order additional bléo,,d work until two years later, during the July 27; 2001
Léi”ﬁce- visit. Patient A was on statin therapy throughout this period of time, which could adversely affect
Jiver s, 1 sddion, i 1999 loodwork showeda abncrma fasting glucose level and elevated
oood wrea nitogen (BUN), indiing some kidney dysfnction. Respondent devisted rom the standacd
’df;ﬁcare when he failed to adequately monitor Patient A’s lipid profile as well a5 Tiver and ki dney
unction. (Dept. Ex. 34, pp. 59-60, 45-50; T. 143-144).

17. Patient A’s kidney function was deteriorating as his creatinisie levels'worsened fom 1.3 in July

Jof199910 1.5 in July of 2001. (Dept. Ex. 3A, pp. 59-60, 47-50).

18. On February 22, 2002, Patient A complained of exertional shortness of breatt, and Respondent

rformed an echocardiogram and stregs echocardiogram. Respondent documiented in that visi's office.
Jrote that the stress echo showed mild inferior wall ischemia extending from base 10 apex. Despite this
{ding, Respondent did ot change o adjust Paet A’s treatment plan. (Dept. Ex. 34, p. 14; T, 153-
155).




{test. Once again, Respondent did not change or adjust Patient A’s diagnostic and treatment plan, Dept. |
: rEx 3A, pp. 15,22; T. 155-156),

: target heart rate;
erefore, the exercise test was non-diagnostio, Adding the muclear component with Sﬂbﬁiéﬁmﬂ
kﬂ&m}se does not yleld more information as it i again 2 non-diagnostic test, Under these ciroumstances |
of presumed worsehing ischemia, a reasonably prudent cardiologist would needtop

erform a different

idvanced cardiac life support (ACLS) in progress at 11:38 am. (Dept, Ex. 3C, p. 32).
23. Upon amrival at the Em

-

ergency Department, Patient A was in full asystolic and cardiopulionary
with an in_egulaﬂy.sihépad-i&nd grossly distended abdomen, He'was resuscitated per ACLS




protocol aud stabilized in the ER, then brought for & CT scan of his brein and shiomen, Respondent

wvas present in the CT suite during the scans, (Dept. Ex.3C, pp. 12-14,17).

24. Respondent should have been acutely aware of the most probable cause of Patient A’s condition
iven the patient’s history and presenting symptorms, most specifically the irregularly shaped au‘ﬁ‘;fgms:s'l'y

dis ended abdomen. (T. 168),

25. The CT scan taken showed a ruptured juxtarenal abdominal aortic aneurysm measuring 9

entimeters in its largest anterior/posterior diameter. A large retroperitoneal 'hemato_m‘a i‘s:igi&ﬁﬁﬁfed’iﬁ _
»'Le«ri"‘ght gbdomen. Before emergency surgery to repair the rupture could begin, Patient A coded once

ragain, but this time wes unable to be revived, Time of death was 2:50 p.m.
; Zﬁ): ~ ‘

(Dept. Ex. 3C, pp: 14, 17,

26. Respondent’s care of Patient A grossly deviated from the standard of care. Patient A died at 60
years of age from a ruptured abdominal sortic aneurysr, Respondent had actual kmowledge of this
lanenrysm for three years. Patient A pa_id regulﬁr visits o his office, which meant Respondent had'the.

bbligation and ‘opportunity to adequately follow it along with his other cardiac issues. The fact that the.

neurysm was.discovered before its Tupture should have been fortuitous, Respondent’s neglect deprived
Patient A of the chance to have the anenrysm fixed and to live longer. (T. 168).
| 27 Respondent was not aware of the precise location of Patient A’s sbdominal aortic-aneurysm
@ept. Bx. 3A, pp. 12, 13, 19, 58; Dept, Ex. 3C, p. 20; T. 538-547, 785).

1 2 Respondent altered the medical record of Patient A, by falsely documenting that he performed
La‘bdomina! ultrasounds on October 13, 2000 and August 18, 2002. The patient record contains no
primary data of these ultraspunds. Respondent also altered the medical record-ongaﬁénf.,Afby creating
Eﬂd inserting false copies of letters addressed to Victor Ribeiro, M.D. reporting that abdominal

TmtraSQunds had been performed. Patient A had only been seen by Dr. Ribeiro on two occasions, the
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Hlatt_er of which was in 1996, and Respondent never sent copies of the letters to him. (Dept. Ex. 3A, pp.
112, 13, 19; 58: Dept. Bx. 3B; T. 137-143).

29. Respondent altered the medics] record-of Patient A, by felsely documenting that he counseled

ﬁﬂ:e patient regarding the need for consistent follow-up to assess the abdoming] aortic aneurism every

three to six months, Although Patient A wasin Respondent’s office for a visit at the time this note was
wrportedly made on August 10, 2001, Respondent did notperform an ultrasound or indicate the reason
{one was not performed (Dept. Ex. 3A, p.13: T. 149-]

50)
IF' >atient B

30. During the period between on or about March 1, 200] through April 22, 2005, Respondent was:

?aﬁms?s cardiologist. (Dept. Bx. 4, Dp. 56-79).

31. Respornident took over Patient B’ care ffom an associate physician on March ¥, 2001, one year

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

Was a 62-year-old man with a previous history of hypertension, stroke, Jeg ulcers with venostasis {slow
lood flow)-and prostste cancer requiring gro'stzicctpmyrfolbwed’by 2 penile implant. He completed hi

Liaﬁon and-surgical therapies in 1998 and was-cured of his prostate adenocarcinoma. (Dept. Ex. 4, pp.
56, 114:115, 182-183,284-287, 292),

I 32

Respondent deviated from the standard of tare by failing to get 4. complete medical history,

'dluding‘_pr;i;or;treﬁunents-, and current medications, and failing to perform an adequate physical

xXamination with a review of systems, Most notably,
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ugmdmg the diagnostic approach which directs appropriate freatment modalities, (Dept. Bx. 4, p. 56; T.
216-217, 796-797, 806).

| 33, Respondent received payment from Patient B’s insurance company for an echocardiogram of ‘
'I}Pa'tiém B on March 1, 2001, which he did not perform. No record exists of any echocardiogram for that-

j ay in the medical record, nor is there any indication of the €cho results in the office visit notes. (Dept.
H::-'% pp. 6-7, 56).

34..0On March 14, 2001, Respondent performed an exercise nuclear stress test o Patient B which
wvas completelynon-diagnostic for ischemiz or electrocardiogram (EKG) changes, as the patient only

heXetci'sed for 3 minutes and 58 seconds and did not achieve his target heart rate (101 beats per minute

rather than 134). Respondent deviated from the standard of care by failing o obtain a meaningful

diagnostic.cause for Patient B’s exertional chest pain through other means, as the patient might have

condition. Other evailable diagnostic modalities available included the use of a pharmacelogic agent to

,Lihcrease, the patient’s heart tate to target, a CT scan of the coronary arteries with contrast or cardiac
(eatheterization. (Dept. Ex. 4,p. 95; T. 22:26, 221,231, 777-778).

35.In addition, Respondent failed to document any blood pressure measurements during the nuclear

Istress test administered to Patient B on March 14, 2001, which deviates from the standard of care,

KDept. Ex. 4, p. 95; T. 22-23),

36: On July 3, 2001, Respondent performed a carotid doppler study on Patient B finding
jatherosclerotic changes in both carotid arteries, The study was performed three months after Patient B
7 complained of dizziness, and Respondent indicated some clinical finding related to the patient’s right
Jearotid. Despite this finding and subsequent test result, Respondent did not follow the standard.of care

sand prescribe aspirin therapy or a statin drug for Patient B; nor did he indicate any. contraindications for
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HSUVJI treatment for this patient. The only notations Respendent included on Patient B’s office note for

{Puly 3, 2001 were his height and weight, (Dept, Ex. 4, pp, 38, 58), |
| 37. On February 13, 2004, March 22, 2004 and April 13, 2004, Respondent documented Patient B’
k?bload pressire at 160/90, 160/94 and 160/84 respectively, yet failed to prescribe any anti-hypertensives,
This was a deviation from the standard of care; |

especially as such medication would be the. standard
eatmerit for Respondent’s earlier purported diagnosis of Patient B’s diastolic dysfunction as well,

(Dept. Bx. 4, pp. 12-13, T. 236.238),

38. Respondent performed four non-diagnostic nuclear stress tests on Patient B on March 14, 2001,

e stress tests, including exertional chest pain, palpitations and shortness of bresith, (Dept. Ex. 4

= %,.Pp.
40, 45,48, 95, T. 56, 63-64, 683, 75,252-255),

1 3. Respondent does not identify the dose or rate of administration of the nuclear isotope he used

faring the Ju_ly,.30,2003 nitclear stress test he administered o Patient B, which-deviates from the

taridard of care, Respondent also falsely represents that Patient B achieved his target heart rate of 133

eats per minute when in fact the data sheet reveals that it never got above 106 beats per minute. {Dept.
Ex. 4, pp. 44-45).
40. In a:span of only four years, from March 0f 2001 through March of 2003, Respondent performed

Keleven stress tests (four of which inclnded the useof a nuclesr isotope)on Paﬁent,B; The eleven tests
HWere ngn~diag1105ﬁé-yet documented as normal, deviating from the standard of care, In ad&iﬁcm,

ﬁ{éspondent performed four abdominal ultrasonnds (for pain and 2 reported pulsatile abdominal aorta yet
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2 ese findings are non-existent in the iriitial office note), five carotid doppler studies (for purported yet

| ut ecqnsi'stenﬂy failing to stageif). This amounts to twenty-four Iatgely.negaﬁvc cardiac tests. (Dept,
e . 4,9p. 3,20-23, 27-29, 32-40, 4245, 4748, 50-51, 58, 8081, 95, 179, 335, T. 25,231, 241243,
246-247, 255, 259, 266-267, 809-311),

41, Respondent only occasionally documented the medigaﬁqns Patient B wastaking, There is very
hiﬁl@iﬁtﬂ@ indication as to how any of the numerous diagnostic tests performed on Patient B directed or 'J
influenced his treatment. Itis & deviation from the standard of cate to regularly perform non.-diagnb;stic '{
E::s &s well as repeat tests with no discernible medi'cal rationale or change in trestment. {Dept. Ex. 4,
Lfap-a%:—?”?é% T.262-263; 802-804),

Patient C

42, During the period between on or abont May 29, 2002 through on or sbout February 1. 2006
h--Rf@'s-'lv’?"i“d"ff‘»“’"’»’*35:1"’‘@“if”i‘*’-C"J.Iﬁf"irﬂary care physician as well as her cardiologist. (Dept. Ex. 5, pp. 4, 10,
178,84, 213, 268).

J59-year-old womman with a hisory of cardiomyopathy, a leaky heart valve, hypertension, astma and
[diabetes mellitus. (Dept. Ex. 5, pp. 213-214, 268).

44, Patient C was admitted to ﬂle'ﬁosp_ital with a diagnosis of dilated cardifomyopathy. (disease of the
thmmmle)’ CHE, hypertension and disbetes, and Herbert Schoen, MuD. referred Patient C f0
[Respondent for & cardiac consultation. The hospitals admission registration form identifies Resporident
(s Patient-C’s primary care physician as well as the May 29, 2002 admitting and attending physician,
KFOMMMME the referral. Dr. Schoen definitively documented the transfer of the patient’s

§carein the
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E‘”Spitﬁ fo Respondent on May 31, 2002, after which Respondent wrote the orders for Patient C who
S it bospt talunti] her transfer to Westchester Courity Medical Center (WCMC) on June 2,
2002, (Dept: Ex. 3, pp. 213-214, 224, 228, 258, 292).

45. During the stey at SIRH, Patient C experienced sigrificant cardiac arrhythmias s
fenﬁgulaf'bigﬁminy* frequent premature ventricular contragtions (PVCs) and an episode of ventricular

Syt Voniulpselpartie s o ‘heart thythm arising in the lower chambers of the heart,

Iich can be fsi i sustained. Respondert documented this episode onMay 31, 2002, at which time b
[was incharge of Patient C's care, (Dept. Ex. 5. PP 227, 246, 249; T. 271272, oL

| A cardiac patient admitted to a Hospital should be visited by her tending or covering physician
&‘“ least @ﬁi?dﬁl.ingih@;s‘tay, especially when such patient has potentially dangerous arrhythmias. (T
72278, 823920,

47. Patient C was transferred to WCMC on June 2, 2002 for aq electrophysiclogy study and a
;Fossibl;e;impiéﬂ‘ﬁm defibrillator (AICD). The last note indicating that ReSpo“ndem saw Patient-C was
written by him on May 31, 2002; and no other physician note #ppears in Patient C’s hospital record
(thereafter. (Dept. Bx. §, pp. 217-218,227, 258).

48. Respondent did not provide & transfer note for Patient C. This deviates from the standard of care

Jpesause it is eitcal when transferringa ptien from one fafity t another that he receiviag faility
| — e reason for the transfer including the transferfing physiciars thinking sbout the varigus |
es tresults and physical examinations, medications and treatments along with the history of the patiént
b some detait, (T. 272273, 236).

] 49, On March 3 93:»- 2005, Respondent again sent Patient C to the EmErgency Department at STRH

{when she.complained of chest pain, shortness of breath and afastheartbeat, her cardiac pacemaker

Hhavmsgbeen implanted in 2002. (Dept. Ex. 5, p. 77-84),
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50. Diagnostic tests were performed on Patient C af SJRI during the course of her stay there,
lp.ncludmg bloed work.and electrocardmgrams (BKGs), until her transfer to Mount Sinai Hospital for
lgcardzac catheterization on April 3, 2005. (Dept. Ex. 5, pp. 98-1 10)

51. Respondefit was Patient Cs primery care, admitting and atiending physician/cardiclogist for this
;Tiospitalgst}a‘y.- Only two short notes appear in Patient C’s hospital record dated April 1 and April 2,
2005, and each fhils to clinically assess the reason for hﬂ'fmpi'd"heaﬁbeag»vseverely’ high hemoglobin

Al1C, low: potassmm and high' blood glucose Jevels orto analyze ‘her EKGs and cardiac function and/or

o provide a compreherisive assessrient and plan. (Dept. Bx. 5, p. 95).
52. In Patient C's previous STRH hospital admission-of May 012002, she was identified as. having an|
qa]lergy 10 aspirin, (Dept. Ex. 5, pp. 255,258; T. 752-'753)

SBInM rchi 6f 2005, Respondent. inclndes daxly Ecotrit (coated aspirin) in his physncmn orders and

itransfér form for Patient C with no docimented explanation as to.why she could safely take aspirin at
l]ﬂns time. (Dept. Bx. 3, pp. 85,111; T. 753-755; 824).

54. Respondent transferred Patient C to Mount Sinai Hospital for cardiac catheterization on April 3,
2005, once again failing to provide an adequate transfer note to-the receiving facility with any complete
, jor meaningfil information. Moreover, there was no: indication in the imedical record that Respondent
.Lattempied ‘any other form of communication with the rece:vmg facility. (Dept. Ex. 5, pp. 85-85, 142,
Is18-819).

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

ﬁare documented on the transfer form so that the institution assummg that patient’s care can prﬁperly
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3 primary care, adinitting ang attending
: hysmxmlcardmlegxst for this hospital stay. (Dept. Ex. 5, pp. 4,8, 10, 53),

57. Only two short notes appear in Patient C's’ “hospital record dated January 30 and January 31,

2006, and each fails to clinically assess her blood chemistry, analyze her EKGs and/or provide a
r:emprehcnswe assessmient and plin. (Dept. Bx. 5, pp. 13, 17,21 -41).-

58, Notwithistanding the computer print-out of Patient C’s AICD device,

there is no report by
espondent analyzing the data and dcscn’bmg the. events-or canse.of the: syncopal epzsode, which
eviates from the standard of care, (Dept. Bx, 5, P 16; T, . 275-276).

59. When Respondent discharged Patient C on February 1,:2006, he fiiled to pmmde an adequate

follow-up plan in the discharge summary and her medieation list was incomplete, (Dept. Ex. 5, pp. 6-7).{

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

atient D's cardiologist. (Dept. Ex. 6, pp. 16-27).

hypertension and prostate cancer, and a family history of hypertension and disbetes. Patient D also

smoked 2 pack of cigareites daily. Respondent:fails to specify the duration ofthe. smoking history,
Dept. Ex. 6, pp. 16-17, 31-52; T, 623-624).

61. On May: 5, 20{)3 ‘Patient D, a 62+year-old: tman, Visited Respondent’s-office comiplaining of chest

bain and shiortness of breath on exertion, palpitatiosis, dizziness, an episode of blurred vision and

umbness-on the Jeft side a fewdays ago, and syncope the day before. He had a past medical history of
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62. Respondent failed to properly assess Patient D's chief complaints including the circumstances
Vsunouuding Patient D's fainting episode; blurred vision and left-sided mumbness, any indication of
whether the chest pain was stable/umsteble or increasing, andrwﬁ:e,ther:ornei;iﬁé:iiéiﬁi{ﬁﬁons were
pesosiated wih the dizziness. Respondent feled to seek emergent care for Patient D for possible stroke
[1nd ecute coronary syndrome et this visit, which deviates from the standard of care, (T, 301.304),

63. Respondent performed an EKG on Patient D 'which was shiormal, furthering the evidence that
L}Paﬁeﬂt D had significant coropary artery discase. (Dept. Ex. 6, pp. 23-24, T, 302-303),

64. Respondenit failed to appropriately evaluste and tréat Pgﬁmn_,enfMaygs’ 2003, given his
bnormal EKG and presenting symptoms si geestive of a range of both cardiac and nenrologic
onditions that put him at immediate risk for life threatening complications Siich as sudden cardiag
[death. Notwithstanding this risk, Respondent scheduled Patient D for stress testing in his office just a
Tfew days later, thereby exposing him to even greater risk by exercising an ischemia compromised heit
This was & severe devistion from the standsrd of are, (T 301-310, 316, 840),

85. On or around May 9, 2003, Respondent perforined ‘& suboptimal muclear stress test on Patient D

l}rendedngf'it non-diagrostic. Nonetheless; the test did Teveal mild apical inferfor ischemia even with

v Fubmaxin‘zj;al exercise suggesting that the-ischeriiia may haveactually been worse, Respondent failed to
eek a different test for Péﬁentiﬁ’tﬁgé would yield-a dxagnoshcresultsuch a5’ ¢ardiac catheterization,
espondent also failed to preseribe a beta blocker, statin or a’spix‘in’jfoffPiiﬁéﬂt’D"at-'this time even with
the dlagnosed ischernia ﬁndmg and Patient D’s less than optlmal hpxd profile: Procardia was the only

edication Patient D was taking. The unwarrerited admnnstermg Of a nnclear stress test and the failure

o adequately diagnose and treat Patient D are both sevére devrancns fromthe staudard of care, (Dept.
. 6, pp. 26, 30, 39-42; T. 306-309, 842).
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66. In addition, Respondent failed to document any blood pressure measuréments during the nuclesr |
F’stress test administered to Patient Dron or ‘ebout May 9, 2003, which deviates from the standard of care,
@mﬁ Ex. 6, p. 30).

:67. Respondstit reported three. significantly different zm.mbers fcri"aﬁent D’s gjection fractions. for

e May 9, 2003 nuclear stress (75%) and echocardiogram (55% and. 45%), whick'is: not physiologically
ossible. The efection fraction is.one of the most important numibers acardiologist has fo ascerfain the
functional condition of the heatt and actually predict- mortalxty as well s direct freatment. Therefore, it
%needs to be measured accurately to comport with the standard of. care.. (Dept. Ex.: 6,pp-. 29,38,43: T,
27-28, 306-307).

68. Three manths later, Patient D came to: Respondent’s 6ffice ¢ on:August 5, 2003, , complaining 6f
kleﬁ-s;ded chest pain and shortness of breath, which Respegﬁgntfagamzfaﬂ_ed to detail. The EKG that
was taken showed new ST segrnent elevations i the anterior leads ‘tha_:;‘suggesti,‘eiﬂig: aneurysm
formation or new ischemia, Notwithstanding this new finding, Respondent had Patient Deundergo
lenother non-diagnostic exercise siress test and stress echo that very day, recklessly exposing Patient D

{once again to unnecessary risk. (Dept. Ex. 6, pp. 22,35; T. 3@9-3'120,»‘843-844);

|2dministered to Patient D on Aughst 6, 2003, , deviating from the-standatd of care: {Dept. Ex.6, p. 35).

70. Respondent falsely billed fora J amiary 17, 2005 nuclear stress test and: aFcbmmy 23, 2005

Holter monitor test which he did not perform. No dotumeritation or repon of these tests is contained in

¢ medical record for Patient D. (Dept. Bx. 6, pp.8-9, 16; T.311-3: IZ}i
71. Respondent’s medical record for Patient D contains two handwritten office visit reports for that |
ame visit which differ in content (e, allergies addressed in one report:and not the other;

‘unremarkable” family history noted in one Teport with hypertension and diabetes listed in the other,
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Jﬂetc.). This constitutes substandard recordkeeping and substandard care. (Dept. Ex, , Pp. 16-17, 51-52:

T. 300-301).

Faﬁe‘ntE

 72. During the period between on or about July 21, 2000 through October 10, 2005, Respondent was
’ ,atientE;s.cardioI’ogist. (Dept. Ex. 7, pp. 2945, 127-128).

73. On July 21, 2000, Patient E, a 61-year-old woman, visited Respondent complaining of “atypical”

chest pain, shoriness of breath and palpitations. Shehad a history of hypertens:on, disbetes and
yperlipidemia. At5°1%, she weighed 154 pounds. (Dept. Bx. 7 » Pp.28:29, 34; ‘1. 317-381),

‘ 74. The history, physical and clinical examination for this first visit wasmdequatc The

1r:ha,racterisﬁcs of her chest pain, Such-as jts origin, frequency, dm'at:on, nature, relation to exemon and
recipitating/relieving factors were not addressed.. It was simply Iabeled atypical.” There was. no order

Eor any laboratory evalustion, and no medications were listed: except for Cozaar which Respondent

ureplaced with Atenolo] presumably due to her cough. The clinical exam and EKG; were documented as

ormal. Respondent. did not include any plan to-evaluate the canse of fhe chest ‘Pain, devzang from the

standard of care. (Dept. Ex. 7, Pp-28-25; T. 317-318).

75. Respondent received payment ﬁnm Patient E’s insurance carrier for; ‘pirporfedly performing a

uclear stress test, echocardlogram and carotid ultrasound op Patient E on August 8, 2000 Only a stress
ltest data-sheet is mPanent E’s medical record, and there isno mdxcauon of the other two tests in ‘the

isit notes. Also, no sxgned consent appears in this patient’s record, which. is required to. comport with |
e standard of care. Respondent falsely billed for the. echocardiogram and carotid witrasound, having
ot performed them. Respondent also fabricated a reduced Tight carotid pulse finding (after
ocumenting it as normal just two weeks before) on the clinical exam office; note; 1o justify the

1umecessa1y ultrasound. (Dept. EX. 7, pp. 2-3, 20, 106; T. 318-319),
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76. Respondent diagnosed Patient B with coronary artery disease (CAD) on August 8, 2000,
{although the record at this time contains little to support that diagnosis. The stress tést administered that
{day indicated that the patient reached her target heart rate (rendering it a diagnostic test), exercising for
gminutes and 15 minutes, with no indicﬁﬁ_o_n that the test was abnormal. Agdin, vJJo blood pressure
[measurements appeared on the data sheet. No 1sb tests were ordered, no statin or aspirin was prescribed,|
Land 1o indication for failinig 10 prescribe those standard medicaﬁons in a patient disgnosed with CAD
was documented, This standard of care falls below minimally accepted standards in,:car&iblqu.. {Dept.
[Ex. 7,p. 20, T. 318:319, 859).

77. Respondent falsely billed for baving performed another carotid doppler and echoeardiogram of
: f’aﬁcnt E on:September 10,2001, which he did not perform. No record of these tests are in the patient’s |
imedical record. (Dept. Ex 7).

78.:0On October 1; 2001, Respondent performed another nuciear stress test on Patient E, whjch was

non-diagnostic this time. Respondent performed no further testing at that time to determine whether or
not Patient E actually hiad ischemia, despite Patient E’s current and continuing chest pain and shortiess.
{breath complaints. (Dept. Ex. 7, p. 32, 99, T, 320),

19. Over one month later, on November 2, 2001, Respondent pumbﬁe&y'peﬂormed a diagnostic

258 fechot;a:fdiogram,oh Patient E which was reported negative for ischemia. No record or mention of

E:: test is contained in the patient’s medical record, yet Patient E’s insurance carrjer paid Respendent
for the test. Respondent falsely billed for this test with the Ikmowledge that ke did not perform it (Dep‘t
IFm 7, pp. 67, 32).
80. Responderit falsely billed for the following tests that are absent in, or mensurements are altered
: from, the original certified record with the knowledge that he did not -parform‘th:;m‘, and he fabricated

The medical records to support his false billing: a September 23, 2002 echocardiogram, a September 23,
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12002 carotid doppler study, an August 12, 2003 abdominal aorta study, 2 Mazch 8, 2004
fechocardiogrem, a March 8, 2004 abdominal acrta stady, a March 29, 2004 carotid doppler study, an

j April 1, 2005 carotid doppler study, and a July 15, 2005 abdominal aortic ultrasound. '(Dept. Ex. 7, pp.
817,66, Resp. Ex: L pp, 24-27, 51, 54-56,78-79, 100-101, 129; T. 321-330).

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

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

ecember 13, 2002 and March 29, 2604). These tests were diagnostic and normal, (Dept. Ex. 7, pp. 49,
99, 102, 106, 201; T. 866-868).
82. Respondent falsely billed for having performed another carotid dopplerand echocardiogram of

HPaﬁem E ‘on September 10, 2001, which he did ot perform. No record of these ests is contained in the
)f;ﬂﬁéﬂt’S medical recerd (Dept. Ex. 7).

© 83. In addition, Respondent performed four unwarranted exercise stress tests on Patient E in a little
ore-than 2 years (Mziy 1,2003, June 23, 2004, April 1, 2005 and July 15, 2005). All but one of these
jtest were diagnostic, and all were normal. (Dept. Ex. 7, pp. 18, 24, 55-56, 65, 67, 224).

84. Patient E consistently complained of Chest'pain:as well as shortness of breath, palpitations arid

Jdizziness during the many visits she paid to Respondent's office, who repeated over and over again

| cardiac stress tests that yielded no new information regarding her chest pain complaints. (Dept. Ex. 7

{T. 318-330). .

85. Respondent perforined a MUGA scan on Patient E on August 19, 2005, which is another kind of
fouclear test designed to measure ventricular size and evaluste left ventricular heart fimetion. There was
{no medical reason for this MUGA scan, especially in light of prior essentially normal echocardiograms.
(Dept. Ex. 7; T. 329-330).
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eans 1o determine whether of niot her chest pain - was indicative of significant obstructive coronary
ery disease or something else, Respondent deviated from the standard of care when he continued to
Xpose Patient E to the risk of multiple stress tests; often coupled wath radiation exposire, with no
ossible medical expectation that these tests wonld

vield ber any beneft, (Dept. Ex. 7, pp. 694-697,
377-880).

— Patient F

87. During the period between Jantiary 14, 2005 and October 1 9, 2005, Respondent was Pat;

ent F's
ardiologist. (Dept. Ex. 8, pp. 1215, 20-24, 113-114),

88. On January 14, 20053, Patient F, a 58-year-old man, visited Respondent’s office complaining of
lehest pain.and shortness of breath on exertion, palpitations, dizziness with left-sided weakness and an ‘
E%pisédcrof slurred speech. He had a history of hypercholesterolemia and mild hypertension and a strong

family history of coronary artery disease. (Dept. Ex. 8, pp. 20-2 1;T. 331-332).

89. Respondent failed to grépcrly assess Patient Fs chief comﬁlﬁintsfinpluding a failure to document

e circumstances surroundinig Patient F’s episode dizziness, lefi-sided weakness-and slurred speech, any

characterization of the chest pain as stable/imstableior-im:reasing, and any indication as'to whe

alpitations were associated with the dizziness;

ther the

There was no order for any laboratory evaluation, and

10 medications wére listed, Respondent’s note.in the medrcal record states that.an EKG was normal, but
' o report of the EKG is in the patient’s tecord, as is Tequired. (Dept. Ex. 8, PP. 20-21; T. 331-332, 893),
90. Respondent performed several diagnostic tests on Patient F o January 19, 2005, inci
ttress test, echacardiogram and carotid doppler study,

X. 8, pp. 3-4, 6-7,12-13),

uding a-

docummﬁng»‘ess;ehﬁallyngrmal results. (Dept,




91. Respondent received payment from Patient ¥’s insurance carrier, Empire Blue Cross/Blue Shield
H{BZCBSJ, in the amount of $2500 for purportedly performing a nuclear stress test on Patient F on January
19, 2005. It was itemized as follows: nuclear stress test $1600, stress test interpretation $500,
lmyocm'dzal perfusion »(nuclearzican) $200 and 2 dose myoview (nuclear isetépe’);’SQGO. (Dept. Ex. 8, pp.
! 12-13).

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

Stress teston Janvary 19, 2005, but Respc:x&;ntanegcd_ the patient received a simple exercise stress test,
| is ‘rbilnbursemenr!.was iternized as follows: $463.77 (from the $1600) for the nuclear stress test, $79.46
li(ﬁ*om the $200).for the nuclear scan and $200 for the nuclear isotope. (Dept. Ex. 8, pp. 10-14; T. 713~
714, 732),

93. After refunding the $200 for the nuclearisotope thet he admittedly did not use on Patient F

{during the January 19, 2005 stress test, Respondent received $200 for the nuclear isotope from Patient

IF"s second insurance carrier on November 8, 2005. Respondent billed this charge falsely. ‘There is no

,'; dication in the record that this 5200was reimbursed to the second carrier. (Dept, Ex. 8,p 114; T. 332-

94, Respondent deviated from the standard of care aid exposed Patient F 102 stroke ns“k when he
'.etiormedi,me January 19, 2005 exercise stress test.on tiiis.patfent with significant newrological
fsymptoms, withéut first discovéring the cause of the symptoms. The résults of Patient F’s cardiac tests
were normal, yet Respondent feiled-fo- make an appropriate referral to a neurologist, and there is no
lindication in the record that Respondeat communicated with Patient Fs primary care physician about
ke need for this referral, (7. 336-337; 894-895, 895-897),
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95. Respondent billed for two physical examinations for Patient F on January 19 and 21, 2005
spectively, for which no office notes appear in the pat:ent’s medical record. Respondent falsely billed
for these two- -examinations with the: lcnowledge that be did not perform them, (Dept_ Ex. 8, pp. 12-13).

96, ResPondent also purportedly performed-a stress echocardiogram on Patient F on January 19,

2005 for which no records exist in the - patient’s medlcal 1ecord, yet Patient Fs insurance carrier paid

Xespondent for the test. Respondent falsely billed for.this test with the knowledge that he d:d not
Iperform it, (Dept. Ex. 8,p. 12, T. -334-335),

97. Patient F-returned to R'e'spoﬁdent’s office'on April 21, 2005 comiplaining of chest pain, shortness
{of breath and palpitations. There is noindication that an EKG was performed, deviating from the
standard of care, Respondent documented s normal clinical exam and, he performed dnother stress test
’ mthout @ prior EKG. (Dept. Ex. 8, pp. 16, 22, 54; T. 337-338),

98.0n April 22, 2005, the 1day.af£er'Res‘pbﬁdent:pe1:fmmed astress test on Patient F, he performed
'an ERG on him which was bordetline abnormal. (Dept. Ex, 8, p. 167).

99.:On July 20, 2005, Patient Fvis‘i_téd:Resp.onﬁent’svoﬂ‘ice:complainihfg;bfsﬁarm;css_‘-;ofbm’aﬂg

pelpitations, dizziness and leg claudication (cramping). Respondent Purportedly performed an arterial

|

d Oppler of Patient F's lower extremities and. an abdominal aorta study, for which-no data or reports exist

l« 0 the patient’s medical record. Respondent falsely billed for these tests with the. knowledge that he did
ot perforn: them. (Dept. Ex. 8, p, 23),

100, On October 13, -2605, Patient F repeated his prior visit?s compl’aint's'.‘ Respondent
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101. Respondent never formulated a planto manage Patient F’s clinical signs and symptoms '
‘hbeyond the performance of the disgnostic tests in his record. (Dept. Ex. 8; T. 338).

Patient G

V 102, ‘During the period betweer on or gbout March- 7 2001 through Sepfember 22, 2005,
lfiesponéenrwas Patient G's cardiologist. {Dept. Ex. 9, pp. 83-100), -

103. Respondent took over Patfent G’s care from an associate phymczan on March 7, 2001. At

{thiat time, Patient G was a 60-year-0ld, 5°8”, 246-pound man complaining of exertlonal shortness of

{- Tucidation s to the cause, of this patient’s: complaints at that visit. An BKG was performed, and:

s espondent indicated “no change” The phys:cal examination indicated that Patient G's Tungswere

lear, his pulse in the right carotid was detreased and included & dingram next to abdomen/extremities
land some.ixﬁﬁals’snext to heart, both of which cannot be deciphered. This H&P fails to meet the standard]
fof care. (Dept: Ex: 9, p. 60, 83; T. 41-42),

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

Jhypertension and diabetes. Af the ‘hearing; Respondent testified that Patient G also had bronchial asthirnal

: for which he was on bronchodilators and that-his blood pressure was controlled with ACE inhibitors, but

Jthis information was not. mcluded in Res;mndent’s chart for Patient F's initial visit to hxm on March 7,

01. (Dept. Bx.9, p. 83; T. 462-463).

105, Despite Respondent’s notation on March 7, 2001 of his intentioni to obtain a stress test forl

p atient G, one is ot obtained until almost a-year later, notwithstaﬂding that Patient G visited his office
hree times after his initial visit with similar complaints. (T, 83-84),
106. Respondent obtained payment from Patient G's insurance carrier for a June 29, 2001

carotid doppler study, a July 2, 2001 abdominal aorta study, and a September 18, 2001 arterial doppler
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f y Respondent falsely billed for these tests'with the knowledge that he did not perform them. {Dept,
x. 9, pp: 11-12),

107. Respondent billed Patient.G's insursnice compaty for a follow-up visit on June 29, 2001

"Lr.!_x;at e did not éxamine Patient G on that day, {Dept. BEx,
1 108,

9, pp. 11, 83-84),
Respondent performied a nuclear stress | test-on Patient G on October 11,2002, 4n whxch
:-'?Lbe patient reactied his target heart rate,

{This deviates frém the standard of caté, Respondent documented that the test was negative for ischeniia,

'L(pepz.slzx. S, pp. 33, 44-45, 185),
109.

yet the blood pressure: ‘measurements were not documented,

In 2'5pan of less than three and a half years fiom February of 2002 throngh Junie of 2005,

iRespondent performed Seven stress tests {two of which included the use of a nuclear isotope) on Patient

3. Six of the seven tests were diagnostic and reported a5 normal, notwithstanding the absence of blood
k:ressure measurements in most of them. (Dept. Ex. 9, pp. 31

-33,36-37, 39, 52, 106, 167, 169, 181, 183,
185),

110, Patient G visited Respondent’:

s office on December 18, 2003 complaining of chest. pain
dand shortness.of breath, Respondent fioted that he would perform a nuclear stress test, which he- did on

, lf! ecember 23, 2003 along with-a carotid doppler study. -One of the indications for the doppler study was

jamaurosis firgax (Joss of vision). There s no indication i in the record that Respondent examined Patient

{G before stressing him that day, nor is there any documentation describing the circumstances of his

vision loss or any teurologic examination: (Dept, Ex, 9, PP. 35, 64),
111 ‘During the December 23,2003 nuclear stress: test, Patient G’s heart rate dropped as he




¢ and treatment for Patient G. Patient G- songht Emergency Room care on his own the following day
' d was admitted to STRH with  stroke. The:care and frestment provided to Patient G by Respondent

’ 1 € varcly deviated from the standard of care, .R‘espendeat’-fs failﬁrésiiiWereimanyiand mmpéiﬁided each

! floss; he decided to go ahead and stress: Panem G putting him af risk for a ‘major neuro-cardiac event; he
failed to examine Him before the: stress test,-and he virtually abendoned Patient G after the stress test,
These actions-all but certainly precipitated Patient' G’s neurological event. (Dept. Ex. 9, pp. 36, 53, 67-
[72, 169, 269-270; T. 336, 487-490, 496-500, 505-506).

112, The nuclear stress test that Respondent petformed on Patient G on December 23, 2003
exposed Patient G to increased risk; resulting i his hospitalization with a cerebrovascular accident,
{Dept. Ex. 9, pp. 36, 53, 67-72, 169, 269-270; T, 487-490, 496-500),

| 113, The other numercus diagrostic tests performed on Patient G both before and after the

[events of December 23, 2003, including miltiple echocardiograms; carotid doppler studies and

e "phcmiiartery ultrasounds never actially disgriosed anything, nor did they direct any efficacious

| reatment, as Patient G's symptoms persisted thmughouz the: ‘years he was Rendent’s patient, (Dept.
"x 9, pp.83-100; 35, 38, 40; 42; 43, 46, 183),

lalsxtjcaﬁon of Patient Records

; =_l{i»4-. During the-céxvi’rs’et dfiﬁe"invesﬁ‘gﬁﬁbn conducted by the Office of Professional Medical

»  ; onduct (“OPMC™), Rcspondent provided-copies of the medical records of his patients. Respondent

i ,A icertified that the records of Patients'B, D, E, Fand G were “complete, true and exact copies/originals of
‘,',e patient records kept on file during the regular course of ‘business anid were made at the time of such .

fevent as recorded or written.” (Dept, Ex. 3A,4,6,7,8md9).
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115, The Department served Respondent with a Notice of, Hegring and Statement of Charges
%n this proceeding dated November 10, 2011. The Statemeiitof Charges outlined the allegations of
‘fmxsconduct regatding these seven patients: (Dept. Ex: 1);

116. At the hezring on Decenber 15,2011, Resiondént submitted s new set of documents
which he claimed to be additiona] portions of the mediéal records for Patients A, B, D,E,Fand G whith
fhe had not previously provided. (Resp. Ex. H,L K, L,M and N} ‘

117, At the hearing on January 24, 2012, Respondent subsmitted still additional documents for
LrPaﬁ-ems« B, E and F (Resp. Ex. Q Ex.E, p. 44A;end Ex F, p. 24A and 24B),

118. At the hearing on February 9, 2012, Respondent submitted still additional documents for -
if:aﬁent A2nd G (Resp. Ex. R and ),

| . The additional documents ‘Subiftéd by Respondent allegedly as part of Patient A%s
Lfccor,dfincludés.mpons of 'echocardiogramr'aﬁd:éartiﬁﬂ‘ddﬁp]et studies purportedly performed on July 21,

2001, yet there is no documentation that Patient A paid an office visitto Resyondent on July 21, 2001.

| ‘urther, neither. study is mentmned in the:note of'a subsequent July27, 2001 office visit. Additionally,
here &re two. reports presumably for the $ame: July 2001 doppler ‘study which are different in form and
A&rontent, and one is dated July 21 and the other-Jul_y,—th; (Resp: Ex. H, pp. 10-1 1,32-33; T. 144-147).
: 120, The July 21, 2001 &cliocaxﬂiﬁg‘r}am*r*fcﬁdl:t-‘fm the tiew set of documents diagnoses Patient
A with diastolic dysfiinction and trace mitral and tricuspid regurgitation. Diastolic dysfunction indicates
{that the ventricular heart wall has become stiffer, intetfering with-its function which can produce-
Symptoms of shortness of breath, This same diagnosis.is found in. the records submitted for Patients B,
, E, Fand G. (Resp. Ex. H, p. 10, T. 237238, 430-432)..
121. Areport for a March 19, 2002 stress fest contained in the set of documents for Patient A

submitted at the hearing in December 2011 finclnd&s’bleodipirgssme ‘measurements that were not in the
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original record submitted to OPMC, Still later in the ligaring, Respondent submitted a worksheet which ‘
was 1ot part of the medical record initially received. (Resp. Ex. H, R).

122. ‘The additional sets of documents submitted by Respondent for Patient A add specific
data, such as indications for diagnostic tests as weilﬁasﬁlbo&fpr&ssuressand“aorﬁcch‘asﬁéménts not
jrecorded in the original reports, and new reports of tests for which Respondent received payment.
kT(Resp. Ex. H,R; T. 448-445),

123, Onhuly 22 2002, Respondent purportédly performed caratid doppler and
‘Lezthocardiog-am stadies on Paﬁen’t' A one year aﬁgi:fthjeﬁﬁqrjyaaﬁs,pmyoxtad&studigs. Respondent’s
jearotid doppler duplicate report in the additional documents sibmitted at the hiearing indicates that
’Lﬁenf Ahad a clinical history of “transient wezkness in left upper extremity,” which does not appear in|
‘The original report nor anywhere else in Patient As medical record: (Dept: Ex. 34, Pp- 16, 20-21; Resp: |
IBx. H, pp. 9, 28-29,

124, Respondent submitted additionsl records for the March.1, 2001 echocardiogram
E’iagnosi’ng Patient B with diastolic dysfunction. Still later i the hearing, Respondent also submiitted @

handwritten expanded history and physical for the office-visit on 'thatid’ate - Respondent did not'in fact

{perform an echocardiogram on Patient B.on March 1,.2001 end’both the expanded visit notes and echo

b report were knowingly and felsely created. (Resp. Ex. I, PP. 12:13, Resp. Ex. Q, p. 7-8).
| 125, Respondent’s stated; during his direct: testimony in this hearing that the March'1, 2001

1.- _hocaxdmgmm report was niot in the ongma}ly submitied certified record to the Office of Professional

ough was essential since he did not know the exact “nature of the .inVes'ﬁgaﬁen;”'Rgs;mndent?s"

29




[piegedly “retated report” does not indicate hati is  revision o indicst the tre date o which it was
[prepared (T. 574, 583-585; Resp. Ex. I,
| s et pressiire messurements documented in Respondent’s later submitted report for
A‘Tibe.Mafth' 14, 2001 test are not contained in the miedical record that was initially submitted to OPMC.
@@L Bx. 4, Resp. BEx ).

127 On July 3, 2001, Respondent performed an abdominal vitrasound study on Patient B and |

jfound no significant dilatation of the sorta, Theadditional report for this test submiitted by the

Respondent t the hearing contains 2 lizical Hstory created o support the need for the test, as well as
etailed gortic measurements which was not contained i the patient’s initially'submmitted medical
record. (Dept. Bx. 4, p, 38, Resp. L p. 115; T.222-223).

125, Respondent failed to consistently identify which'nuclear isotope he was employing
! riurmg the July 30, 2003 nuclear stress test he administered tg Patient B: The original medical record

Lt;epcrt documents sestamibi, without dose end rate of admin istration, while the later submitted

argetheart rate of 133 beats per minute when the.data sheet reveals it never got above 106 beats per
bmioute. This is aditonalevidence of the vnrelisbility of Respondent’s records fn general and the
|deliberate falsification of his Jater submitted documents in particular, (Dept. Ex. 4, pp. 44-45, Resp. Bx.
: (PP 34-35,231234). , |

%% Respondent estified at the hearingthat his treatment o Patient B was thwartod by ho
; atient’s “early Alzheimer’s,” lack of family and refusal of cardiac. cathete nzatzon. AsTate as
K’mm” 1% 2004 Gust 4 months before i last visit to Respondent), however, a board certfied
Fmbgisﬁ documented that Patient B was 2 married man, employed asa packer in a factory with no

kf"g‘”ﬁm* cognitive problem. (Dept. Ex. 4, pp. 182-183; T. 569, 605-612).




130. The blood pressure measurements documented in Respondent’s later submitted réport for
-hrhe stress test of Patient D as well as the mezsurements in the May 9, 2005 echocardiogram report are
inot in the original medical record and were falsely created by Respondent. (Dept. Ex. 6, Resp. Ex. K,
{PP- 45-50, 64-65).

131. Respondent falsely billed for a stress etho on Patient E and fabricated a medical record 10
{support his false billing. (Dept. Ex. 7, pp. 6-7, 32, Resp. Bx. L, Pp. 22-23; T. 320-321). |

132, Respondent also purportedly performed a stress echocardiogram onPatient F on Janudry:

19, 2005 for which no records exist in the original certified record; yet Patient F's i Insurance carrier paid.

[Resporident for the test. Respondent falsely billed for this test with the knowledge that he did not

fperform it and fabricated a medical record, which he supplied mid-hearing to support his false billing,

[Dept Ex. &,p. 12, Resp M, p. 23a; T. 334-335).
133 On July 20, 2005, Patient F visited Respondent’s office complaining of shortness of
[oreath, palpitations, dizziness and leg claudication (cramping).. Respondent purportedly performed an

rterial doppler of Patient F’s lower extremities and an abdominal dorta study; for which nio data or

| eporls existin the patient’s medical record, Respondent falsely billed for these tests'with the

134. Respondent fabricated & document to- support his false billing for an Qctober 13, 2005
HMUGA scan-on: Patxent F. (Dept. Ex. 8, p. 24; T. 337-338; Resp. Ex. M, p. 4).

135 Respondent fabricated a medical record jo.support his false billing of Patient G's
linsurance cafrier for a June 29, 2001 carotid doppler study, a July 2, 2001 sbdotainal aorta study, and a:

September 18, 2001 arterial doppler study. (Dept. Ex. 9, pp. 11-12, Resp. Bx. N, pp. 90-62; T, 87-89),
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136. Rispondentrfabricatqd blood pressure measurements for Patient G’s stress test. (Resp.
[Ex. M, pp. 81-82).

137. Respondent created the additional documents admitted asResp.Ex. LK, L, M, N, Q}
f)IR and §.to conceal his deficient medical care and his false billing (paragraphs 114:136 suprs). :

CONCLUSIONS OF LAW

Respondent is ch’a:geéi.. with forty~one‘ specifications alleging professional misconduct
VWith,i’n the meaning of Education Law §6530. The charges relate to gross négligence, negligence,
Tincomyetencg, unwarmanted tésting, fraud, submitting false reports, and failing to maintain adequate
?aﬁent.',mezds. The Hearing Committee made the following conclusions: of law pursuant to the factial
findings listed above. All conclusions resulted from g unanimons vote of the Hearing Committes.
Respondent provided copies of the medical records: for the seven patients to OPMC
: dunng the course of the 'my&sﬁgation and prior to issuance of the Statement of Charges. After the

kheanng commenced; Respondent initially claimed that he had produced only that poition of the patient

records which he considered pertinent to the Department’s investigation which e understood to b

related to billing infractions. Five of the miedical records which Respondent initially provided to the
department, however, are certified by Respondent as being complete. Moreover, the records: submxt&e% :
Ve no appearance .of having being & deliberate subset of the patients’ medical records intenided. t‘e;
Eddress only billing infractions, Accordingly, the Hearing ‘Commities did not find R&pqnﬂentféé
lexplanation credible.
A review of the-individual patient records further disproves Respondent’s claim that thet
, %mtxaﬂy submitted records were incomplete because hie understood that he was only required to submlt»,

T.hax,‘ portion of the patients’ medical records that addressed his billing practice. For example, R@spdnden‘f
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illed for baving pészrmed,a carotid doppler and echecardiogram of Patient E on September 10, 2001
ut no record of these tests are contsined in the medical record Respondent initially submitted fog
Patient E. At the hearing, however, Respondent’s newsﬁbmissions contained a detailed typed report inf
jwhich he diagnoses small atherosclerotic plaque -and diastolic dysfunction, findings conveniently
consistent with the patient’s complaints of dizziness and exertional shortness of breath. (Resp. Ex. L,
Iop. 5-8; T. 860-863).

- Further instances of Respondent having altered the newly submitted documents 1o justify
f2 medically unnecessary test can be. seen. For example, there are two different reports of a July 22, 2002
carotid doppler and echocardiogram studies conducted on Patiert A exactly one year to the month afier
lthe prior year’s purported studies. Respondent’s. carotid doppler newly sibmiitted report documents al
[clinical history of “transient weakness in left upper ‘éxtremity” which does not appear in the report
ﬁco‘n'té.ined in the originally produced medical record for Patient A or elsewhere in the medical record,
Additional evidence of Respondent’s aIteratﬁ;h of his medical records can be seen,
freviewing the July 20, 2005 office visit notes for Patient F and comparing that record with his latey |
fsubmitied abdominal aorta study report ﬁomi¥mati"éMe:day. The report iﬁdicatas"‘mcreasing abdoininalt
bﬁn" and a “palpable pulsatile abdominal dorta” as indications for the study t6 rule out a Triple-A. Thel.
visit notes, however, document -a normsl abdominal exam and abdominal pain is never mentioned.|
?(Dﬁept; Ex. 8, p: 23, Resp: Ex. M, p 5).
| The Department’s expert witness testified that the distinét form and content of the newly

|submitted docuinents provided evidence which suggested that Respondent had created them to falsely

justify the treatment he provided his patients, The content of the duplicate reports for identical tests and]
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llgbe later submitted records consistently and exclusively use.-’a‘noﬂjc:r and markedly different format, The
later submissions use a letterhead different in size, type and contert, a different physicien stamp and
gcontam no dictation identifiers. This was further evidence that ‘Respondent’s explanation of havmgt
lselected only certain records refated to billing infractionis was false, (T. 46-50).

- Confronted with the fact that the newly submztied documents showed the use of different

letterhead, physician stamp, and dictation stamp than seen in the medical records for these panentst
JAuring the same time period, ,Respondentatcshﬁed,that»he revised his récords so he could improve the
ocumentation of his patient records for his applications to. the Intersocietal Commission for
Accreditation of Echocardiography Laboratories (ICAEL) and the Intersocietal Commission for
Accreditation of Nuclesr Laboratories (ICANL). If this testimony is true, Respondent’s revision of
,jmedicai records is contraty to accepted medical practice designed o safeguard the integrity of such
’ .;'}mmr‘,k’ particularly here where the revised records do not indicate that they ‘are revisions or on the datel
‘on which they were prepared. The Heaxing Committee considered this to be further evidence of
'F{ejsppndéﬁf’slackbfim_egﬁty and lack of credibility.

When it was pointed out at the hearing: that. Respandeat failed to document any blood

ﬂ KG tracings or separate small worksheets which were not included in the: medical records submitted tof

1’ he Department. The Hearing Committee did o find this: explanation: credible and determined that the

Jexhibits which Respondent subsequently offered at the heaxmg were . falsely created to support hJ.J
' fabncated explanation,

Respondent attempted to justify his false billing for Patient D by testifying that he had

V%WO cardiac patients with the same name of similar age and build who both visited his office on the very
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pame o days of Jamuary 10, 2005 and February 24, 2005. (T. 638-644, 657-661). The Hearing
|Committee did not believe Responident’s testimony related to having two similar petients with the samel
Iname, seen coincidentslly on two subsequent dates,
The Hearing Committee then considered the credibility-of the expert witnesses-called by
|the Department and the Respondent and the weight to be accorded their testimony.
The Department’s expeit, Steven R. Bergmann, MD., PhD., is currently the Chief of
Eiardiology for the Beth Istael Medical Ceriter in New York, New York. His re-certifications for]
ternal Medicine and. ’Nn'c»lear Cardiology are‘in progress: Dr. Bergmann conducts research, maintsins
{an active clinical practice and supervises medical students, residents and fellows. He received 2 medical
{degree from Washington University School of Medicine in St. Louis, Missouri, in 1986, asd a PhD., in
Eihysiobgy and Biophysics from Hatmemann Medical Coliege mPhxlade]phxa, Pennsylvania in 1978.
Respondent’s expert, Robert M. Siegel, M.D,, received his-medical degree in 2003 from

k.tb'e Albent Einstein College of Medicine and became an Assistant Professor of Medicine there in 2010

b

: “well as'an attending cardiologist at the Jacobi Medical Center in the Bronx, New York. He is boarded
in Intemal Medicine, Cardiology and Nuclear Cardiology.

The Hearing Committee found that Dr. Bergmann: was very knowledgeable and
xtremely forthright i his testimony. Accordingly, they placed preat weight on his testimony. The
earing Committee felt that Dr. Siegel had a. reasonable knowledge of cardiovascular medicine, but had
far less knowledge and experience than Dr. Bergmann and 's6 accorded lgss weight to his testimony: Dr,
{Siegel generally ngreed with-the standards of care in cardivlogy as-articnlated by Dr. Bergmann, and he
jacknowledged that the patients’ medical records, at times, did not contain enough information tob
{determine whether cerfain diagnostic tests and treatment protocols were appropriate for the patients. (T

{769, 771, 796-797). At other times, however, Dr. Siegel’s testimony was so evisive that it became;
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lr:h’singenbous. For example, when asked whether Respondent should have formulated & differentia]
diagnesis for a patient, Dr. Si:geldigrex;‘séd_imo a lengthy explanstion in whif:huiﬁm:;tély testified that

{a cardiologist has to have & differential diagrosis in the back of his head, but that he does not need 1
szitc_:it. down' (T764-765) The Hearing Committee speciﬁcfﬁﬁy rejects this testimony and accepts
jqi‘zxstead‘ the testitnony of Dr. Bergmann which establistes the irmportance of formulating a differential
' agnosxs In particular, the Hearing Committee accepts Dr. Bergmann’s overall assessinent of
[Respondents care and treatment of these seven patients which showed:

A pattern of listing symptoms without really developing a cledr history
about these symptoms just for the indication of doing tests and repeated
tests: almost on an annual basis and almost on the anniversary date for
meny of these patients, There is a pattern of dofng submaximal non-
diagnostic tests, There js a pattern of 10-diagnostic plan; no treatment
plan i terms of ‘medication, ...very minimal clinical examinations and I
thmknataccumtemeasurementsof ‘even blood pressure in 1hé office, and
1'don’t think that Dr. Wijetilaka used standard of care for a physician. 1
think that his patients have suffered including patients who've come back
tens of times with the same complaints without trestment. (T. 343),

Based wpon ‘its determination related to the' credibility of the testimony and the

ﬁd’gcumentmy evidence presented, the Hearing Commitiee voted. unanimously to sustain each and everyl

Mfactual allegation contained in the Amended Statement of Charges.

The First Specification charged Respondent with- professional miscondiict for ptacﬁcin%

""cdic_ine with gross negligcnce in his care of Patient A, in violation of New York Education Law
86530(4). Gross negligence is defined as negligence which involves a serions or significant deviation }
m acceptable medical standards that creates ﬁie tisk of potentially grave -'coﬁchuenc}&s to the patient.
Tﬁg Department established by a preponderance of the evidence thiat Respondent's care of Patient A was

L’gvssly negligent. The Commities Members fully coneur with. Dr. Bergmann’s opinion that
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HRespcmdent’s failure to monitor the patient’s abdominal aortic aneurism placed the petient in grave riskd |
of harm which was realized when the aneurism ruptured and the patient died. Respondent had repeated
lnpponumna over the course of the- years to attend to this critical issue as the patient returned to hig
Taﬁic.e fifteen times over a three and a half year period, complaining frequently of shoriness of breath,
Instead, Respondent never mstmxted 8 treatment plan for the patient’s shortness of breath, failed to}
Jmeasure and control Patient A’s blood pressare and failed to address the pati&ﬁt*saneuriém—
The Second’ Specification charged ReSpendent with professional misconduct forn

racticing medicine with neghgence on more than one oceasion 1n his.care of Patients A throngh G, in
E\o“lahon of New York Education Law' §6530(3) Negh’gence is defined as the failure to exercise the
jeare that: would be exercised by a reasonably prudent licensee under the circumstances and involves a
tdeviation from acceptable ‘medical standards in the treatment of pafients. As discussed above, the
epartment -established: by a preponderance of the evidence that Respondent’s: practice of medicind
Ehowed a pauﬁm of failing: to provide & course of treatment for these patients who returned over the
course of year for repesied and oftentimes non-diagnostic tests, Accor&ingly; the Second Specification

“The Third Speciﬁcation char’gcd*Réspondent"with professional misconduet for practicing

! nedicine with mcompetence in his care of Patient A through G, ia violation of New York Education
aw §6530(5). Incompetence is a- lack of the skill or knowledge riecessary to practice the' profession:
The Depar{:ment; established by & preponderance of the evidence that Responderit lacked even the basig
' L'.equisit'c knowledge of the critical importance of developing a differential diagnosis for his patients.
Therefore, the Third Specification is sustained,

The Fourth through Eighth Specifications charged Respondent with professionall

misconduet for ordering ‘excessive tests for Patient B, D, B, F and G which were not warrantad by the
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lrondstlon of those patients in violation of New York Education Law §6530(35) As indicated in the
|findings of fact above, Rcspondent repeatedly administered tests on Patient B, D, E, F &nd G which' WETe

The Ninth. thmng‘h Twentieth Specxﬁcauons charged Respondent with pmfessmnal
tgmsconduct for practxcmg medicing ﬁaudulenﬂy 1n regard to Patients A, B, D E, F, Gin violation off
New York Educafion Law §6539(2) Fraudlﬂent practice: is the intentional miisrepresentation
Lzmsrepresentatlon or coneealment of 8 kmown fact. As indicated above in the findings of fact,

Respondent. mistepreseated ‘his- freatment of these seven patients by altering their medical records to

eanceal his deficient ‘medical cate: or to. justify his false medical billing. The Committee infe _
espondent’s knowledge of the falsity of these records and his intent to deceive based on Respondent’
anem of administering tests with no regard for the results achieved as well as hiz inconsisten
estimony regarding hi§ production and alteration: of the: patient records :submitted at the. hearing, A

: lguch these Specifications are: sustamed

The Twanty—Fnst through ThJ:ty—Second Specifications: charged Respondent with

professional misconduct for filing & false feport in regard to Patient, A,B; D, E,Fand G, in violation of
'r lew York Education Law §6530(21). As discussed above, the Hearing: Committee determined that the
jepartment established by a prepondcrance of evidence that Respondent alterad the patients’ medical
| ecords and submitted false documents asserting they were part of the patients’ medical Tecords.
| Accordingly, these Specifications are sustained, , |
‘The Thirty-Third: through. Forty-First Specifications charged Respondent with failing to

Tna.mtam a record for each patient. whlch accurately reflects the evaluation and treatment of the patient,
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f violation of New York Education Law §6530(32). As discussed above, the Department establiskied
y 2 preponderance of the evidence: that Respondent failed to teke adequate histories of his-patients or

jdocument en adequate treatment plan. As such these Specifications are also sustained.

The. Hearing Committee, pursuant to the Findings of Fact'and Conclusions of Law sef]
iforth above, determined by a unanimous:vote that Respondent’s lcense to _'prva;':ﬁc_es_medjcincmin; New]
York State should be revoked and that a civil penalty should be assessed. This determination was
freached upon due consideration of the full spectri of ﬁenﬂﬁ'es, gvailable pursuant to statute, including]
frevocation, suspession; pmb&ﬁon,ﬁensmeaandthelmpommnof civil penalties.

O d.

2d the charge of pross neglipence in Respondent’s care of

The Hearing Committee sus

\Patient A. Among other deficiencies, Respondent failed to monitor Patient A’S sbdominal aortic]

laneurysm over a periog of three years, fiiled fdfgppmpﬁm_e}y treat the patient’s blood pressure; and
gl:iled to recognize or address the ',c.riﬁca'ifzréport of the patient having collapsed, complaining of lower
bdominal pain. The record also establishes Respondent’s negligence and iricompetence in that he
ﬂ:‘oilowed a paitemn of ‘s‘eeing;vi?ai‘iem_ A and the ofhet six patients over a coiirse of years and ardering

fvarious tests, yet failing to ﬂﬁtain adequale histories -Qr»;img}eménﬁn_g appropriste treatment plans. Thef

Hearing Committee beliéves that Respondent’s failvre to provide his patients with even somefminimai

evel of medical care and consideration of the ontcome of the tests which he administered demonstrates
hat Respondent’s sole motivation for seeing patients was his own firiancial benefit and that ke had no

jregard for his patients” well-being. The: egregious nature of Respondent’s deficient medical care
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Hsta'nding alone would warrent the revocation of his lcense to practice medicine in the State of New
York
The Hearing Commitee further found thet Respondent was guilty of professions]
[isconduct in that he performed multiple diagnostic tests which were not warrantsd by the patients’
.«Fe&ica} conditions and tht he billed for diagnostic tests which he. did not perform. The Committes
ejected Respondent’s various explanations for his conduct and determined that a civil penalty of
iSG,DOO should be imposed.
| Finally, the Hearing Committee concluded that Respondent Jacks any integrity as furthier
zvidenced by his aiteration of the patients” medical records; his submission of eltered records duririg thel
earinig, and his inconsistent and. evolving attempts to explain his.misconduct. Physicians must. comply
with the highest ethical standards, and integrity is 48 important to the practice of medicine as miedicall
jcompetence.  The Hearing Committee found that Respondent lacked eredibility, showad no remorse
Hfor bis misconduct and fifled to take any responsibility for his actions.

ORDER

Based upon the _fbrcédin"gs IT IS HERERY ORDERED THAT:
| 1. The First throngh Forty-first Specifications of professional misconduct, as'set forth in
"ﬁhe Statement of Charges are- SUSTAINED; = '

2 Respondent’s license to practice medicine n the Stafe of New York is REVOKED.




3. A civil pensity of $50,000:00 is assessed which is payable within sixty (60 dzys of the
feffective date of this Order.

4. Any civil penslty not paid by that date shall be subject to all provisions of Taw relating

E‘i debt collection by the State of New Yoik. This includes but is not limited to the imposiii:‘qnibf
finterest, Iate payment charges and collection fees; referral to the New York State Department: of
Taxation and Finance for collection; and non-renewal.of permits or licenses [Tax Law section 171€27);
|State Finance Law section 18; CPLR section :5001; Executive Law section 32. Payments must be
fisubmitted to:

Bureau of Accounts Management

New York State: Bcpartment of Health

Empire State Plazs

Corning Tower, Room 1717

Albany, New York 12237
5. This Determination and Order shall be effective upon service. Service shall be gither
{}by, certified mail upon Respondent at his last known address and such service shall be effective upory
Jreceipt or seven days afler mailing, whichever is earlier, or'by personal service and such service shall bel
Iaeffe'ct_ivé upon receipt,

IDATED: New York, New York
’ June | 2012

REDACTED
MICHAEL R. GOLDING, M.D, (CHAIR) "
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TO: Christine Radman, Esq,
| Associate Counsel
New York State Department of Health
Office of Professional Medical Conduct
90 Church Street
New York, New York 10007

William L. Wood, Esq,

Wood & Scher

Attorniey for Respondent

222 Bloomindale Road

Whité Plains, New York 10605
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EXHIBIT C



Approved: )éz‘
ILAN GRAFF

Assistant United States Attorney

Before: THE HONORAELE GEORGE A. YANTHIS
United States Magistrate Judge
Southern District of New York 32

I e ™ B - - - - - - - —x
UNITED STATES OF AMERICA : - SEALED COMPLAINT
- V. - : Violation of

21 U.S.C. §§ 81z,
'841(a) (1), 841(b) (1) (c)

ROHAN WIJETILAKA,

Defendant. : COUNTY OF OFFENSE:

WESTCHESTER

- e o e e e o - - - - - - - -— - -.x

SOUTHERN DISTRICT OF NEW YORK, ss.:

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 gubstance, 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) ().

(Title 21, United States Code, Sections 812, 84l(a) (1),
841 (b) (1) (C) and Title 18, United States Code, Section 2.)



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 learmned
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 leagt 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



also worked with, and is a registered informant for, the
Westchegter 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. WIJETILAKA 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,
WIJETILARKA would bill hisg 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



+

nor otherwise been evaluated by WIJETILAKA for approximatelyA
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. I 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,

T know that the State Board investigates complaints about
healthcare professionals and is responsible for monitoring and
disciplining healthcare practitioners. '



WHEREFORE, deponent prays that an arrest warrant be
issued for ROHAN WIJETILAKA, the above-named defendant, and that
she be arrested and imprisoned, or bailed, asAhe case may be.

Sworn to before me this
25th day ®f July, 2012

THE S&éﬂ%ORGE A. YANTHIS

UNITED STATES MAGISTRATE JUDGE
SOUTHERN DISTRICT OF NEW YORK

GUY-"J. j/?z’PIc:KY /7
Detectife

Westchester County Police
Department o
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COPY

WARRANT FOR ARREST

Hrited Stutes Bistrict Conrrt

DISTRICT

SOUTHERN DISTRICT OF NEW YORK

UNITED STATES OF AMERICA

V.

ROHAN WIJETILAKA

Defendant,

" 12 MAG 1999

0O Order of Court
X Complaint

WARRANT ISSUED ON THE BASIS OF:
O Indictment O Information

NAME AND ADDRESS OF INDIVIDUAL TO BE ARRESTED

ROHAN WIJETILAKA

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.
F UNITED STATES CODE TITLE SECTION
IN VIOLATION O 812, 841(&)(1), 841(b)(1)(c)
BAIL OTHER CONDITIONS OF RELEASE
ORDERED BY SIGNA S. MAGISTRATE) DATE QRDERE]
/Gy 2125/
CLERK OF COURT BY) w /7\ DATE
7/25/)2
RETURN

This warrant was received and executed with the arrest of the above-named person.

DATE RECEIVED

DATE EXECUTED .

NAME AND TITLE OF ARRESTING OFFICER

SIGNATURE OF ARRESTING OFFICER

Note: The arresting officer is directed to serve the attached copy of the charge on the defendant at the time this warrant is executed.




EXHIBIT D



D REGULAR PRETRIAL O STRICT PRETRIAL DRUG TESTING/TREATMENT
. D HOME INCARCERATION O HOME DETEN N 0O CURFEW O ELECTRONIC MONITORING

e

& Dgspogrrlou SHEET

3&*@\(\/ Q\_L Qs\.z R er DATE OF ARREST 01-25:20% [ VOL. SURRENDER

AUSA TIME OF ARREST _ %' ’Soé o ONWRIT
MAGISTRATE'S o ‘

DOCKET NUMBER _\ © SOh& G \&Q 9 TIME OF PRESENTMENT (- ™ 03 A
\

PROCEEDING: Rule5 [ Rule9 O Rule40 [ Detention Hearing [ Other:

N INTERPRETERN DED LANGUAGE: T

DEFENDANT'S NAME: \&D\«m Lo «xk\‘m\cc\

* COUNSEL'S NAME: {3 SN\ ccor. L. oo ol S, @RETAINED OLEGALAID O CA

BAIL DISPOSITION

' D DETENTION HEARING SCHEDWLED AT DEFENDANT’S REQUEST FOR

N E{,s QDG JZJZ) PRB

O DETENTION O ON CONSEN\ W/O PREJUDICE O SEE DETENTION ORDER

ﬁ, AGREED BAIL: PACKAGE

X FRP N
u/m; S0, 00O CASH/PROPERTY: ___\\

RAVEL RESTRICTED TO SDNY/EDNY/_\
'SURRENDER TRAVEL DOCUMENTS (& NONEW APPLICATIONS)

. CONDITIONS:
DEFENDANT TO\BE,REL ASED UPO OLLOW G CONDITIONS:

: REMATNING CONDITIONS TO BE MET BY _ &=t Q‘l >0\

O OfHER: é/b, %DL%\MJ @u« ﬂ’ &\,Q % | !
5 vest A et Nkl o ?Wbsa m;éw |
v CrarRn \%uﬁuvb “\_ RECEIVED

JUL_ 27 2012
. - U.S.AO.
-EOR RULE 40 CASES: White Plains Office :
O ID HEARING WAIVED O PRELIMINARY HEARING WAIVED
'O DEFENDANT TO BE REMOVED O ON DEFENDANT'S CONSENT  +
DATE FOR PRELIMINARY HEARING _ 0%~ O ~ DD\ >~ O ON DEFENDANT'S CONSENT
- COMMENTS AND ADDITIONAL PROCEEDINGS:
ot O 2O | Copn
: UNITED STATES MAGISTRA mjsz DGE
SOUTHERN DISTRICT O YORK

" WHITE (ORIGINAL} - DEFENDANT'S FILE  PINK - U.S. ATTORNEY'S OFFICE YELLOW - U.S. MARSHAL  CREEN - PRETRIAL SERVICES AGENCY

REV. {(2001) IH-2
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AO 98 (Rev. 8/85) Appearance Bond -__._ A . 2 \ = 10BN )
Wi Caas Quine: Inadd on Ve daedladk ovoeX 35 Ao ils
]

B nited States Bistrict Courtad g
e Dmc%lip |

UNITED STATES OF AMERICA rD \ Q s C "oy
V. | O -Dlo-d\2y,
APPEARANCE BOND . oo

(QO\(\O«’\ Ly ;rLXV\LKKOs | A Mo b S

Detondiasd CASENUMBER: \ D N\ 99 "“‘Q

ot
&l

Sy

Non—surety: |, the undersigned defendant acknowledge that | andmy...

Surety: We, the undersigned, jointly and severally acknowledge that we and our , . ,
personal representatives, ointly and severally, are bound to pay to the United States of America the sum of
5200, oo , and there has been deposited in the Registry of the Court the sum of
$ SO.bod in cash or {describe other security.)

The conditions of this bond are that the defandantQé\Nkv\ bé ;ﬁ\_, L\ e

(namej . .
is to appear before this court and at such ather 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 this case, including appearance for violation of a
condition of defendant's release as may be ordered or nottfied 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 s 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. .

It is agreed and understoed that this is a continuing bond (including any procesding on appeal or raview)
which shall continue until such time &s the undersigned are exonerated.,

If the defendant appears as ordered or nofified and otherwise obeys and parforms the foregoing conditions of this
bond, then this bond is to be void, but if the defendant falls 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 distriot 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 entered upon motion in such United States district
court against each debtor jointly and severally for the amount above stated, together with interest and costs, and exsecution
may be issued and payment secured as provided by the Federal Rules of Criminal Procedure and any other laws of the
Unlted States.

N I
This borffs sighpd on AN D | Gndhn \sgmc&su%—

Datend Address.
!
Surety. V Address.
Surety. Address.
Signed and acknowledged before me on e — E
Judiclal Cifesr/Clork
Approved; G-Dler 00—

Judicial Ofhcer



Case 7:12-mj-01999-UA Document 6 Filed 07/26/12 a3 DeRk =S Q

AD 195C (Rev 6-97) Advice of Penaltics... Pago___of____Pags
Mbinbdtutonididl sl

Advice of Penaties and Sanctions .

0 mhmm:ﬁ\?a\,“(\ %\%ﬁ-\s}gcg&&

YOU ARE ADVISED OF THE FOLLOWING PENALTIES

wﬂmus,vicﬁm,jmm.infmnmoroﬁcaofﬂwoemtmepmﬂﬁesfmmmpmg,' mmﬁaﬂmorinﬁmidaﬁonmsig:ﬁﬁcmﬂy

mmmiousiftheyinvolvcakiﬂingorammdkiﬂing.
Ifaﬁermleme,youkmwinglyfailwwmmby&mﬁ&mdmmmmmfmmmofmm

ywmybepmswumdfmﬂﬁlingwappwwmrmdumdaddiﬁonﬂwﬁshmmmybehnpmdﬁymareomﬁctedof:
(1)moﬁmwpuﬁ@abhby&a&.lﬂehnpﬁmmgmimpimnnwmfmawmofﬁﬁemmmmywshallbeﬁned

notmorethmszSO.GOOorimpﬁsonedfm-notmmtlwuwyeus,orboﬂx; .

(2)moﬁ'cnscpmﬂshablebyimmsonmemforatamofﬁveymormbut.lmtlmnﬁfveenyem*s,youshzllbeﬁwduot
momthanSZSD.Ommhnpﬁsomdformtmorethanﬁveyeam,orbo&;

3 anyo&rfelony,youshaﬂbe%dnotmmthanmso.meinmﬁsmednotmomﬂmntwoyem,orboth;
ami .ywahaﬂbcﬁnadmtmethmﬂ%ﬂ&orimmimmdnmmeﬂzmmcyear,mm
Ammof_imptisonmentimposedforfaﬂmtoappearorsumndorshaubcinaddiﬁonwthcmmforany'othcroﬂ‘cnse.

hnddiﬁon.afaﬂummappemmsuuendamaymsukintheforfdnneofanybondpom

Acknowledgement of Defendant

Y12 & N Chwe (-
Address
W Yo N (60

City and State Telephone

Directions to United Statés Marshal
( 'I'hedefendmtisORDEREDmbasedaﬁcrpmassing.

( )ThoUnitedStabesmmhalisORDERBDtokmpredofmdmincustodyunﬁl ified by the cletk or judicial o, thet the
dcfcndmxhaspouedbmdandloroompliedwithaﬂothummdiﬁonsfor defendant shall byg. ore the
appmpmim‘jmﬁcialoﬂicc:atthcdmcandphoespedﬁeaifsdﬂincusmdy.
<

Date__ O~ o - DO\ & :
Ecorqe.?\?mﬂ ;'3, MYMU-

¥ame and Title of Judicial Officer

WHITE COPY - COURT YELLOW - DEFENDANT GREEN - PRETRIAL BERVICE BLUE - U.8. ATTORKEY PINK - U.8. MARSHAL
ﬂ'll.smwn-gmma;
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AO 199A (Rev. 6/57) Order Setting Conditions of Release. Page lof______Pages

United States Bistrict Court

DISTRICT OF

UNITED STATES OF AMERICA

v. ORDER SETTING CONDITIONS
OF RELEASE

Nedoon Uonag g @M= 1 s wag
Defendant

IT IS ORDERED that the release of the defendant is subject to the following conditions:

(1) The defendant shall not commit any offenss in violation of federal, state or local law while on release in this
case.

{2) The defendant shall immediately advise the conrt, 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 appear at (if blank, to be notified)

Placs
on

Date and Time

Release on Personal Recognizance or Unsecured Bond

IT IS FURTHER ORDERED that the defendant ba released provided that:

(V) @ The defendant promises to appear at all proceedings as required and to surrender for service of any sentence
imposed.

( ) (5) The defendant ex¢cutes an unsecured bond binding the defendant to pay the United States the sum of

dollars (3 }
in the event of a failure to appear as required or to surrender as directed for service of any sentence imposed.

WHITE COPY — COURT  YELLOW —DEFENDANT  GREEN — PRETRIAL SERVICES ATIGRNEY  PINK— LS. MARBHAL



